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املجلة الصحية لرشق املتوسط 
هى املجلة الرسمية التى تصدر عن املكتب اإلقليمى لرشق املتوسط بمنظمة الصحة العاملية. وهى منرب لتقديم السياسات واملبادرات اجلديدة يف الصحة العامة 
بإقليم رشق  يتعلق منها  املعلومات، وخاصة ما  الوبائية ونتائج األبحاث وغري ذلك من  واخلدمات الصحية والرتويج هلا، ولتبادل اآلراء واملفاهيم واملعطيات 
املتوسط. وهى موجهة إىل كل أعضاء املهن الصحية، والكليات الطبية وسائر املعاهد التعليمية، وكذا املنظامت غري احلكومية املعنية، واملراكز املتعاونة مع منظمة 

الصحة العاملية واألفراد املهتمني بالصحة ىف اإلقليم وخارجه.

La Revue de Santé de la Méditerranée Orientale

EST une revue de santé officielle publiée par le Bureau régional de l’Organisation mondiale de la Santé pour la Méditerranée orientale. Elle 
offre une tribune pour la présentation et la promotion de nouvelles politiques et initiatives dans le domaine de la santé publique et des 
services de santé ainsi qu’à l’échange d’idées, de concepts, de données épidémiologiques, de résultats de recherches et d’autres informa-
tions, se rapportant plus particulièrement à la Région de la Méditerranée orientale. Elle s’adresse à tous les professionnels de la santé, aux 
membres des instituts médicaux et autres instituts de formation médico-sanitaire, aux ONG, Centres collaborateurs de l’OMS et personnes 
concernés au sein et hors de la Région. 
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The Eastern Mediterranean Region (EMR) is the origin 
and host to an increasing number of forcibly displaced 
people, mainly due to conflicts and economic disparities. 
Overall, 66% of the world’s refugees originate from EMR. 
The numbers of internally displaced persons (IDPs) have 
been growing steadily in the region during the past dec-
ades, rising to 19.5 million in 2020, 45% of the world’s to-
tal. Some 11.7 million of these (including 5.7 million Pal-
estinians) remain in the region (1,2) while the rest have 
taken the risk of difficult journeys to countries outside 
of the region in search of asylum and better life. These 
populations are often at higher risk of poor health due to 
the conditions they live in and limited access to quality 
health care. 

Labour migration is another key feature of the Region, 
which is an opportunity for regional development and 
growth. In 2020, 47.2 million people migrated across 
EMR borders (3), of whom 22 million stayed within the 
countries of the Region (4). While labour migrants often 
enjoy improved livelihoods, they may find themselves 
in vulnerable situations with possible human rights 
violations. The situation is more complicated for 
irregular migrants, who are difficult to identify, monitor 
and include in national health programmes and financial 
protection schemes. The COVID-19 pandemic confirmed 
the importance of inclusion of refugees and migrants in all 
national health policies and plans, for better preparedness 
and timely response (5,6,7). COVID-19 knows no borders, 
and as long as there is active transmission anywhere 
there will be a risk of transmission everywhere (8).

Lack of disaggregated data on the health of refugees 
and migrants is a key challenge for policymaking. Selected 
studies have investigated disparities in the health status 
and access to health care among refugees and migrants 
and host populations. Maternal Mortality Ratio among 
Syrian refugee women in Lebanon was found to be 
higher than that of Lebanese women: 55.1 vs. 10.0 per 
100 000 live births in 2017 (9). A nationally representative 
multi-indicator cluster survey among Palestinians found 
antenatal care coverage to be lower for refugees than 
non-refugees (88.2 vs. 95.9%) (10). A study found that 
20% of Syrian patients with breast cancer presented 
with distant metastasis, compared with only 16% among 
Jordanians seen during the same period (11). Refugees 
presented higher prevalence of Post-Traumatic Stress 
Disorder (PTSD) than the normal population (6.0–81.0% 
vs. 6.1–9.2%) (12). Another study conducted in Lebanon 

showed that refugees are less likely to test for HIV than 
nationals (46% vs. 62%) (13).

Inadequate financing and lack of insurance coverage 
are among the main challenges in the provision of 
timely and quality services to refugees and migrants. 
According to the United Nations, 86% of Syrian refugees 
outside camps in Jordan live below the poverty line. In 
refugee camps, essential services have been maintained 
and safety measures established while urban refugees 
and host communities struggle to access basic services 
and earn an income (14). A report by the United Nations 
Relief and Works Agency for Palestine Refugees 
(UNRWA) in 2020 demonstrates that an estimated 60% 
of Palestinian refugees in Jordan did not have money to 
buy their medications, especially because the livelihood 
of the majority was disrupted during the COVID-19 
pandemic (15). Another study reported that almost 42% 
of ex-Gazan families living in Jerash camp in Jordan 
suffered from catastrophic health expenses (16). During 
the COVID-19 pandemic, some Gulf Cooperation 
Council (GCC) governments such as Saudi Arabia and 
United Arab Emirates (UAE) offered free treatment to all 
residents, regardless of their migration status, including 
undocumented migrants. A study in Saudi Arabia found 
that around one third of labour migrants were either 
uninsured or not yet enrolled in a health insurance 
scheme (17).

Migration of health workforce is another aspect of 
migration health in our region. Despite the huge needs in 
the region the number of doctors and nurses migrating to 
other countries is increasing. Seventeen percent of nurses 
and 20% of doctors have left Lebanon during recent crises. 
The total annual cost of physician emigration in the EMR 
is US$ 3 468 million, i.e. 0.205% (0.036% to 0.0503%) of 
the gross national income. Pakistan is among the four 
countries worldwide that has the highest total costs (18).

EMR Vision 2023 calls for solidarity and action to 
promote “Health for All by All”, including in relation to 
refugees, migrants and displaced people (19). The Regional 
Health Alliance has facilitated our work with health 
partners, ensuring harmonized strategies and approaches 
(20). This partnership is needed more than ever. To guide 
regional efforts, the World Health Organization Eastern 
Mediterranean Regional Office (WHO EMRO) drafted 
an EMR strategy for the health of refugees and migrants, 
based on the global action plan, 2019–2023, on promoting 
the health of refugees and migrants (21), while accounting 

Refugee and Migrant Health Strategy for the Eastern Mediterranean 
Region
Ahmed Al-Mandhari,1 Ali Ardalan,1 Awad Mataria,1 Tonia Rifaey1 and Rana Hajjeh1
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for regional specificities and priorities. The draft strategy 
was presented and discussed during the 68th session of 
the regional committee in 2021.

The strategy aims to improve the health and well-being 
of refugees and migrants in an inclusive and comprehensive 
manner and as part of holistic efforts to respond to the health 
needs of the overall population. This goal will be realized 
through four strategic objectives:

 • Mainstream refugees and migrants into national 
health policies, strategies and plans, focusing on 
inclusion into service delivery and financing 
strategies and integration into surveillance and 
routine health information systems (22).

 • Respond timely and effectively to the needs of refugees and 
migrants in emergency situations, ensuring access to a 
continuum of care during influx and humanitarian 
crises using an all-hazard, whole-of-government 
and whole-of-society approaches, in line with 
international treaties and conventions (23).

 • Improve social determinants of health and well-
being of refugees and migrants alongside that of 
host communities. This can only be done by 
ensuring that health protection programmes 
guarantee refugees and migrants with similar 
protection as for nationals, including for 
occupational safety, while leveraging community 
engagement to improve risk communication 
and social mobilization and outreach (24).

 • Strengthen partnership as a collective responsibility 
by Member States, United Nations agencies, donors 
and civil society organizations. This is particularly 
important because of the multi-sectoral nature of 
the health agenda for refugees and migrants. 

It is worth noting that the entitlements of refugees 
and migrants, including access to health services, 
vary by country, depending on national laws. As such, 
implementation should consider specific country 
situations and should be in accordance with national 
legislations, priorities, and circumstances, as well as 

international instruments (25,26). Moving forward in 
implementing the draft regional strategy requires the 
following actions by Member States and all partners:

 • Develop a strategy to include the health of refugees 
and migrants in national policies and plans.

 • Strengthen migration health programmes 
at national and local levels and improve 
multisectoral collaboration.  

 • Integrate migration health related variables into 
health information systems and surveys.

 • Ensure continuity of essential health services 
during normal conditions and emergencies. 

 • Build institutional capacities to support research 
on the health of refugees and migrants.

WHO remains committed to working with all 
Member States and partners to ensure the development 
and implementation of refugees- and migrants-sensitive 
health policies. Existing initiatives and good regional 
practices constitute a platform to ensure implementation 
of the above priority actions. Examples include, but not 
limited to, setting up a migration health desk by Sudan 
Ministry of Health; establishing an insurance scheme 
for refugees in the Islamic Republic of Iran; inclusion 
of refugees and migrants in the national health plans 
of Jordan, Morocco and Tunisia; supporting displaced 
populations from neighboring conflict-affected countries 
by Jordan, Lebanon and Oman; and inclusion of migrants 
in COVID-19 pandemic response and vaccination 
programmes by GCC countries. 

The current EMHJ special edition is an attempt 
to encourage research in support of evidence-based 
policymaking and planning in the context of refugees and 
migrants health in EMR. The special edition specifically 
addresses the following themes: universal health 
coverage and inclusion in national health systems, social 
determinants of the health of refugees and migrants, 
and preparedness for and response to the COVID-19 
pandemic.
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The Eastern Mediterranean Health Journal (EMHJ) is planning to publish a special edition on evidence-in-
formed policymaking during the COVID-19 pandemic.

Evidence-informed policymaking relies on using the best available evidence, bearing in mind national 
contexts, needs, priorities and resources, to improve population health outcomes. Research evidence can help 
improve policy development processes, selection of more effective and more efficient policy options, foreseeing 
the potential effects of policies on different socioeconomic groups (equity considerations), recognizing 
facilitators of and barriers to policy implementation, and assessing the effect of policies on outcomes. Noting 
the importance of this and despite the practice in countries, WHO has embarked on an ambitious agenda to 
enhance country capacities for evidence-informed policymaking for health. 

Since the beginning of the coronavirus disease 2019 (COVID-19) pandemic, there has been enormous pressure 
on policymakers to identify and implement rapid response measures, further underscoring the importance of 
evidence and data in policymaking. The experience with the pandemic has demonstrated that more work is 
needed to ensure that decisions remain informed by the best available evidence even under emergency dire 
situations. 

This thematic edition of the journal aims to convey the importance and urgency of enhancing and 
improving national institutional capacity for evidence-informed policymaking especially during public 
health emergencies. It will provide regional and global experts the opportunity to share experiences, lessons 
learnt and success stories recorded in the response to COVID-19 and inform the integrated use of evidence for 
policymaking in future pandemics. 

We welcome submissions in Arabic, French or English reporting high quality, original quantitative or 
qualitative research related to evidence-informed policymaking in response to the COVID-19 pandemic.

Suggested paper ideas include, but are not limited to:
 • Evidence synthesis to inform policymakers of policy options in response to COVID-19;

 • Stakeholder engagement and consultations to identify priority policy issues during COVID-19;

 • Evidence use and guideline adaptation to propose policy options in response to COVID-19;

 • Integrated use of evidence, including use of national surveys, health information systems, routine 
data, guideline development and adaptation, ad hoc studies, knowledge translation products, and 
health technology assessment studies for policymaking during the COVID-19 pandemic; and

 • Enhancing national institutional capacity for evidence-in-
formed policymaking in response to emergencies.

Submission information
Interested authors should submit their manuscripts through the Editorial Manager platform at: 
https://www.editorialmanager.com/emhj/default.aspx

Please indicate in your submission that it is for consideration for the special edition on evidence-informed 
policymaking. 

Manuscripts must comply with the “Instructions for authors” which can be found at: 
http://www.emro.who.int/emh-journal/authors/authors-information.html  

Deadline for submissions is 1 April 2022.
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Strengthening Primary Health Care through family practice-based model of care is an essential bedrock in achieving Universal Health 
Coverage. However, the shortage of family practitioners in most countries of the Eastern Mediterranean Region remains a daunting challenge. 
To overcome the shortage of family practitioners, the World Health Organization Regional Office for the Eastern Mediterranean has launched 
a 12-month regional professional diploma in family medicine as a bridging programme to upgrade the skills of general physicians.

La Revue de Santé de la 
Méditerranée orientale

Eastern Mediterranean 
Health Journal

Volume 27 No. 9
September/Septembre

المجلد السابع والعشرون عدد 9
2021  سبتمبر/أيلول

Following the unfolding events in Afghanistan, the World Health Organization (WHO) is fully committed to staying in the country and 
delivering public health services as well as distribution of medicines and medical equipment. Currently, WHO has a network of 684 staff 
and health workers inside the country working in all 34 provinces to ensure the most vulnerable in Afghanistan can access essential health 
services.

La Revue de Santé de la 
Méditerranée orientale

Eastern Mediterranean 
Health Journal

Volume 27 No. 10
October/Octobre

المجلد السابع والعشرون عدد 10
2021 أكتوبر/تشرين األول

The WHO Eastern Mediterranean Regional Office hosted the 68th session of the “Regional Committee for the Eastern Mediterranean” at its 
premises in Cairo, Egypt, during the period 11-14 October 2021, under the slogan of: “rebuilding better and fairer: stronger systems, resilient 
communities.
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The COVID-19 pandemic is the first in human history in which innovative digital technologies are being used on an unprecedented scale to 
keep people connected, safe and productive while being physically and socially apart. During the World Health Assembly in 2019, Member 
States endorsed the Global Strategy for Digital Health. This has proven timely for implementation of digital technologies in response to 
different national priorities, including more efficient health care delivery and  pandemic response
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Refugees and migrants in the Eastern Mediterranean Region constitute a sizeable population, often marginalized within most countries. 
They face substantial barriers of access to affordable and quality healthcare service.
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October 2021
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Mental health among refugees and displaced popula-
tions is one of the main global public health concerns. 
According to the World Health Organization (WHO) es-
timates (1), 1 person in 5 among the conflict-affected pop-
ulations is living with some form of mental disorder and 
almost 1 in 10 is living with a moderate or severe mental 
disorder. These figures are much higher than the previ-
ous estimates.

In the WHO Region for the Eastern Mediterranean, 
which houses some of the world’s most severe emergencies 
and protracted crises, the need for mental health care for 
displaced populations is ever more increasing (2). 

After 70 years of ongoing displacement, Palestine 
refugees remain the largest and longest-standing refugee 
population in the Region as well as in the world. The 
protracted conflicts, blockade of Gaza, and deteriorating 
socioeconomic situation are adversely affecting the 
mental health of Palestine refugees. In response, in 
2017, the United Nations Relief and Works Agency for 
Palestine Refugees in the Near East (UNRWA) started the 
implementation of the Mental Health and Psychosocial 
Support (MHPSS) programme, which could be a scalable 
model for mental health response for other refugee and 
displaced populations. 

