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Abstract 

Background: In the last two decades Bogota, Colombia has seen a massive influx of internally 

displaced people (IDP) settling in its periphery where residents face the worst living, social, and 

economic conditions despite the 2011 passing of The Victims Law  entitling IDP victims access to 

free shelter, food, education, and healthcare.  

Objective: To understand the circumstances and health care needs of Colombian IDPs, 

determine trends of health perceptions among IDPs and assess and quality of health services 

among IDPs in Bogota.  

Methods: Semi-structured, in-depth interviews were conducted with 12 professionals who work 

with IDPs and 36 IDPs. Interviews explored opinions of common health conditions and barriers 

to access health services in IDP communities. The EQ-5D survey about perceptions of health was 

administered measuring mobility, self-care, daily activities, pain, and depression/anxiety. All 

interviews were recorded, transcribed, coded for analysis.  

Results: Most IDPs did not indicate suffering with mobility, self-care, and ability to conduct daily 

activities. Seventy-five percent of participants indicated moderate to severe pain and 86.85% 

expressed feeling some form of depression or anxiety. Environmental factors are common 

contributors to poor health conditions. Individual and societal factors surfaced as detriments to 

accessing health services. The process to be included in The Victims Law registry is arduous. 

Although the Victims Law allows IDPs to access health services, many missing links in the system 

thwart quality health care delivery and discourage IDPs to utilize the health care system.  

Conclusion: Despite efforts to mitigate the struggles IPDs suffer there remain much needed 

health services and organizational improvements for the IDP community in Bogota.  
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CHAPTER I: INTRODUCTION, LITERATURE REVIEW, AND RESEARCH METHODS 

"Bogotá es una ciudad de sobrevivencia" –A displaced man living in Bogotá 

“Bogotá is a city of survival”- A displaced man living in Bogotá 

Background 

Colombia has been described as a land of paradox because of its geographic, social, and 

political fragmentation (Skidmore & Smith, 2005).  It has the oldest democracy in Latin America 

and it had a relatively short period of military dictatorship, which was followed by a power 

sharing agreement between the Conservative and Liberal parties for over 18 years. Colombia 

also has the longest running guerilla war in Latin America and is tied with Sudan as having the 

highest number of displaced people in the world (Pacheco-Sanchez, 2009, Skidmore & Smith, 

2005).  

Colombia is a resource-rich country in which timber, hydroelectric power, mines, and 

plantations of crops such as African palm, have attracted international investment from many of 

the largest companies in the world (IDMC, 2008). Massive extraction of resources have 

negatively impacted local communities and attracted guerrilla groups to fight against extraction. 

At the same time, the Colombian military has played an increasingly important role in defending 

corporate interest and in allowing the intervention of informal paramilitary groups. The end 

result has been intensified violence, fighting, threats, selective execution, and displacement 

(Gutmann, 2003). The regions richest in natural resources have the greatest potential for 

agricultural development have been the ones most affected by internal displacement and large 

scale land acquisitions (Internal Displacement Monitoring Centre, 2008).    

http://www.internal-displacement.org/
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In the 1950s the longest running guerilla group in the world, the Revolutionary Armed 

Forces of Colombia/Fuerzas Armadas Revolucionarias de Colombia (FARC) emerged in Colombia, 

and then soon after emerged the ELN (Ejercito de Liberación de Colombia) and then the M-19. 

These guerrilla groups, which included mostly displaced peasant farmers and a smaller group of 

urban intellectuals, pushed for agrarian reform, wealth redistribution, and social transformation 

for the benefit of the poor majority in the country. These efforts were a direct challenge to 

wealth concentration by traditional elites whose land holdings kept on growing at the expense 

of small farmers and under the tacit support of the state. Through the 1970s and 1980s, the 

guerrilla grew in strength, resorting to increasingly violent confrontations and extortion 

strategies. By the 1990s, largely as a response to the Colombian National Army’s inability to 

defeat guerrilla groups, wealthy landowners formed the United Self-defense Forces of 

Colombia/Autodefensas Unidas de Colombia (AUC), and umbrella organization of far-right 

paramilitary groups financed by large corporate interests and functioning under the covert 

support of the Colombian government and armed forces. Both guerrilla and paramilitary groups 

have worked with narco trafficking groups to support their armed operations. 

Currently conflict is largely about power, land control, and the drug trade. The altruistic 

motivation the originated with the guerilla groups can arguably be considered lost. Current data 

from 2011 shows that land control is still highly concentrated among a few wealthy families with 

1.15% of landowners owning 52.2% of Colombia arable land. 

The conflict has been exacerbated by U.S. support for the Colombian military. In the 

1960s the United States began advising Colombia to use counterinsurgency tactics and initiated 

military aid to Colombia. Throughout the 1990s and early 2000s, with the emergence of the War 

on Drugs and the War on Terror, Colombia became a major recipient of military aid from the 



12 
 

United States, making Colombia the largest recipient of aid outside of the Middle East and the 

third largest recipient in the world. Vasquez-Leon and Lindsay-Poland argue that the War on 

Drugs and War on Terror are not “designed to rid the hemisphere of drugs or terrorists, but to 

maintain an increasingly precarious neo-colonial order” and justify displacement to procure 

valuable natural resources or target social movements (2012). 

According to the Women’s Commission for Refugee Women and Children in 2001 $1.3 

billion was given to Colombia but only $30 million was used towards programs for IDPs 

(Friedland 2002). Since 2000 the United States has put forth over $8 billion towards drug 

eradication efforts in Colombia yet still today in 2013 drug trade remains strong with high 

demand and continued supply (Vasquez-Leon & Lindsay Poland, 2012). In 2009 the Washington 

Office on Latin America estimated 842-1,111 tons of cocaine were produced in Colombia 

compared to 925 tons in 1999. Further, there is a continued increase in IDPs year after year and 

increasing violence and killings since the United States increased military aid and intervention in 

Colombia (Vasquez-Leon & Lindsay-Poland, 2012). 

Two to six million hectares of land are estimated to be controlled by paramilitary 

groups, which formally demobilized in August 2006, but stole large tracts of land from the 

internally displaced persons (IDPs) (Florez, 2006). Nearly three million hectares of land have 

been abandoned as a result of forced displacement. This accounts for 6% of all agricultural 

lands, valued at 7.2 billion Colombian pesos or roughly $4,006,677.60 USD. In Colombia land is 

passed from generation to generation and is often done informally thus making any efforts of 

land retribution challenging to prove land ownership (Osorio, 2005).     
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As of December 2012 according to Colombian government figures, in the last 20 years 

there have been an estimated 4,900,000 IDPs and in December 2011 the Consultoría Para los 

Derechos Humanos y Desplazamiento/ Consultancy on Human Rights and Displacement 

(CODHES) estimated there were approximately 5,454,766 IDPs who have been forcibly displaced 

from their land due to escalating war and violence. These displacement figures make up more 

than 10% of Colombia’s total 45.7 million country population. Both figures are cumulative and 

are likely to be even higher due to underreporting (Global Statistics: Internal Displacement 

Monitoring Centre, 2012). According to CODHES at the end of September 2011 there were some 

89,000 people displaced in the first half of 2011 (CODHES, 2011). Forced displacements in 

Colombia have primarily affected the rural population (Muggah, 2000), where 93% of the 

internally displaced population comes from (Albuja and Ceballos, 2010). Most victims of 

displacement are Afro-Colombians, indigenous groups, peasants, and small ranchers (Osorio, 

2005). Figure 1.1 below is a map produced by Internal Displacement Monitoring Centre of the 

most concentration places of origins of IDPs in Colombia.  

 

Figure 1.1: Map of Colombia showing departments with significant IDP concentrations 
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Forced displacement comes at the hand of violence and corruption from largely from 

the FARC and paramilitary forces. The FARC is a leftist guerilla group that was established in the 

1950s. Paramilitary groups emerged in the 1970s and 1980s that are made up of largely wealthy 

landowners who finance private armies to protect their land and themselves from guerilla 

forces. Both the FARC and paramilitary forces have relied on narco-trafficking to finance their 

operations. These forces use different intimidation tactics to make people give up their land, 

ranging from direct use of force, threats and intimidation campaigns to other forms of economic 

and social pressure (Carillo, 2009). In Colombia forced displacement entails a ‘chronic and 

sustained humanitarian crisis’ linked to the expansion and intensification of the conflict. Despite 

forced displacement being classified as a crime, it continuously remains unpunished (Osorio, 

2005).  The state is not allocating funds for internally displaced persons or IDPs in comparison to 

other areas of spending.  In 2004 Colombia spent an estimated 2.3 million Colombian pesos 

($1,264 USD) per family of forced migration and an estimated 21.5 million Colombian pesos 

($11,816 USD) on a member associated with illegal armed forces (Osorio, 2005). 

Despite desire to return to their homelands it is fairly common for IDPs to never return 

to their places of origin. Those IDPs who have attempted to return to their rightfully and lawfully 

owned lands were greeted by insurmountable threats, attacks, or even assassination attempts 

by the FARC and paramilitary forces.  Many return to their lands to see their properties burnt 

down, fields of crops ruined, and livestock left to wander. In many cases FARC and paramilitary 

forces successfully intimidate returning IDPs before they can ever return. Since IDPs know it is 

unlikely they will be able to safely return to their land the large majority of IDPs resettle 

elsewhere (Sert, 2008).  
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The displaced population settles mainly in urban centers, which are perceived as the 

safest places in the country (Osorio & Brena, 2008). Most IDPs migrate individually or in nuclear 

family groups, and the majority of IDPs settle in the periphery of large cities like Cali, Medellin or 

Bogotá (Carulla 2007). Bogotá, the capital of Colombia, is the main receiver of IDPs; however 

IDPs can be found in every region in the country. Since 2008, Bogotá has received nearly 41% of 

the newly displaced IDPs in the country (Ibáñez & Velásquez, 2009). According to research 

conducted by Acción Social, in 2009 Bogotá was home to approximately 244,184 IDPs which was 

8.2% of Bogotá's 7,259,597 residents, making Bogotá the municipality with the highest 

percentage of IDPs in the country (Carillo, 2009). According to the municipal government 

approximately 52 new IDP families arrive to Bogotá every day (Zeiderman, 2013). It is important 

to note, however, the actual number is likely much higher due to under-reporting (Albuja & 

Ceballos 2010).   

Neighborhoods in Bogotá vary significantly in terms of socio-economic status. Figure 1.2 

shows the geographic Socio-economic stratification of Bogotá. Figure 1.3 is a map of the twenty 

different localities in Bogotá with Ciudad Bolivar highlighted with a blue arrow in the southwest 

corner of the map. Ciudad Bolivar is among the lowest socio-economic strata locality in all of 

Bogotá. 
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The communities in Bogotá who receive the largest number IDPs are Ciudad Bolívar, 

Suba, and Usme (Vidal et al., 2011). Soacha is also a predominate location; however it is 

technically outside of the boundaries of Bogotá. Within Bogotá, Ciudad Bolívar is the most 

populated locale for IDPs. Soacha and Ciudad Bolívar are large slum communities that were 

consolidated in the last 20 years through unregulated and spontaneous urbanization. Because of 

Ciudad Bolívar and Soacha’s informal development, there has been no urban planning resulting 

in unpaved roads, limited access to public services, poor water and sanitation systems, and 

dangerous housing infrastructure (Vidal et al., 2011). Below Picture 1.1 taken during field 

research displays one of many unpaved roads in Ciudad Bolivar, Barrio Oasis that places 

residents at risk of respiratory conditions and landslides among other risks. Picture 1.2 was also 

Soacha 

Bogota 

Figure 1.2: Socio-economic 
stratification map of Bogotá. Source: 
Geografía Urbana with data from the 
Secretary of Urban Planning of Bogota 
(2011). 
 

Figure 1.3: Map of the twenty localities 
of Bogota including Ciudad Bolivar. 
Located in the Southwest corner is the 
border of Ciudad Bolivar, Bogota and 
Soacha. Source: (Escobar, 2012) 
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taken during field research and shows a contaminated stream only ten yards from residential 

homes in Ciudad Bolivar, Barrio Oasis.  

  

sewa 

 

Bogotá’s elevation is 2,625 meters above sea level, making it the third highest capital 

city in South America. Its climate is subtropical with average temperatures around 14.5 C˚/58˚ F. 

Days usually begin with fog and sunny days are unusual. Weather conditions vary tremendously 

due to El Nino and La Nina (Duarte-Martínez, 2012). Temperatures in Bogotá compared to 

coastal climates can differ by as much as 15 C˚ on any given day (Encyclopedia Britannica, 2007). 

For many IDPs, especially those from areas around the Pacific and Atlantic Coasts these weather 

conditions can be difficult to acclimate to (Instituto de Hidrología Meteorología y Estudios 

Picture 1.2: Running sewage water and 

trash in Barrio Oasis just off the main 

road (see Picture 1.1) 

 

Picture 1.1: An unpaved road in Barrio 

Oasis, Ciudad Bolívar 
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Ambientales, 2013). Also, for those suffering from respiratory ailments, adjusting to the high 

altitude can also be problematic. Figure 1.4 displays the contrasting climates in Colombia.   

 

Figure 1.4: Map of Different Climates in Colombia. (Instituto de Hidrología Meteorología y 

Estudios Ambientales, 2013) 

 
Those displaced are presented with numerous challenges and severe damage to various 

aspects of their lives. They must adapt to rapid and radical shifts in their individual and family 

lives, as well as fragmented social networks (Meertens, 2002). Many IDPs must deal with the 
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outcomes of a death or disappearance of someone dear to them.  A high proportion of IDP 

women become widowed single-mothers as an outcome displacement. Women are forced to 

provide and care for their children while also having to navigating their new environment.  

