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Forced Migrants' Experiences of Food Insecurity and Health During Transit and First Reception: A Scoping Review
Appendix A Preferred Reporting Items for Systematic reviews and Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) Checklist. Page numbers reflect the order presented in this specific paper.

From: Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, et al. PRISMA Extension for Scoping Reviews (PRISMA-ScR): Checklist and Explanation. Ann Intern Med. 2018;169:467–473. doi: 10.7326/M18-0850.

	SECTION
	ITEM
	PRISMA-ScR CHECKLIST ITEM
	REPORTED ON PAGE #

	TITLE

	Title
	1
	Identify the report as a scoping review.
	1
	ABSTRACT

	Structured summary
	2
	Provide a structured summary that includes (as applicable): background, objectives, eligibility criteria, sources of evidence, charting methods, results, and conclusions that relate to the review questions and objectives.
	1
	INTRODUCTION

	Rationale
	3
	Describe the rationale for the review in the context of what is already known. Explain why the review questions/objectives lend themselves to a scoping review approach.
	1-2
	Objectives
	4
	Provide an explicit statement of the questions and objectives being addressed with reference to their key elements (e.g., population or participants, concepts, and context) or other relevant key elements used to conceptualize the review questions and/or objectives.
	2-3


	METHODS

	Protocol and registration
	5
	Indicate whether a review protocol exists; state if and where it can be accessed (e.g., a Web address); and if available, provide registration information, including the registration number.
	2
	Eligibility criteria
	6
	Specify characteristics of the sources of evidence used as eligibility criteria (e.g., years considered, language, and publication status), and provide a rationale.
	3
	Information sources*
	7
	Describe all information sources in the search (e.g., databases with dates of coverage and contact with authors to identify additional sources), as well as the date the most recent search was executed.
	3
	Search
	8
	Present the full electronic search strategy for at least 1 database, including any limits used, such that it could be repeated.
	Appendix B
	Selection of sources of evidence†
	9
	State the process for selecting sources of evidence (i.e., screening and eligibility) included in the scoping review.
	4
	Data charting process‡
	10
	Describe the methods of charting data from the included sources of evidence (e.g., calibrated forms or forms that have been tested by the team before their use, and whether data charting was done independently or in duplicate) and any processes for obtaining and confirming data from investigators.
	5
	Data items
	11
	List and define all variables for which data were sought and any assumptions and simplifications made.
	5
	Critical appraisal of individual sources of evidence§
	12
	If done, provide a rationale for conducting a critical appraisal of included sources of evidence; describe the methods used and how this information was used in any data synthesis (if appropriate).
	5
	Synthesis of results
	13
	Describe the methods of handling and summarizing the data that were charted.
	4



	RESULTS

	Selection of sources of evidence
	14
	Give numbers of sources of evidence screened, assessed for eligibility, and included in the review, with reasons for exclusions at each stage, ideally using a flow diagram.
	4
	Characteristics of sources of evidence
	15
	For each source of evidence, present characteristics for which data were charted and provide the citations.
	5
	Critical appraisal within sources of evidence
	16
	If done, present data on critical appraisal of included sources of evidence (see item 12).
	N/A
	Results of individual sources of evidence
	17
	For each included source of evidence, present the relevant data that were charted that relate to the review questions and objectives.
	Appendix C
	Synthesis of results
	18
	Summarize and/or present the charting results as they relate to the review questions and objectives.
	5-9
	DISCUSSION

	Summary of evidence
	19
	Summarize the main results (including an overview of concepts, themes, and types of evidence available), link to the review questions and objectives, and consider the relevance to key groups.
	9-12
	Limitations
	20
	Discuss the limitations of the scoping review process.
	12
	Conclusions
	21
	Provide a general interpretation of the results with respect to the review questions and objectives, as well as potential implications and/or next steps.
	12






Appendix B Example Search Strategy for ESCBO Host
	Concept
	Search terms

	Food Insecurity
	Search of title and abstract for key terms: “food availability” OR “food poverty” OR “food insecurity” OR “food insufficiency” OR “food shortage” OR “food sufficiency” OR “food security” OR “hunger” OR “hungry” OR “starvation” OR “diet” OR “nutrition” OR “food assistance” OR “food quality”

	Displacement
	"migration" OR "migrate" OR "transit" OR "relocate" OR "relocation" OR "mobility" OR "movement" OR "flows" 

	Forced Migrants
	"refugees" OR "Migrant" OR "Immigrant" OR "emigrant" OR "asylum seeker" OR "displace*” OR "immigration" OR "planned relocation" OR “forced”

	Health Outcomes
	"health" OR "wellbeing" OR "well-being" OR “disease” OR "mortality" OR "morbidity" OR "malnutrition" OR “disorder” OR “illness”



Key terms excluded: None
Limiters - Publication Date: 20140101-20241231; Peer Reviewed 
Expanders - Apply equivalent subjects 
Search modes - Find all my search terms 
Last search: 13 May 2024
2

Appendix C Descriptive characteristics of the studies included in the review. The secondary table presents the full data matrix, with information on how each paper captures the different key variables outlined in section 2.
	Reference
	Methods
	Sample (country of origin, age, camp)
	Receiving Country
	Key finding 

	Mercado A, Venta A, Morales F, Palomin A, Garcini L, Silva M, Domenech Rodríguez MM. Trauma in the American asylum process: experiences of immigrant families under the migrant protection protocols. Psychol Trauma. https://doi.org/10.1016/j.socscimed.2014.06.010 
	Mixed methods 
	6 participants aged 29-51, from various locations; 3x Honduras, 1x El Salvador, 1x México, 1x Guatemala. Lived in a refugee camp in Mexico.
	Mexico
	Families arriving in the United States have experienced significant trauma, separation, and loss, including food insecurity, loss of dignity, and mental health issues, both before and during their journey.