The Agency (UNRWA) provides assistance and 
protection to 5.7 million Palestine refugees in Jordan, 
Lebanon, Syria, Gaza and the West Bank (3). As part of its 
mandate, UNRWA provides primary health care services 
to the refugee population. In response to the dire need 
for mental health care, the Agency began a community 
mental health programme in the West Bank and Gaza in 
the early 2000s. To mitigate the mental health distress 
of Palestine refugees in a more comprehensive way in 
all fields, UNRWA started integrating a new MHPSS 
programme into its primary health care services in 2017. 
This was long awaited, but due to financial constraints, 
it was only made possible by a project fund granted 
from the Japanese government. All 141 health centres 
in all 5 fields are providing MHPSS care. A total of 
2083 health staff, including doctors, nurses, midwives, 
paramedical and support staff completed psychosocial 
support training. In addition, all doctors and staff nurses 
received training in the WHO Mental Health GAP Action 
Programme (mhGAP).  

With the cooperation from the German Corporation 
for International Cooperation GmbH (GIZ, Deutsche 
Gesellschaft für Internationale Zusammenarbeit), 
UNRWA developed training modules on basic 
psychosocial support. The modules are designed to equip 
staff with techniques in various areas, including self-
care, group support sessions, patient protection, gender-
based violence, and privacy and confidentiality, as well as 
dealing with complicated cases. In addition, the mhGAP 
programme, which is based on the mhGAP Intervention 
Guide (mhGAP-IG) to diagnose and scale up services 
for mental, neurological and substance use disorders, 
especially in low and lower middle income countries, is 
being used for training of doctors and staff nurses. 

Agency-wide, more than 98,401 cases were screened 
for MHPSS consultations in 2019, and 21,981 positive 
cases were identified and assisted. In 2020, Health staff 
managed to screen 50,810 persons out of which 10,838 
were identified as positive according to WHO standard 
questionnaire used in UNRWA (21% detection rate). In 
other words, almost one out of five needs psychological 
or mental health assistance, care and follow up; UNRWA 
has assisted all positive cases through psychosocial 
intervention and medication, as necessary. Cases that 
require advanced treatment are referred to secondary/
tertiary care institutions. Because the programme was 
integrated into the existing Family Health Team Approach, 
in which comprehensive care is provided to the entire 
family based on strong provider–patient relationships: 
patients can receive services in their regular community 
health centre from their regular doctor, an opportunity 
that has been well received. Moreover, stigma against 
mental health disorders among patients has decreased as 
the programme has expanded (4). Stigma against mental 
illness has been shown to have a negative impact on care-
seeking and worse treatment outcomes (5). The positive 
impact of this programme is encouraging for further 
expansion of the initiative. 

This programme in UNRWA has demonstrated the 
effectiveness of the mhGAP and MHPSS programmes 
in resource-limited refugee communities and the 
synergistic effects of their integration into primary 
health care. 

Overall, the programme has improved the mental well-
being of Palestine refugees. However, several challenges 
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still need to be overcome. The chronic shortage of doctors 
and other health staff is posing difficulties in providing 
adequate consultation times (6). Ensuring the privacy of 
patients is also a challenge in some health centres because 
of space limitations, issues which could be tackled with 
more resources. In addition, intersectoral support beyond 
health is needed as effective MHPSS programming 
requires coordination between diverse actors, including 
education, protection and social services (7). 

Globally, mental health is set as a priority in the 2030 
Agenda for Sustainable Development (8). In May 2019, 
the 72nd World Health Assembly approved “Promoting 
the health of refugees and migrants: Draft global action 

plan, 2019–2023” (9), which addresses the need to scale 
up mental health services. The plan requests Member 
States to support the development of national guidance 
designed to underpin the prevention and management of 
mental health conditions. 

In light of this, it is critical to encourage serious 
commitment and investment by the global development 
community to achieve the mental health targets. Most 
refugee crises do not end quickly. Host countries in the 
Region and the organisations operating within them 
need to adopt long-term, sustainable solutions to respond 
to the mental health needs of refugees and displaced 
populations.
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Abstract
Background: As a result of the Syrian civil war, > 5 million Syrian citizens have fled to neighbouring countries, particu-
larly Turkey, under refugee status.
Aims: To analyse the cost and justification for surgery of Syrian refugees treated in a secondary care hospital in Sanliurfa, 
Southeastern Turkey, close to the Syrian border. 
Methods: We enrolled 1458 Syrian refugees who were operated upon between 2012 and 2015. The data were obtained 
through a retrospective search of the hospital information system. Patients were divided into traumatic and nontraumatic 
cases. Injured body regions, anaesthetic technique, duration of operation, length of hospital stay, sociodemographic fea-
tures and treatment cost were recorded and analysed.
Results: Length of the hospital stay was 7.66 (0.31) days for all 1458 patients. The most common operations were ortho-
paedic, urological and cranial surgery. The total healthcare costs while patients stayed in hospital was ~US$ 2 million, and 
cost per patient was US$ 1400.
Conclusions: The number of trauma operations performed has declined between 2012 and 2015. Health spending on ref-
ugees is an indicator of the economic burden on the country.
Keywords: civil war, health cost, length of stay, Syrian refugees, surgery
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(https://creativecommons.org/licenses/by-nc-sa/3.0/igo)

Introduction 
Approximately 21 million people were living in the Syrian 
Arab Republic before the start of the civil war in March 
2011. The fighting spread throughout the country and 
forced > 5 million people to flee the country. Turkey has 
become the country with the highest number (almost 
two thirds) of Syrian refugees (1). As of 29 May 2017, 
246 636 Syrian refugees were hosted in 22 camps that 
were built by the Turkish Ministry of Interior Disaster 
and Emergency Management Authority in 10 provinces 
in the South and Southeastern regions of Anatolia, while 
2 774 018 were out-of-camp refugees (2).

Healthcare and education services are provided free 
of charge to the Syrian refugees that reside across Turkey. 
As of 18 August 2017, 28 685 499 examinations had been 
carried out on Syrian refugees, 1 231 840 patients had 
been hospitalized, 1 034 073 patients operated upon, and 
248 462 babies delivered in Turkish healthcare facilities 
between 2011 and 2017 (1).

In this study, we retrospectively analysed the 
demographics, clinical features and healthcare costs 
of the Syrian refugees, who underwent elective or 
emergency surgery in a hospital in Sanliurfa, Turkey. 
Sanliurfa is a province located in Southeastern Anatolia, 
Turkey close to the Syrian border, which has the highest 

number of refugees hosted in camps and second-highest 
number of out-of-camp refugees (2).

Methods
Patients
We collected data regarding Syrian refugees who had 
been hospitalized and operated upon in a secondary care 
hospital with 208 inpatient and 25 intensive care beds. 
Data were analysed with permission of the hospital au-
thority, and the ethical principles of the Declaration of 
Helsinki were followed for this study. A computerized 
search of the hospital information system database be-
tween 2012 and 2015 identified 1586 patients who un-
derwent a surgical procedure. We excluded 128 from the 
analysis due to missing data. No data were obtained re-
garding gynaecology and obstetrics. In trauma patients, 
the cause was additionally noted if it was a firearms in-
jury (FAI). The term open surgery referred to both gross 
surgery and open microsurgery. 

Statistical analysis
Statistical analysis was conducted using SPSS version 
20.0 (IBM, Armonk, NY, USA). For group comparison, χ2 
or Fischer’s test was used. Data are presented as mean ± 
standard error of the mean (95% confidence interval), and 
P < 0.05 was considered statistically significant. 

Book 27-12.indb   1137Book 27-12.indb   1137 09/02/2022   18:3909/02/2022   18:39



1138

Research article EMHJ – Vol. 27 No. 12 – 2021 Migrant special issue

Results
The numbers of patients operated upon between 2012 
and 2015 are shown in Table 1. Among the 1458 patients, 
990 (67.9%) underwent elective surgery for nontraumatic 
reasons, and 468 patients (32.1%) for trauma, 144 of whom 
had an FAI (Table 2). The mean age of the patients was 
33.78 (standard deviation, 0.56) years (range 32.67–34.88 
years), and there were 313 patients (21.5%) under the age 
of 18 years. There were significantly more male patients 
(P < 0.05). Mean age of the male patients was 31.73 (0.63) 
years [95% confidence interval (Cl) 30.49 –32.97 years] 
compared with 39.71 (1.15) years (95% Cl 37.44–41.99 
years) of the female patients. The mean age of the non-
trauma patients [36.96 (0.74), 95% CI 35.50–38.43 years] 
was significantly older than that of the trauma patients 
[27.04 (0.66),  95% CI 25.74–28.34 years] (P < 0.05). Fur-
thermore, the mean age of the trauma patients who had 
been operated upon for an FAI was 26.20 (1.07) years (95% 
CI 24.08–28.33 years), which was significantly lower 
than in the nontraumatic patients (P < 0.05). Body region 
of injury, type of operation and method of anaesthesia 
are shown in Table 2.

The mean duration of the operation was 66.85 (1.43) 
minutes (95% CI 64.03–69.67 minutes). For the nontrauma 
and trauma patients, it was 51.70 (1.36) minutes (95% 
CI 49.02–54.37 minutes) and 98.90 (2.91) minutes (95% 
CI 93.17–104.64 minutes), respectively, which was a 
significant difference (P < 0.05). The duration was 112.21 
(5.06) minutes (95% CI 102.19–122.23 minutes) for the 
patients with an FAI, which was significantly higher 
than for the nontrauma patients (P < 0.05). The types of 
surgical procedures performed on the trauma patients 
are presented in Table 3.

The mean length of the hospital stay was 7.66 (0.31) 
days (95% CI 7.04–8.27 days). For the nontrauma and 
trauma patients, it was 5.26 (0.29) days (95% CI 4.69–
5.83 days) and 12.73 (0.70) days (95% CI 11.33–14.12 days), 
respectively, which was a significant difference (P < 0.05). 
The length of stay for patients with an FAI was 14.54 (1.38) 
days (95% CI 11.80–17.28 days), which was significantly 
longer than for nontrauma patients (P < 0.05).

The total direct healthcare costs, including medication, 
diagnostic tests, surgery, and hospitalization, was US$ 
2 000 000 (US$ 1400 per patient).

Discussion
The length of hospital stay was 7.66 (0.31) days for Syrian 
refugees treated in a secondary care hospital in Sanliur-
fa, Southeastern Turkey, close to the Syrian border. The 
most common operations were orthopaedic, urological 
and cranial surgery. The total healthcare costs while pa-
tients stayed in hospital were ~US$ 2 million, and cost 
per patient was US$ 1400.

War can have direct and indirect effects on health. 
Injury, disability and death constitute the direct effects, 
and ecological destruction, worsening of living and 
nutritional conditions, increased numbers of diseases, and 
worsening of  healthcare delivery comprise the indirect 
effects. Direct effects mostly affect men, whereas indirect 
effects also affect children, women and older people (3). 
As a result of direct and indirect effects of war, health care 
for refugees is conducted mainly by emergency services, 
surgical specialty facilities, and intensive care units (3). 
In this study, we analysed the relevant data from a state 

Table 1 Number of operations performed on Syrian refugees 
in Turkey

Year Total no. of surgical 
patients (n = 1458)

No. of patients operated 
upon due to acute 

trauma

(n) (n) %
2012 89 58 65.2

2013 405 200 49.4

2014 682 172 25.2

2015 282 38 13.5

Table 2 Demographic and clinical characteristics of surgical 
patients 

Patient characteristics (n) %
Sex

Female 374 25.7

Male 1084 74.3

Acute trauma

Present 468 32.1

Absent 990 67.9

FAI

Present 144 30.8

Absent 324 69.2

Injured body region 

Extremity 279 59.6

Abdomen 58 12.4

Head and neck 55 11.8

Thorax 40 8.5

Multiple body regions 21 4.5

Vertebrae 15 3.2

Operation

Open surgery 1167 80

Microsurgery 186 12.8

Laparoscopic 17 1.2

Endoscopic 76 5.2

Arthroscopic 12 0.8

Anaesthetic method

General 664 45.5

Local 379 26

Spinal 366 25.1

Sedation 20 1.4

RIVA 26 1.8

Epidural 2 0.1
RIVA = regional intravenous anaesthesia.
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hospital on the Turkish–Syrian border that accepts a high 
number of Syrian refugees. Our analysis showed that a 
large number of patients received inpatient treatment, 
including surgical procedures for traumatic injuries, as 
well as various health problems other than trauma. 

In several studies conducted in Turkey regarding 
Syrian patients, between 88.8% and 90.8% of patients 
were male (4,5). In the present study, we found this 
ratio to be 74.8%. In our opinion, this lower ratio of male 
patients may be a consequence of the larger number of 
patients included in the present study and of the longer 
duration of the study. Also, unlike the other studies that 
included trauma patients only, we included both trauma 
and nontrauma patients who underwent surgery.

In the study of Hornez et al., the mean age of the 
patients was 27 years (6), while Celikel et al. found that 
the mean age of the male and female patients was 31.8 
(14.6) and 18.2 (17.3) years, respectively (7). In or study, the 
mean age of the male and female patients was 31.73 (0.63) 
and 39.71 (1.15) years, respectively. The higher mean age in 
our study may have been because of the elective patients.

Most of the surgery performed as a direct 
consequence of war is because of multiple organ injuries. 
When evaluated on an organ–system basis, the most 
common cause is extremity injuries (6,8,9). These agree 
with our study, in which most of the surgery (59.6%) was 
performed for extremity injuries. When we evaluated 
the FAI group of patients, intestinal injuries were the 
most common reason for surgery. To our knowledge, the 
reasons for surgery in patients with FAI have not been 
published before. When compared to traumatic patients 
who underwent elective surgery, the length of hospital 
stay and duration of operation were longer for patients 
with FAIs. Ozdogan et al. reported that the average length 

of hospital stay was 12 days for FAI patients (10), which 
is similar to our result. We think that the accompanying 
multiple organ injuries in patients who sustained FAIs 
may have been the cause for longer hospital stay. We 
found that the percentage of patients who required 
surgery for trauma and FAIs declined between 2012 and 
2015. The number of  Syrians who have left the country 
has increased since the beginning of the  war, and the 
chaotic environment has been replaced by a relatively 
steady state. We think that this may be the cause of the 
observed decline in trauma surgery. 

Health service expenditure on these groups of patients 
cannot be determined accurately. To date, Turkey has 
donated US$ 7.6 billion for humanitarian aid for Syrian 
refugees. The international community has also donated 
US$ 418 million for Syrian refugees who are living in 
Turkey (11). In our study, cost per patient was US$ 1400, 
whereas between 2012 and 2014 the cost per patient in 
intensive care was US$ 1280 (10).

Conclusion
Our study showed that men are more commonly affect-
ed than women by war injuries. Hospitalization and du-
ration of surgery were longer in traumatic patients, and 
the extremities were the most commonly affected region. 
Civil war affects the economy and workforce in neigh-
bouring countries as well as the country in which the war 
is ongoing. We believe that our results could be used to 
predict outcomes in patients with war injuries, and could 
be beneficial to predict the injury patterns and elective 
surgical indications in refugees.