Children represent 50% of IDPs in Colombia and 86% of all IDP households include one or more 

children (CODHES, 2001b). 

Colombia’s urban unemployment rate as of January 2013 was 13.1% (Crowe, 2013), 

however the United Nations High Commissioner for Refugees (UNHCR) report of Colombia 

found the unemployment rate for IDPs is generally three times higher than the unemployment 

rate for the urban poor in Colombia (UNHCR, 2007).  Finding employment is particularly 

challenging for IDPs after arriving to a new city with little contacts or social networks in place. 

Most IDPs arrive only equipped with farming and livestock raising skills, which do not transfer 

well into the labor market of a highly urbanized context like Bogotá (Dane, 2009). They also 

suffer a great deal of discrimination when trying to secure employment because of their 

displaced status. IDP wages fall far below the legal minimum wage in Colombia and employment 

is generally only half-time. Monthly earnings fluctuate between 233,000 and 316,000 Colombian 

pesos (COP)/ $121 and $164 USD. Many families must survive in poverty for both the immediate 

and long term (Carillo, 2009).   

Often IDP children cannot or do not attend school regularly and often lack any formal 

education before moving to more urban areas. Therefore high illiteracy is found among this 

population.  A study conducted by Garfield and Llanten found a staggering 40% of displaced 

children in Bogotá reported not attending school on a regular basis (2004). IDP students fail to 

attend for a number of reasons including inability to pay for required school uniforms, 

discrimination from other students and even teachers regarding their IDP status, and many 
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children and teenagers decide to work to earn money for their families instead of attending 

school (Carillo, 2009). Colombia’s illiteracy rate in 2012 was 8.2% (Embassy of Colombia, 2013). 

However, a study by the International Committee of the Red Cross (ICRC) and the World Food 

Program (WFP) found 18.4% of 18 or older displaced households in Bogotá had at least one 

member of the family who was illiterate (ICRC & WFP, 2007).  

Colombia’s governmental leaders have accepted partial blame for their role, actions, 

and inactions of land evictions and subsequent violence. In December 2007, the Attorney-

General’s office initiated formal investigations against 23 palm companies in the Chocó region 

on the basis of having contracted paramilitaries to forcibly displace communities and 

subsequently established palm plantations on these communities’ land.  Since the 

announcement, only two of the 23 companies have been indicted (Internal Displacement 

Monitoring Centre). In 2011 under the Colombian Constitutional Court determined that the 

government's action of protecting IDP victim’s human rights were still insufficient and 

continuing to operate under "unconstitutional state of affairs" (Salamanca et. al, 2011). 

In 1997 under the Law 387 a nationwide system was established to register and monitor 

IDPs called the Registro Único de la Populación Desplazada (RUPD)/ Unified Registry of the 

Displaced Population. The RUPD is directly managed by Acción Social/Social Action. The RUPD 

constitutes the official account of displaced households nationally and its mission is to assist the 

government in identifying the recipients of welfare benefits. Under Law 387 a displaced 

household has the right to apply for inclusion in the RUPD. Most applications are submitted 

upon IDPs’ arrival at their new destination. The application requires a detailed account of the 

facts that precipitated the IDPs’ flight, and this information thus enables Acción Social to assess 

http://www.internal-displacement.org/
http://www.internal-displacement.org/


21 
 

whether the household can be included in the RUPD. Subsequent inclusion in the RUPD provides 

the person and their dependents access to a range of benefits (Blanco et. al, 2010). 

President Juan Manuel Santos’ came into office in 2010. He has altered the national 

discourse in ways favorable to IDPs. Upon taking office he made it very clear that the passage of 

a Victim’s Law was a high priority for him. On June 10, 2011 President Santos ratified the 

historic, new, and comprehensive Law on Victims and Land Restitution (Law 1448). This law aims 

to compensate all IDP victims of internal conflict for their losses (Small, 2012). Under this law 

IDPs are guaranteed access to health care, education, housing, basic food subsidies, and land 

reparations and restitution (Meertens 2012).  

The Victim’s Law is part of a process for Colombia to achieve truth, justice, and 

reconciliation for its long period of conflict. Historically in other countries that experienced 

ongoing internal conflict implemented justice processes such as the Victim’s Law only after 

conflict had ended. Colombia is attempting to begin implementation of the Victim’s Law while 

conflict and its consequences are still enduring (Small, 2012). The Victims Law was written to 

take effect on January 1, 2012. Since the new 2011 Victims Law was only passed one year prior 

to this study’s research and was not put into effect until six months prior to the research there 

has yet to be significant research on how the Victims Law is aiding in the health of IDPs living in 

Ciudad Bolívar, Bogotá, Colombia. This thesis will provide accounts of health status and access 

to health services from IDPs and professionals six months after the law's implementation. 

The Social Ecological Model as a Theoretical and Methodological Approach 

This study looked at the health status of IDPs and their access to health services using 

the Social Ecological Model because it embraces a broad understanding of health and the many 
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underlying and interconnected influences on health. The Social Ecological model argues health is 

affected by the individual, interpersonal, organizational, community, and policy levels (McLeroy, 

Bibeau, Steckler & Glanz, 1988). Social ecological models have been proposed as a way to 

structure the consideration of health problems with increasingly complex etiologies (Stokols, 

2000). The Social Ecological Model is a framework for understanding of the forces that impact 

on health and emphasizes the linkages and relationships among multiple determinants affecting 

health. Due to the complexity of modern disease etiologies, the Social Ecological Model can be 

effective in addressing health challenges in 21st century. Once the complexity of etiologies is 

understood, interventions can be planned at the individual, interpersonal, organizational, 

community, and policy levels (Haughton, 2006; Stokols, 2000).  

The complex nature of Colombia IDPs’ experiences merit use of the Social Ecological 

Model. The Social Ecological Model can appropriately address different aspects of areas of 

concern of displaced peoples’ health status. Next is a selection of research focusing on IDP 

health condition studies among other populations in the developing world.  

 While there is a fair amount of literature regarding cause and history of displacement 

within Colombia, there remains a dearth of research regarding the health status of IDPs once 

they settle in large urban cities. Some studies have explored the health status of IDPs in 

Colombia. A 2003 study of health needs of IDP women and men in Colombia by Mogollón 

Pérez et al. (2003) found IDPs frequently referred to economic troubles as causes of poor health, 

in particular the loss of livelihoods and difficulties in finding new work. Increased vulnerability 

was also noted because of civil crime and violence in their new places of settlement. A separate 

2006 study by Mogollón Pérez et al. found economic hardship and environmental conditions 

were major factors influencing health among IDP women in Colombia. Further, behavior changes 
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resulting from the displacement were also noted, including the reproduction of violence in the 

home (Mogollón Pérez, 2006).  

The International Committee of the Red Cross (ICRC) and the World Food Program 

(WFP) conducted a comprehensive analysis of the status of the displaced looking at emergency 

humanitarian response, housing, perception of food security, health, education, income 

generation and the protection land of the displaced population. The report named nutrition 

assistance, health care coordination and delivery as areas in need of priority attention (ICRC & 

WFP, 2007). 

 The Social Ecological Model has not been used to explore the complexities of the IDP 

population in Bogotá, but has been used in other developing countries. The next section will 

offer studies that explored IDP health issues in other developing countries using the Social 

Ecological Model.   

Clauss-Elhers presents how the Social Ecological Model can incorporate community 

structures and cultural structures of familismo, respeto, and personalismo to decrease the 

stigma associated with seeking mental health services among Mexican youth (Clauss-Elhers, 

2002). In another study, Astier Almedom presents how prolonged displacement, loss of 

livelihoods and assets, and uncertainty over the future among IDPs in Eritrea contributes to 

anxiety and mental distress (Almedom, 2004). A case study in Uganda by Roberts et al. (2009) 

explores the social determinants of overall physical and mental health of IDPs in Northern 

Uganda with IDPs living in IDP camps. Roberts et al. found IDPs living in camps felt a loss of 

freedom and a sense of madness from overcrowding in addition to increased violence in the 

form of adultery, defilement and thieving. These few studies provide only limited evidence on 



24 
 

the ecological health status of IDPs; however the complexity of these findings highlights the 

value of an ecological model when considering the state of health of IDPs.   

Research Methods 

The research followed a qualitative approach as an important contribution to the study 

of perceptions to health and access to health services among IDP populations. Qualitative 

assessments allow respondents to use their own explanations and interpretations of factors 

affecting their health. Additionally qualitative research methods assist the researcher to explore 

more sensitive topics or nuanced cultural aspects that may affect an individual’s health status 

that might not be captured though quantitative study.  

The thesis is based on findings from semi-structured, in-depth interviews and surveys 

with 38 IDPs and semi-depth interviews with 12 professionals who work with IDPs in Ciudad 

Bolívar, Bogotá Colombia. All interview and survey interactions were conducted face-to-face 

from June through August 2012.  A topic guide for interviews was developed based upon the 

aim of the study, through analysis of previous relevant literature, and discussions with 

professionals and researchers knowledgeable of the IDP situation in Bogotá. All respondents 

were over 18 years old. The interviews were all conducted in Spanish by the researcher.  

IDP participants were identified as anyone who was identified as a displaced person by a 

staff member at the interview location and if the individual self-identified as an IDP. The 

interviews were all completely anonymous and confidential. They were conducted in an agreed 

upon location between the researcher and respondent (generally indoors and away from people 

passing by) to maintain confidentiality given the potentially sensitive nature of some of the 

responses. An information sheet was read out to respondents prior to the interview and left 
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with the respondents, and a consent form was completed for all respondents. The interviews 

were audio recorded and the recordings stored securely. Ethical approval for the study was 

provided by the University of Arizona.  

All interviews were transcribed and translated by the researcher. The analysis was 

conducted by the researcher following an inductive approach to identify health determinants 

and health responses based upon the respondents' conceptions of health. Thematic content 

analysis was used, and themes and sub-themes were developed to give coherent categories for 

the data. The data was then coded based upon the themes and sub-themes. An iterative process 

was applied, with the themes and sub-themes revisited, altered and additional themes/sub-

themes added during the coding process.  

Professional Subject Interview Methods: 

Interviews with professionals explored three main topics: opinions of common health 

conditions of IDPs, barriers to access health services, and quality of healthcare services in IDP 

communities. Questions within each of these topics were deliberately broad to try to elicit a 

range of respondent beliefs and experiences. The 12 interviews took place in five purposely 

selected venues with professionals who have seven years or more working with IDPs in Bogotá. 

The number of interviews at each location was Profamilia (3), Defensoria del Pueblo (2), Afrodes 

(2), Fundación de Atención al Migrante/Foundation for Migrant Attention (FAMIG) (2), and 

Hogar Santa Clara de Asis (3). A mission statement of each entity can be found in under the 

Appendices section (Appendix A).  

IDP Subject Interview Methods: 
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 The semi-structured in-depth interviews with IDPs explored questions about personal 

accounts of access to health services, individual health behavior, quality of healthcare, and 

opinions of healthcare workers. Like the interviews with professions, questions for IDPs were 

also deliberately broad to allow respondents to share a myriad of unique responses. The 38 

interviews were conducted in Barrio Oasis (16), Barrio San Joaquín (11), and FAMIG (11) located 

in Zona Industrial. All participants but one asked to participate chose to do so. Interviews were 

conducted in participants’ homes or local public venues. 

 Interviewees were selected in Barrio Oasis by a community member and professional 

from Afrodes who based on his experienced believed the individual might be interested in 

participating. Interviews conducted in Barrio San Joaquin were conducted at the Hogar Santa 

Clara de Asis. Participants were IDPs living at the shelter and voluntarily chose to speak to the 

interviewer. Finally participants interviewed at FAMIG were part of a support group that meets 

monthly. The interviewees were voluntarily pulled aside from the months activities to speak to 

the interviewer.    

To determine IDPs current perceptions of individual health the EQ-5D survey was 

administered. Semi-structured in-depth interviews covered topics about access to health 

services, quality of health services, and social capital. The respondents were given a copy of the 

questionnaire, which was simultaneously read out to them by the interviewer, who then filled in 

the questionnaire for the respondents. Participants were administered the Spanish for Colombia 

version of the questionnaire that is recognized by the EuroQoL Group as being official 

translations. Below is a justification and background to the EQ-5D tool used in the study.  
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EQ-5D: 

Improving the quality of life is often the major goal in the provision of health care. 

Clinicians and policy-makers recognize the importance of measuring health-related quality of life 

(HRQoL) for informing patient management, policy decisions and resource allocation. One of the 

most commonly used measures of HRQoL is the EQ-5D. The EQ-5D is a generic, single index 

measure. It has been validated in several European countries. The EQ-5D has been used to 

measure health both for clinical and economic appraisal. It includes a description of the 

respondent's health with respect to five domains of function: mobility, self-care, usual activities 

(work, study, housework, family or leisure), pain/discomfort and anxiety/depression. Each 

domain is subdivided into three categories so that the respondent can indicate whether he or 

she perceives no problem, a moderate problem, or an extreme problem. The instrument 

includes a visual analogue scale on which respondents rate his or her own health on a scale from 

0-100. Zero indicates the worst possible state of health imaginable and 100 represents the best 

state of health imaginable. The EQ-5D is a cost effective instrument that can be utilized at the 

clinical level and population level (Lora 2011). 