	Tellez D, Tejkl L, McLaughlin D, Vallet M, Abrahim O, Spiegel PB. The United States detention system for migrants: patterns of negligence and inconsistency. J Migr Health. 2022;6:100141. https://doi.org/10.1016/j.jmh.2022.100141 
	Qualitative & literature review
	17 participants, 9 visited/worked in Customs and Border Patrol, 12 visited/worked in Immigration and Customs Enforcement. Sample did not include migrants with direct experience of transit.
	United States
	All included U.S. detention agencies had significant concerns, particularly U.S. Customs & Border Protection's failure to meet health and food standards.

	Kemei J, Salami B, Soboka M, Gommaa HIM, Okeke-Ihejirika P, Lavin T. The forms and adverse effects of insecurities among internally displaced children in Ethiopia. BMC Public Health. 2023;23(1):200. https://doi.org/10.1186/s12889-023-15109-9 
	Qualitative 
	53 participants; 20 children, 20 parents/guardians, and 13 service providers. IDPs living in the Oromia Special Zone called Burayu camp.
	Ethiopia (IDPs)
	Basic need deficiencies, including food insecurity, expose children to traumatic events that could decrease future livelihood prospects and lead to compromised mental health.

	Hachem S, Ali S, Al-Omari S, Abi Chahine M, Fahme SA, Mehio Sibai A. "Older people tend to be invisible": a qualitative study exploring the needs and inclusion of older Syrian refugees in the context of compounding crises in host country, Lebanon. Confl Health. 2022;16(1):61. https://doi.org/10.1186/s13031-022-00496-4 
	Qualitative
	26 stakeholders from 11 organisations operating in the health, nutrition, water, sanitation and hygiene sectors. Discussions revolved around "older Syrian refugees" in Lebanon.
	Lebanon
	Elderly refugees lack access to basic services, including food and medical treatment, leading to poor health outcomes. Humanitarian responses should prioritise disease prevention over donor economies. 

	Van Hemelrijck WMJ, Vandenheede H, Argeseanu Cunningham S. Diabetes management in the face of adversity: experiences of asylum‐seekers in Belgian reception centres. Diabet Med. 2022;39(4):e14742. https://doi.org/10.1111/dme.14742 
	Qualitative
	20 participants living within three reception centres. The average age of migrants was 53.5 years, originating from various counties, including Afghanistan and Syria (n=3 each).
	Belgium
	Belgium offers better availability, accessibility, and quality of diabetes management resources (medication, tools, care) compared to other settings before and during migration. However, maintaining a healthy diet as an asylum-seeker remained difficult. 

	Dawson-Hahn E, Koceja L, Stein E, Farmer B, Grow HM, Saelens BE, et al. Perspectives of caregivers on the effects of migration on the nutrition, health and physical activity of their young children: a qualitative study with immigrant and refugee families. J Immigr Minor Health. 2020;22:274–81. https://doi.org/10.1007/s10903-019-00905-6 
	Qualitative 
	50 caregivers, 21 of which had spent time in a refugee camp. No origin information, but language groups: 32% Somali, 22% Arabic, 18% Burmese, 16% Nepali, 12% Dari.
	United States
	Refugee camps faced limited ration availability and unfamiliar or lower-quality food compared to countries of origin. Sociocultural differences in early feeding practices posed challenges, with parents also reporting difficulties getting their children to eat enough in the U.S.

	Fahim SM, Das S, Rasul MG, Zaman MU, Alam MA, Afrin S, et al. Nutritional status and dietary diversity of pregnant and nonpregnant reproductive‐age Rohingya women. Food Sci Nutr. 2023;11(9):5523–31. https://doi.org/10.1002/fsn3.3508 
	Quantitative
	210 women of reproductive age and 296 pregnant mothers; mean age 29.6 years. Located at the Bhasan Char Relocation Camp for the Rohingya Refugee Population (Myanmar).
	Bangladesh
	Dietary diversity improves health and nutritional outcomes, including for pregnant women in the relocation camp.

	Das S, Fahim SM, Rasul MG, Afrin S, Alam MA, Zaman MU, et al. Nutritional and dietary diversity status of under-5 children and adolescent girls among forcibly displaced Myanmar nationals living in Bhasan Char relocation camp, Bangladesh: a cross-sectional survey. BMJ Open. 2023;13(3):e068875. https://doi.org/10.1136/bmjopen-2022-068875 
	Quantitative 
	299 adolescent girls, 248 under-5 children. Located at the Bhasan Char Relocation Camp. Mean age of the adolescent girls and children were 14 years and 28 months, respectively.
	Bangladesh
	A significant number of surveyed under-5 children and adolescent girls in the camp were suffering from thinness, stunting, underweight and wasting. Dietary diversity was poor among the surveyed population.

	Gewalt SC, Berger S, Szecsenyi J, Bozorgmehr K. “If you can, change this system” – pregnant asylum seekers' perceptions on social determinants and material circumstances affecting their health whilst living in state-provided accommodation in Germany: a prospective, qualitative case study. BMC Public Health. 2019;19:1–14. https://doi.org/10.1186/s12889-019-6481-2 
	Qualitative
	21 participants, including nine female asylum seekers during pregnancy and early motherhood. Mean age ranged from 20-24 to 35-39 years; origin counties included 4x West Africa, 3x East Europe, 1x West Asia, 1x South Asia.
	Germany
	Food was a major concern for all participants in the reception centre. Catering services were unsatisfactory, neglecting religious practices. While calorie intake was sufficient, participants reported losing appetite due to bland food, limited variety, few choices, and unfamiliar tastes. Self-catering was prohibited.

	Rawal LB, Kanda K, Biswas T, Tanim MI, Dahal PK, Islam MR, et al. Health problems and utilisation of health services among Forcibly Displaced Myanmar Nationals in Bangladesh. Glob Health Res Policy. 2021;6:1–13. https://doi.org/10.1186/s41256-021-00223-1 
	Mixed methods
	999 quantitative survey respondents, 24 in-depth interviews, 9 key informant interviews and 10 focus groups. Qualitative participants were from the same villages that the survey was undertaken; forcibly displaced Myanmar nationals.
	Bangladesh
	Inadequate allowances provided to purchase nutritious foods. Nutrition support programmes need to be made more culturally appropriate and encourage male attendance in order to address interrelated issues of gender inequity.