Funding: None.

Competing interests: None declared. 

Table 3 Characteristics of the operations performed 

Operation characteristics Operated body region in trauma patients Operated body regions in FAI patients

(n) % (n) %
Surgery of large bones 194 41.5 38 26.4

Intestinal surgery 38 8.1 27 18.8

Multiple trauma surgery 25 5.3 9 11.8

Cranial surgery 74 15.8 16 11.1

Urological surgery 188 12.9 9 6.2

Soft tissue surgery 150 10.3 7 4.9

Vascular surgery 8 1.7 7 4.9

Tube thoracostomy 14 3 5 3.5

Vertebral surgery 11 2.4 5 3.5

Diaphragm surgery 6 1.3 5 3.5

Pulmonary surgery 19 4.1 3 2.1

Joint surgery 8 1.7 3 2.1

Surgery of small to medium- sized bones 15 3.2 2 1.4

Ear nose throat surgery 2 0.4 0 0
FAI = firearm injury.
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Répartition des réfugiés syriens et coût associé dans le sud-est de 
l'Anatolie (Turquie)
Résumé
Contexte : À la suite de la guerre civile syrienne, plus de cinq millions de citoyens syriens ont fui vers les pays 
voisins, en particulier la Turquie, avec le statut de réfugiés.
Objectifs : Analyser le coût et la justification de la prise en charge chirurgicale des réfugiés syriens dans un hôpital 
de soins secondaires à Sanliurfa, dans le sud-est de la Turquie, près de la frontière syrienne.
Méthodes : Nous avons inscrit dans cette étude 1458 réfugiés syriens ayant subi une intervention chirurgicale entre 
2012 et 2015. Les données ont été obtenues par une recherche rétrospective dans le système d'information hospitalier. 
Les patients ont été répartis en deux catégories : cas traumatiques et non traumatiques. Les zones du corps 
concernées, la technique d'anesthésie, la durée de l'opération, le nombre de jours d'hospitalisation, les caractéristiques 
sociodémographiques et le coût du traitement ont été enregistrés et analysés.
Résultats : La durée d'hospitalisation était de 7,66 (0,31) jours pour les 1458 patients. Les opérations les plus 
courantes relevaient de la chirurgie orthopédique, urologique et crânienne. Le coût total des soins de santé pendant le 
séjour des patients à l'hôpital était d'environ deux millions de dollars des États-Unis (US), et le coût par patient était 
de 1400 dollars US.
Conclusions : Le nombre d'actes de chirurgie traumatologique réalisés a diminué entre 2012 et 2015. Les dépenses de 
santé consacrées aux réfugiés sont un indicateur du poids économique qui pèse sur le pays.

توزيع الالجئني السوريني الذين خضعوا لعمليات جراحية يف جنوب رشق األناضول برتكيا وتكلفة إجراء اجلراحة
فاتح تشاكامك، أفسني إبيكتيش، بانو كاراكوس يلامظ، رساب بيرب أوغلو، يونكا أكدينز، إبراهيم أكيز تشييل

اخلالصة
اخللفية: دفعت احلرب األهلية السورية أكثر من 5 ماليني مواطن سوري إىل الفرار إىل البلدان املجاورة، وال سيام تركيا، باعتبارهم الجئني.

هدفت هذه الدراسة إىل حتليل تكلفة العمليات اجلراحية لالجئني السوريني الذين ُعوجلوا يف مستشفى للرعاية الثانوية يف مدينة سان  األهداف: 
ليورفا، جنوب رشق تركيا، بالقرب من احلدود السورية، ومربرات تلك العمليات اجلراحية.

ت الدراسة 1458 الجئًا سوريًا خضعوا لعمليات جراحية بني عاَمْي 2012 و2015. وتم احلصول عىل البيانات من خالل  طرق البحث: ضمَّ
البحث بأثر رجعي يف نظام معلومات املستشفيات. وُصنِّف املرىض إىل حاالت مرتبطة بإصابات شديدة وحاالت غري مرتبطة بإصابات شديدة. 
وتم تسجيل وحتليل املناطق املصابة باجلسم، وطريقة التخدير، ومدة العملية اجلراحية، ومدة اإلقامة يف املستشفى، والسامت االجتامعية السكانية، 

وتكلفة العالج.
النتائج: بلغت مدة اإلقامة يف املستشفى 7.66 )0.31( يومًا جلميع املرىض البالغ عددهم 1458 مريضًا. وشملت العمليات األكثر شيوعًا جراحة 
العظام واملسالك البولية واجلراحة القحفية. وبلغت التكلفة اإلمجالية للرعاية الصحية أثناء مكوث املرىض يف املستشفى نحو 2 مليون دوالر أمريكي، 

وبلغت التكلفة لكل مريض 1400 دوالر أمريكي.
2012 و2015. وُيعد اإلنفاق الصحي عىل  انخفض عدد العمليات اجلراحية التي ُأجريت لعالج اإلصابات الشديدة بني عاَمْي  االستنتاجات: 

الالجئني مؤرشًا عىل العبء االقتصادي امُللَقى عىل كاهل البلد.
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Abstract 
Background: Chronic disease and depression are primary contributors to morbidity among displaced and local popula-
tions. 
Aims: This study aims to address the prevalence for and risk factors of comorbid depression among Jordanian and Syrian 
women with known chronic disease.
Methods: To provide evidence for mental health intervention planning, we conducted a cross-sectional survey to investi-
gate determinants of depression among female Syrian refugees and Jordanians with chronic disease living in Amman. A 
total of 272 female Syrian refugees and Jordanians with chronic disease were recruited from 4 clinics across Amman from 
June to August 2017. We compared demographic and health characteristics and depression level and identified predictors 
of depression via multivariable ordinal regression.
Results: Moderate to high levels of depression were reported in 55.9% of the participants, with a prevalence of 41.1% 
among Jordanians and 70.6% among Syrians. Syrians with chronic disease had 2.73 times greater odds of higher levels 
of depression than their Jordanian peers. After adjusting for age, income, spouse employment status, gastrointestinal 
or genitourinary disorder status, and perceived self-efficacy, Syrians were not at significantly greater odds of reporting 
higher levels of depression. Risk factors for higher depression levels included having an unemployed spouse, diagnosis of 
gastrointestinal or genitourinary disorder and low perceived self-efficacy.
Conclusion: Depression is frequently comorbid with chronic physical conditions and has a deleterious impact on health 
status. Mental health interventions and chronic disease management tailored to differences among local and displaced 
communities may reduce disease burden and disability. 
Key words: depression, prevalence, risk factors, female refugees, Syrian, Jordan
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Introduction
Background
The ongoing Syrian civil war, which began in 2011, con-
stitutes the largest refugee and displacement crisis since 
World War II. More than 5.6 million Syrians have fled 
to surrounding countries, settling primarily in Turkey, 
Lebanon and Jordan (1). As of January 2019, the Office of 
the United Nations High Commissioner for Refugees in 
Jordan has registered over 670 000 Syrian refugees (1). 
The majority of Syrian refugees in Jordan live in urban 
areas, with women aged 18–59 years comprising nearly a 
quarter of this population (1).

The protracted nature of the Syrian civil war has 
forced Jordanian health professionals to contend with the 
complexity of managing chronic conditions with limited 
resources. The rising prevalence of noncommunicable 
diseases worldwide increases the likelihood that Syrian 
refugees arriving in Jordan suffer from pre-existing 
medical conditions (2). In addition to increased chronic 
illnesses, high rates of mental health disorders secondary 

to trauma and violence place an enormous burden 
on the Jordanian health care system. Female refugees 
with chronic disease may be at especially high risk of 
mental illness (3), yet the prevalence and predictors 
of depression for this vulnerable population have not 
been well researched. Moreover, studies on the mental 
health of Middle Eastern women rarely acknowledge 
the heterogeneity of the Middle East (4), and research 
stratified by nationality is critical in order to elucidate 
differences across this diverse region.

Jordanians have also experienced the epidemiological 
transition from primarily communicable diseases to 
noncommunicable diseases over the past few decades 
(5). As a result, local populations remain at substantial 
risk of developing chronic diseases and mental health 
disorders. In fact, a 20% prevalence of depression among 
Jordanians with chronic disease (6) and a 35% prevalence 
of depression among camp-based Syrian refugees 
with chronic disease in Jordan (7) have been reported 
previously. However, studies examining chronic disease 
and depression among non-camp refugees are lacking. 
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Given that more than 80% of Syrian refugees in Jordan 
live outside refugee camps (1), with nearly a third residing 
in the Amman Governorate, comparing risk factors for 
depression among non-camp Syrian refugees in Amman 
and Jordanians may help inform future studies and 
interventions targeted at individual groups.

The bidirectional relationship between depression 
and chronic disease has been well documented (8). 
Comorbid depression has a deleterious impact on the 
health of chronic disease patients (8). Additionally, 
patients with chronic disease often report higher 
rates of depression. In light of the increasing burden 
of noncommunicable diseases and depression faced 
by displaced populations, particularly women, we 
undertook this study to characterize the prevalence of, 
and predictors for, depression among female Jordanians 
and Syrian refugees in non-camp settings. 

Objectives
Among female Jordanian and Syrian refugees with 
known chronic disease, we sought to define the prev-
alence of depression, the predictors of depression, and 
the association between chronic disease and depression, 
with the goal of determining the feasibility of a larger 
scale study. Because Syrian refugees and Jordanians re-
ceive medical aid through different and evolving health 
care systems, this study also seeks to identify differences 
in the predictors of comorbid physical and mental non-
communicable diseases in order to assist service provid-
ers and policy-makers.

Methods
Data collection
A total of 272 female Jordanians and Syrian refugees re-
cruited from 4 clinics and hospitals in Amman, Jordan 
participated in the study. Jordanians were recruited 
primarily from Jordan University Hospital and Amman 
Medical Center. Syrians were mainly recruited from 
Caritas and the Institute of Family Health clinic in East 
Amman. Data were collected from June until August 2017 
using the Patient Health Questionnaire-Somatic, Anxie-
ty, and Depressive Symptoms (PHQ-SADS), Multidimen-
sional Scale of Perceived Social Support (MSPSS), Gener-
al Self-Efficacy Scale (GSE), along with demographic and 
chronic disease surveys. All questionnaires were translat-
ed into Arabic and back-translated into English.

These clinical settings were selected because they 
represent sites of care for underserved Jordanians and 
Syrians in Amman. The University of Jordan Hospital is 
a large academic hospital and Amman Medical Center is 
a Ministry of Health clinic. Concerning Syrian refugee 
health care, the Jordanian government significantly 
increased the fees at Ministry of Health facilities in 2014 
after previously providing subsidized health insurance to 
these refugees (13,14). As a result, many refugees now seek 
care at nongovernmental clinics such as Caritas and the 
Institute of Family Health clinic. 

To ensure homogenous data collection and reduce 
errors, a female Jordanian interpreter assisted with 
survey completion. After obtaining written consent, 
Arabic questionnaires were distributed to the participants 
to self-complete. Data collection occurred in waiting 
rooms in hospitals or clinics, and the questionnaires took 
about 20 minutes to complete. Illiterate participants were 
guided by the interpreter, who recorded their responses.

Participants were recruited for this cross-sectional 
study using convenience sampling. The inclusion criteria 
for the study were: female Jordanian or Syrian refugee 
who arrived in Jordan since the start of the Syrian 
conflict, received medical care at a clinic or hospital in 
Amman, had at least one chronic disease, and aged 18–50 
years. Pregnant women were excluded. Ethical approval 
to conduct the study was obtained from the Yale Human 
Subjects Committee, Jordanian Ministry of Health, 
Caritas Jordan, Noor Al-Hussein Foundation and Jordan 
University Hospital. 

Dependent and independent variables 
The Patient Health Questionnaire-9 (PHQ-9), which was 
employed as this study’s main outcome measure, is a 
multipurpose instrument for screening and diagnosing 
severity of depression. The tool, consisting of the 9 Di-
agnostic and Statistical Manual of Mental Disorders, 4th 
ed (DSM-IV) criteria for major depressive disorder, con-
tains 8 questions to assess depressive symptoms and one 
question to assess functional impairment. Each of the 9 
items is scored from 0 (not at all) to 3 (nearly every day) 
(15). None/low, moderate, and high depressive symptoms 
correspond to scores of 0–9, 10–18, and 19–27, respective-
ly. These levels are consistent with a meta-analysis that 
found a cut-off score between 8 and 11 was acceptable for 
diagnosing depression (16). 

Nationality, the primary independent variable in 
this analysis, serves as a proxy for forced displacement. 
Additional demographic variables analysed included age, 
education level, number of family members, occupation, 
income, education, husband’s occupation and housing 
status. All variables were converted to well-distributed 
categorical variables. Binary variables were created for 
all chronic disease data, which included 6 variables for 
diagnosis of each type of chronic disease, treatment 
status and length of treatment. The 6 categories of 
chronic diseases included: cardiometabolic, respiratory, 
neurologic/cancer, rheumatology, endocrine and 
gastrointestinal/genitourinary (GI/GU).

A series of questionnaires was used to identify level of 
social support, perceived self-efficacy, somatic symptom 
severity, anxiety and depression in our study population. 
The MSPSS is a 12-item tool to evaluate perceived 
adequacy of social support, an important counter to 
stressful life events (17). The GSE is a 10-item scale used 
to assess perceived self-efficacy (18). Both the MSPSS 
and GSE have been validated among Arab women (17,18). 
The PHQ-SADS comprises 3 validated questionnaires: 
the Patient Health Questionnaire-15 (PHQ-15), the 
Generalized Anxiety Disorder-7 (GAD-7), and the 
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PHQ-9. The internal consistency reliability measured 
using Cronbach’s alpha for the Arabic versions of 
the PHQ-15, GAD-7 and PHQ-9 was 0.826, 0.763 and 
0.857, respectively (19). The PHQ-15 is used to identify 
somatization, a substantial contributor to functional 
impairment. The GAD-7 is a 7-item screening tool for 
anxiety (19,20). 

Statistical analysis 
Previous studies have found a 20% prevalence of depres-
sion among Jordanians with chronic disease (6) and a 
35% prevalence of depression among Syrian refugees in 
Jordan with chronic disease (7). In order to achieve 80% 
power to detect a 15% difference in prevalence of depres-
sion between Jordanians and Syrian refugees, this study 
required 136 Jordanians and 136 Syrians, a total of 272 par-
ticipants. 

Descriptive statistics on all variables were computed 
for the total study population, as well as separately for each 
nationality for the populations of Jordanians and Syrians. 
Bivariate analysis by nationality was performed for each 
variable against level of depression, our main outcome 
variable. Level of depression is an ordinal categorical 
variable having 3 levels: none/low, moderate and high. 
Hypothesis testing was conducted using chi-squared 
tests with continuity correction for categorical variables, 
and analysis of variance (ANOVA) was performed for 
continuous variables with an equal variance assumption. 
For categories with less than 5 individuals, Fisher’s exact 
test was used for categorical variables and the Kruskal–
Wallis test for continuous variables.