The original EQ-5D studies were conducted in the United Kingdom (UK) and then 

implemented in the United States. The UK study, led by Dolan in 1997, covered 2,997 

respondents in 1993. The US study, led by Shaw et al. in 2005 was conducted in 2002 and was 

based on a 12,000 respondent sample, which was a nationally representative sample (Lora, 

2011). Further this instrument has been validated in a wide range of developing countries, 

including South Africa, Zimbabwe, and 19 countries in Latin America for patients with several 

different medical conditions, including arthritis and cancer (Rabin 2001). Eduardo Lora used the 
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EQ-5D in 19 Latin American countries, including Colombia,  to conduct the first study to uniform 

analysis of health perceptions and their relation to economic conditions at the country, income 

group, and individual levels (Lora, 2011).  
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CHAPTER II: ACCESS AND QUALITY OF HEALTH SERVICES AMONG IDPS IN CIUDAD BOLIVAR 

This chapter will assess the health status of IDPs in Ciudad Bolívar using the Social 

Ecological Model with regards to health, which looks at factors that influence the health status 

of IDP at the individual, intrapersonal, organizational, community, and the policy level.  Main 

topics that arose from interviews do not lie strictly in one space of the Ecological Health Model, 

but rather intertwine between individual, intra-personal, community, and policy factors.  These 

factors are presented in a linear inspired direction starting with an IPD's arrival to Bogotá.  

First an environmental profile will be provided followed by responses about city 

orientation for newly arrived IDPs. Next a section will be dedicated to a description and critique 

of the Victim’s Law registration process through the lens of IDPs and professionals interviewed. 

The next area of interest will be dedicated to transportation, complications seeking and 

receiving medical care including intrapersonal relationships with health care providers. The 

section will end with a discussion about pharmacy and the current nutritional program’s 

structural shortcomings.  

Environmental Risks          

 Both professionals and IDPs discussed environmental risks and hazards that are 

prevalent among IDP communities. Ciudad Bolívar is a zone of Bogotá where IDPs suffer 

immensely from the poor living conditions they must live in, including poor access and quality of 

water as well as unpaved roads, and heavy air pollution (Personal communication, June 7, 2012). 

IDPs interviewed migrated largely from rural warm climates and voiced their trouble adjusting 

to Bogotá’s wetter and colder climate. Children are particularly vulnerable to sudden change in 

climate from their place of origin. A nurse from Profamilia explained how temperature changes 
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can often lead to respiratory infections and asthma for those with low immune systems such as 

elderly and children (Personal communication June 28, 2012). IDP parents struggle to make 

enough money to purchase appropriate clothing for colder temperatures. Professionals 

explained that children are also particularly vulnerable to skin irritations, rashes, mosquito bites 

and flea and mite infestations that often result in skin infections (Personal communication, June 

7, 2012, June 27, 2012, June 28, 2012,).  

Further, Ciudad Bolívar is composed almost entirely of settlement housing. Dirt roads 

and inconsistent utilities are commonplace. The dirt roads contribute to both aforementioned 

respiratory illnesses and larger disasters like mudslides. More than half of IDP subjects 

interviewed highlighted lack of running water as a major concern regarding personal care. 

Further, land disputes and financial stress related to housing costs are common in the 

neighborhoods where research was conducted. 

Policy Level  

In general, there is a breakdown between policymakers and policy implementers of the 

Victim’s Law, and the needs of the former are usually prioritized over the needs of the latter. 

The Victim’s Law was passed in June of 2011 stating that certain implementation structures had 

to be in place by December 2011 (Government of Colombia, 2010). Unfortunately, while 

powerful as a political signal, this timeline did not take real implementation challenges into 

account. A newly constituted agency, the Department of Social Prosperity, became responsible 

for coordinating everything regarding victims on January 1, 2012; however the agency did not 

have any staff until two weeks later (Small, 2012). Professional interviews attributed 
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unreasonable timelines and unclear delegation of responsibilities as being major factors 

contributing to the Victim’s Laws slow full implementation (Profamilia, DDP).  

City Orientation 

Generally, the IDP population arrives to Bogotá and is forced to live along the periphery 

of the city limits where they are isolated and marginalized from the rest of the city (Personal 

communication, June 22, 2012). When they arrive they are typically very disoriented. A health 

professional with Profamilia shared briefly about the social contrast of Bogotá and rural 

communities, “in a city like Bogotá the people can be cold to you and if they don’t know you 

they don’t want to help you” (Personal communication, June 7, 2012). Some IDPs are fortunate 

to have family members or close friends who can give advice or a place to stay until IDPs orient 

themselves to their new city, but many are left alone to navigate their new environment 

(Personal communication, June 22, 2012).  

With few or no contacts it is common for IDPs to be completely unaware of health, 

legal, or social services available to them when they first arrive. Further, community 

engagement practices of greeting and comradely are distinct from rural communities. A Priest 

from Santa Clara de Asis shared the following understanding of an IDP's challenges with city 

orientation:  

It is a post traumatic experience for them. They arrive to a totally distinct city, right? 

Someone arrives without any opportunities at all. And there are things here that they 

don’t do [in their regions of origin], for example bridges. For some it is the first time 

using a bridge. Bogotá is so cosmopolitan. And even though it is cosmopolitan, people 
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from here know when a person is displaced…so if someone arrives displaced they can be 

suspected of being a guerillero or a paramilitar (Personal communication, July 4, 2012). 

Such an atmosphere can exacerbate one’s stress level and further contribute to an IDP's 

traumatic displacement. 

Victims Law Registry  

Humanitarian aid for IDPs is divided in three parts: immediate attention, emergency 

attention, and transitional attention. IDPs face a variety of challenges when attempting to be 

included in the IDP system (Personal communication, July 10, 2012). Once they are included in 

the system they are given a displacement identification card and are registered into a database. 

The card can be used to provide proof to healthcare facilities, schools, and subsidy deposit 

centers that the individual was evaluated by the proper governmental authority and in fact was 

declared displaced. This is important because many health care professionals interviewed spoke 

of the challenges to providing care to those who do not present a displacement card. A research 

coordinator from Profamilia said, “It’s hard sometimes going into these communities and giving 

care or help to those who have a card and sending the others away. They are suffering too you 

know, they are just as poor. Their homes are made of the same material, but it’s the system we 

have” (Personal communication, June 7, 2012). Furthermore there is no form of formal 

orientation for IDPs to learn about their rights as a victim (Personal communication, June 22, 

2012). 

In order for an IDP to be recognized as displaced and receive Victim’s Laws benefits and 

attention he or she must visit one of 20 public administration service offices located throughout 

the city to declare him or herself displaced. Before passing the Victims Law IDPs could only apply 
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to register at the six Unidad de Atención y Orientación a la Población Desplazada/Assistance and 

Orientation Units for the Displaced Population (UAO) throughout Bogotá, but since the 2011 

passage of the new Victim’s Law 14 other public administration offices were added locations to 

receive victims’ applications. Interviews and declaration procedures are carried out at these 

locations and then turned over to the UAOs to determine whether or not the applicant is to be 

included in the system.  

Under the new Victim’s Law the UAO has 60 days to evaluate the declaration at which 

point the applicant is informed whether or not he or she is accepted. During this intermittent 

phase applicants are given a card that allows them to receive free emergency medical care, 

temporary shelter housing, and basic food staples. After the 60 day period those who are 

accepted continue to receive social services and are also granted the right to land reparations to 

the land where they were displaced from. In addition, they are granted protection from 

becoming displaced again. Those who are denied have an extra five-day window to present 

missing documents that may have caused of his her negation into the IDP registration system 

(Personal communication, June 26, 2012). 

The protocol has troubling manifestations that were not properly considered when it 

was drafted. The literature shows IDPs are highly migratory in nature. Often when IDPs arrive to 

a new department (equivalent to a U.S. state) in Colombia they are still enrolled in the health 

system from their department of origin. During the time of this investigation it was still 

customary practice to require a patient to un-register themselves from their old department and 

update their registration at a UAO within the new department before services could be 

rendered. A nurse from Profamilia shared,  
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That is so unrealistic. How can you expect a displaced person to return to where they 

came from for a document and come back, without any resources? These people fled 

their homes...it’s highly unlikely they stopped to bring all their documents with them. 

The system should be more advanced. This sort of thing is not difficult to figure out. 

Things are apparently changing, but what the law says and what actually happens are 

totally different. (Personal communication, June 7, 2012 & June 28, 2012)   

Some IDPs do not even attempt to register under the Victim’s Law. Some may fear or 

mistrust institutions of a government that was either unable or unwilling to prevent their 

displacement in the first place. The questionnaire to register requires significant personal 

information. Given that the majority of newly displaced IDPs today are displaced by targeted 

threats and not generalized violence, concern about whether or not the declarations are really 

anonymous (Van Hear & McDowell, 2006). Therefore those who were displaced as the result of 

a targeted threat may wish to remain anonymous out of concern that whoever threatened them 

may still be looking for them (Ibáñez & Velásquez, 2009). Other IDPs may lack information about 

what is required for registration and how to do so, as IDPs often live in marginal areas where the 

spread of information is limited. Still other IDPs may want to avoid the social stigma associated 

with being labeled as an IDP.  

The Constitutional Court and Colombian legislation are clear that all IDPs are entitled to 

certain guaranteed rights, not just those who are registered in the RUPD. However, without the 

RUPD, it is impossible for implementers, either governmental or non-governmental, to track 

IDPs over time, or make determinations of eligibility (Small, 2011). Based on interviews with 

professionals from DDP, in July 2012 the UAOs were just starting to give feedback for people 
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who declared in January 2012. Professionals explained because the Victims Law is new many 

changes were required during the implementation phase.  Opening 14 new locations to victims 

to declare themselves required several forms coordination and trainings that have contributed 

to delays (Personal communication, June 27, 2012). 

Interviews with IDPs and professional staff members shed light on the arduous process 

to be included in the Victims Law registry.  Most participants who had registered were upset by 

the amount of time it took to be recognized as an IDP. John, a 43 year old single man newly 

arrived from Cali and displaced once from Girardot and then again from Armenia shared his 

frustration with the Victim’s Law registration system. When asked about his experience 

declaring declaring himself he said, “Oh it so difficult and it took so much time. For me it was 

such an investigation. I was having to prove all this happened to me. It was terrible. I don’t like 

to talk about it because it gets me down, so I was angry having to talk about it so much. I try to 

stay positive” (Personal communication, June 21, 2012).  

Martha, a 37 year old woman displaced from Huila in 2011 with her three children also 

shared about complications she encountered when trying to get registered in the system,  

We don’t deserve this. I don’t agree with this. It takes a month or sometimes a year to 

get through the system. And then you can get taken out of the system. That’s what 

happened to us. I don’t like all the codes that they give you.  I don’t like waiting all day 

to be seen. We finally got back into the system. I still don’t know why we were taken 

out. And now when we go to get the [subsidies] we have to stand in long lines too. It’s 

all I do, is wait in lines (Personal communication, July 9, 2012).  
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Picture 2.1 shows a group of IDPs waiting to be seen at the Defensoria del Pueblo located in the 

locality of Chapinero, Bogota. The line is representative of other RUPD qualified locations seen 

throughout the city.  

 

Picture 2.1: IDPs waiting outside to register outside of the Defensoria del Pueblo in Bogotá 

Sequential coordination means that one implementer’s work is dependent on another 

implementer further up the line having completed their work. Successful registration in the 

RUPD is, for example, necessary in the sequence of policy implementation before IDPs can 

access emergency assistance. Reciprocal coordination means that the outputs of one 

implementer affect the work of another (Small, 2011). An example of this case would be that 

IDPs who were turned away from a clinic that was supposed to offer free vaccines for their 

children might be less likely to access the health system for preventative care in the future, 

affecting the success of healthcare professionals who are trying to serve IDPs. Based on 
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respondents’ testimonies the victims’ health care system has systematic shortcomings that 

discourage IDPs from seeking medical care. One is not required to carry the displaced card but it 

is highly recommended because it is common for delays of up to 6 months for an IDP’s 

information to be properly put in the system. An IDP might show up to a doctor’s appointment 

but cannot get checked in because they cannot be found in the database. An interviewed 

professional joked about how long someone with the name Maria Perez might have to wait for a 

front desk attendant to search through the files until he or she found the Maria Perez in front of 

him or her (Personal communication, June 26, 2012).  

Monica, a 30 year old woman from Tolima shared a distressing story of her 

displacement about the confusing process of navigating medical attention in the IDP system. She 

was displaced from Tolima in 2001 and three months after she arrived to Bogotá she gave birth 

to her daughter who was three months premature. Two weeks before Natalia gave birth to her 

daughter her husband got a job that offered health insurance so Natalia gave birth to her 

daughter at a private hospital using her husband’s insurance. Her daughter was born in critical 

condition and they spent a total of three months in the hospital. After the first two months she 

was taken off of her husband’s insurance plan because he lost his job. She was transferred to a 

public hospital where she had to pay 55,000 pesos (US$30) because she was not currently 

covered under any health insurance plan. Over the next month she went from hospital to 

hospital meanwhile Monica was desperately trying to get back into the displacement system. At 

the time her daughter was very vulnerable and they said she was going to die. She and her 

husband went several times to Acción Social to see if they could expedite the system or get a 

temporary card for their daughter. The process lasted for two full years. Natalia says,  
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I put in so many different complaints with Acción Social. My daughter needed 

medications much more advanced than they were giving her.  Every time we were 

approved it was taken away from us again. She is always going to be short and slow 

from the poor care she received when she was a baby. She had many angels watching 

over her, but its tremendous the fight we fought for her health. She is seven now and 

uses glasses because of when she was sick. Her glasses cost 230,000 pesos ($126USD). It 

never ends (Personal communication, June 27, 2012). 