	Pardhi A, Jungari S, Kale P, Bomble P. Migrant motherhood: maternal and child health care utilisation of forced migrants in Mumbai, Maharashtra, India. Child Youth Serv Rev. 2020;110:104823. https://doi.org/10.1016/j.childyouth.2020.104823 
	Qualitative
	15 participants, including ten pregnant women and five women who had children <2 years. Sample included drought-induced IDPs from the Marathwada region of Maharashtra.
	India 
(IDPs)
	Migrant women were more vulnerable to nutritional deprivation because they belonged to the poor strata of society.

	Marchetti F, Preziosi J, Zambri F, Tambascia G, Di Nolfi A, Scardetta P, et al. Health needs and perception of health care quality among asylum seekers and refugees in an Italian local health authority: a qualitative study. Front Public Health. 2023;11:1125125. https://doi.org/10.3389/fpubh.2023.1125125 
	Qualitative
	50 asylum seekers; 25 men, 25 women, mean age 30 years. Various origin locations, including 24x Nigeria, 4x Egypt, 4x Pakistan.
	Italy
	The quality of food and nutrition was a cross-cutting category among all the focus groups. Issues included the lack of variability and cultural sensibility, poor food quality and taste, and difficulties in accessing adequate nutrition for specific health problems.

	Al-Sayed L, Bieling C. Food-related wellbeing in times of crisis: conceptual considerations and empirical findings for Syrian refugees in Germany. J Migr Health. 2020;1:100005. https://doi.org/10.1016/j.jmh.2020.100005 
	Qualitative
	34 participants, 18x in a camp, 16x in private accommodation in Stuttgart. Majority aged 18-30 years. 29x refugees, 5x arrived legally in Germany.
	Germany
	Satisfaction with food was associated with food availability and accessibility, physical health, positive emotions, sensory experience, social relationships and overall life satisfaction.

	Haley H-L, Walsh M, Tin Maung NH, Savage CP, Cashman S. Primary prevention for resettled refugees from Burma: where to begin? J Community Health. 2014;39:1–10. https://doi.org/10.1007/s10900-013-9732-7 
	Qualitative
	18 participants; 7 women and 11 men aged between 20–40 years. Recruited from those undertaking English lessons at a partner NGO.
	United States
	Respondents understood the relationship between behaviour and health. For example, many outlined how certain habits, such as poor dietary choices, negatively affected health.

	Di Maio M, Fasani F, Sciabolazza VL, Molini V. Facing displacement and a global pandemic: evidence from a fragile state. J Demogr Econ. 2022;1–26. https://doi.org/10.1017/dem.2023.13 
	Quantitative
	2,257 participants in 22 regions, 7% were IDPs, randomly selected from a phone databased and identified as the household head or any respondent aged over 17 years.
	Libya (IDPs)
	IDPs do not display higher incidence of COVID-19, but are about 60% more likely to report negative economic and health impacts caused by the pandemic, including a lack of food. Discrimination against IDPs in accessing healthcare, combined with severe financial constraints, reduces their ability to receive health assistance.

	Silverstein MC, Long RF, Burner E, Parmar P, Schneberk TW. Continued trauma: a thematic analysis of the asylum-seeking experience under the Migrant Protection Protocols. Health Equity. 2021;5(1):277–87. https://doi.org/10.1089/heq.2020.0144 
	Legal document review 
	24 deidentified legal declarations and forensic medical affidavits of 11 asylum seekers forced to remain in Mexico whilst seeking asylum, under the Migrant Protection Protocols.
	United States
	Asylum seekers enrolled in Migrant Protection Protocols were persistently exposed to trauma, including inadequate access to subsistence resources, hindering their ability to heal from cumulative trauma. They were not consistently provided with recommended social welfare and healthcare.

	Hossain B, Shi G, Ajiang C, Sarker MNI, Sohel MS, Sun Z, Yang Q. Climate change induced human displacement in Bangladesh: implications on the livelihood of displaced riverine island dwellers and their adaptation strategies. Front Psychol. 2022;13:964648. https://doi.org/10.3389/fpsyg.2022.964648 
	Mixed methods
	280 IDPs, 140x randomly selected from the two sub-districts (Fulchari and Saghata) in Bangladesh.
	Bangladesh (IDPs)
	IDPs reported several challenges such as housing and sanitation problems, food uncertainty, health problems, and various social issues. They formulated copious adaptation strategies, yet the ability to implement them was restricted by limited credit and land access, fragile housing and social insecurity.

	El Arab RA, Urbanavice R, Jakavonyte-Akstiniene A, Skvarcevskaja M, Austys D, Briones-Vozmediano E, et al. "We want our freedom back, that's our only need": a qualitative study of health and social needs among asylum seekers and undocumented migrants crossing the borders from Belarus to Lithuania. Front Public Health. 2024;12:1371119. https://doi.org/10.3389/fpubh.2024.1371119 
	Qualitative
	21 participants; undocumented migrants and asylum seekers aged 19 years or older. The majority originating from Iraq (n=18).
	Lithuania
	Asylum seekers face mental health challenges due to stress, uncertainty, and poor living conditions, including nutrition and food resources which lack cultural sensitivity.

	Mendelsohn JB, Rhodes T, Spiegel P, Schilperoord M, Burton JW, Balasundaram S, et al. Bounded agency in humanitarian settings: a qualitative study of adherence to antiretroviral therapy among refugees situated in Kenya and Malaysia. Soc Sci Med. 2014;120:387–95. 
	Qualitative
	14 refugees attending a public HIV clinic in Kuala Lumpur, Malaysia, and 12 refugees attending a camp-based HIV clinic in Kakuma, Kenya.
	Kenya & Malaysia
	Food insecurity was identified by many participants in Kenya as an intensive threat to medical adherence.