We performed multivariable ordinal logistic 
regression for the outcome variable of level of depression, 
with the assumption that the difference between none/
low and moderate depression is equal to the difference 
between moderate and high depression. Predictor 
variables were selected on the basis of their bivariate 
association with the outcome variable in the 2 study 
populations of Jordanians and Syrians living in Jordan, as 
well as the variables that were found to be significantly 
associated in the literature (6,21–23). For each predictor 
variable identified in the multiple ordinal regression 
model, adjusted odds ratios (OR) and their associated 
95% confidence intervals (CI) were obtained. Data were 
analysed using R-3.4.4. 

Results
Population characteristics of female 
Jordanians and Syrians stratified by 
nationality 
Participants were typically between 35–50 years old, mar-
ried, educated, and unemployed (Table 1). The majority of 
patients had no more than one chronic disease (57.0%), 
the most common of which were cardiometabolic (41.9%), 
rheumatologic (38.2%) and endocrine (23.2%) conditions. 
Most patients reported either none/low (44.1%) or mod-
erate (44.1%) depression, moderate somatic symptoms 

(60.7%), and moderate anxiety (42.6%) as determined 
through validated survey instruments. Overall, the co-
hort had moderate/high perceived self-efficacy (64.0%) 
and high perceived social support (80.9%) (Table 1).

The Jordanian women had higher levels of education 
(more than primary school) (95.6% vs 47.8%; P < 0.001), 
home ownership (59.6% vs 0.0%; P < 0.001), employment 
(28.7 vs. 0.7%; P < 0.001), and income (95.6% v. 50.7%. P 
< 0.001) than the Syrians (Table 1). We found a lower 
proportion of Jordanians were married compared with 
Syrians (73.5% vs 92.6%; P < 0.001), yet a greater proportion 
of Jordanians had a spouse who was employed (65.4% vs 
41.2%; P < 0.001). 

Syrians had a higher overall chronic disease burden 
(52.9% vs 33.1%; P = 0.001), categorized by the number 
of chronic disease diagnoses, and the higher incidence 
of cardiometabolic disease (50.7% vs 33.1%; P = 0.005), 
rheumatologic disease (47.1% vs 29.4%; P = 0.004) 
and GI/GU disorders (25.7% vs 11.0%; P = 0.003) than 
Jordanians (Table 1). However, Syrians reported lower 
rates of endocrine disease (15.4% vs 30.9%; P = 0.005) 
and neurologic disease/cancer (5.1% vs 13.2%; P = 0.036) 
compared with Jordanians. Syrians more frequently 
reported experiencing moderate to high levels of 
depression (P < 0.001), somatic symptoms (P < 0.001) and 
anxiety (P < 0.001) than Jordanians. Syrians also reported 
lower levels of perceived self-efficacy (50.0% vs 22.1%; P 
< 0.001) and social support (24.3% vs 14.0%; P = 0.045).

Depression prevalence among female 
Jordanians and Syrians
Overall, 120 (44.1%) participants reported none/low levels 
of depression, 120 (44.1%) reported moderate levels of de-
pression, and 32 (11.8%) reported high levels of depression 
(Table 1). Our results show that 41 (30.1%) Jordanians had 
moderate depression and 15 (11.0%) had severe depression 
compared to 79 (58.1%) and 17 (12.5%) Syrians, respective-
ly. Eighty (58.8%) Jordanians and 40 (29.4%) Syrians re-
ported none/low depression levels, respectively. 

Population characteristics of female 
Jordanians and Syrian refugees stratified by 
nationality and depression level
We found no significant association between level of de-
pression and participants’ age, marital status, number of 
family members, employment status, spouse’s occupa-
tion, chronic disease burden, chronic disease classifica-
tion (except for GI/GU), receiving treatment and duration 
of treatment (Table 2). However, higher PHQ-15 severity, 
higher GAD-7 severity, and lower MSPSS scores were sig-
nificantly associated with level of depression and nation-
ality among both cohorts. Among Jordanians, our analy-
sis identified significant associations between depression 
level and lower income level (P = 0.014), renting instead 
of owning a house (P = 0.033) and lower GSE score (P = 
0.041). Statistically significant differences in level of de-
pression were seen for lack of spouse employment (P = 
0.006), spouse occupation (P = 0.017) and diagnosis of GI/
GU disease (P = 0.003) among Syrians (Table 2).
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Table 1 Sociodemographic and health characteristics of Jordanian and Syrian women, Amman, 2017

Characteristic Total (n = 272) Jordanian (n = 136) Syrian (n = 136) P-value

No. % No. % No. %
Age (years) 0.574

18–34 67 24.6 36 26.5 31 22.8

35–50 205 75.4 100 73.5 105 77.2

Marital status < 0.001

Not married 46 16.9 36 26.5 10 7.4

Married 226 83.1 100 73.5 126 92.6

No. of family members 0.057

1–6 197 72.4 106 77.9 91 66.9

7–12 75 27.6 30 22.1 45 33.1

Education level < 0.001

No education/primary 77 28.3 6 4.4 71 52.2

More than primary 195 71.7 130 95.6 65 47.8

Employed < 0.001

Yes 40 14.7 39 28.7 1 0.7

No 232 85.3 97 71.3 135 99.3

Monthly income (JD) < 0.001

< 200 73 26.8 6 4.4 67 49.3

≥ 200 199 73.2 130 95.6 69 50.7

Housing status < 0.001

Own 81 29.8 81 59.6 0 0.0

Rent 185 68.0 49 36.0 136 100.0

Other 6 2.2 6 4.4 0 0.0

Spouse employed < 0.001

Yes 145 53.3 89 65.4 56 41.2

No 79 29.0 11 8.1 68 50.0

Not applicable 48 17.6 36 26.5 12 8.8

Spouse occupation < 0.001 

Government 45 16.5 45 33.1 0 0.0

Private/agricultural 101 37.1 45 33.1 56 41.2

Not applicable 126 46.3 46 33.8 80 58.8

Disease burden 0.001

1 disease 155 57.0 91 66.9 64 47.1

> 1 disease 117 43.0 45 33.1 72 52.9

Cardiometabolic disease 0.005

No 158 58.1 91 66.9 67 49.3

Yes 114 41.9 45 33.1 69 50.7

Respiratory disease 0.445

No 241 88.6 123 90.4 118 86.8

Yes 31 11.4 13 9.6 18 13.2

Neurological disease/cancer 0.036

No 247 90.8 118 86.8 129 94.9

Yes 25 9.2 18 13.2 7 5.1

Rheumatologic disease 0.004

No 168 61.8 96 70.6 72 52.9

Yes 104 38.2 40 29.4 64 47.1
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Risk factors for depression among female 
Jordanians and Syrians 
Without adjusting for other covariates, we found that 
the female Syrian refugees had 2.73 (95% CI: 1.71–4.39) 
times the odds of reporting higher levels of depression 
than the Jordanian women. However, after adjusting for 
age, monthly income, spouse employment status, GI/GU 
disorder status, and perceived self-efficacy, we found 
that the Syrians were not at statistically significantly 
higher odds of reporting higher levels of depression than 
the Jordanians (OR = 1.47; 95% CI: 0.81–2.67) (Table 3). 
Women with unemployed spouses had 130% greater odds 

(OR = 2.30; 95% CI: 1.26–4.25) of reporting higher lev-
els of depression than women with employed spouses. 
Furthermore, women who had a GI or GU disorder had 
almost double the odds (OR = 1.96; 95% CI: 1.06–3.63) of 
having higher levels of depression than women with-
out these diseases. We also identified that women with 
none/low self-efficacy had nearly double the odds of ex-
periencing higher levels of depression than women with 
high self-efficacy (OR = 1.99; 95% CI: 1.19–3.32). Increased 
chronic disease burden, chronic disease treatment status 
or length, and perceived social support were not predic-
tive of increased depression levels.

Characteristic Total (n = 272) Jordanian (n = 136) Syrian (n = 136) P-value

No. % No. % No. %
Endocrine disease 0.005

No 209 76.8 94 69.1 115 84.6

Yes 63 23.2 42 30.9 21 15.4

GI/GU disease 0.003

No 222 81.6 121 89.0 101 74.3

Yes 50 18.4 15 11.0 35 25.7

Receiving treatment 0.347

Yes 240 88.2 123 90.4 117 86.0

No 32 11.8 13 9.6 19 14.0

Treatment duration (years) 0.228

< 1 49 18.0 21 15.4 28 20.6

1–5 92 33.8 49 36.0 43 31.6

> 5 92 33.8 55 40.4 46 33.8

Not applicable 30 11.0 11 8.1 19 14.0

PHQ-9: Depression Scale < 0.001

None/low 120 44.1 80 58.8 40 29.4

Moderate 120 44.1 41 30.1 79 58.1

High 32 11.8 15 11.0 17 12.5

PHQ-15: Somatic Symptom Severity 
Scale

< 0.001

None/low 66 24.3 50 36.8 16 11.8

Moderate 165 60.7 73 53.7 92 67.6

High 41 15.1 13 9.6 28 20.6

GAD-7: Anxiety Severity Scale < 0.001

None/low 94 34.6 64 47.1 30 22.1

Moderate 116 42.6 56 41.2 60 44.1

High 62 22.8 16 11.8 46 33.8

General Self-Efficacy Scale < 0.001

Low 98 36.0 30 22.1 68 50.0

High 174 64.0 106 77.9 68 50.0

Multidimensional Perceived Scale of 
Social Support

0.045

Low 52 19.1 19 14.0 33 24.3

High 220 80.9 117 86.0 103 75.7
GI/GU = gastrointestinal/genitourinary. 
JD = Jordanian dinar.

Table 1 Sociodemographic and health characteristics of Jordanian and Syrian women, Amman, 2017 (concluded)
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Table 2 Distribution of sociodemographic and health characteristics among 272 Jordanian and Syrian women in Amman, 2017

Characteristic Jordanian women, depression level Syrian women, depression level

None/low Moderate High P-value None/low Moderate High P-value

No. % No. % No. % No. % No. % No. %
Total 80 58.8 41 30.1 15 11.0 40 29.4 79 58.1 17 12.5

Age (years) 0.15 0.106

18–34 18 50.0 11 30.6 7 19.4 12 38.7 13 41.9 6 19.4

35–50 62 62.0 30 30.0 8 8.0 28 26.7 66 62.9 11 10.5

Marital status 0.643 0.238

Not married 19 52.8 13 36.1 4 11.1 4 40.0 3 30.0 3 30.0

Married 61 61.0 28 28.0 11 11.0 36 28.6 76 60.3 14 11.1

No. of family members 0.075 0.541

1–6 58 54.7 37 34.9 11 10.4 24 26.4 55 60.4 12 13.2

7–12 22 73.3 4 13.3 4 13.3 16 35.6 24 53.3 5 11.1

Education level 0.429 0.363

None/primary 2 33.3 3 50.0 1 16.7 21 29.6 40 56.3 7 10.8

More than primary 78 60.0 38 29.2 14 10.8 19 29.2 39 60.0 6 9.4

Employed 0.555 0.299

Yes 21 53.8. 12 30.8 6 15.4 1 100.0 0 0 0 0

No 59 60.8 29 29.9 9 9.3 39 28.9 79 58.5 17 12.6

Income level (JD) 0.014 0.634

< 200 79 60.8 36 27.7 15 11.5 22 31.9 40 58.0 7 10.1

≥ 200 1 16.7 5 83.3 0 0.0 18 26.9 39 58.2 10 14.9

Housing status 0.033 NA

Own 51 63.0 25 30.9 5 6.2 0 0.0 0 0.0 0 0.0

Rent 27 55.1 12 24.5 10 20.4 40 29.4 79 58.1 17 12.5

Other 2 33.1 4 66.7 0 0.0 0 0.0 0 0.0 0 0.0

Spouse employed 0.689 0.006

Yes 56 62.9 24 27.0 9 10.1 21 37.5 33 58.9 2 3.6

No 5 45.5 4 36.4 2 18.2 13 19.1 43 63.2 12 17.6

NA 19 52.8 13 36.1 4 11.1 6 50.0 3 25.0 3 25.0

Spouse occupation 0.065 0.017

Government 24 53.3 13 28.9 8 17.8 0 0.0 0 0.0 0 0.0

Private/agricultural 33 () 73.3 11 24.4 1 2.2 21 38.2 33 58.9 2 3.6

NA 23 50.0 17 37.0 6 13.0 19 23.8 46 57.5 15 18.8

Disease burden 0.80 0.363

1 disease 52 57.1 28 30.8 11 12.1 22 34.4 36 56.3 6 9.4

> 1 disease 28 62.2 13 28.9 4 8.9 18 25.0 43 59.7 11 15.3

Cardiometabolic disease 0.37 0.802

Yes 53 58.2 30 33.0 8 8.8 18 26.9 40 59.7 9 13.4

No 27 60.0 11 24.4 7 15.6 22 31.9 39 56.5 8 11.6

Respiratory disease 0.723 0.959

Yes 71 57.7 38 30.9 14 11.4 35 29.7 68 57.6 15 12.7

No 9 69.2 3 23.1 1 7.7 5 27.8 11 61.1 2 11.1

Neurologic disease/
cancer

0.714 0.989

Yes 70 59.3 36 30.5 12 10.2 38 29.5 75 58.1 16 12.4

No 10 55.6 5 27.8 3 16.7 2 28.6 4 57.1 1 14.3

Rheumatologic disease 0.407 0.547

Yes 58 60.4 26 27.1 12 12.5 24 33.3 40 55.6 8 11.1

No 22 55.0 15 37.5 3 7.5 16 25.0 39 60.9 9 14.1
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Discussion
This study compared the prevalence and risk factors of 
depression among female Syrian refugees and Jordani-
ans with chronic disease. We found that approximately 
half of the total study population reported moderate to 
high depression, which was comorbid in less than half 
of the Jordanians and nearly three-quarters of the Syrian 
refugees. This prevalence of depression is substantially 
higher than reported in prior studies, which have found 
depression in 35% of Syrian refugees suffering from 
chronic diseases (7), with depression prevalence among 
all refugees varying from 3% to 85.5% (22,23). 