When an IDP is accepted into the registry and is guaranteed free health care and access 

to health services he or she is still in jeopardy because other disadvantageous factors of their 

lives are not fully considered in the practice of the Victim’s Law. These missing links in the 

system thwart quality health care delivery and discourage IDPs to utilize the health care system. 

The principle detriments brought up during the research study were troubles with 

transportation, complications accessing health professionals, poor quality of care, a poor 

functioning pharmacy system, and the unavailability of nutritious foods.  

Transportation 

IDPs are overwhelmed by the complicated transportation system in Bogotá. Many 

respondents noted transportation as one of the major reasons of being unable to access victims’ 

services. It is important to note that many IDPs arrive from rural areas and they are not used to 

taking buses, but rather are used to getting around by boats and canoes (Personal 

communication, June 28, 2012). Picture 2.2 shows a group of frustrated Ciudad Bolivar residents 

waiting for transportation to come along a busy roadway. An interviewed professional shared 

the following about transportation troubles in Bogotá:  
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Oh transportation is such a difficult part to manage about the displaced process. First 

they don’t know the city. It’s such a tremendous city. There are so many modes and 

lines of transportation. Transportation costs are often difficult to come up with for many 

displaced individuals. It is very easy for a displaced person to lose him or herself in the 

city (Personal communication, June 7, 2012). 

 

Picture 2.2: IDPs waiting in Ciudad Bolívar for transport into the city for work.  

Bogotá’s major forms of transportation are taxi, micro-buses, TransMilenio, or by 

foot.  Bogotá is home to several different sizes of traditional buses ranging from minivans to 

large buses that are operated by various companies on normal streets and avenues. Bus rates 

range from 1000 CP ($0.55USD) to 1500CP ($0.82USD) depending on the hour of the day and 

the day of the week. TransMilenio is a bus rapid transit system that serves most central and 
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some rural parts of Bogotá. The system opened to the public in December 2000 and as of 2012 it 

runs 1,400 buses over 11 lines totaling 87 kilometers throughout the city. A one way 

TransMilenio pass fare is 1700 CP ($0.94USD). An eight kilometer taxi ride on a business day will 

cost about COL $16,664 ($9.12USD), which includes a COL $3400 ($1.86USD) base charge, 

however taxi transport is highly uncommon among IDPs. Generally IDPs take public bus 

transportation to declare themselves displaced or to receive medical attention, however some 

are forced to arrive by foot because they cannot afford a bus pass.  

Some IDPs have contacts that can help them orient themselves but some are afraid to 

move around or some lack the basic resources necessary to go to one of the offices of the UAO 

to declare them displaced or to go out to look for work. Some do not even have enough money 

to make the copies that are needed at the UAOs or for employment. So many people walk a 

great deal for the fear of getting lost on the bus or for the lack of resources. In  fact many people 

arrive to the UAOs walking. A professional from Defensoria del Pueblo (Defense of the 

People/Ombudsman) spoke about a man who walked from Ciudad Bolívar to the Defensoria del 

Pueblo Center to declare himself displaced, which is approximately 18.6 kilometers. When he 

arrived he was told he was missing a document necessary to include him in the system. The man 

turned around and walked back home and made the journey again by foot the next day 

(Personal communication, June 26, 2012). A professional from FAMIG shared, “Many IDPs from 

rural areas are used to walking long distances but the environment where they walk is very 

different. There are trees there, there are cars here. It can be very dangerous and the 

contamination here is very strong” (Personal communication, June 7, 2012).  
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Transportation routes are less prominent in areas of Bogotá like Ciudad Bolívar. 

Therefor it is much more difficult for IDPs to encounter transportation lines to take them to 

health facilities for care. Sometimes IDPs interviewed noted missing their appointments because 

they could not get transport from Cuidad Bolívar to a health center. An IDP participant from 

Barrio Oasis in Ciudad Bolívar spoke of a friend of his who was injured on the job and was 

hospitalized for several weeks in a hospital on the other side of Bogotá, far from Ciudad Bolívar. 

His wife did not have a fixed job so it was very difficult for his family to visit him because they 

could not afford the round trip transportation (Personal communication, July 8, 2012). 

As a minor solution, humanitarian and social groups send brigades to areas like Ciudad 

Bolívar to deliver specific health services such as family planning, detection of specific diseases, 

vaccines, and sometimes even surgeries (Personal communication, June 7, 2012). Institutions 

such as Profamilia, Red Cross, and others have offered brigades in the past to alleviate the 

difficulties of transportation for IDP communities; however funding is challenging to maintain 

therefore the services are often inconsistent (Personal communication, June 28, 2012). IDP 

participants spoke highly of experiences with brigades saying it was helpful to have the services 

within your own neighborhood rather than spending an entire day going to the appointment, 

waiting, and having to make their way back home (Personal communication, June 27, 2012). 

Many of the participants are used to having brigades come to their rural communities from their 

areas of origin where they would have brigades come approximately every six months (Personal 

communication, June 27, 2012). However there is not consistent attention in these 

neighborhoods and families cannot plan around such appearances. Further, the quality of care 
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and attention is significantly lower than services in other areas of Bogotá with full hospital 

access.  

Healthcare Seeking Behavior 

Despite the high degree of commitment at the national level to deliver quality health 

care to the IDP population, there are fewer signals of such support at the departmental and 

municipal levels. This manifests in the form of poor treatment to IDP patients, apathy, and 

inefficient work practices among health workers causing long lines and frustrated IDP patients. 

Because of so many complications, according to a professional from Afrodes, many IDPS simply 

avoid the appointment all together and seek over the counter medications, remedies, or trust in 

God to protect or cure them (Personal communication, June 22, 2012, & June 26, 2012). 

It is important to note that it is not routine for IDPS in Bogotá to see a primary care 

doctor and it is customary for IDPs to seek medical attention only when it is absolutely 

necessary in emergency or grave circumstances. This was confirmed in all IDP interviews. A 

professional from Profamilia explains that in Colombia, “Prevention is not part of our culture. 

Most think ‘why pay to have a doctor tell you that you are healthy?” (Personal communication, 

June 7, 2012).  

When an IDP does decide to visit a doctor he or she must first set up an appointment 

ahead of time, which can be a challenging process. Setting an appointment presents a number 

of barriers unique to vulnerable, low-income individuals and families. Major barriers 

respondents encountered when trying to make an appointment or arriving to an appointment 

since their displacement include: limited access to a telephone, dedicating time away from work 
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or family responsibilities, and coming up with payment for transportation. Respondents claimed 

waiting anywhere from three to ten days after calling to make an appointment to see a doctor.   

For those who do in fact make an appointment, according the majority of IDPs and 

professionals interviewed IDP patients must wait a long time to be seen once patients arrive for 

a pre-scheduled appointment (Personal communication, June 28, 2012). Someone with a 

premade appointment might wait as long as three to five hours to be called back to the 

examination room. An IDP respondent from Fundación de Atención al Migrante/Foundation of 

Migrant Attention (FAMIG) agreed saying if someone has a premade appointment for 1:00PM 

they will likely not be seen until at least 3:00PM. 

Some professionals and IDPS mentioned having to sleep on the streets over night to get 

a walk-in appointment. This presents serious complications for an individual who is sick to sleep 

out in possible cold weather IDP respondents and Friar Martin elaborated more about the 

extreme limits some IDPs face to seek medical care, “Those who are in the subsidized insurance 

group sometimes have to stay out until four o’clock in the morning for their appointment. This is 

problematic for someone who is sick to stand in a line. It is better sometimes for them to go to a 

pharmacy or a drug store to pass the pain” (Personal communication, June 20, 2012 & July 4, 

2012). Picture 2.3 and Picture 2.4 show a long line of IDPs waiting to visit a clinic in Ciudad 

Bolivar. The images were commonplace on all weekdays. David, a 27 year old father and IDP 

displaced from Tauramena in 2009 now living in Barrio Oasis in Ciudad Bolívar further explains,  

You just go to the drug store and buy a pill to avoid getting a fever to avoid the line. 

Imagine me, with a sick little girl? And four, five hours to get a preliminary exam just for 

them to tell me it is serious and then they let me see the doctor. It’s not worth it. It’s not 
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worth it. I just go to the drogería. I just don’t go [to the doctor], because it is so 

complicated. They’re just going to give you ibuprofen anyways so why even go. 

(Personal communication, June 20, 2012) 

Another IDP, Adrian, a 23 year old IDP from Choco arrived to Ciudad Bolívar less than 

one year ago. He had similar concerns and shared the following, “I just don’t go to the doctor. I 

take a pill and that’s it. It is not worth it to wait and make the appointment. So we just go when 

it is an emergency” (Personal communication, July 8, 2012). Maria Fernanda, a 41 year old 

woman displaced in 2007 also explained how she is discouraged by the fact that lines go on for 

blocks. She explained from personal experience that if someone misses an appointment there is 

no forgiveness process, but rather he or she must start all over again (Personal communication, 

June 27, 2012). 

 

Picture 2.3: A line of IDPs waiting outside of a medical clinic in Ciudad Bolívar, Barrio San 
Joaquin  



45 
 

 

Picture 2.4: Another angle of a crowd of IDPs waiting to be seen by a doctor in Ciudad Bolívar, 
Barrio San Joaquin 

Ian, a 23 year old IDP recently arrived and living in Barrio Oasis shared about his recent 

experience at a clinic visit. He said he also avoids visiting the doctor and just takes pills too, but 

one day he was too weak to take himself to the clinic so a neighbor had to take him. While he 

agreed he needed to go he also said, “It’s a process to go there. You spend your whole day 

there. And the paper work ugh. They just gave me drugs and sent me home.” When asked if 

they treated him well Ian expressed frustration that the doctor hurried him along. He also 

discussed his frustration with the crowds in the waiting room full of “drunkards and poor 

people” (Personal communication, July 8, 2012).  

Others struggle to get an appointment because their conditions are not approved under 

free care that can be given to IDPS under the Victim’s Law. Maribel, a 41 year old IDP suffers 

from severe skin infections that are caused by sun exposure.  She shared her story about the 

trouble to be seen by a doctor. Her face was almost entirely covered in red scarring; however 

she said is unable to make an appointment with a doctor because it is considered a cosmetic 
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condition. She explained in an interview, “It is such a battle to get an appointment, it’s not fair. 

The sun makes it worse and you know I cannot avoid the sun, to get to work to get around. I 

worry it might be something more serious like cancer and they will not be able to tell me 

because they wouldn’t see me” (Personal communication, June 27, 2012).  

IDP Impressions of Health Care Quality 

A good interpersonal relationship between a patient and provider with mutual respect, 

openness, and mutual decision making is an important factor of quality of care. Discrimination 

can occur at many levels in the healthcare delivery environment, which can affect patient-

provider interaction, which in turn can result in health inequities that can affect individual 

health seeking behavior, access to good quality healthcare, and ultimately , health outcomes 

(Sen & Ostilin 2008). Those interviewed who were able to see a doctor had mixed testimonies 

and feeling about the care they received.  

Many IDPs interviewed expressed being fearful of visiting the doctor. Below are a photo 

(Picture 2.5) and a testimony from Lizette, a 48 year old woman displaced from Cali. Her story is 

representative of other testimonies heard from IDPs interviewed about distrust in medical 

services in Bogotá.  
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Picture 2.5: Lizette, IDP from Cali 
 

I don’t go to the doctor because I’m afraid. They treat me bad. But I'm a good person, I 

believe in God above so I don’t go to the doctor now. I don’t believe in my doctor, I 

believe in God. One day though I was really sick in bed. I couldn’t get out of bed so they 

took me to Hospital Kennedy. And I got in fairly quick, at like two in the morning, but 

they didn’t treat me well. Why would someone go there when they don’t treat you right 

and they don’t have resources? I prefer to go to a drogería or talk to someone who might 

know or something natural. My son, he was hospitalized here and they treated him 

really bad. They hit hit him, the nurse and the security guards. In Kennedy, they are pigs. 

There are no rights. Where are the human rights? Because they were treating him very 

badly. The hospital here is terrible. (Personal communication, June 20, 2012) 
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She also shared she was scared to talk with the doctor because he was so hurried with 

her. She shared about a time when she went to a private doctor because she could not get an 

appointment through the subsidized clinics. She ended up paying 24,000 Colombian pesos 

(approximately $13.17 USD) but was treated with more care and patience. When asked about 

specialist doctors she shared they are even more costly.  

Martha, a 37 year old woman displaced from Huila in 2011 shared her recent experience 

with the health system in Bogotá. When she first arrived to Bogotá she was still outside of the 

victims system but could access free health care for emergency situations only. Her son was 

experiencing sharp pains that started to grow increasingly more painful until it was unbearable. 

She knew she was outside of the victims system but took him to to Camiurbiar, the nearest 

health clinic.  There a doctor gave her son medication for an improper diagnosis. The doctors did 

not know what was wrong with her son. Finally they sent him to Hospital Simon Bolívar where 

he was hospitalized for seven days. At the hospital they performed a CAT scan and 

echocardiogram and found out he had a kidney stone. He was able to pass the stone. Martha 

was thankful to receive services so shortly after arriving to the city. She did not have to pay for 

any of the services, only photocopies for her son to be hospitalized.  She was looking forward to 

receiving the displacement card on July 20, 2012. Overall she said the doctors were very patient 

with her and confirmed she understood what they were saying and the steps they were taking 

along the way. Despite having a positive experience she still wants to avoid going to the doctor 

or hospital if necessary. She said they mostly just prescribe ibuprofen” (Personal 

communication, July 9, 2012). 
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Interviewed IDPs also spoke to the services they received in a positive way. One 

participant testified that he was treated with dignity, respect and that the doctor understood 

her needs. She did however mention that other doctors are very rude and rushed. When asked 

whether or not she trusted his doctor she said, “Well I had little confidence in my doctor 

because I didn’t know him. If I knew him it would probably be better. But they change doctors 

up all the time and they move you from one place to another” (Personal communication, July 9, 

2012). Despite having a positive doctor visit, she complained about how challenging it was for 

her to be accepted into the RUPD system.  