	Artzi-Medvedik R, Tsikholska L, Chertok IA. A qualitative exploration of the experience of child feeding among Ukrainian refugee and immigrant mothers during escape and relocation. J Pediatr Health Care. 2024;38(1):21–9. https://doi.org/10.1016/j.pedhc.2023.08.004 
	Qualitative
	16 participants; Ukrainian mother refugees, aged 18+ years, relocated to Israel (n = 7) and Ohio, United States (n = 9). Participants all had children aged 3 years or below.
	Israel & United States
	Cultural beliefs and practices create barriers to child-feeding for Ukrainian refugee mothers during escape and relocation.

	O'Laughlin KN, Rouhani SA, Kasozi J, Greenwald KE, Perkons NR, Faustin ZM, et al. A qualitative approach to understand antiretroviral therapy (ART) adherence for refugees living in Nakivale Refugee Settlement in Uganda. Confl Health. 2018;12:1–9. https://doi.org/10.1186/s13031-018-0145-1 
	Qualitative
	73 refugees who receive antiretroviral therapy (ART) and 4x HIV clinic staff in Nakivale Refugee Settlement.
	Uganda
	Food insecurity impacts antiretroviral therapy adherence by forcing migration away from areas with good food access or due to food purchases taking precedent

	Gordon A, O'Brien C, Balen J, Duncombe SL, Girma A, Mitchell C. A cross-sectional survey of sociodemographic characteristics, primary care health needs and living conditions of asylum-seekers living in a Greek reception centre. J Public Health. 2021;31:837–47. https://doi.org/10.1007/s10389-021-01622-x 
	Quantitative
	500 asylum seekers located in a refugee camp on the Greek island of Samos; 303x male, 175x female, 22x unreported. Majority of participants aged 22-30 years (39%). Various countries of origin, including 172x Afghanistan and 104x Democratic Republic of Congo.
	Greece
	The nutrition of food available in the camp fell below internationally recognised standards. Food insecurity was prevalent, as well as increased vulnerability to disease.

	Aragón Gama AC, Infante Xibille C, Mundo Rosas V, Liu X, Orjuela-Grimm M. Relative severity of food insecurity during overland migration in transit through Mexico. J Immigr Minor Health. 2020;22(6):1118–25. https://doi.org/10.1007/s10903-020-01063-w 
	Quantitative
	95 participants from Central America travelling overland to the U.S., based in a shelter (Casa de la Caridad Hogar del Migrante) in San Luis Potosí, northern Mexico. Most participants were male (73%), originating from Honduras (58%) and young (mean age 29 years).
	Mexico
	Food insecurity is highly prevalent among overland migrants. The severity of food insecurity is related to the duration of the migration journey, the occurrence of illnesses that impede mobility, and illness of migrants' travel companions.

	Deschak CI, Infante C, Mundo-Rosas V, Aragón-Gama AC, Orjuela-Grimm M. Food insecurity and coping strategies in international migrants in transit through Mexico. J Migr Health. 2022;5:100099. https://doi.org/10.1016/j.jmh.2022.100099 
	Mixed methods
	45 participants from Central America, residing in a temporary shelter in Saltillo, Coahuila in northern Mexico. Most participants were male (83%), originating from Honduras (69%) and young (mean age 29 years). Participants had spent a median of 60 days in transit through Mexico.
	Mexico
	Three-quarters of the sample experienced moderate to severe food insecurity when transiting in Mexico, with many using negative coping strategies to counteract the effects of food insecurity.

	Loschmann C, Parsons CR, Siegel M. Does shelter assistance reduce poverty in Afghanistan? World Dev. 2015;74:305–22. https://doi.org/10.1016/j.worlddev.2015.05.022 
	Quantitative 
	4,548 households across 15 provinces. 52% are refugee returnees, 26% are nonrefugee returnees and 14% are IDPs. Participants located in areas with a sufficient number of United Nations High Commissioner for Refugees (UNHCR) shelter programme beneficiaries.
	Afghanistan
	Shelter assistance reduces households' multidimensional poverty. Assistance greatly affected dietary diversity, food security, and heating.

	Valdez ES, Valdez LA, Sabo S. Structural vulnerability among migrating women and children fleeing Central America and Mexico: the public health impact of "humanitarian parole". Front Public Health. 2015;3:163. https://doi.org/10.3389/fpubh.2015.00163 
	Qualitative 
	8 participants; volunteers from 
Project Helping Hands (PHHs). Participants' ages ranged from mid-20s to late-60s, 6x females and 2x males.
	United States
	Families migrating from Central America experience various physical and psychological distress, including inadequate food. These stressors are linked to structural vulnerability, leading to long-term health issues, particularly mental health concerns following multiple traumatic events.

	Stoesslé P, González-Salazar F, Santos-Guzmán J, Sánchez-González N. Risk factors and current health-seeking patterns of migrants in Northeastern Mexico: healthcare needs for a socially vulnerable population. Front Public Health. 2015;3:191. https://doi.org/10.3389/fpubh.2015.00191 
	Qualitative
	75x participants; temporary immigrant volunteers attending one of the two migrant shelters managed by the Catholic Church in the Monterrey Metropolitan Area.
	Mexico
	The majority of migrants recorded diminished or limited food intake during their journey.

	Collado Z. Meals under tents: experiences of food insecurity among the displaced people of southern Philippines. Med Confl Surviv. 2020;36(2):162–73. https://doi.org/10.1080/13623699.2020.1766200 
	Mixed methods
	306 quantitative survey respondents, and 10x key informant interviews with 2x male and 8x female parents.
	IDPs (Philippines)
	Internal displacement is linked to household food insecurity, decreased mental wellbeing, and reduced personal motivation. 