Although most research examining the psychosocial 
needs of displaced Syrians in Jordan is carried out in 
refugee camps, more than 80% of registered Syrian 
refugees live in non-camp settings, demonstrating a 
need to understand the burden of depression among 
non-camp dwelling refugees (1). The higher prevalence 
of depressive symptoms among non-camp refugees may 
be partially attributable to post-resettlement hardships 
such as finding employment restricted work permits 
and adapting to a new cultural, economic and political 
environment without the embedded social support 
group that a camp would afford. A study examining the 
connection between self-care activities and depression 

Characteristic Jordanian women, depression level Syrian women, depression level

None/low Moderate High P-value None/low Moderate High P-value

No. % No. % No. % No. % No. % No. %
Endocrine disease 0.872 0.857 

Yes 54 57.4 29 30.9 11 11.7 33 28.7 67 58.3 15 13.0

No 26 61.9 12 28.6 4 9.5 7 33.3 12 57.1 2 9.5

GI/GU disease 0.631 0.003

Yes 72 59.5 35 28.9 14 11.6 33 32.7 61 60.4 7 6.9

No 8 53.3 6 40.0 1 6.7 7 20.0 18 51.4 10 28.6

Receiving treatment 0.058 0.844

Yes 74 60.2 38 30.9 11 8.9 34 29.1 69 59.0 14 12.0

No 6 46.2 3 23.1 4 30.8 6 31.6 10 52.6 3 15.8

Treatment duration 
(years)

0.079 0.556

> 1 13 61.9 8 38.1 0 0.0 5 17.9 21 75.0 2 7.1

1–5 32 65.3 13 26.5 4 8.2 13 30.2 23 53.5 7 16.3

> 5 31 56.4 17 30.9 7 12.7 16 34.8 25 54.3 5 10.9

NA 4 36.4 3 27.3 4 36.4 6 31.6 10 52.6 3 15.8

PHQ-15 severity < 0.001 < 0.001

Low 35 70.0 14 28.0 1 2.0 10 62.5 6 37.5 0 0.0

Moderate 43 58.9 22 30.1 8 11.0 27 29.3 57 62.0 8 8.7

High 2 15.4 14 28.0 6 46.2 3 10.7 16 57.1 9 32.1

GAD-7 severity < 0.001 < 0.001

None/low 57 89.1 7 10.9 0 0.0 21 70.0 9 30.0 0 0.0

Moderate 23 41.1 29 51.8 4 7.1 14 23.3 45 75.0 1 1.7

High 0 0.0 5 31.3 11 68.8 5 10.9 25 54.3 16 34.8

GSE scale score 0.041 0.183 

None/ low 68 64.2 29 27.4 9 8.5 22 32.4 41 60.3 5 7.4

High 12 40.0 12 40.0 6 20.0 18 26.5 38 55.9 12 17.6

MSPSS score 0.008 < 0.001

None/low 8 42.1 5 26.3 6 31.6 7 21.2 14 42.4 12 36.4

High 72 61.5 36 30.8 9 7.7 33 32.0 65 63.1 5 4.9
JD = Jordanian dinars. 
NA = not applicable. 
GI/GU = gastrointestinal/genitourinary. 
PHQ-15 = Patient Health Questionnaire-15. 
GAD-7 = Generalized Anxiety Disorder-7. 
GSE = General Self-Efficacy. 
MSPSS = Multidimensional Scale of Perceived Social Support.

Table 2 Distribution of sociodemographic and health characteristics among 272 Jordanian and Syrian women in Amman, 2017      
(concluded)
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Table 3 Multivariable ordinal regression analysis for 
the association of each independent variable with level 
of depression among 272 female Jordanians and Syrian 
refugees, Amman, 2017

Characteristic Adjusted OR 
(95% CI)

P-value

Age

18–34 1

34–50 0.69 (0.39–1.23) 0.209

Monthly income (JD)

> 200 1

< 200 1.33 (0.73–2.42) 0.353

Employed spouse

Yes 1

No 2.30 (1.26–4.25) 0.007a

Not applicable (not married) 0.892 (0.71–1.13) 0.331

Nationality 

Jordanian 1

Syrian 1.47 (0.81–2.67) 0.203

GI/GU disease diagnosis 

No 1

Yes 1.96 (1.06–3.63) 0.031a

Perceived self-efficacy 

High 1

Low 1.99 (1.19–3.32) 0.008a

OR = odds ratio; CI = confidence interval; JD = Jordanian dinars; GI/GU = gastrointestinal/
genitourinary. 
aVariables statistically significantly associated with level of depression, P ≤ 0.05.

among Jordanians with diabetes reported that 70% of 
participants had depressive symptoms (6). There has 
been limited research on the link between mental health 
and chronic disease among Jordanians. 

Our sample size calculation suggests that our study 
is adequately powered; however, sampling at clinics 
and hospitals serving primarily low-income Jordanians 
and Syrians may have resulted in disproportionately 
high levels of depression compared with the overall 
population. Moreover, an all-female cohort may have 
increased depression prevalence (3,4). In addition to 
potential hormonal contributors, women are predisposed 
to factors that increase the likelihood of depression (4). 
Among Middle Eastern women, these may include 
financial dependence, sexual violence, changing roles 
of women in Arab culture, orthodox customs and an 
increased willingness to report depressive symptoms 
to health care providers (4). Furthermore, depression is 
more common among displaced women than men (24).

A number of factors were predictive of higher levels 
of depression among both cohorts. For instance, spouse 
unemployment was highly predictive of increased 
depression levels. Previous research suggests that 
difficulty managing chronic conditions or caring for 
family members with mental and physical illnesses 
contributed to unemployment among Iraqi refugees (25). 
The relationship between unemployment and financial 

distress, leading to continued unemployment, is also well 
documented (26). However, few studies have reported the 
relationship between mental health of the patient and 
his or her spouse’s employment status. Interestingly, 
income was not a significant predictor of depression in 
our population. 

We found that a GI/GU disease diagnosis was 
associated with an increased likelihood of higher 
depression levels. Depression is a known contributor to 
the pathogenesis of various gastrointestinal illnesses 
including irritable bowel syndrome, inflammatory bowel 
disease and ulcerative colitis, and urologic diagnoses such 
as incontinence (27,28). Chronic inflammation, identified 
through biomarkers interlukin-6 and C-reactive protein, 
may play a role in the relationship between depression 
and inflammatory diseases (29). In addition, a study 
demonstrated that patients with multiple lower urinary 
tract symptoms experienced high levels of psychiatric 
morbidity (30).

Low perceived self-efficacy was associated with 
higher levels of depression. A strong sense of self-efficacy, 
especially helpful among vulnerable populations exposed 
to frequent adversity, has been linked to improved health 
and social integration (31). Highly efficacious patients 
are more likely to perceive obstacles as challenges to 
be mastered, in turn lowering stress and reducing 
susceptibility to depression (32). A recent study found 
an association between a higher perceived ability to 
handle traumatic events and improved psychological 
adaptation among Syrian refugees (33). We did not find 
any statistically significant association between low 
perceived social support, an established contributor to 
mental health issues (34), and higher levels of depression. 
This suggests that among female Syrians and Jordanians 
with chronic disease perceived self-determination may 
play a greater role in reducing depression than the extent 
of one’s social network. For instance, showing refugees 
traumatic pictures after recalling self-efficacious 
memories has been shown to decrease distress (35). 
Increasing accessibility of factors that may reduce post-
migration stressors, such as loss of community support, 
lack of employment opportunities, social isolation, and 
cultural differences, may improve self-efficacy and 
coping with adversity (36).

While Syrians have greater odds of experiencing 
higher levels of depression than Jordanians, we found 
that after adjusting for sociodemographic characteristics, 
disease status and levels of self-efficacy, there was 
no longer a significant difference between these 2 
populations. Thus, by changing some of the modifiable 
risk factors of depression, as identified in this study, it may 
be possible to make meaningful reductions in the odds of 
experiencing depression in this population. Specifically, 
investment in public health interventions that are 
aimed at improving self-efficacy in the Jordanian and 
Syrian populations will likely reduce rates of depression. 
Examples of such interventions include positive self-
efficacy induction, in which refugees retrieve mastery-
related autobiographical memories shown to promote 
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greater distress tolerance (35), and providing role models 
for newly arrived refugees, suggested in a self-efficacy 
study among Afghan and Kurdish refugees (32). Labour 
laws limiting the provision of work permits for Syrian 
refugees in Jordan may be influencing the likelihood of 
higher levels of depression in Syrians (37), as indicated 
by the increased odds of higher levels of depression 
among women whose husbands were unemployed 
and the finding that there was a greater proportion of 
unemployed husbands among Syrian than Jordanian 
women in our sample. Lastly, providing women’s health 
services to vulnerable populations, as well as mental 
health services for survivors of sexual traumatic events, 
remains critical. Potential interventions for Jordanians 
include mindfulness and increased social support, which 
have been shown to improve psychological well-being 
and quality of life among Jordanian women with breast 
cancer (38). 

This study had several limitations. We employed 
self-reporting instruments, leading to possible recall and 
self-report bias. In addition, the cross-sectional nature of 
our study precludes causal explanations related to risk 
factors. Predictors were selected based on prior studies, 
but others may have been selected, including past 
trauma, personal loss and lack of access to food or water 
(23,36). Finally, we used convenience sampling, which 

brings all the limitations inherent in a non-probability 
sample. However, these limitations are mitigated by the 
pilot study design, which is intended to assist with future 
studies employing probability sampling, and is not 
intended to be representative of the broader population.

Conclusion
Comparing factors influencing depression in female 
Syrian refugees and their Jordanian counterparts allows 
mental health interventions and chronic disease man-
agement to be tailored to differences, and similarities, 
among local and displaced communities. Spouse unem-
ployment, lower perceived self-efficacy, and diagnosis 
of GI/GU disease were associated with increased rates 
of depression regardless of nationality. These groups 
should be targeted for depression prevention and treat-
ment. Such findings are important considerations for 
mental health programs and for developing comprehen-
sive interventions designed to address individual patient 
needs. 
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Prévalence et facteurs de risque de la dépression chez les réfugiées syriennes et les 
Jordaniennes atteintes de maladies chroniques : une étude pilote
Résumé
Contexte : Les maladies chroniques et la dépression sont les principales causes de morbidité parmi les populations 
déplacées et locales.
Objectifs : La présente étude vise à évaluer la prévalence et les facteurs de risque de comorbidité dépressive chez les 
femmes jordaniennes et syriennes atteintes de maladies chroniques connues.
Méthodes : Afin de fournir des données probantes pour la planification des interventions de santé 
mentale, nous avons mené une enquête transversale sur les déterminants de la dépression chez les  
réfugiées syriennes et les Jordaniennes atteintes de maladies chroniques vivant à Amman. De juin à 
août 2017, 272 réfugiées syriennes et Jordaniennes atteintes de maladies chroniques ont été recrutées dans quatre 
dispensaires d'Amman. Nous avons comparé les caractéristiques démographiques et sanitaires ainsi que le niveau de 
dépression et identifié des prédicteurs de dépression par le biais d'une régression ordinale multivariable.
Résultats : Des niveaux modérés à élevés de dépression ont été signalés chez 55,9 % des participantes, la 
prévalence étant de 41,1 % chez les Jordaniennes et de 70,6 % chez les Syriennes. Les Syriennes atteintes de maladies 
chroniques avaient 2,73 fois plus de risques de souffrir de niveaux plus élevés de dépression que leurs homologues 
jordaniennes. Après ajustement en fonction de l'âge, du revenu, de la situation professionnelle du conjoint, de la 
présence de troubles gastro-intestinaux ou génito-urinaires et de l'auto-efficacité perçue, les Syriennes n'étaient pas 
significativement plus susceptibles de signaler des niveaux de dépression plus élevés. Les facteurs de risque pour 
des niveaux de dépression plus élevés comprenaient le fait d'avoir un conjoint sans emploi, le diagnostic de troubles 
gastro-intestinaux ou génito-urinaires et une faible auto-efficacité perçue.
Conclusion : La comorbidité dépressive est souvent fréquente en présence de maladies physiques chroniques et a un 
impact délétère sur l'état de santé. Des interventions dans le domaine de la santé mentale et une prise en charge des 
maladies chroniques adaptées aux différences entre les communautés locales et déplacées peuvent réduire la charge 
de morbidité et les incapacités.
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معدل انتشار االكتئاب يف صفوف النساء األردنيات والالجئات السوريات املصابات بأمراض مزمنة وعوامل اخلطر 
املرتبطة به: دراسة جتريبية

ماديسون شارب، أليسا باربيا، مأمون أهرام، رفقي حممود، كافيه خوشنود

اخلالصة
اخللفية: ُتعد األمراض املزمنة واالكتئاب من األسباب الرئيسية التي تؤدي إىل املراضة يف صفوف النازحني والسكان املحليني.

والسوريات  األردنيات  النساء  صفوف  يف  به  املرتبطة  اخلطر  وعوامل  املصاحب  االكتئاب  النتشار  التصدي  إىل  الدراسة  هذه  هدفت  األهداف: 
املصابات بمرض مزمن معروف.

دات االكتئاب يف صفوف  ُطرق البحث: لتوفري الدالئل الالزمة لتخطيط التدخالت يف جمال الصحة النفسية، أجرينا مسًحا مقطعيًا الستقصاء حُمدِّ
ن. وشارك يف املسح ما جمموعه 272 امرأة أردنية والجئة سورية مصابة  األردنيات والالجئات السوريات املصابات بمرض مزمن ممن يعشن يف َعمَّ
ن يف الفرتة من يونيو/حزيران/إىل أغسطس/آب 2017. وعقدنا مقارنة بني اخلصائص السكانية  بمرض مزمن من 4 عيادات يف مجيع أنحاء عمَّ

والصحية ومستوى االكتئاب، وحددنا العوامل املنبئة باالكتئاب من خالل االنحدار الرتتيبي املتعدد املتغريات.
بني  و%70.6  األردنيات  41.1% بني  انتشار  بمعدل  االكتئاب،  من  مرتفعة  إىل  متوسطة  مستويات  عن  املشاركات  من   %55.9 أبلغ  النتائج: 
نظرائهن  من  مرة   2.73 أكرب  مزمنة  أمراض  من  يعانني  الاليت  السوريات  لدى  االكتئاب  من  أعىل  مستويات  وجود  احتملية  وكانت  السوريات. 
األردنيات. وبعد التصحيح ملراعاة السن والدخل ووضع عمل الزوج وحالة اضطرابات اجلهاز اهلضمي أو اجلهاز التناسيل البويل والكفاءة الذاتية 
املتصورة، مل تكن احتمالت إبالغ السوريات عن مستويات أعىل من االكتئاب أكرب بكثري. وتشمل عوامل اخلطر املرتبطة بارتفاع مستويات االكتئاب 

األزواج العاطلني عن العمل، وتشخيص اضطرابات اجلهاز اهلضمي أو اجلهاز البويل التناسيل وانخفاض الكفاءة الذاتية املتصورة.
االستنتاجات: كثرًيا ما يصاحب االكتئاب حاالت مرضية بدنية مزمنة، مما له تأثري ضار عىل احلالة الصحية. ومن شأن تدخالت الصحة النفسية 
م بم يناسب االختالفات بني المجتمعات المحلية ومجتمعات النازحني أن يؤدي إىل تقليص عبء  والتدبري العالجي لألمراض المزمنة املصمَّ

المرض والعجز.
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Abstract 
Background: Nearly 700 000 Syrian refugees currently reside in Jordan. Chronic disease and neuropsychiatric conditions 
are leading contributors of morbidity among refugee and host communities. The bidirectional relationship between de-
pression and chronic disease is not well studied among displaced Syrian or Jordanian women.
Aims: This qualitative study explores the bidirectional relationship between chronic illness and comorbid depression, as 
well as related themes, among Jordanian and Syrian women with known chronic disease—populations that receive medi-
cal care through distinct and evolving health care structures—to assist providers and policy makers in creating culturally 
sensitive interventions.
Methods: Forty Jordanian women and Syrian refugees with chronic disease were interviewed at four clinical settings in 
Amman, Jordan. Data collection occurred from June–August 2017. Content analysis was completed with Dedoose, a quali-
tative coding software.
Results: The majority of Syrian women endorsed a relationship between their chronic disease and depression. Some 
women felt too depressed to take medication for chronic conditions, while others felt depression contributed to chron-
ic illnesses. Syrian women reported less perceived social support than Jordanian women. Although some Syrians were 
unable to afford medications, they reported fewer negative health care experiences than Jordanians. Both populations 
endorsed female-specific hardships impacting their mental health, including the demands of motherhood, household 
duties, and marital strife. 
Conclusion: This study explores the intersection of depression and chronic disease among Syrian and Jordanian women. 
By documenting stressors and experiences accessing health care, mental health and chronic disease interventions can be 
integrated and tailored to these populations.
Keywords: refugees, chronic illness, comorbid depression, Jordan, Syrian
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Introduction
Background
The Syrian civil war has resulted in one of the most cat-
astrophic refugee crises in modern history, with an es-
timated 5.6 million people displaced due to the conflict 
(1). According to the United Nations High Commissioner 
of Refugees (UNHCR), 664 330 refugees have settled in 
Jordan; the majority live in urban areas outside camps, 
with women representing 23.4% of the 18–59-years age 
group (1).