Another IDP spoke of showing up to the hospital with a sprain he received at work. He 

was seen fairly quickly and was given medication at the hospital pharmacy without any major 

difficulties. His only complaint was about a line he waited in while picking up his prescription. He 

did not feel rushed or taken advantage of during his experience seeking medical care.  

Pharmacy 

In Colombia most medications can be purchased at the pharmacy without a 

prescription, except for psychiatric drugs, so generally one can buy antibiotics and pain 

medications over the counter (Personal communication, June 7, 2012). Normally when a person 

has a prescription from his or her doctor he or she can go to a pharmacy inside the hospital to 

fill the prescription for free. If, however the medication is not available, which is commonplace, 

the patient must either wait until it becomes available or go to an outside pharmacy to fill the 

prescription, in which case they must pay for the medication (Personal communication, June 26, 

2012, June 7, 2012, June 28, 2012). 
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 IDP respondents complained about waiting in lines for hours to get the medication at 

the hospital, while in the pharmacy across the street definitely has the medication and the lines 

are not nearly as long. This loss of productive time is significant for this population, whose 

income depends upon labor in the informal sector. Furthermore, often IDPs do not have the 

resources to pay an outside pharmacy so they wait or go without the medication all together 

(Personal communication, June 26, 2012).  Others choose to go to the out-of-hospital pharmacy 

in the first place and bypass the appointment with the doctor all together, especially when the 

prescription is low cost.  

The types of medications that are prescribed to IDPs and other low-income Colombians 

who fall under subsidized insurance coverage are the cheapest and most basic and generic 

forms of medications available such as anti-inflammatory pills, antibiotics, vitamins, anti-allergy 

medications (Personal communication, June 26, 2012, June 28, 2012, & June 16, 2012). A 

Colombian in a higher economic stratum has the ability to afford more expensive medications. 

IDP and professional interviewees joked about how common practice it is for a doctor to 

prescribe ibuprofen and then send the individual to a specialist if needed. A testimony of 

Catalina, a 28 year old IDP displaced from Caquetá in 2004 had sentiments about the pharmacy 

system that were representative of nearly all IDPs interviewed: 

It is better to go to the pharmacy because it takes so long to visit a doctor. You wait so 

long to just to have a quick chat with him and sometimes they just send you to the 

pharmacy. You could do that on your own. Ugh the services are really bad here. The 

worst. Really really bad. It’s standard that the people go [to the doctor] and he just gives 
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you ibuprofen. They always give you the same thing. It’s like it’s the cure for everything. 

It makes me wonder. (Personal communication, June 20, 2012)    

Some institutions like Profamilia offer contraception options to IDP individuals free of 

cost for those who present their displacement card. Women can receive pills, injections, and 

condoms. Pills are the most common form of contraception with IUDs being second most 

common. Many IDPs however, are not accustom to taking a pill everyday so Profamilia is trying 

to promote other forms that are less cumbersome such as injections (Personal communication, 

June 28, 2012). 

Some IDPs prefer to pursue natural treatments over pharmaceutical medications. A 

psychologist from FAMIG explained how IDPs who come from rural areas are “muy amigas to 

home remedies with herbs and other medicines” (Personal communication, July 11, 2012). 

Parents also are quick to give a medication they were prescribed to their children or to a friend 

without consulting a healthcare provider. This can be very dangerous if the individual is exposed 

to a medication that is not properly prescribed or not properly administered (Personal 

communication, July 11, 2012).  

Chronic Conditions 

IDPs suffering from chronic health conditions such as type 2 diabetes, hypertension, 

high cholesterol, and cancers among other diseases face additional hurdles to jump before 

receiving their medications. Generally those who are still included in the period of emergency 

coverage and have a chronic disease must go to the Secretary of Health to apply for an 

authorization for free medications (Personal communication, June 27, 2012). Once they are 

authorized they are considered special cases and are entitled to free medications, but so many 
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IDPs are unaware or unequipped to submit for such authorization (Personal communication, 

June 26, 2012). A psychologist from FAMIG shared the following, “having a chronic disease is 

challenging for anyone in Colombia. It is much more common that they go to the pharmacy to 

get their medications without going to the doctor. This is something we are always working on 

in Bogotá, but we just are not there yet” (Personal communication, June 27, 2012).  

A professional from the DDP shared a specific case of an IDP woman with cancer who is 

not affiliated with an insurance group. She does not want to join an insurance program because 

it would require authorization every time she needed to be seen. Without being a part of an 

insurance group she can just go to the doctor for emergencies without authorization (Personal 

communication, June 26, 2012). Those who do not go through the approval process end up 

paying for medications out of pocket. For those who suffer from chronic diseases that require 

daily medication, this can be highly problematic and costly. A professional from Afrodes who has 

a family member with diabetes explained that a packet of pills for diabetes out of pocket would 

cost 70,900 pesos ($38.77 USD) (Personal communication, June 22, 2012).  

Despite many critiques of the prescription system under the Victims Law, a share of 

participants interviewed expressed their appreciation for the free medication they were able to 

receive (Personal communication, July 8, 2012 & June 21, 2012). One participant from Barrio San 

Joaquin shared, “There is no way I would be able to pay for my son’s medication when he was 

sick. It was not easy to get his medication, but I am so glad I did not have to pay for it. I don’t 

know what I would have done” (Personal communication, June 21, 2012).  
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Barriers Stemming from Insurance Status: 

Once an IDP secures a job that provides worker’s health insurance, he or she is taken off 

the health insurance plan for IDPs under the Victim’s Law. Transitioning to a new health 

insurance system can be complicated and problematic. A participant from Barrio Oasis is 

employed through an agency that provides health insurance to its workers. He was able to speak 

to the contrast of care he has received when using his displacement card and using his 

employment insurance card. Overall he was impressed with the quality and prompt service he 

received when using his insurance card. However he said it was a burden to pay a co-payment 

for his visit that he did not used to pay when he used his displacement card (Personal 

communication, July 8, 2012).   

Andres, a 43 year old male residing in Barrio Oasis was displaced from Choco in 1997 

with a large group from his community. In his 15 years living in Ciudad Bolívar he was been 

working for a construction company for the last three years that provides health insurance.  He 

spoke about the frustrations he experienced when he was mandated by his health insurance 

company to visit a particular health clinic that was far from his home because that is where 

those insured must go to be seen. He said once he got to the clinic the medical professionals 

treated him well without any problems, but it was the struggle of getting the appointment that 

he remembers most. Andres said,  

I made the appointment by phone. The phone call was a bit difficult. It was three days 

before they could see me but getting through to them on the phone was really difficult. 

They put the music on the system and never attend to you. The most difficult part was 

to get the appointment. It’s frustrating too because if you don’t have money for the bus 
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pass then you can’t go and if you don’t go to where they will take you, you have to pay a 

copay, but it’s still better than the old [IDP] system. (Personal communication, July 8, 

2012) 

Nutrition 

Food security is a serious issue for IDPs living in the settlement communities along the 

periphery of Bogotá. According to the Women’s Commission for Refugee Women and Children, 

the majority of children suffer from some level of malnutrition. Hines and colleagues found that 

urban displaced households consume approximately 1690 kcal per day immediately following 

displacement, which is 410 kcals under the recommended kcals per day for refugee camps 

(Hines & Balleto, 2002). Within the first three months IDPs are eligible for food programs funded 

through the government. After three months and before 12 months IDPs are considered the 

most vulnerable because emergency food response is halted and most families cannot begin to 

make significant changes in their livelihood before one year post displacement (Hines & Balleto, 

2002).  

Many participants who responded having some or severe pain or discomfort spoke of 

not having enough food or not having nutritious food. Almost 30% of participants referenced 

pain or discomfort in the form of gastritis, ulcers, being overweight or underweight, or suffering 

from diarrhea. Many spoke of the high cost of food in relation from where they were displaced 

as the primary reason for not being able to eat healthy diet. 

When a family arrives to a place like Ciudad Bolívar they face serious challenges of 

finding appropriate food to eat. Many come from tropical zones where they are used to having 

staple foods like yucca, plantains, and fish. It is nearly impossible to find fresh fruits, vegetables 
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or fish in Ciudad Bolívar. Food is significantly more costly in Bogotá compared to the places of 

origins from where most IDPs arrive; therefore most IDP families are forced to eat foods such as 

rice, a food with minimal nutrition or vitamins (Personal communication, June 26, 2012, 26F & 

July 4, 2012, 39M). A nurse from Profamilia spoke to the struggles IDP families face in 

relationship to nutrition, “There is something about food that is different from the campo. They 

don’t eat rice, they don’t eat it. No bread, nothing. It’s something cultural. In some parts they 

eat more plantains and other parts yucca, depending on the region” (Personal communication, 

June 28, 2012). 

IDPs benefit from food assistance programs through part of the Victim’s Law benefits, 

NGOs, or faith-based organizations. Despite how helpful these programs can be very few take 

into account the emotional connection so many IDPs have with foods from their place of origin. 

A Profamilia professional spoke about an interaction she had with an IDP woman from the 

Pacific,  

We had just finished a class with a group of women and handed out some food baskets 

at the end. A woman came up to me and thanked me repeatedly for the food, but at the 

end she coyly asked ‘but if at all possible could you give us some fish some time?’ you 

see because they are used to fish. Here the markets are full of grains and things they are 

not used to. Also it’s easier, and much cheaper to buy sweets for the children. We can’t 

generalize because not every family is the same, but you see a lot of Cheetos and sodas 

in the hands of children, sometimes even babies. (Personal communication, July 4, 

2012) 
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A priest at the Santa Clara de Asis shelter shared the following about the complexity of 

food security for IDPs in comparison to life in the campo:  

The food is different, for example they eat a lot of plantains, squash, and yucca. There 

they have corral animals so it is much easier to eat eggs, milk, and they can make 

cheese. And they have chickens that they can eat right there on their farm. They have 

fewer things to buy. They are from regions that are very rich in fruits, but in Bogotá you 

have to pay for all of that and it’s very complicated because everything has a price. They 

are surprised by this and it hurts them. They feel chastised and it is right there in their 

face how much they are missing when they give the market the voucher [from the 

victims law]  they put grains, lentils, oats, or beans, rice, salt, sugar, brown sugar, flour, 

and oil. (Personal communication, July 4, 2012) 

The foods listed in the above quotation are those that are provided to IDPs as part of 

the Victims Law.  What is provided is so basic and unhealthy (Personal communication, June 19, 

2012). These basic food staples are not sufficient to combat the alarming epidemic of 

malnutrition in communities in Ciudad Bolívar. Under the new Victims Law IDPs are able to 

choose which products they want from a longer list, but not a single IDP interviewed shared that 

experience as a reality.  

According to the psychologist at FAMIG and a coordinator at Profamilia the main 

problem IDP adults face digestive irritations such as diarrhea that can develop into gastritis or 

ulcers (Personal communications, June 7, 2012 & June 27, 2012). A nurse from FAMIG explained 

that, “this arrives from the situation of their anxiety towards their displacement and the poor 

diet, the worry and the anxiety…they do not have the resources and are trying to stay afloat. Oh 
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and the hunger they go through to get what little they can and give it to their children” 

(Personal communication, June 29, 2012).  

A humanitarian assistant from Hogar Santa Clara de Asis explained some of the 

complexities surround nutritional advice given to IDPs from health providers and considers it a 

form of structural violence:  

Nutrition…hmm…[the doctors] tell you to eat certain foods or they suggest medication 

that they know you cannot pay for. When it takes one hour to get to the hospitals and 

there aren’t even buses that go that way and they don’t have money and they have to 

wait for the appointment and then they finally see you and tell you that your kid has 

malnutrition and that she needs to drink ensure. Ensure costs 7,000 for a can/ $3.83 

USD, so the kid goes on without it. It is structural violence (Personal communication 

June 19, 2012) 

Inability to Access Capital 

A majority of issues addressed in this thesis thus far are related to an underlying 

fundamental inability for IDPs to generate income. According to a professional at the Defensoria 

del Pueblo health and education services are slowly improving in recent years, but employment 

opportunities are still few and far between. She said, "There are always complaints, but in 

general the population is receiving medical attention in the district, but it’s different with 

housing or income generation. They just don’t have the ability to access opportunities” 

(Personal communication, June 26, 2012).  
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IDPs may be fortunate to have a job or work on a project to receive minimal financial 

support, but not nearly enough to arrive at a place of establishment. In practice these jobs are 

short lived and not sustainable. A DDP professional explained, “The amount of money is so little 

compared to what these families need. Families need beds, clothes; there is no way they can 

save that kind of money and if they are getting [enough] money from work they cannot receive 

the victims services” (Personal communication, June 26, 2012).  

It is important to understand that since most IDPs arrive from the campo and other 

places with minimal educational opportunities, most IDPs arrive with very little skills to offer in 

an urban cosmopolitan city like Bogotá. Aysa-Lastra found time since arrival is a key variable to 

finding employment since opportunities for information, trainings, and building networks 

increases as amount of time in the community increases (2010).  Men find themselves working 

in the informal sector performing manual labor as brick makers or construction workers. 