	Reference
	FI: Availability
	FI: Access
	FI: Utilisation
	FI: Stability
	FI impacts on health
	Coping mechanisms
	Health impacts on FI
	Gender-specific challenges

	Mercado et al., 2022
	Mentions a lack of food, but main focus on “access”.
	Social access issues. Humiliation and made to beg for food. No physical access when being smuggled.
	Inadequate services for cooking in tent camps.
	X 
	Mental and physical health issues from trauma, pain and hunger increased due to knowledge of their children also being hungry.

Traumatic events in transit, and how FI contributes towards distress/anxiety.

None recorded clinical PTS, but showed symptoms of trouble sleeping, exhaustion, and lack of trust in others.
	Begging for food for children. Impacted mental health by causing embarrassment.
	X 
	Rape occurring in tent camps, but not directly related to FI.

	Tellez et al., 2022
	Differences in availability across camps. Some shown to have good availability of meals, snacks and baby formula.
	Financial access, expectation to purchase special or religious dietary requirements oneself.
	Expired and mouldy food, unsafe handling, unmet religious/ medical diets and limited hot meals and fresh food.

One example of an individual repeatedly given nuts/ strawberries, despite being allergic. Repeatedly taken to hospital. 

Poor quality food can result in children not eating it.
	Long times in between meals, and different times for different camps.

Different detention agencies have different standards to abide to, which could lead to inconsistency if moving between camps.
	Unsanitary conditions and inadequate diets increasing their risk to further illness and disease. 

Poor conditions, and limited food may also “strip them of their dignity”, impacting mental health.
	X 
	X 
	Specific diets for pregnant women expected to be purchased themselves.

Not provided with enough water to make breastmilk, also humiliated for breastfeeding.

	Kemei et al., 2023
	Not everyone received humanitarian support, leaving children and the IDP population hungry.
	Limited financial access to food in camps.
	X 
	Lacked a constant supply of food, often due to reliance on food relief.
	Issues of malnutrition, starvation, morbidity, anaemia, vitamin D deficiency, wasting and stunting and mortality – especially children and breastfeeding mothers. 

Limited food impacting on daily routines (link to autonomy and mental health).

Lack of food seen as worse than the violence received at the origin location.
	Unhealthy coping practices such as missing meals, particularly challenging for children.

Feedback effects with physical health noted, with hunger restricting physical activities or education, limiting the ability to socialise and play. 

Lack of other hygiene products meant some traded humanitarian aid food for other products which exacerbated FI.
	X 
	Need for money to provide for children resulted in shifting gendered roles for women.

Difficulties in finding work, and increased expectations on children to perform domestic chores due to both parents having to find work.

Mentioned how displacement may entrench gender inequalities – not specifically relating to food – but focused on challenges such as violence, sexual assault, and HIV.

FI increased the risk of morbidity and mortality among IDPs, especially children and breastfeeding mothers.

	Hachem et al., 2022
	Even those with resources to access food, nutritious food was not always available during transit.
	Limited financial access for certain meals. 

Food parcels from NGOs might not meet individuals’ required intake. Some services required you to walk, which elderly or disabled migrants could not do.
	No kitchen to allow preparation of own food.

Meals high in carbohydrates and lacking protein, dairy, poultry, and meat.
	COVID-19 restrictions disrupted the consistent provision of services.
	Feeling like a burden, experiences of depression and poor mental health experienced.

Higher healthcare costs for older populations, so many hide symptoms and do not seek healthcare for non-communicable diseases. 

Others shown to prioritise healthcare over essentials like food and shelter.
	Reducing food intake to ensure there was enough food for their children and grandchildren. 

Authors speculate FI might lead to greater financial dependence upon relatives for basic survival. 

NGOs provide food vouchers and parcels. Social workers deliver goods to homebound refugees. 

Community kitchen established to respond to FI.
	High prevalence of dementia among older populations prevented some from cooking, while physical disabilities prevented others from leaving the settlement to purchase food.
	X 

	Van Hemelrijck et al., 2022
	X 
	Issue of being locked away for long periods by smugglers prevented access to food. Not allowed diabetes sensors due to fear of detection.
	Diabetic migrants face issues with blood sugars due to stress; they rely on healthy diets which are not always available.

Some centres provided cooking spaces for insulin-receiving migrants, but those without insulin not given same options.

Lots of pasta and carbohydrates which are not good for people with diabetes.
	Having to live with others and be reliant on certain mealtimes may not align with medical requirements. 

Inconsistent timing of consumption.

	Inability to cook for oneself raises challenges when managing own health.

Changes in eating routines linked to depression, especially with competing challenges of FI and diabetes.
	X 
	Competing priorities for survival, with FI one challenge alongside physical/mental health, domestic/gendered violence and family separation. 

Stress of forced displacement may result in food being pushed down list of priorities if healthcare needs to be prioritised. 
	X 

	Dawson-Hahn et al., 2020
	Limited availability of fresh foods in the refugee camps.
	Rationing system limited access to sufficient food quantity and diversity.
	Limited availability of fresh food with nutritional diversity, exasperated by rationing system.
	X 
	Past FI led to children being forced to eat when food was available, with potential links to obesity and eating disorders.
	Forcing children to eat when reaching sites in the US due to the greater abundance of food compared to in the refugee camps. 

Reluctance to eat due to past malnutrition and FI.
	X 
	X 

	Fahim et al., 2023
	Greater availability of food in relocation camp; provision of fortified foods and micronutrient supplements.
	X 
	Study focuses on the nutritional status and dietary diversity amongst women, including pregnant and non-pregnant women.

Despite provision of supplements, some mentioned low diversity, low amount of protein intake, and dark leafy vegetables with iron and folate.
	X 
	Significant relationship between dietary diversity and thinness amongst non-pregnant women, but no significant relationship for pregnant women. 

Undernutrition not as much of an issue in non-pregnant women, compared to greater prevalence of overweight/obesity. 

Diversity was seen to protect against low BMI in pregnant women, also seen to reduce odds of being overweight.