The influx of Syrian refugees into Jordan has 
prevented its once robust health care system from 
keeping up with demand (2). Refugee populations have 
been shown to have high prevalence of chronic diseases 
attributable to a lack of access to appropriate care and 
adequate medication (3). A 2014 survey found that 43% 

of all Syrian refugee households in Jordan had at least 
one family member diagnosed with a noncommunicable 
disease (NCD) (4). Jordanians have also experienced an 
increase in NCDs consistent with the epidemiological 
transition from communicable diseases (5). 

The relationship between chronic disease and 
depressive symptoms is not well-established among 
female Syrian refugees or Jordanians. Arab women have 
a higher reported depression prevalence than Arab men 
and are less likely to utilize mental health services (6,7). 
Women in Jordan live with traditional societal standards 
that can often be coupled with gender discrimination and 
violence, thereby exacerbating depressive symptoms. 
Sociodemographic factors are significant contributors to 
the expression of mental illness; for instance, Jordanian 
women with low income have been reported as having 
twice the rate of psychiatric morbidity compared with the 
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rest of the population (8). There is a strong emphasis on 
economic status as an indicator of psychiatric morbidity 
in Jordanian women, particularly among those living in 
urban areas (8). 

Due to the increasing burden of NCDs and depression 
faced by displaced and local women, we undertook this 
study to better understand the bidirectional relationship 
between depression and chronic disease among female 
Jordanians and Syrian refugees.

Objectives
We sought to explore the bidirectional relationship be-
tween comorbid physical and mental health disorders 
as well as related themes among female Jordanian and 
Syrian refugees with known chronic disease. This study 
aimed to identify similarities and differences in the expe-
riences of Syrian and Jordanian women, populations that 
receive medical care through distinct and evolving health 
care structures, to assist providers and policy-makers in 
creating culturally sensitive interventions to prevent and 
treat comorbid depression and NCDs. 

Methods
Data collection
This research was part of a larger study that recruited 
272 female Syrian refugees and Jordanians of child-bear-
ing age with chronic disease from 4 clinics and hospitals 
across Amman, Jordan (Sharp MB, Parpia AS, Ahram M, 
Mahmoud R, Khoshnood K. Prevalence of and risk fac-
tors for depression among female Syrian refugees and 
Jordanians with chronic disease: a pilot study. East Med-
iterr Health J. In press). The selected sites represent sites 
of medical care for underserved Jordanians and Syrians. 
Health care-seeking behaviour differs between Jordani-
ans and Syrians due to financial barriers and access con-
straints. 

In our previous study we compared demographic and 
health characteristics by nationality and depression level 
and identified predictors of depression via multivariable 
ordinal regression. Depression severity was identified 
using the Patient Health Questionnaire-9, a multipurpose 
instrument for screening and diagnosing depression 
severity. From the participants in our previous study, 
we randomly interviewed 20 Jordanian women and 20 
Syrian women for the current study. Data were collected 
from June to August 2017.

Interview
To ensure homogenous data collection and reduce errors, 
a female Jordanian interpreter conducted semi-struc-
tured interviews that lasted less than 20 minutes. The 
interview was created with the intention of addressing 
gaps in the literature regarding the intersection of de-
pression and chronic disease (see semistructured inter-
view guide below).

• For Syrian refugees: Could you tell me your story?

– How did you come here from Syria?

– What were the circumstances that brought you to 
Jordan? 

• For Syrian refugees: How has your experience been 
in Jordan so far?

– Could you tell me about your experiences visiting 
health clinics or hospitals? 

• How is the quality of health care you receive? 

• Please tell me about your understanding of mental 
health and depression.

• Have you been diagnosed with depression by a doc-
tor?

• Are there certain things that make you feel depressed 
or sad?

• Have you noticed any relationship between your 
chronic disease (for example, high blood pressure, 
diabetes, colitis, etc.) and when you feel depressed?

– If you are depressed, do you think your chronic 
disease impacts your depression? 

– For example, if you do not have adequate access 
to health services to treat your chronic disease, do 
this make you feel depressed?

• Could you provide other examples of your chronic 
disease impacting your depression? 

– If you are depressed, do you think your depression 
impacts your chronic disease? 

– For example, think about instances when you did 
not take your chronic disease medications—could 
you tell me what was going on and how you felt? 

• Could you provide other examples of your depression 
impacting your chronic disease? 

– Do you think there are factors specific to being 
female that make women depressed? 

• If so, what do you think they are? 

• Could you tell me about your experiences at health 
clinics/hospitals related to your depression? 

– Have you told your family and friends about your 
depressive symptoms? 

• Do you feel as if you have received support? 

– Do you take any medications? 

• If so, what are they? 

– Do you take anything for your depression? 

• For example, medication, herbal remedies? 

– What do you do when you feel depressed? 

• For example, do you sleep more, go on a walk, eat 
more, etc.? 

• If you feel depressed or sad, why do you think you 
feel this way? 

– Could you explain your symptoms when you feel 
depressed? 

– How long do they last for?
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– Is there anything that makes your symptoms dis-
appear or makes you feel better?

– If you are depressed, does your depression affect 
your mind, your body, both, or neither?

Responses were recorded and transcribed into 
English. Inclusion criteria were: being a female Jordanian 
or a female Syrian refugee who arrived in Jordan no more 
than 6 years ago; receiving medical care at a clinic or 
hospital in Amman; having at least one chronic disease; 
and aged 18–50 years. Pregnant women were excluded. 
Participants were recruited using convenience sampling.

Ethics
Ethical approval was obtained from the Yale Human 
Subjects Committee, the Jordanian Ministry of Health, 
Caritas Jordan, Noor Al-Hussein Foundation, and Jordan 
University Hospital. 

Data analysis 
Data analysis was carried out using Dedoose, version 8.2, 
a qualitative coding software. Content analysis was used 
to identify the main categories extrapolated from the 
transcripts (9). Content analysis is commonly used in 
public health qualitative research (10). The analysis for 
this study followed the 5-step approach of Pope et al. (11): 
a broad familiarization with the data (for example, listen-
ing to interview recordings while reading and writing 
transcripts), identifying key themes emerging from the 
data, creating an index for the data based on the thematic 
framework, which was done using Microsoft Excel, rear-
ranging the data and interpreting the findings.

Results
Overview
The analysis generated 5 categories: stressors influenc-
ing depression, perceived social support for depressive 
symptoms, access to and quality of health care, the bi-
directional relationship between chronic disease and 
depression, and female-specific hardships related to de-
pression. Two additional categories, migration rationale 
and positive experiences in Jordan, were generated for 
Syrian women. The content of certain categories is de-
scribed through subcategories.

Jordanian women were on average aged 36 years, 
married, living with 5 family members, had attended 
college and owned their home. In comparison, Syrian 
women were on average 40 years old, married, living with 
6 family members, had completed primary or preparatory 
school and rented their home. Quotations to support 
recurring themes identified through data analysis are 
included in Tables 1 and 2. 

Migration rationale
Syrian

Syrian women reported several reasons for immigration 
to Jordan, including family members, a need for med-
ical care and a desire for safety. Two women reported 
that they had a family member living in Jordan, and one 
shared her belief that Jordan treated Syrians better than 
Lebanon. Eight women disclosed that they emigrated 
for medical assistance, including prenatal care, care for 
their sick or disabled children, or lack of access to med-
ications in Syria. Most of the Syrian women reported 
that their main immigration rationale was seeking safe-
ty and refuge (Table 1). They reported that their houses 

Table 1 Quotations from female Syrian refugees supporting recurring themes, Amman, Jordan, 2017 

Theme Quotation
Migration rationale and story “We left Syria looking for safety; I came with my husband and my children and I was pregnant. We came to 

Za’atari camp and we stayed for 15 days then we came to Amman because my husband’s brother was here. We 
were in Homs where there were killings, bombings and raping. We were scared and we left Syria to be safe.”
“We came here legally. I was in Aleppo and there was war and we couldn't live there.”

Stressors “Our economic situation (the rent of the home, water, electricity); my husband is sick.”
“When I think about my children's future.”

Positive experiences in Jordan “It’s good; we get all the services, education, health services.”
“It’s not our own country but we attempt to fit in.”

Perceived social support “I don’t tell anyone [about my depression].”
“I tell my family [about my depression]. They try to support me.”

Access to and quality of health care “Waiting in line for a long time; sometimes the treatment is bad.”
“It is good; there is respect and organization. The health care is good.”

Chronic disease management and 
depression

“My chronic disease increases when I’m depressed. I don’t take care of myself and this makes my disease 
worse.”
“When I feel pain in my body, my depression gets worse.” 

Female-specific hardships “We work inside and outside of the home and no one will help [us].”
 “Women get depressed because they are oppressed.”
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had been destroyed, they were worried for their children, 
their husbands had been arrested, women and children 
had been kidnapped, they lacked access to food, and they 
were exposed to bombings and warfare. This ongoing 
stressor of seeking safety was not found among Jordani-
an participants. 

Positive experiences in Jordan
Syrian

Although Syrian women shared several stressors, they 
also reported positive experiences in Jordan: 4 women 
praised Jordan for its safety, 2 felt at home in Jordan be-
cause it reminded them of Syria, and 3 others felt sup-
ported in regard to access to education, health services 
and medication (Table 1). 

Stressors influencing depression
Syrian

Family: Several stressors impacting depression were 
found to be Syrian-specific. For example, family as a 
stressor manifested in different ways: Syrian women 
feared losing their families in Syria to the war and report-
ed that their husbands had been arrested or killed. One 
woman shared “In Syria, my husband was arrested for 9 
months and he got out wounded and can’t work and can’t 
do anything and when they wanted to arrest him again, 
we escaped.” 

Unemployment: In addition to familial trauma, 4 
women shared that their husband’s unemployment in 
Jordan was a salient stressor given the high cost of rent 
and daily living expenses. Several women were unable 
to provide for their children or assist their children in 
attending university. 

Migration: Twelve women discussed how the move 
from Syria to Jordan itself was a traumatic event: many 
of them were smuggled into the country illegally. Four 
of these women had to pay their entire savings to enter 
Jordan. 

Discrimination
Syrian

Two Syrian participants shared that they faced discrim-
ination in Jordan. One woman commented, “I used to go 

to health centres in Madaba and they treated us badly 
and said mean things, for example that we get medicine 
from the health centre to sell it” (Table 1).

Jordanian

Jordanian women did not have migration and minori-
ty-related stressors but did face some of the same issues 
as Syrian women. Four Jordanian women reported feel-
ing lonely, 6 identified stress from economic hardships, 
11 reported family and marital problems, and 12 reported 
health problems as stressors (Table 2). Jordanian women 
also reported low self-esteem related to their perceived 
inadequacy in providing for their children and not work-
ing.

Perceived social support for depressive 
symptoms
Syrian

Level of social support: Eleven Syrian women felt they 
could not share their depression with anyone (Table 1). 
One woman stated, “I don’t share [my depression] be-
cause we’re all depressed.” Nine women reported having 
some form of social support, including talking to sisters, 
leaving the house and visiting neighbours or female indi-
viduals. Only one explicitly stated that her husband sup-
ported her emotionally. 

Coping mechanisms: Twelve women reported soli- 
tary behaviour when experiencing episodes of depression, 
including sleeping, crying, smoking and not talking to 
anyone. Three women reported prayer and reading the 
Quran as helpful coping mechanisms.

Jordanian

Level of social support: Jordanian women largely re-
ported greater social support than Syrian women: 16 par-
ticipants received social support from family and friends 
(Table 2). 

Coping mechanisms: Jordanian women reported 
prayer as a coping mechanism but they also found 
comfort through solitary activities such as sleeping, 
sitting alone and crying.

Table 2 Quotations from Jordanian women supporting recurring themes, Amman, Jordan, 2017

Theme Quotation
Stressors “Losing money or someone I love.”

“Thinking about my children’s future because I'm alone and my husband is dead and I feel scared.”

Perceived social support “My neighbours support me and make me feel better.”
“I tell my mother, she is always there for me.”

Access to and quality of health care “I don’t feel comfortable. I don’t get the health care I need. The health care quality is not good.”
“It's not very good. I have to stand in line for a long time and the treatment is not very good.”

Chronic disease management and 
depression

“When I find out that there is no solution for my disease I feel sad.”
“When I have shortness of breath I feel sad because I can’t do routine things.”

Female-specific hardships “Men treat her bad; the responsibilities she has to take care of.”
“Everyone abandons her; they leave her alone and she’s responsible for everything, including her children and 
her family.”
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Access to and quality of health care
Syrian

Nine Syrian women struggled to access affordable med-
ication for their chronic illnesses, which they reported 
led to depressive spikes due to a perceived lack of control 
over their lives. Five women commented on long wait-
ing times at clinics, including women who had children 
with disabilities (Table 1). Five women reported low qual-
ity care, and one reported fighting with physicians after 
feeling like they wanted her to leave. Ten women report-
ed positive experiences with the quality of health care in 
Jordan. 

Jordanian

Jordanian women expressed more negative experiences 
with the health care system compared with Syrian wom-
en (Table 2). Nine women listed long wait times at pri-
mary care centres, and one shared, “It’s very difficult and 
annoying because it’s always so crowded and it takes so 
long and they don’t always have my medicine.”