Women are highly restricted in the type of work they can pursue. The majority of women who 

are fortunate to find employment typically work in the informal sector, working as helpers in a 

kitchen or working as domestic maids (SENA, 2012).  

One family that agreed to an interview that was living day to day on the streets 

collecting recycled trash for money. It was a family of nine, a grandmother and grandfather with 

five children and two infant grandchildren. The mother said they tried to find work near their 

home but could not keep a steady job. She said collecting trash is a consistent way for her and 

her husband to provide for their children and grandchildren. Even though they have a home in 

the neighborhood of Valparaiso, Ciudad Bolívar they prefer to sleep on the streets because it is 

too costly and too dangerous to travel back home to Valparaiso at night. 
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Other families or individuals turn to prostitution or drug use as an avenue for income 

generation. A Father from Hogar Santa Clara de Asis explained it as a state of,  

total desperation, not to find work, and really to have left everything they had. They 

have been hit by so many challenges and this creates anxiety. Sometimes they make 

errors- for example stealing- something they have never done before but they don’t 

know what else to do. And drugs are very prevalent in the neighborhoods here in 

Ciudad Bolívar and IDPs can be very susceptible to the drugs because they have never 

done drugs. (Personal communication, July 4, 2012) 

Despite the grim picture painted by respondents, there are a number of organizations 

and institutions working on income generation and employment projects. According to a 

professional at Defensoria del Pueblo the Servicio Nacional de Aprendizaje (SENA), a 

governmental institution that is in charge of giving technical classes to the general population 

has a number of specialized courses. They are developing and beginning to give to IDPs in 

Bogotá career guidance, technical and business training and advice. They also provide 

productive projects to displaced 14 years and older that are registered in the IDP system 

(Personal communication, June 26, 2012).  
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Chapter III: HEALTH CONDITIONS MEASURED WITH THE EQ-5D AND IN-DEPTH INTERVIEWS 

WITH INTERVIEWS IN CIUDAD BOLIVAR, BOGOTÁ, COLOMBIA 

This chapter will examine individual health conditions of IDPs interviewed and 

perceptions of professionals of health conditions IDPs suffer from most now that the ecological 

situation of IDPs in Ciudad Bolívar has been explored. It is clear from the previous chapter that 

access to health services and quality care is weak for IDPs living in Ciudad Bolívar.     

The average age of IDP participants was 40.351 years (standard deviation ± 12.04) with 

participants ranging from 19-71 years old. Males accounted for 51.2% of the participant 

population and women accounted for 48.8%. The average years since displacement among the 

participants were 8.26 years ranging from 11 days to 16 years. The health states as described by 

the EQ-5D descriptors (mobility, self-care, ability to complete daily activities, pain and 

discomfort, and anxiety and depression) are listed in Table 3.1 using responses from the 38 

interviewed IDPs.  

Table 3.1. The percentage of responses to each level of five EQ-5D domains by IDP residents 

Dimension 
Level 

Mobility Self-Care Daily Activities Pain/Discomfort Depression/Anxiety 

No problem 80.00% 76.32% 81.58% 23.68% 10.53% 

Some problem 14.29% 23.68% 15.79% 52.63% 42.11% 

Severe problem 05.71% 00.00% 00.00% 23.68% 44.74% 

(n=38) 

Participants were asked to elaborate on their responses to the EQ-5D instrument if they 

indicated any response other than ‘no problem’. The following section is a presentation of 

http://www.sciencedirect.com/science/article/pii/S1098301510604639
http://www.sciencedirect.com/science/article/pii/S1098301510604639
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qualitative data in the form of comments and testimonies from IDPs who elaborated with the 

interviewer about their answers regarding their current health conditions.   

EQ-5D Domains at a Closer Look 

Mobility 

I have no problems in walking about    

I have some problems in walking about     

I am confined to bed     

 

The responses to the health state descriptors showed a trend similar to that seen in 

other studies in that there were very few subjects suffering from extreme problems with 

mobility or self-care (Jelsma and Furguson, 2004). Of IDPs interviewed, 83% of participant 

responses indicated no problems walking and just over 14% reported having some problems 

walking. Participants reported pain in the feet, knees, legs, back, and hips as conditions 

responsible for reduced mobility. Participants attributed their pain to their labor intensive jobs, 

lack of transportation, and inability to see a medical provider.  A 55 year old woman displaced 

from Meta in 1996 shared the following testimony: “I have problems with my back and I have 

problems with my legs too. They hurt a lot. I have to have a surgery planned for the right leg but 

until then it is very inflamed and it makes it terrible to walk. The pills I’m taking don’t help me” 

(Personal communication, July 14, 2012). Only two participants reported having to stay in bed. 

In both cases the participants noted the duration of bed rest is not constant but more frequent 

than others in their community.  

 



62 
 

Self-Care 

I have no problems with self-care           

I have some problems washing or dressing myself     

I am unable to wash or dress myself                  

 

Seventy five percent of respondents answered they do not have problems taking care of 

themselves. It is common to have no problems reported in this section as compared to similar 

studies. Nine respondents answered that they have a few problems taking care of themselves. 

Six of the nine respondents who responded having some problems with self-care referenced 

cost and lack of consistent water as the primary causes of not being able to be successful with 

self-care. When asked how often the water was cut off in their neighborhoods responses ranged 

from twice a month to three times a week. Other comments about problems with self-care from 

participants included inability to take care of oneself because of stress, low or no income, and 

lack of sleep. 

Daily Activities 

I have no problems with performing my usual activities    

I have some problems with performing my usual activities   

I am unable to perform my usual activities    

 

Eighty six percent of participants said they do not have trouble completing their daily 

activities and 16.6% said they have a few problems completing their daily activities. No 

participants claimed they are incapable of completing their daily activities. A 36 year old single 

mother from Choco expressed her frustration taking care of her four month old daughter and 
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working at a fish fry stand on the main road in Barrio Oasis in Ciudad Bolívar. She brings her 

daughter with her to work behind the counter, but worries about who will take care of her 

daughter when she gets older.  

Pictured in Picture 3.1 is one of the younger participants, Rafael, a 20 year old displaced 

from Cali. He shared he is unable to complete work some days because of an undiagnosed 

condition he has that causes him to have severe headaches and seizures. He shared, “They 

discriminate against me because I have this disease, but I have my hands. I have my feet. I can 

work, but they don’t let me” (Personal communication, June 20, 2012). Other participants 

referenced vision problems, dizziness, poor circulation, and gastrointestinal conditions like 

vomiting and diarrhea as hurdles in completing their daily activities. 

 

Picture 3.1: Rafael, age 20 from Cali residing in Barrio San Joaquin, Ciudad Bolívar 
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Pain and Discomfort 

I have no pain or discomfort    

I have moderate pain or discomfort   

I have extreme pain or discomfort  

 

Twenty-five percent of participants measured no pain or discomfort. Nearly 56% 

measured moderate pain or discomfort. Just over 22% of participants measured severe pain and 

discomfort. The primary type of pain experienced by respondents was musculoskeletal pain with 

slightly over 47% of participants experiencing pain or discomfort in the knees, toes, hands, 

wrists, legs, hips, back, ankles, and neck.  

Some participants suffer from such pain due to chronic labor-intensive lifestyles. Marisol 

is a 59 year old mother displaced from Nariño in 2004 suffers from pain in her wrist from 

kneading bread at work, her legs hurt from walking to and from work, standing during her entire 

shift, and returning home to take care of her children in the afternoon and evening. She hustles 

home from work because she is worried about her children spending time in the streets. 

Other IDPs suffer from musculoskeletal pain from isolated incidences in the past. The 

oldest IDP participant, Oscar, a 71 year old man displaced from Tolima in 2005 shared the 

injuries he received during his displacement:  

I have chronic pain in my back that I got during my displacement. The guerilla threw me 

down on the ground, tied my feet and arms and beat me. They injured my back...they 

broke three discs in my back. I feel very uncomfortable. Look this seat I am sitting in 

right now. It is okay because it is very tall, but if it were a little short chair, I wouldn't be 
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able to [sit on it].  It hurts to lie down, to sleep...I always feel uncomfortable. If I am 

standing up on my feet I feel uncomfortable as well, especially if I stand for a longer 

period of time. Sometimes I have to stay in bed for hours because it hurts too much. At 

night I wake up at times every 5 minutes because I am so uncomfortable. It is difficult. 

Sometimes I do breathing exercises to help me, but they don't help me. I barely sleep at 

night. I eventually get up because I am tired of trying to sleep. I usually get up around 4 

o’clock in the morning. It is very difficult and requires patience. (Personal 

communication July 14, 2012) 

Respiratory illnesses are on the raise in Bogotá and they affect IDPs exponentially.  Most 

IDPs arrive from warm climates and are accustomed to wearing loose fitting clothes like shorts 

and tee-shirts and do not have the appropriate wardrobe for Bogotá’s climate (Personal 

communication, July 10, 2012). Gustavo, a 49 year old IDP man from Choco reported having 

twelve colds in the past twelve months. He said, “The weather changes… hot and cold and 

sometimes it’s really cold at night. I keep getting [a cold] whenever my temperature rises and 

falls. It really holds me back” (Personal communication, June 18, 2012). Gustavo noted if he 

could get rid of his current cold he could be more successful at finding work and keeping a job. 

Another IDP, Maribel, a 41 year old woman displaced in 2007 from Tolima shared that she 

developed asthma after living in Ciudad Bolívar, but in the campo she never suffered from such 

respiratory illnesses. “I’m asthmatic. Well, I didn’t used to be asthmatic, but it’s so cold here and 

it scares me. Here is it is so cold and I developed this wheezing cough. I thought it would go 

away, but it keeps coming back” (Personal communication, July 9, 2012).  
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Depression and Anxiety 
 

  I am not anxious or depressed     

I am moderately anxious or depressed    

I am extremely anxious or depressed   
 

Displacement has an emotional impact on people, whether it is because they have lost a 

loved one or because they have had to abandon their way of life, assets, customs and culture. At 

an individual level, it is manifested as sadness, crying, depression, nostalgia, nervous tension, 

fear, despair, regression to childhood, or aggressive behavior. At other cases it takes time or in 

rare cases does not manifest in highly resilient individuals.  

A study conducted with IDP households in eight Colombian cities by the International 

Committee of the Red Cross and the World Food Programme, found that 67% of participants 

presented a certain degree of clinical depression or was suspected to have clinical depression 

(Carrillo, 2009). This is significant when compared to a nationwide study conducted in 2001 that 

determined approximately 10% of the population had a depressive episode in the prior 12 

months of the survey (Gomez et. al, 2004). Only 2% of those who reported having psychosocial 

problems in the International Committee of the Red Cross and World Food Programme study 

actually received help. In Colombia there are very few psychosocial services available, and there 

are no standard assistance protocols in place (Carillo, 2009). 

Of the participants who responded to the EQ-5D assessment, just over 11% of subjects 

testified they were not suffering from any depression or anxiety.  Just under half (44.4%) of 

respondents indicated they are suffering from moderate depression or anxiety. Seventeen 

respondents (47.2%) indicated they are severely depressed or distressed. After combining 
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moderate and severe depression, 86.85% of the interviewed participants expressed feeling 

some form of depression and anxiety.   

Three professionals shared their understandings of IDPs devastating experiences and 

trying struggles,  

They carry great sadness with them for all the deaths in their family, the death of their 

children, or the death of their father, brother, neighbors, their loved ones. That is their 

life. That is what they deal with every day, walking around with that great sadness. 

Often wives and children are witnesses of the killing of a family member. Can you 

imagine? (Personal communication, June 27, 2012) 

A nurse from Profamilia also added,  

For them everything changes. They lose their children or their spouse. Deaths. They 

don’t have work and they are not prepared. So then they arrive here to the city and 

there are gang members, sex workers, and they have to pass by all of this just to arrive 

to their homes (Personal communication, June 28, 2012) 

While many IDPs migrate with family members, many have lost family by way of the 

Colombian conflict, leaving many families fragmented and some IDPs alone altogether. When 

asked why a participant felt depressed and anguished he responded, “I am alone in this world… 

all the time. I don’t have any friends” (Personal Communication, June 20, 2012). Others are 

overwhelmed by their new environments and livelihoods. Several women expressed feeling 

depressed and distressed about providing for their children and worry about the well-being of 
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their children. Diany, a 56 year old woman displaced from Huila has lived in Bogotá for three 

years and shared the following testimony:  

I’m constantly worried about my family. Our family was forced to leave our home in the 

middle of the night, la violencia. My husband died as soon as we arrived to Bogotá. No 

one knew why. We left for Santander because my father had Parkinson’s disease. I 

didn’t know which groups I could trust and I still don’t. Displacement has changed my 

life completely. I lost part of my life.  (Personal communication, June 27, 2012) 

Another similar testimony comes from Isabel, a 27 year old displaced from Tolima in 2007: 

I am so anxious because, well in these last few months I have suffered a lot with a lot of 

problems because I don’t know because unfortunately they killed my brother and the 

family next to mine the brother there they killed them too. They came to the door of 

our house…I was there with my children and my sister and with my sister’s family. And 

they came in and took my son and then killed my brother. So it’s so hard for me now 

because I’m the only one in the house with my kids now and I’m always scared someone 

is going to come and find us and hurt us. I never know who is at the door and it makes 

me so nervous, every day so it’s hard to go get groceries or plan for the family to go 

outside. Everyone has a crisis that happens to them, but for me in this case this won’t 

leave me. It won’t go away. And they give us help, but it doesn’t help us for anything. 