Low dietary diversity and limited access to nutritious food led to the consumption of energy‐dense meals which result in excessive weight gain.

Others claim increased rations, fortified food, and micronutrient supplements resulted in reduced underweight prevalence in Rohingya women (but not discussed in detail).

Short stature amongst women linked to complications during pregnancy, linked to FI in younger years, but only hypothesised.
	X 
	X 
	Focuses on reproductive age women, both pregnant and non-pregnant. 

Explores links between dietary diversity and pregnancy outcomes.

	Das et al., 2023
	X 
	X 
	Very few had animal protein diets or milk products. Diets were primarily carbohydrates with limited vitamin A or iron.
	X 
	Double health burden of undernutrition and obesity within the relocation camp, linked to limited dietary diversity.

Over 30% under 5s were severely or moderately stunted. Explanation was based on literature and not explicitly tested.
	X 
	X 
	Severe thinness was more prevalent in older female adolescents (15–17 years) than their younger counterparts (11–14 years).

	Gewalt et al., 2019
	Only two portions of food were available per day.
	Financial: Given pocket money to buy food from the supermarket, but the money is not enough to provide.

Social: Limited knowledge of the food environment, unsure as to whether what is provided aligns with their cultural and religious beliefs. For example, not knowing whether the food is halal. Also mentioned how the catering services did not account for dietary requirements.
	Limited nutritious food. Same soup provided every day.
	Different camps did provide money to go buy food, others did not, lack of consistency across reception centres.

Not able to cook when they want, people get hungry at different times, limits the consistency.
	Not allowed to cook for themselves, linked to lower autonomy and mental health impacts. Disrupting daily routines.

Powerlessness to change. For example, the same food every day can have physical (diversity) and mental health implications.

Mental health implications accepted as they had no other choice than to accept the poor conditions of the camps to survive. Linked to the poor physical conditions, but also the food related issues.
	Coped by accepting smaller and less frequent portions.
	X 
	Specific issues with inadequate catering for pregnant women or new mothers, tasteless food, poor quality and lack of variety. Notes the importance of diverse nutrients in pregnant women and newborn mothers for the health outcomes of both mother and child.

	Rawal et al., 2021
	X 
	Main issue regarding FI was financial access. Men and women both said they knew of the importance of food and nutrition during pregnancy; however, the issue was being able to afford those diverse foods such as meat, fish and vegetables.
	X 
	X 
	Link to poor health, for example some children are unable to go to school in these areas and therefore go outside and “eat things they should not”, which mixed with the overcrowding and limited water availability, results in the prevalence of diarrhoea and other illnesses.
	Foraging and eating wild foods during periods of scarcity.
	X 
	Specific mention of how limited financial resources meant they could not afford the good food that women needed during pregnancy. They had to eat like everyone else.

Gender based violence mentioned, but not interpreted in relation to FI.

	Pardhi et al., 2020
	X 
	Financial resources limit access to nutritional diversity, particularly for pregnant women.
	No access to gas, so use wood to cook, which adds to the heat, meaning that they have to cook in the morning and night, which can impact nutrition.

Also limited access to certain foods such as fruits.
	Limited stability of consumption due to having to cook early and late to avoid high temperatures.
	Illnesses associated with nutritional deprivation, particularly among women.

Consuming early and late can cause issues for pregnant women who required specific nutrition.
	Cooking at different times of the day.
	X 
	Study focuses on pregnant and lactating women, and the knock-on effects upon children aged <2.

	Marchetti et al., 2023
	Suggests availability of food in the Italian local health authority is acceptable.
	Social access: low access to diverse or culturally appropriate foods - pasta every day - same meal at each point in the day limiting access to a balanced diet.

No access to foods for their specific health issues such as diabetes.
	No involvement in the preparation of the food limited their ability to access foods from their origin.

Poor quality and taste - delivered at 7am and reheated.
	X 
	Limited provision of suitable foods for people with medical issues was leading to negative health impacts - such as diabetes and hypertension.

Mentioned feeling unwell and tired because they were not eating the diets full of vitamins of which they were used to - "when you don’t eat good food there is no medicine that can solve the problem".

Food not only a channel of nutrition, but also a component of cultural and emotional wellbeing - having to adapt to a new food environment was said to be challenging.
	X 
	X 
	Food as a bridge between the current and the past, a form of continuity - which is said to be important to mothers who are caring for children.

	Al-Sayed & Bieling, 2020
	Greater availability of food, leaving behind poor availability with high prices and low wages in Syria. 

Availability of food a key determinant of wellbeing if leaving behind an area at war with resource shortages.
	Issues of financial access due to higher costs in Germany, resulting in less purchases of fruit and vegetables.
	Camps bring challenges around the autonomy of preserving, preparing and consuming foods.

Food an important resource for social capital, lowered wellbeing due to the differences in not being able to easily practice communal food norms as was done in Syria.

Some mentioned the need to build trust with food retailers, need more security in knowing the organic status or halal status of products.
	Life changes, such as moving country, can result in diet being unstable. It takes time for people to adapt to a new environment. 

Unstable financial resources also linked to issues in life satisfaction, with some reporting reductions due to food-related challenges.
	Food access in Germany (camps) can cause depression and guilt if those left behind do not have the same resources.

More processed food had resulted in poorer health conditions.

Unable to find food that "tastes like home" which can improve their wellbeing by triggering positive emotions.

Less autonomy can restrict communal food practices, which are linked to lower wellbeing.
	X 
	Due to the hardship of war and past experiences, the emotions attached to food may be lost. Losing the positive effect: "because of the psychological pressure, there are no longer any feelings."

Higher happiness (which can associate with mental health) increases appetite and improve the utilisation of food resources.

Negative emotions such as stress and loneliness influence eating behaviour.
	Food preparation is usually undertaken by women in Syria, so male refugees tend to lean towards processed foods which can result in worse health outcomes.

Access to breastfeeding, but issues with children being provided Italian foods rather than food based on the mothers' African culture. 