Bidirectional relationship between chronic 
disease and depression
Syrian 

Seventeen women endorsed a relationship between 
chronic disease and depression (Table 1). Women shared 
that at times they feel too depressed to take medication, 
that their depression caused their chronic illnesses (“De-
pression caused by our situation in Syria brought us dis-
eases”), or that their chronic illness caused them to feel 
despondent. One woman believed her husband divorced 
her due to her cancer, which instigated her depression. 
Participants also reported stigma in seeking care for their 
depression: 3 women disclosed receiving a diagnosis of 
depression, but none of them took antidepressants. One 
Syrian woman shared, “I didn’t take medicine for depres-
sion because I didn’t like to take it. I didn’t like the idea of 
having depression and having to medicate for it.”

Jordanian

Some Jordanians felt ashamed for experiencing depres-
sion. Two women refused to take medication for depres-
sion even though they experienced symptoms. As with 
the Syrian participants, Jordanian women also struggled 
to take their medication for their chronic illnesses due to 
their depression (Table 2). One woman shared, “Some-
times I don’t take my medicine because I’m depressed. 
I didn’t eat and I slept for a long time.” Like the Syrian 
women, only 2 Jordanian women reported being for-
mally diagnosed with depression. No Jordanian women 
reported having trouble accessing medication or health 
services. 

Female-specific hardships influencing 
depression
Syrian

Syrian women described gender-specific stressors that 
at times did not overlap with Jordanian women. Most 

notably, Syrian mothers feared for their children’s safe-
ty and also felt a lack of control over their own lives due 
to their economic situation, not being able to give their 
children what they need, and “psychological pressure” 
from demanding husbands (Table 1). Common stressors 
also faced by Jordanian women included boredom, mar-
ital problems, poor treatment from their husbands, pre-
sumed gendered differences in emotional processing (for 
example, believing that women were inherently more 
emotional than men), as well as laborious household re-
sponsibilities such as housekeeping and child rearing.

Jordanian

As noted in the Syrian overview, Jordanians endorsed a 
number of gender-specific difficulties including lack of 
support from others, the demands of motherhood, mari-
tal problems and boredom (Table 2).

Discussion
In this study, we examined the bidirectional relationship 
between chronic disease and depression among 20 Syri-
an refugees and 20 Jordanian women, as well as related 
themes involving rationale for migration, access to and 
quality of health care, and female-specific hardships im-
pacting mental health. Seeking safety was the primary 
immigration rationale for the majority of Syrians inter-
viewed. Among our sample, Syrian women praised Jor-
dan for its safety, education and health services. One Syr-
ian woman reported that she preferred Jordan because 
she felt the government treats Syrians better than the 
Lebanese government. Compared to neighbouring Leba-
non, Jordan has allowed the UNHCR to register Syrians 
as refugees and permitted the construction of permanent 
refugee camps such as Zaatari camp (12). In addition, the 
Jordanian government formalized the entrance of Syri-
ans into the Jordanian labour market in 2016 (13). These 
differences may have influenced which neighbouring 
countries Syrians decided to apply to for refugee status. 

Additionally, some Syrians reported emigrating to 
seek medical care in Jordan. This finding is consistent 
with the literature, with a 2016 household survey showing 
that 86.1% of Syrian households sought medical care in 
Jordan (7). Syrian women reported higher satisfaction 
with access to and quality of health care compared to their 
Jordanian counterparts. This may be explained by the fact 
that Syrian women had no feasible alternatives, whereas 
Jordanian women recall receiving higher quality care 
prior to the influx of displaced populations. Despite high 
levels of health care-seeking behaviour among Syrian 
refugees, medical costs remain a significant barrier.

The stressors related to depression reported by Syrian 
refugee women were consistent with previous findings 
in the Syrian refugee population. In our study, women 
feared the loss of family members in the war and familial 
imprisonment in Syria. In addition, many women 
reported their husband’s unemployment and financial 
problems as major stressors impacting their lives. The 
relationship between unemployment and financial 
difficulties has been previously explored (14), and a 2016 
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study demonstrated that caring for family members with 
mental and physical illnesses contributed to increased 
rates of unemployment among displaced Iraqis (15). 
Similarly, a 2018 study among Syrian refugees in Jordan 
found that the most common stressors were related to 
financial hardship, lack of employment opportunities 
and income and costly living expenses (16). It has also 
been demonstrated that financial difficulties, combined 
with lack of social support, exacerbated psychological 
stress (17). 

Nearly all Syrian and many Jordanian women 
endorsed a bidirectional relationship between their 
chronic disease and depression. Some reported that they 
were too depressed to take their medications and believed 
that their depression had caused their chronic illness. 
Others felt despondent due to their chronic ailments. 
Depression has a significant impact on medication 
adherence among those with chronic disease, with a 
depressed individual being almost twice as likely to be 
non-adherent to their medication regimen compared 
with a non-depressed individual (18). The bidirectional 
relationship between chronic and mental illness is 
complex as depression may cause the direct or indirect 
worsening of chronic illnesses, which in turn exacerbates 
the depressive symptoms. 

The majority of women in this study felt as though 
they could not tell others about their depression. A 
multinational community survey found that women with 
no social support were more vulnerable than men with 
no social support when faced with negative life events 
(19). In collectivist societies like the Syrian community, 
immediate and extended family play an integral role in 
providing social support for women. Therefore, Syrian 
refugee women removed from their social support 
networks and now living in Jordan are likely more 
vulnerable to the negative life events that accompany 
displacement when facing them alone. Another rationale 
could be that Syrian women feel they must “stay strong” 
for their families during traumatic events. Less than half 
of the women reported that they had a sister or female 
friend in whom they could confide. Low perceived social 
support has been shown to worsen mental health issues 
(19).

For physicians and public health practitioners, 
designing interventions in Jordan for women with 
chronic diseases and depression differs in line with 
migration status and exposure to ongoing conflict. 
Jordan’s health care system consists primarily of the 
public and private sectors, as well as United Nations and 
nongovernmental agencies. Of the nearly three-quarters 
of Jordanians who are insured, 80% have public insurance 
(20). Around 30% of Jordanians over age 25 years have at 
least one chronic disease, with diabetes, hypertension and 
respiratory illnesses being the most prevalent (20). Many 
Jordanians receive care from Ministry of Health clinics 
and large academic hospitals. Expansion of primary and 
secondary prevention programmes within the public 
health sector may reduce the development of chronic 
disease and mental illness among Jordanian women.

The Jordanian population is increasingly comprised 
of displaced persons. The majority of Syrian refugees 
in Jordan live in urban, non-camp settings, and nearly a 
third reside in Amman Governorate (1). Approximately 
a quarter of Syrian refugees in Jordan are women of 
childbearing age (1). Until November 2014, the Jordanian 
government provided free health care to Syrian refugees 
registered with the United Nations High Commissioner 
for Refugees (21). After this policy was discontinued, 
Syrian refugees were required to pay the same costs 
as non-insured Jordanians. This subsidized rate still 
represents a considerable financial burden for many 
displaced persons (22). As a result, refugees frequently 
seek free or subsidized health care from international 
nongovernmental clinics.

The protracted Syrian conflict has placed an immense 
burden on the Jordanian health care system. Chronic 
illnesses, communicable diseases, mental health issues 
and injuries remain among the leading causes of 
morbidity and mortality for both Jordanians and Syrians 
(3,21). The health challenges faced by Syrian refugees 
reflect the disease epidemiology of local populations 
and displaced persons in other communities (21). Health 
promotion programmes, particularly impactful when 
aimed at communities at increased risk of adverse health 
outcomes, should be expanded among Syrian refugees 
to improve health seeking behaviour and increase health 
literacy. Health promotion activities rely on intersectoral 
action, which is appropriate given the governmental, 
local and international agencies involved in health care 
for displaced Syrians in Jordan.

A recent study found that two-thirds of Syrian 
refugees reported financial barriers to accessing health 
care in Jordan (21). Transportation was one of the most 
common issues, along with out-of-pocket costs for 
medications, consultations and procedures (2). In our 
study, prohibitive medication costs were a recurring 
theme among Syrians interviewed. Lack of specialist 
physicians and refusal to provide services have also been 
cited as barriers to obtaining health care (21). Refugees 
living in camps have greater access to free or subsidized 
medical care from international agencies. Governmental 
policy changes to broaden insurance options for Syrian 
refugees and increase access to subsidized or free health 
services, including transportation services for non-camp 
refugees, are required to address structural barriers to 
health care access among displaced persons.

Syrian women would also benefit from an expansion 
of programmes enabling them to interact with women in 
similar situations. A 2019 study found that Syrian refugee 
women in Lebanon benefit from community kitchens 
due to “social cohesion and integration of refugees 
within host communities in protracted crises contexts” 
(23). Implementing such a programme among Syrian 
women in Jordan would be beneficial for both chronic 
disease management (for example healthy eating) and 
social support. Mental health care practitioners should be 
aware of the intersectionality of Syrian female patients 
with regard to ongoing stressors as women, displaced 
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migrants, women with chronic disease, mothers, widows 
and other salient identities. Primary care providers should 
be cognisant of the role of migration and depression 
when treating Syrian women patients in Jordan who 
have chronic illnesses as these women face different 
stressors and barriers to adherence to medication and 
healthy lifestyles compared with Jordanian women with 
the same diagnoses. 

This study has a number of strengths. It goes beyond 
the descriptive nature of the currently available body 
of literature on chronic disease and depression among 
Syrian women and their host community counterparts. 
The researchers obtained detailed narratives from Syrian 
women about their journeys to Jordan as well as sensitive 
stressors in their new country that they largely reported 
not to have shared with their social network. In addition, 
the study explored the intersection of exposure to violent 
conflict, chronic disease management and depression 
among Arab women, a topic that has not attracted much 
attention in the literature.

Credibility is comparable to internal validity in 
qualitative research and establishes whether the 
findings are a correct interpretation of participant 
views. In this study, credibility was established through 
data triangulation – gathering data from 40 Syrians 
and Jordanians at different sites during different 
times of day, and investigator triangulation – having 
multiple investigators involved in coding, analysis and 
interpretation. Transferability, or the degree to which 
the results can be transferred to other contexts, was 

achieved using thick description by describing the 
context of the Syrian conflict and health care systems 
accessed by Jordanians and Syrians to better understand 
the behaviour and experiences of displaced and local 
women. Dependability, or the stability of findings over 
time, and confirmability, the degree to which findings are 
reproducible, are evaluated by audit trail, or by describing 
the research steps taken from start to finish of this 
research project in the Methods section.

This study also has several limitations. We used 
self-reporting instruments in the interview, leading to 
possible self-report bias. Furthermore, the small sample 
size may limit the generalizability of these findings. We 
also employed convenience sampling, a nonprobability 
sampling method with inherent limitations.

Conclusion
Chronic disease and depression are primary contribu-
tors to morbidity among displaced Syrian and Jordanian 
women. Examining the intersection of depression and 
chronic disease among female Syrian refugees and Jor-
danians provides insight into their respective and shared 
stressors, experiences accessing health care, coping strat-
egies and female-specific hardships. Such information al-
lows mental health and chronic disease interventions to 
address similarities and differences among these 2 popu-
lations, which may reduce disease burden and disability.
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Étude de la relation bidirectionnelle entre maladie chronique et dépression chez les 
réfugiées syriennes et les Jordaniennes : une analyse qualitative 
Résumé
Contexte : Près de 700 000 réfugiés syriens résident actuellement en Jordanie. Les maladies chroniques et les 
pathologies neuropsychiatriques sont les principales causes de morbidité dans les communautés de réfugiés et 
d'accueil. La relation bidirectionnelle entre dépression et maladie chronique n'est pas bien étudiée chez les réfugiées 
syriennes ou les Jordaniennes.
Objectifs : La présente étude qualitative examine la relation bidirectionnelle entre la maladie chronique et la 
comorbidité dépressive, ainsi que les thèmes connexes, chez les femmes jordaniennes et syriennes atteintes de 
maladies chroniques connues – des populations qui reçoivent des soins médicaux par le biais de structures de soins 
de santé distinctes et évolutives – afin d'aider les prestataires et les responsables de l'élaboration des politiques à 
mettre au point des interventions culturellement sensibles. 
Méthodes : Quarante femmes jordaniennes et réfugiées syriennes atteintes de maladies chroniques ont été 
interrogées dans quatre services cliniques à Amman (Jordanie). La collecte des données s'est déroulée de juin à  
août 2017. Dedoose, un logiciel de codage qualitatif a été utilisé pour réaliser l'analyse du contenu.
Résultats : La majorité des Syriennes ont reconnu l'existence d'une relation entre leur maladie chronique et la 
dépression. Certaines se sont senties trop déprimées pour prendre des médicaments contre les maladies chroniques, 
tandis que d'autres ont estimé que la dépression contribuait aux maladies chroniques. Les Syriennes ont rapporté 
un soutien social moins perçu que les Jordaniennes. Même si certaines Syriennes n'avaient pas les moyens de se 
procurer des médicaments, elles ont signalé moins d'expériences négatives en matière de soins de santé que les 
Jordaniennes. Les deux populations ont approuvé les difficultés spécifiques aux femmes qui ont un impact sur leur 
santé mentale, y compris les exigences de la maternité, les tâches ménagères et les conflits conjugaux.
Conclusion : La présente étude examine l'intersection de la dépression et des maladies chroniques chez les femmes 
syriennes et jordaniennes. En documentant les facteurs de stress et les expériences d'accès aux soins de santé, les 
interventions en matière de santé mentale et de maladies chroniques peuvent être intégrées et adaptées à ces 
populations.

Book 27-12.indb   1159Book 27-12.indb   1159 09/02/2022   18:3909/02/2022   18:39



1160

Research article EMHJ – Vol. 27 No. 12 – 2021 Migrant special issue

References 
1. Operational portal: refugee situations. Syria regional refugee response. Geneva: United Nations High Commissioner for Refu-

gees; 2019 (https://data2.unhcr.org/en/situations/syria/location/36, accessed 7 June 2019).

2. Akik C, Ghattas H, Mesmar S, Rabkin M, El-Sadr WM, Fouad FM. Host country responses to non-communicable diseases 
amongst Syrian refugees: a review. Confl Health. 2019;13:8. doi:10.1186/s13031-019-0192-2

3. Gammouh OS, Al-Smadi AM, Tawalbeh LI, Khoury LS. Chronic diseases, lack of medications, and depression among syrian refu-
gees in Jordan, 2013–2014. Prev Chronic Dis. 2015 Jan 29;12:E10. doi:10.5888/pcd12.140424

4. Syrian Refugee Health Access Survey in Jordan. Geneva: United Nations High Commissioner for Refugees; 2014 (https://data2.
unhcr.org/en/documents/details/45809, accessed 7 July 2020).