It’s so hard. I think sometimes about killing myself, but no no thank God he is the only 

one that can help me, he’s the only one. You have to have a lot of patience, 

perseverance, and trust in God. I’ve learned that it’s not wrong to feel sad or have 

feelings. (Personal communication, July 14, 2012) 



69 
 

Another testimony comes from Nelsy, a 40 year old woman who was displaced from Tolima in 

2007. She suffers from constant gastritis and an undiagnosed colon condition: 

Many things happened and it was not easy. We left in the middle of the night. You know 

the campo is more tranquil. You can run around and grow your own food. Now it is hard 

to buy bread. Here every day there is daily stress and gives me a great deal of anxiety. 

My children have many unmet needs…My hair falls out when I’m stressed and I’m 

always so nervous about what is next. (Personal communication, July 14, 2012)  

 

Claudia, pictured in Picture 3.2 is a 42 year old woman displaced from Caquetá in 2002. 

When asked about whether or not she is suffering any physical pain at the moment she 

responded as follows:   

Thank God I am healthy but psychologically, psychologically it is the worst because you 

are in one place and then in another place and how do you get there? We had to leave 

right away without anything! When you talk about health for me, the worst are the 

psychological parts. (Personal communication, June 25, 2012)  
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Picture 3.2: Claudia, a 42 year old woman from Caquetá living in Barrio San Joaquin, 
Ciudad Bolívar 

The psychologist from FAMIG spoke to the resiliency that she sees on a regular basis 

from female victims of displacement,  

Lots of strong women who continue to live their lives in a positive manner despite all 

that they endured. To see the death of a child or a husband, and having to flee this is 

difficult. It is amazing how sometimes you meet these women and they show no signs of 

despair. They have their children and they are so preoccupied with surviving that they 

lose sight of their troubled past. (Personal communication, June 27, 2012) 

Overall Health Scale 

  To determine a description of overall health participants were asked to indicate on a 

thermometer a number between 0-100 where zero indicated the participant was living with the 

worst health imaginable and a one hundred indicated the participant was living with the best 

health imaginable. The average self-assigned health average of participants was 78.43 with a 

standard deviation of 17.09.  
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 Seven participants selected 100, but 6 of the seven also reported complications in at 

least one of the five domains of health. This may suggest the participants did not understand the 

EQ-5D instrument. It might also bring light to further research questions regarding the concepts 

and perceptions an IDP understands the complexities of health. 

Other Health Conditions Generated 

 Discussions during the EQ-5D survey and in-depth semi structured interviews generated 

other topics of health concern with IDP and professional respondents, especially child abuse and 

teen pregnancies. While these topics were not specifically topic areas of the EQ-5D survey or the 

qualitative interviews, the topics were heavily brought up and merit discussion here.   

Child Abuse 

Children suffer from the displacement experience in a unique way. Many children that 

live displaced have suffered from sexual abuse (Personal communication, July 4, 2012). 

According to two professional sources from Profamilia and Hogar Santa Clara de Asis often the 

abuse comes from the child’s parents. They explained that some IDP parents become so 

desperate that they sell their children into prostitution because the city permits prostitution. A 

Father at Hogar Santa Clara de Asis worries about the violated children because he says, “A 

sexual abuse stays in the mind of someone forever. There is no therapy for this” (Personal 

communication, July 4, 2012).  

Teen Pregnancies 
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According to the Internal Displacement Monitoring Center one third of IDP adolescents 

girls are pregnant or already mothers. Non-IDP families in 2008 had an average of 4.0 children 

compared to IDP families who had an average of 5.2 children (IDMC, 2008). No IDP participants 

mentioned teen pregnancies as a concern, but nearly all professional participants noted teen 

pregnancies as a major area of concern among the IDP population. A professional from 

Profamilia with over a decade of experience working on reproductive health projects in Bogotá 

shared the following: 

They have so many children and for many it starts as a way to escape their situation. 

There are programs for teen pregnancies in their neighborhoods. For the first year after 

the child is born they have certain rights for the first year after the child is born.  And 

when the subsidies run out they are back to poverty. Extreme poverty…because now 

they have dropped out of school and they cannot find good work because they dropped 

out of school. So, it starts the circle of poverty. This is a serious issue for girls, women, 

and adolescents. And all for one year of assistance. (Personal communication,, June 23, 

2012, 38F)  
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Chapter IV: LESSONS LEARNED AND RECOMMENDATIONS 

The problem of internal displacement is particularly wicked. The root causes of 

displacement are challenging to address due to the high level of violence and corruption 

surrounding the armed conflict in Colombia. The implementation of the Victim’s Law is occurring 

at the same time as armed conflict continues to displace thousands every year. This complicates 

implementation of the law to its full extent and it undermines accountability of the Colombian 

government for the high level of displacement occurring in the country. With IDPs representing 

nearly 10% of the entire Colombian population there exist an urgent need for the Colombian 

government and other organizations to pay more attention to this population and the 

continuous violence that perpetrates further injustices.   

The results from my research lead to the conclusion that the Victim’s Law is not being 

put in practice the way it is written. There exist several pitfalls that impede proper 

implementation of the Victim’s Law in IDP registration, access to services, and quality health 

attention. Despite the Law’s flaws, the foundation of the Law is commendable and is an example 

of a step in the right direction that can serve as an example for other countries with high IDP 

populations.  

This study has shown that IDPs residing in Ciudad Bolivar are suffering from a variety of 

health problems. At the top of the list are musculoskeletal pains, gastrointestinal pain, and 

emotional pain and depression. This section presents a series of recommendations that might 

be useful in propelling the execution of the Victim’s Law in the right direction to fully serve IDPs 

in a way that can be beneficial to their health and wellbeing. Aside from relevant 

recommendations, however, political will from the Colombian state is key to the 
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implementation of the Victims Law and the recommendations that stem from the current 

research.  

Recommendations 

Provide adequate health information to IDPs. Delivering accurate health information is 

essential for the health of IDPs. There is a need to create a health service package for IDPs. This 

package should be free of charge for those IDPs who have been officially identified as displaced. 

Information about services and preventative health recommendations should be included 

because it is important IDPs have access to the existing health services and information that can 

prevent illnesses and diseases before developing.  

 

Establish a system to allow IDPs to give feedback to health care providers and staff. Greater 

information awareness to better understand how IDPs perceive the quality of health attention 

provided to them can be useful to providers and staff to re-evaluate their protocols and 

guidelines for care. This would clarify the reasons why IDPs choose to use/avoid health services 

and would lead to increased efficiency and effectiveness in health delivery.  

 

Incorporate psychological/mental health programs to the services of services included in the 

Victim’s Law. IDPs are suffering greatly from depression, anxiety, psychological and mental 

health conditions as a result of their displacement and traumatic experiences that result in 

posttraumatic stress. Currently there are no structured outlets with psychiatrists or social 

support groups for IDPs to talk about their conditions. It is imperative that psychiatric and 

mental health services are offered free of charge to all IDPs. Incorporating a consultation upon 
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IDP registration, the IDP would have the opportunity to decide whether or not he or she wanted 

to receive such services. Social support groups can serve as a favorable setting for IDPs to share 

their experiences and heal. They might also bring the community together in a way that 

promotes more trusting and united communities.  

 

Encompass IDPs in the development and execution of health service practices. It is important 

to establish a dialog between displaced persons, policy makers, and health decision planners in 

order to clarify misunderstandings and build a relationship between health providers and IDPs.  

It is important and valuable to involve IDPs in the implementation of health programs. The 

perceived needs of IDPs need to be included in the dialog with health providers and policy 

developers to best provide services that are suitable for the IDP community.  This would help 

increase the level of trust IDPs have in health care providers. This type of dialog will be 

challenging despite having many individuals who care deeply about the health of IDPs and work 

tirelessly within the new system. However, currently the system created under the Colombian 

government does not value its IDP population enough to consider direct feedback from its IDP 

citizens. 

 

Update the epidemiology profile in IDP residential areas. There is a need for an epidemiological 

surveillance of the IDPs’ health conditions to inform the health decision makers and health 

providers. It is important that the profile includes medical, socio-economic and cultural data 

that influences health status. This information should be updated and utilized by local public 

health professionals, legislative leaders, social workers, and health providers.  
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Support for the local IDP support workforce. There ought to be training opportunities for 

Victims Law registration workers, health care workers, community leaders, and health providers 

about updated protocols and processes about the IDP displacement, the IDP registration 

process, and the IDP health care delivery system.  Trainings in cultural competency could benefit 

workers who interact with IDPs to better understand the different perspectives and background 

stories of IDPs with whom they work. These trainings could be about patience, using basic 

explanations, open dialog about alternative methods, sympathy towards the IDP experience, 

and incorporating patient care with the realities of where the IDP resides/socio-economic status 

of IDP.  

 

Restructure the nutrition assistance program. Currently the subsidized food items available to 

IDPs do not provide a nutritious diet nor are IDPs accustomed to the foods provided. Fruits, 

vegetables and proteins are currently absent and must be incorporated into the program. 

Providing nutritious foods to IDP families will allow both IDP children and adults maximize their 

potential and eliminate several health problems.   

 

Improving out-reach health programs and services. In addition to the existing health services 

available to IDPs, there should be more out-reach programs available that are centrally located 

to high volume IDP areas such as Ciudad Bolivar. The IDPs who are unable to arrive to services 

outside of Ciudad Bolivar are the poorest and most deprived and the cost of transport to a 

health facility can be beyond their means, resulting in the individual forgoing the health service 

all together. A regular scheduled mobile clinic/brigade model program providing much needed 
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preventative, secondary, and tertiary healthcare might be suitable to implement in an area like 

Ciudad Bolivar. 

 

Adjusting the new roles of every level of health sector. All institutions involved in IDP health 

care delivery, from IDPs registration workers to health care providers, will need to adjust to 

their new roles and build and strengthen networks at every level. There is a need to increase 

communication and cooperation between the state, municipal, and local health programs and 

services to the IDPs to ensure services and work is not duplicated. This could be achieved by 

establishing clear job descriptions and protocols at each institution involved in the IDP process. 

Further local health workers must adopt a new perspective and approach to their duties that 

include being more empathetic and hardworking in the efforts of delivering just and beneficial 

services to IDP victims.  

 

Streamline the IDP registration process. Currently the IDP registration process relies on the 

subjectivity of the worker who interviews the potential IDP during registration. The absence of a 

standardized protocol creates opportunity for wrongfully placed IDPs. Many IDPs are completely 

unaware of how to register and others are afraid to register. It is vital to develop a more robust 

registration to improve implementation of services. Further increased communication between 

departments during the registration process is vital. An IDP from a different district ought to be 

able to de-register from one department and register with a new department in one visit.  

 

Prioritize efforts towards IDP job security. The underlying fundamental concern that nearly all 

IDPs struggle with is lack of consistent income generation. It is, therefore, vital to develop 
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programs to incorporate IDPs into formal jobs that last longer than six months. It is also 

recommended that IDPs continue to receive the special social Victim’s Law services when they 

obtain formal employment for less than six months. The automatic termination of IDP benefits 

which now occurs dissuades IDPs from seeking formal employment. 

 

There exists a need for further research. There exists a need for future research on the access 

to health services and health conditions and health needs of IDPs in Bogota and other high 

density locations of IDPs such as Cali and Medellin, among others. In particular, there is very 

little documentation and research into the health needs of IDPs and the health systems in IDP 

recipient areas which takes account the particular characteristics of both the areas and conflicts 

which caused the people to become displaced.  

 

Conclusion 

These recommendations only scratch the surface of truly improving the implementation 

of IDP policy in Colombia. Implementation studies about the Victim’s Law are entirely absent 

from the Colombian academic literature, and implementation studies that include contexts in 

the Global South are sparse in the English-language literature. For this reason, this study is a first 

step toward understanding why the gap between Colombian policy and implementation is so 

large, and how that gap might be narrowed in the future. Additionally, even though the subject 

size of this study is low, the stories and health indicators analyzed in this thesis can shed light on 

future research projects.  
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As long as displaced people are taking refuge in areas like Ciudad Bolivar it will be vital 

that the health needs of the community are well understood and that positive relationships are 

built with health care providers and social service employees. It will be vital to make continuous 

efforts to provide quality services and attention to IDPs and treat IDPs with a high level of 

respect so that they do not continue being victims in their new environment. IDPs must be 

supported by a system that allows them to break free from their overwhelming constraints 

placed upon them as a result of their displacement. Finally, it will be important to keep in mind 

that during the next few decades the IDP population residing in Ciudad Bolivar will continue to 

age which will soon provide unique challenges that will need to be addressed.    
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APPENDICIES 
 

Appendix A: Mission Statements taken from associated web-page 
 
Mission Statements taken from associated web-page: 

 

Afrodes 

 

 

www.afrodes.org 

 

“AFRODES constitutes itself as an organization that offers orientation, support, follow-up and 

consultancy. We work to raise awareness and speak in defense of the displaced Afrocolombian 

population’s rights and cultural identity. We seek out alternatives to make our affiliates’ lives 

more dignified, we sensitize Colombian society at large to the realities of the Black population’s 

situation of displacement, and propose policies for the better management and solution of this 

problem to the Colombian state. AFRODES seeks to be a model organization for the 

strengthening of the Afrocolombian social movement. One that will lead processes that will 

unite our population, strengthen our cultural identity, and protect and defend the Black 

communities’ ethnic rights by seeking out solutions to the problems that plague them and by 

promoting an integral development in them. AFRODES fights for a democratic and peaceful 

relationship amongst the broader Colombian society, working so that there are equal conditions 

and opportunities for all within it, and contributing to the construction of a pluriethnic and 

multicultural society. AFRODES offers and receives support to and from the Afrodescendent 

social movements that fight for the rights of Black communities across the globe. It is by sharing 

and learning from others’ positive experiences that we forge global networks and alliances for 

the vindication of Afrodescendents’ rights. AFRODES values and has faith in the search for 

negotiated solutions to the problems that affect the displaced population. We also demand that 

the State comply with the agreements and obligations that it has with our country’s uprooted 

population.” 