Strong awareness of the health benefits of breastfeeding

	Haley et al., 2014
	Retrospectively acknowledging that there is a lot more choice available in US than in camps, where it was difficult to find familiar, healthy foods.
	Rationing of certain foods limits access (flour, rice, fish paste, salt, chilies, cooking oil and beans). 

In settlement, families are reluctant to eat foods that they are not used to.
	Refugees expressed interest in learning how to prepare local (US) foods.
	Many of the staples available in camps were not available when moving on to places in the US. For example, milk was a key concern as children were noted as not liking to try new things.
	Mentions that refugees; "from life in the camps they are familiar with malnutrition and its effects", but also that "food and shelter are provided for all". 

This suggests that there is an issue with quality of food in camps that affects nutritional status, but this is not explored by the authors.
	Grew or collected own vegetables (i.e., bamboo shoot), education on healthy eating from camps, visiting a traditional healer as a type of triage to help diagnose and heal certain health issues.
	X 
	Women complained of gaining weight in US.

	Di Maio et al., 2022
	Higher prevalence of IDPs stating that there was a lack of food available compared to non-displaced households.
	Lower incomes and higher indebtedness among IDPs led to FI.
	X 
	X 
	Talks about health outcomes separately to FI, such as higher prevalence of chronic disease and mental health issues.
	Increased financial borrowing and use of savings by IDPs to afford food.
	X 
	Gender only mentioned as a demographic characteristic.

	Silverstein et al., 2021
	X 
	Lack of access to food pre-migration and post-migration but did not emerge as a theme during migration.
	X 
	X 
	Mentions FI as part of cumulative traumas, with minimal access to basic services, which leads to an inability to recover from past traumas and the mental health implications.
	X 
	Mental health trauma and stress mean it is difficult to trust people, which may have impacts on accepting food.
	X 

	Hossain et al., 2022
	Climate change (floods, drought, erosion) impacts food production (crop loss, loss of livestock, shortage of fish in ponds).
	Low income as a barrier to financial access.
	X 
	Most IDPs do not have financial assets to ensure sustainable access to food and other livelihood resources.
	Despite some reductions in food issues and malnutrition in relocated spaces, >80% still experienced some level of insecurity.
	92.5% reduced expenditure, 77.5% reduced food consumption and storage of food. Many engaged in work like day labouring, off-farm activities, housemaid activities, and begging.

 Most reared goats, chickens and ducks, and collected water from public taps and wells. 

Some took loans from NGOs, money lenders, family or neighbours. 

Share cropping and receiving support from NGOs and government organisations.
	X 
	Many stated that women’s cultural diversity and social insecurity were also significant barriers to adapting to the adverse circumstances of displacement (yet limited explanation by authors).

	El Arab et al., 2024
	X 
	Quality of food and nutrition was a significant concern. 

Lack of variability and cultural sensitivity in the diet offered (i.e., no halal food, or serving beef or pork).


	Overcrowding and lack of facilities in camps.
	Inconsistent services across different locations. Greater personalisation provided by camps run by social services versus the army where meals are provided with little consideration for individual dietary preferences or cultural practices.
	Ensuring the ability to practice cultural and religious traditions helps maintain a connection to their heritage and supports psychological wellbeing.
	X 
	X 
	Mentions “the lack of gender-specific healthcare services was a significant issue, particularly for female asylum seekers” – but not specifically in relation to FI.

	Mendelsohn et al., 2014
	Insufficient food rations in Kenyan camps.
	X 
	X 
	Noted how sometimes there is no available food in camps, an inconsistent supply.
	In Kenya, some mentioned FI was a reason for intentionally interrupting treatment. Participants stopped treatment either to avoid adverse health effects or to leave the camp to search for work and greater food security.
	Some hide FI status due to stigma, some disclose and community/social networks provide food and support.
	Medication seen to aggravate health problems when not taken with sufficient nutrition or appetite.
	X 

	Artzi-Medvedik et al., 2024
	Some types of food not available, and also limited space to pack food when on the move.
	In transit, food provided often different to what children are used to (i.e., too spicy, no soups).

On arrival and settlement in the new host country, many refugees had difficulty finding familiar food which was considered appropriate and healthy.
	No place to wash milk formula bottles. Lack of access to hot water/ ability to heat food enroute.
	Stability of food availability depended on source of food (i.e., volunteers, hotel, purchase from petrol station).
	Concerns of children being ill due to not receiving sufficient nutrients.
	More frequently breastfeeding children who would normally eat solid foods due to insufficient supply. 

Carrying water and asking it to be heated on trains, planes, at petrol stations etc.
Reliance on volunteers at the border who aided refugees with food, supplies, and shelter.
	Some women believed stress caused them to "lose their milk”.
	Whole sample is mothers, so gender-specific challenges are addressed.

	O'Laughlin et al., 2018
	X 
	Reliance on food distribution organisations which do not always provide food, others mentioned how ration cards were taken away. Limited financial resources to ensure own access.
	X 
	After some time in the settlement, refugees receive less access to distributed food.

Mentions how rationing and food suddenly stopped, which led to complications with medication.
	Many spoke of food scarcity as a cause of medication interruption, or leaving the camp to search for work and thus not accessing ART.
	Some tried to repatriate, or leave camps to search for work to improve financial access.
	The food eaten in the settlement often requires considerable time to prepare, and on clinic days, many do not have time to prepare food.
	Authors mention how the study was broad, and therefore a specific focus on gender-based violence was not further enquired about.

	Gordon et al., 2021
	One-quarter reported to only having one meal a day.
	Access challenges, with many reporting having to wait over 1-hour in a queue for food.
	Greek authorities provide no stoves, or fuel for cooking.
	X 
	The widespread low dietary intake may indicate a lack of appropriate food provided by the camp. 

High incidences of diarrhoeal disease, significantly greater in those attempting to prepare their own food (1.48 times more likely), may reflect inadequate provision of means to cook or store food hygienically. 

Also reports of burns from open fires or stoves.
	Many participants did not eat the food provided in the camp, instead purchasing food in local shops.
	X 
	Females living alone in the camp had over 5x the odds of being victims of sexual and gender-based violence compared with females living with families.

	Aragón Gama et al., 2020
	Many reported only having one meal a day, or going consecutive days without food.
	Mentions of limited access to a reliable food supply during transit.
	X 
	Many went several days without food supply. 

Also, limited availability during particularly gruelling parts of the transit journey.
	Complete lack of food linked to psychological impacts on migrants. 

Unreliable food supply also linked to developing respiratory or gastrointestinal infections. 

Challenges in transit thought to compound future chronic health diseases.
	Use of substances to reduce hunger was very low, with only six migrants reporting use of tobacco products (four) or marijuana (two) to mitigate hunger.

Suggestions that FI during transit could negatively impact the ability to adopt and cope with new conditions post-migration.
	Those who travelled with a sick companion, or had an illness, especially one that impeded mobility, had higher odds of severe FI.
	Majority of the sample were men, no gender-specific challenges raised.

	Deschak et al., 2022
	Mentions ‘availability’ as a FI pillar, but not specifically in relation to findings.
	Limited internal, private resources to afford food, results in a reliance on externally-provided resources.

Transportation in cargo trains resulted in social and physical access issues.
	Mentions ‘utilisation’ as a FI pillar, but not specifically in relation to findings.
	Migrants access food via network of migrant shelters enroute. 

However, many have to ration and skip meals when food is not available due to inconsistencies in supplies across different shelters.
	Nearly all coping strategies implied negative health consequences, inclusive of, and beyond, nutritional effects.

For example, food safety, physical integrity, financial stability, legal standing and social wellness. This included risks from gastrointestinal illness and STDs from unprotected survival sex.

Others also mentioned reducing medical expenditure to afford food.
	Obtained food through social resources - mostly civil society organisations and individuals (decision often driven by religion), but also government actors.

Informal social coping strategies included food offerings from local population, begging, food shared with migrant peers.

Adjustments to food quality consumed included eating out of date foods, gathering wild food, stealing crops, high-calorie dense foods. 

Adjustments to quantity of food intake; rationing, skipping meals, "buffering".

Financial resources included increasing short term income strategies (i.e., sex work) and begging for money. Also, reducing non-food expenses in priority areas such as transportation and healthcare.
	X 
	Buffering as a coping strategy used by maternal and non-maternal figures, not only women.

	Loschmann et al., 2015
	Mentions the possibility of acquiring land as part of the shelter scheme which can allow for subsistence farming. Positive of shelters in improving the odds of satisfying food needs.
	X 
	Households receiving shelter assistance are statistically less likely to be deprived in dietary diversity, potentially linked to less overcrowding in shelters, or land availability for subsistence.
	X 
	Higher dietary diversity in shelters, which is encouraging when compared to the chronic malnutrition across Afghanistan; particularly child malnutrition and stunting.
	X 
	X 
	X 

	Valdez et al., 2015
	X 
	Financial access: if having to pay smugglers then they are reliant on them to provide food, which is not consistently provided. 

Also issues of robbery, or fleeing imminent danger meaning that they do not have time to save money.
	Food provided in detention centres increased dehydration (with limited knowledge on what water was potable) and often made migrants sick.
	Reliance on smugglers often resulted in days without food being provided.
	Frozen burritos were seen to exacerbate the threat of dehydration.

Mistreatment at US detention centres, including inadequate food, linked to previous studies which show detention to link to distress and mental health issues.
	Reports that participants were not weak, but rather resilient and determined to overcome systemic issues on their journey and subsequent settlement in US.
	X 
	Women and children often left detention centres dehydrated, linked to the food provided and limited water.

	Stoesslé et al., 2015
	X 
	Mentions of limited financial resources and physical independence, which can limit access.
	Food consumed by migrants did not cover their dietary needs, or hygiene and safety requirements.

Only during stays at temporary shelters like Casa Nicolás or Casa Santa Martha, they get sufficient and balanced diets, providing adequate intake of protein, fat, and carbohydrates. 

However, limited working water pumps can limit hygienic food preparation within the camps.
	X 
	Discusses issues of malnutrition if food is limited elsewhere, but also the dangers of hygiene issues with food preparation.
	Many migrants are in poverty so have to uptake financial strategies to cover journey expenses – such as transport and food.

Reliance on financial support from other migrants, also general populations, social organisations or shelters.

Many also took out loans prior to departure.
	X 
	X 

	Collado, 2020
	Availability is determined by frequency of food relief. Dependence on government and NGOs.

Food tends to be available, but challenges with other pillars.
	Limited employment or income streams results in reliance on organisations to provide food. May be located near markets, but inability to afford products.

Fears of running out of money if targeting nutritious foods.

False halal labelling reduced trust and food consumption.
	Lack of diversity can result in food being wasted. Children refusing to eat tasteless rice.
	The relief operations are not permanent and consistent. Mentions of how the longer you stay at the shelter then the more challenging the food situation becomes.
	Loss of weight due to people not eating the non-diverse resources.

Asking for help from relatives or taking aid is demeaning, would rather not ask for help.

Impacts on social health with arguments and anger amongst family when there is not enough food.

Contemplation of suicide due to combination of miseries, food, no school, social breakdown etc.
	Multiple coping mechanisms mentioned; saving food for other days, using salt/ice to preserve foods for longer, buffering meals to allow children to eat first, frying food waste to ensure no loss.

Furthermore, buying low-cost food to maximise supply, but at the expense of nutrition.

Reports of migrants selling other forms of aid, such as relief packs, to buy food (which can have negative feedback effects).

Reliance on low-wage labour rather than asking families for help (can link to risks of exploitation).

Family separation to find labour to provide money for food in the camp.
	X 
	Mentions of family separation, and reports of anger towards husbands if not able to provide for the family.
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