 

Profamilia 

 

 

www.profamilia.org.co 

 

Como organización privada sin ánimo de lucro con decidido énfasis social, contribuimos al 

http://www.afrodes.org/
http://www.profamilia.org.co/
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bienestar de la población colombiana a través de la promoción y el respeto por el libre ejercicio 

de los derechos sexuales y reproductivos, mediante una gestión empresarial exitosa con mayor 

participación nacional e internacional, que permita servir a personas vulnerables y comunidades 

desatendidas. 

Hogar Santa Clara de 

Asis, Barrio San 

Joaquín, Ciudad 

Bolívar, Bogotá, 

Colombia 

 

 

No website available 

- Brindar mejor calidad y condiciones de vida fomentando el desarrollo socio económico y 

cultural de las familias y la comunidad en general, garantizándoles a ellos una 

realización personal, familiar y comunitaria integral dentro de la sociedad civil. 

- Continuar con el trabajo social que se viene realizando en la comunidad de la localidad 

de Ciudad Bolívar en el refuerzo de tareas escolares y talleres en la promulgación de los 

derechos humanos en la sala de Internet.  

- Organizar con los benefactores mejores estrategias para la adquisición en la 

participación en el Banco de alimentos de la Arquidiócesis de Bogotá, logrando así cubrir 

más de 500 familias inscritas en la fundación.  

- Construir o Adquirir de manera inmediata una sede propia, para la realización de 

mejores en las aulas pre organizadas para la ejecución y realización de talleres en la 

defense de los Derechos Humanos de mujeres y niños de la comunidad.   

 

Fundación de Atención 

al Migrante (FAMIG) 

 

 

http://www.arquiBogotá.org.co/?idcategoria=9629 

 

Nuestro objetivo es desarrollar acciones de servicio en bien de los migrantes desposeídos, 

personas en situación de desplazamiento que requieren de acogida, atención humanitaria de 

emergencia y acompañamiento psicosocial, con el fin de mitigar las necesidades más inmediatas 

del grupo familiar que acude en busca de orientación para su ubicación y manutención en la 

ciudad. 

http://www.arquibogota.org.co/?idcategoria=9629
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Appendix B: Informed Consent in English 

Consent Form in English 

Informed Consent 

Health Perceptions, Access to Health Services, and the Role of Social Capital among 
Displaced Afro-Colombians in Bogotá, Colombia 

I am a student researcher from the University of Arizona. I am inviting you to take part in a 
research study. The purpose of the study is to explore the health perceptions, access to health 
services, and the role of social capital among displaced Afro-Colombians in Bogotá, Colombia. 
The information in this form is provided to help you decide whether or not you would like to 
take part in the research. If you decide to take part in the study, you will be asked to verbally 
provide consent. A copy of this form will then be handed over to you. 

Your participation in this study is completely voluntary. You may decide not to begin or to stop 
the study at any time. You refusing to participate will have no effect on you. You can discontinue 
your participation at any time.  Your participation in this study does not pose any risk to you. 
Because of my current status as a graduate student, monetary compensation will not be 
available during research activities. 

Participation in this study will require nothing more than your time. We will meet as often or for 
as long as you are able. We will discuss the topics that you feel willing and capable to discuss. 
During the interviews I will be taking notes and asking questions about your experience. To 
ensure that your responses are recorded accurately, the interview will be audio recorded, but 
only with your oral consent which will be recorded.           

Do you give permission for audio recordings to be made during your participation in this 
research study? Please state yes or no. 

I will be the only person who knows that you have participated in this study. Our conversations 
will be kept confidential and you will not be identified directly in any of the reports or 
publications resulting from this study upon your request. It is possible that my notes will be 
reviewed by an outside party. If that occurs, a copy of my notes may be provided to them but 
your name will be removed before any information is released. 

If you have questions or concerns regarding your rights as a research participant, you may call 
the University of Arizona Human Subjects Protection Program office at (520) 626-6721. If you 
would like to contact the Human Subjects Program by email, please use the following address:  

http://www.irb.arizona.edu/suggestions.php. 

 

 

 

http://www.irb.arizona.edu/suggestions.php
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Appendix C: Informed Consent in Spanish 

Consent Form in Spanish 

Consentimiento Informado 

Percepciones de salud, acceso a servicios de salud, y el rol de capital social para los 
desplazados de Bogotá, Colombia 

Soy un investigador de la Universidad de Arizona. Se le ha invitado a participar en un estudio de 
investigación académica. El propósito de este estudio es de investigar  las percepciones de 
salud, acceso a servicios de salud, y el rol de capital social para personas desplazadas 
afrocolombianas. Si Ud. decide participar en este estudio, se le pedirá que de su consentimiento 
oral. A su persona se le dará una copia del mismo formulario. 

Su participación en este estudio es completamente voluntaria. Usted puede decidir no participar 
antes de iniciar o, después de haber comenzado, puede dejar de participar en el estudio en 
cualquier momento. Su retiro del estudio no tendrá ningún efecto negativo. También, a su 
persona se le proporcionará nueva información que se descubra sobre esta investigación 
académica. Su participación en este estudio no presentará ningún riesgo. Tomando en cuenta mi 
posición como estudiante de maestría, no será compensación de ninguna manera monetaria. 

Su participación en este estudio requiere de nada más que su tiempo. Nos reuniremos con la 
frecuencia y por la duración de tiempo que su persona ve conveniente. Durante las entrevistas 
tomaré notas y haré preguntas sobre sus experiencias y conocimientos. Para asegurar que sus 
respuestas se graben de una manera adecuada, las entrevistas serán grabadas con una 
grabadora de audio, pero solo si Usted me dé el permiso lo cual será grabado en este momento: 

Usted da su consentimiento para que las entrevistas sean grabadas durante su participación 
en este estudio? Si o no. 

Yo seré la única personal que sepa de su participación en este estudio. Las conversaciones que 
se llevan a cabo se mantendrán confidenciales y no referiré a su persona por nombre en ningún 
reporte o publicación que resulte de este estudio. Es posible que mis notas sean revisadas por 
otras personas, sin embargo la copia que se proporciona no llevará su nombre, el cual será 
borrado antes de hacerse pública la información. 

Si Usted tiene alguna pregunta sobre sus derechos como participante en investigaciones clínicas 
o si Usted lleva alguna preocupación o queja de carácter general, puede llamar a la oficina del 
programa de protección de sujetos humanos de la Universidad de Arizona (University of  Arizona 
Human Subjects Protection Program) al (520) 626-6721. Si la llamada se hace desde fuera del 
Estado de Arizona, se puede marcar el número gratuito 1-866-278-1455.) Si prefiere 
comunicarse por correo electrónico con el Human Subjects Program, favor de escribir a la 
siguiente dirección: http://www.irb.arizona.edu/suggestions.php.   

 

 

http://www.irb.arizona.edu/suggestions.php
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Appendix D: Community & Health Profession Interview Question Guide 

Community & Health Profession Interview Question Guide 

1. What is your role/specialty in providing care/services to your clients? 
2. What types of outreach or marketing does your program/clinic/organization use? 
3. Do you charge a fee for services? 

a. Fee per service                b. donation               c. flat fee               d. hourly rate 
 
Give a definition of displaced people 
 
4. Are you able to serve Afro-Colombian IDPs? 
5. Approximately how many refugees do you provide services for per month? 
6. How do you identify an individual as an IDP? 
7. What services do you provide for IDPs? 
8. How well do you understand the IDP resettlement process? 
9. How well does your staff understand the resettlement process? 
10. Do you provide training to your staff about IDP specific issues? 
11. What kind of difficulties do IDP individuals have using: 

a. Emergency care 
b. Cultural differences 
c. Understanding how to navigate the system/understanding services 
d. Transportation 
e. Primary Care 
f. Cultural differences 
g. Understanding how to navigate the system/understanding services 

i. Transportation 
ii. Insurance 

iii. Pharmacy 
iv. Specialist services 
v. Over the counter medication 

vi. Behavioral Health Services 
12. From your perspective, what are some of the main physical health problems IDPs are facing? 

1. 13. From your perspective, what are some of the main emotional health problems Colombian IDPs 
are facing? 

2. 14. From your perspective, what are some of the main mental health problems Colombian IDPs are 
facing? 

3. 15. From your perspective, what are some environmental barriers Colombian IDPs must face? 
4. 16. From your understanding where do Colombian IDPs go to receive: 

ii. - Preventative health services? 
 - Primary care service? 

- Womens health services? 
iii. - Urgent care services? 
iv. - Emergency care services? 
v. - Spiritual counseling? 

17. How do IDPs pay for their services? 
18. What are some programs, organizations, or foundations that are making a difference for  
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IDPs’ Appendix E: Access to Health Services Interview Question Guide 

 Access to Health Services Interview Question Guide 

1. including check-ups or visits to the emergency room or hospital outpatient department 

or been admitted to the hospital?    

2. Ask if not seen a doctor or been admitted to the hospital in the last twelve months, 

don’t know, or refused:  And what about the last 2 years, have you visited a doctor or 

medical clinic for any reason, including check-ups or visits to the emergency room or 

hospital, in the last two years?   

3. Where do you usually go when you are sick or need health care?  To a doctor’s office or 

private clinic, a community health center or other public clinic, a hospital outpatient 

department, a hospital emergency room, or some other place?  

4. How much choice do you have in where you go for medical care?   

5. Do you have a regular doctor or other health professional, such as a nurse or a midwife, 

that you usually go to when you are sick or need health care? 

6. During the last 12 months, was there any time when you had a medical problem but put 

off, postponed or did not seek medical care when you needed to? If yes, why did you do 

so? 

7. To what extent do finances play a role in your decision to seek health services? 

8. What is your experience like obtaining prescription medication? 

9. In the past two years, was there any time when you or your doctor thought you needed 

to see a specialist?  (If necessary: Specialists are doctors like surgeons, heart doctors, 
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psychiatrists, allergy doctors, skin doctors, eye doctors, and others who specialize in one 

area of health care.) 

10. Were you able to see a specialist? If yes, what was that experience like, was it easy to 

navigate? If no, what kept you from seeing a specialist? 

11. Ask if visited doctor or clinic or been admitted to the hospital in last 2 years… 

Earlier you mentioned that you had visited a doctor within the past couple of years.  The 

last time you visited a doctor, did the doctor listen to everything you had to say, to 

most, to some, or only a little of what you had to say? 

12. During the visit, did you understand everything the doctor said, most of what the doctor 

said, some, or only a little of what the doctor said? 

13. Did you have questions about your care or treatment that you wanted to discuss, but 

did not? 

14. How much confidence and trust did you have in the doctor treating you—a great deal, a 

fair amount, not too much, or none at all? 

15. Did the doctor treat you with a great deal of respect and dignity, a fair amount, not too 

much, or none at all? 

16. Did the doctor involve you in decisions about your care as much as you wanted, almost 

as much as you wanted, less than you wanted, or a lot less than you wanted?    

17. Did the doctor spend as much time with you as you wanted, almost as much as you 

wanted, less than you wanted, or a lot less than you wanted? 

18. Please speak to how much these statements match with your experiences: 

a. I feel that my doctor understands my background and values.  

b. I often feel as if my doctor looks down on me and the way I live my life.  
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Appendix F: EQ-5D Survey in Spanish 

EQ-5D Survey in Spanish  

(Spanish version for Colombia) 

Responda sí, no, o no estoy seguro que mejor describa su estado de salud en el día de hoy. 

Movilidad 

No tengo problemas para caminar  

Tengo algunos problemas para caminar  

Tengo que estar en cama  

Cuidado Personal 

No tengo problemas con el cuidado personal  

Tengo algunos problemas para bañarme o vestirme   

Soy incapaz de bañarme o vestirme   

Actividades Cotidianas (ejemplo: Trabajar, estudiar, hacer las 

tareas domésticas, actividades familiares o actividades de recreación) 

No tengo problemas para realizar mis actividades cotidianas  

Tengo algunos problemas para realizar mis actividades cotidianas  

Soy incapaz de realizar mis actividades cotidianas  

Dolor/Malestar 

No tengo dolor ni malestar  

Tengo moderado dolor o malestar   

Tengo mucho dolor o malestar  

 

Angustia /Depresión 

No estoy angustiado/a ni deprimido/a  

Estoy moderadamente angustiado/a o deprimido/a  

Estoy muy angustiado/a o deprimido/a  

For all responses that are less than ideal state of health, ask the participant to elaborate and share their 

situation.  
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Para ayudar a la gente a describir lo bueno o malo que es 
su estado de salud hemos dibujado una escala parecida a 
un termómetro en la cual se señala  con 100 el mejor 
estado de salud que pueda imaginarse y con 0 el peor 
estado de salud que pueda imaginarse. 
 
Me gustaría que me indicara en esta escala, en su opinión, 

lo bueno o malo que es su estado de salud en el día de 

hoy. Por favor, dibuje una línea desde el cuadro negro 

donde dice "Su estado de salud hoy" hasta el punto del 

termómetro que en su opinión indique lo bueno o malo 

que es su estado de salud en el día de hoy. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Su estado 

de salud 

hoy 

9 0 

8 0 

7 0 

6 0 

5 0 

4 0 

3 0 

2 0 

1 0 

100 

El peor estado 

de salud 

0 

El mejor estado 

de salud 
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