5. Al-Nsour M, Zindah M, Belbeisi A, Hadaddin R, Brown D, Walke H. Prevalence of selected chronic, noncommunicable disease 
risk factors in Jordan: results of the 2007 Jordan Behavioral Risk Factor Surveillance Survey. Prev Chronic Dis. 2012;9:E25. 
PMID:22172192

6. Al-Krenawi A, Graham JR, Kandah J. Gendered utilization differences of mental health services in Jordan. Community Ment 
Health J. 2000;36(5):501–11. doi:10.1023/a:1001963714338

7. Doocy S, Lyles E, Akhu-Zaheya L, Burton A, Burnham G. Health service access and utilization among Syrian refugees in Jordan. 
Int J Equity Health. 2016;15(1):108. doi:10.1186/s12939-016-0399-4

8. Daradkeh TK, Alawan A, Al Ma’aitah R, Otoom SA. Psychiatric morbidity and its sociodemographic correlates among women in 
Irbid, Jordan. East Mediterr Health J. 2006;12(Suppl. 2):S107–17. PMID:17361682

9. Wells R, Steel Z, Abo-Hilal M, Hassan AH, Lawsin C. Psychosocial concerns reported by Syrian refugees living in Jordan: system-
atic review of unpublished needs assessments. Br J Psychiatry. 2016;209(2):99–106. doi:10.1192/bjp.bp.115.165084

10. Neuendorf KA. The content analysis guidebook. 2nd ed. Los Angeles: Sage; 2016.

11. Pope C, Ziebland Z, Mays N. Analysing qualitative data In: Pope C, Mays N, eds. Qualitative Research in Health Care. London: 
BMJ Publishing Group; 1999:75–88.

12. Lenner K, Schmelter S. Syrian refugees in Jordan and Lebanon: between refuge and ongoing deprivation? IEMed Mediterr Year-
book. 2016:122–6. 

13. Fakih A, Ibrahim M. The impact of Syrian refugees on the labor market in neighboring countries: empirical evidence from Jor-
dan. Bonn: Institute of Labor Economics; 2016 (Discussion Paper No. 9667_.

استكشاف العالقة بني األمراض املزمنة واالكتئاب يف صفوف األردنيات والالجئات السوريات: حتليل كيفي 
ماديسون شارب، جنني كارا، سلمى امليداين، مأمون أهرام، رفقي حممود، كافيه خوشنود

اخلالصة
اخللفية: يعيش حالًيا يف األردن ما يقرب من 000 700 الجئ سوري. وُتعترب األمراض املزمنة واحلاالت النفسية العصبية من األسباب الرئيسية 
للمراضة يف صفوف الالجئني ويف املجتمعات املستضيفة. ومن املالَحظ أن العالقة الثنائية االجتاه بني االكتئاب واألمراض املزمنة يف صفوف النساء 

األردنيات أو النازحات السوريات مل ختضع لدراسة وافية.
األهداف: هدفت هذه الدراسة الكيفية إىل استكشاف العالقة الثنائية االجتاه بني األمراض املزمنة واالكتئاب املصاحب، واملواضيع ذات الصلة، يف 
ة  صفوف النساء األردنيات والسوريات املصابات بأمراض مزمنة معروفة - أي الفئات السكانية التي تتلقى الرعاية الطبية من خالل هياكل خاصَّ

ومتغرية للرعاية الصحية - ملساعدة مقدمي اخلدمات وراسمي السياسات يف تصميم تدخالت مراعية لالعتبارات الثقافية.
باألردن. وُجعت  ن  َعمَّ أربعة مواقع رسيرية يف  أردنية والجئة سورية مصابة بمرض مزمن يف  امرأة  أربعني  مقابالت مع  ُأجريت  البحث:  ُطرق 

.Dedoose البيانات يف الفرتة من يونيو/حزيران إىل أغسطس/آب 2017. وُأجري حتليل املحتوى باستخدام برنامج الرتميز النوعي
النتائج: تؤيِّد غالبية النساء السوريات وجود عالقة بني مرضهن املزمن واالكتئاب. وشعرت بعض النساء باالكتئاب الشديد بسبب تناول أدوية 
لعالج األمراض املزمنة، بينم شعرت نساء أخريات باالكتئاب الذي أسهم يف اإلصابة باألمراض املزمنة. وكان الدعم االجتمعي الذي تتلقاه النساء 
السوريات أقل من النساء األردنيات حسبم ذكرن. وعىل الرغم من أن بعض السوريات غري قادرات عىل حتمل تكاليف األدوية، فقد أرشن إىل 
جتارب سلبية فيم يتعلق بالرعاية الصحية أقل من تلك التي واجهتها األردنيات. وأيَّدت كلتا الفئتني املصاعب التي تؤثر عىل الصحة النفسية للنساء، 

ومنها مطالب األمومة، واملهام املنزلية، والرصاعات الزوجية.
إدماج  ويمكن  واألردنيات.  السوريات  النساء  املزمنة يف صفوف  واألمراض  االكتئاب  بني  التمس  نقاط  الدراسة  تستكشف هذه  االستنتاجات: 
تدخالت الصحة النفسية واألمراض املزمنة وتصميمها بم يتالءم مع هذه الفئات السكانية عن طريق توثيق عوامل الضغوط وجتارب تلك الفئات 

يف احلصول عىل الرعاية الصحية.
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Abstract
Background: There is a high prevalence of mental illnesses, including depression, anxiety, nicotine dependence, and 
sleep disorders among Jordanian adolescents and schoolchildren. There are many young Syrian refugees in Jordan, who 
have an increased risk of physical and psychological illnesses.
Aims: To assess the behavioural and emotional symptoms among Syrian schoolchildren refugees in Jordan and their 
Jordanian counterparts. 
Methods: A cross-sectional, descriptive study was conducted from October to December 2018 on Syrian and Jordanian 
schoolchildren, aged 12–17 years, attending the same schools in 4 cities with the highest density of Syrian refugees. A 
self-reported questionnaire was used to collect information about sociodemographic characteristics. The Strengths and 
Difficulties Questionnaire was used to measure behavioural and emotional symptoms. 
Results: This study included 1877 Jordanian schoolchildren and 1768 Syrian schoolchildren refugees. The Syrian children’s 
parents were significantly less educated and had significantly lower incomes and larger families than Jordanian parents 
had. The total difficulties and peer relationship problems were abnormally high in more than half of children. Compared 
to Jordanians, Syrian schoolchildren had more total difficulties (58.2% vs 52.5%), and peer relationship (55.5 vs 53.6%), con-
duct (47.6% vs 44.8%), and emotional problems (32.0% vs 30.8%), but they had fewer hyperactivity/inattention problems 
(35.5% vs 36.9%), and prosocial behaviour problems (42.5% vs 43.0%). In binary logistic regression, Syrian were more likely 
than Jordanian schoolchildren to experience overall difficulties and emotional symptoms.
Conclusion: There were significant but unspoken behavioural and emotional symptoms and mental health needs among 
Syrian and Jordanian schoolchildren. They are all in need of urgent psychosocial support.
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Introduction
Globally, > 790 million people suffer from mental health 
disorders, which are one of the leading causes of disabil-
ity worldwide (1,2). Mental health refers to a broad array 
of activities related to the mental wellbeing component 
of health that is defined by the World Health Organiza-
tion (WHO) as “a state of complete physical, mental and 
social wellbeing, and not merely the absence of disease” 
(3). Previous studies have indicated that most adult men-
tal disorders have their onset in youth (age 14–24 years) 
(4,5). Jordan is a small low- to middle-income country 
in the Eastern Mediterranean Region bordering the  
Syrian Arab Republic, West Bank, Iraq and Saudi Arabia. 
The mental health system in Jordan needs strengthen-
ing (6). It was chosen as the first country to implement 
the WHO Mental Health Action Program (mhGAP) 
from among 6 countries worldwide (6). Recent national 
Jordanian studies found a high prevalence of mental 
illnesses, including depression, anxiety, nicotine depend-
ence, and sleep disorders among Jordanian adolescents 
and schoolchildren (7–14).

According to the United Nations High Commissioner 
for Refugees (UNHCR), the Syrian Civil War has led to 
the biggest humanitarian and refugee crisis of our time 
(15). As of June 2021, the UN estimated that > 5.6 million 
Syrian refugees were registered outside the Syrian Arab 
Republic, making it the world’s second-largest refugee 
population (16). About half of these refugees were aged < 
18 years, and around 40% were under 12 years (17). Jordan, 
a neighbouring country of Syria, has hosted hundreds of 
thousands of refugees from neighbouring countries since 
1948. According to the national census, Jordan’s population 
was 10.309 million in 2018 (18), with approximately 
660 836 Syrian refugees: 3.8% older people, 45.2% adults 
and 51.0% children (19). Although the country is politically 
stable, there are limited economic resources to support 
the rapid population growth caused by the large influx 
of refugees. The presence of Syrian refugees has affected 
Jordan’s economy, society, security and quality of life, and 
has drained the Government’s resources (20). An estimate 
of the direct cost to the Jordanian Government to address 
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Syrian refugees’ needs since the Syrian crisis in 2011 until 
2016 was about 4.2 billion US dollars (21).

Refugees, in particular children, have an increased 
risk of physical and psychological illnesses (22,23). 
Previous studies of refugee children have reported 
profound adverse consequences of war-related trauma 
on their mental and psychosocial health, including 
behaviour problems, mood and anxiety disorders, post-
traumatic stress disorder (PTSD), adjustment difficulties, 
panic attacks, self-withdrawal, aggressive behaviour, 
insecurity, and violence (24–28). Furthermore, war 
crisis and displacement have had a major impact on the 
academic, economic and health aspects of adolescents 
(29). In Jordan, a study of Syrian refugee adolescents in 
the Alza’atari Refugee Camp reported that adolescents 
struggle with grief, fear, sadness and violent behaviour 
(30). In another study, Syrian female adolescents showed 
more prosocial behaviour than boys but more emotional 
and conduct difficulties (31). Data on behavioural and 
emotional symptoms among Syrian schoolchildren 
refugees are scarce. Thus, this study aimed to assess 
schoolchildren’s behavioural and emotional symptoms 
and compare Syrian refugees with Jordanians attending 
the same schools. In light of the impacts of war on Syrian 
refugees, we hypothesize that Syrian schoolchildren 
refugees would have more behavioural and emotional 
symptoms than their Jordanian peers.

Methods
Population, sampling and ethical approval
The study was conducted on a sample of Syrian and 
Jordanian children, aged 12–17 years, who attended pri-
mary and secondary schools in Jordan from October to 
December 2018. We selected 4 large cities in Jordan (Ma-
fraq, Sahab, Ramtha and Zarqa) because they have host-
ed most Syrian refugees from the 2011 Syrian civil war. 
Eight schools were selected randomly from each city; 
therefore, 32 schools were involved, 16 for boys and 16 
for girls, with 5576 registered students (2120 Syrian and 
3156 Jordanian). All registered students were invited to 
participate in the survey. Written informed consent was 
obtained from the children and their legal guardians. The 
study was approved by the Institutional Review Board 
of Jordan University of Science and Technology Ethical 
Committee. Participants did not receive any compensa-
tion or reward for their participation.

Sample size and power
The sample size was calculated for Jordanian and Syrian 
schoolchildren separately. An estimate of the prevalence 
of behavioural and emotional problems in each group 
was assumed to be 50% to yield the maximum sample 
size. The sample size was calculated at a 2-sided alpha 
level of 5% and 80% power. The sample size needed to es-
timate the prevalence with a margin of error of 5% was 
778 Jordanian and 778 Syrian adolescents. The targeted 
number of participants was increased to have sufficient 
power for subgroups defined by age and gender. 

Data collection 
The self-reported questionnaire was distributed among 
the participants and filled in by the children themselves 
in the absence of teachers and other school personnel. 
Firstly, it included questions about gender, income, 
parental education and marital status (living togeth-
er, separated, divorced, or widowed), living area (apart-
ment or house), and total family size. Participant date 
of birth and missed sociodemographic information that 
was not self-reported were taken from student’s school 
files. Questions measuring behavioural and emotional 
problems were administered to participants using the 
Strengths and Difficulties Questionnaire (SDQ).

SDQ
The self-reported SDQ was used to measure behaviour-
al and emotional symptoms among these children. The 
SDQ is a practical screening tool of the behavioural and 
emotional symptoms among children and adolescents, 
and it has been used for in-depth determination and un-
derstanding of adolescents’ emotional and behavioural 
symptoms (32,33). The SDQ has been translated to varii-
ous languages, including Arabic, and has valid and reli-
able crosscultural-psychometric properties (33–36). The 
self-reported SDQ consists of 25 items that measure 4 
scales, covering four problem areas (emotional, conduct, 
hyperactivity/inattention, and peer problems) and a fifth 
scale of prosocial behaviour. The reliability (Cronbach’s) 
was 0.82 for the overall difficulties, 0.75 for emotional 
symptoms, 0.72 for conduct problems, 0.69 for hyperac-
tivity, 0.65 for prosocial behaviour, and 0.61 for peer prob-
lems (37). Also, it discriminates satisfactorily between 
low- and high-risk participants aged 11–16 years (37,38). 
The Arabic version of SDQ had satisfactory areas under 
the curve ranging from 0.77 for the total difficulties scale 
to 0.89 for the conduct problems scale. Sensitivity and 
specificity were 72% and 55%, respectively (36). Alyahri 
and Goodman tested the Arabic SDQ and reported that it 
accurately predicted psychiatric illness and was adequate 
for screening studies (39).

There are 5 items for each of the 5 scales mentioned 
above; each item can be marked “Not True”, “Somewhat 
True”, or “Certainly True”, and each item can be scored 
with 0, 1 or 2. Thus, the scale score with 5 items ranges 
from 0 to 10 if all items are completed. The total difficulties 
score was generated by summing scores of the emotional 
symptoms, conduct problems, hyperactivity/inattention 
and peer problems scales but not the prosocial scale. The 
resulting score ranged from 0 to 40, and the cutoff values 
for defining abnormal attributes were used as follows: 
total difficulties score considered abnormal 20–40, 
emotional problems score 7–10, conduct problems score 
5–10, hyperactivity score 7–10, peer problems score 6–10, 
and prosocial score 0–4 (37). Table 1 summarizes the items 
and abnormal scores of self-report SDQ scales.

Statistical analysis
SPSS for Windows version 20 was used for data pro-
cessing and analysis. Data were described using means 
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(standard deviation, SD) for continuous variables and 
descriptive statistics (frequencies and percentages) for 
categorical variables. The prevalence rates of emotional 
and behavioural problems were compared according to 
sociodemographic characteristics using the χ2 test. Bina-
ry logistic regression was used to assess the differences 
in emotional and behavioural problems between Jordani-
ans and Syrians while adjusting for confounding factors. 
The dependent variable was the participants’ ethnicity, 
defined as 0, Jordanian nationality and 1, Syrian nation-
ality. Age, gender, income, parents’ education, parents’ 
current marital status, living area, family size, and high 
risk of emotional and behavioural symptoms defined by 
abnormal SDQ scales’ scores, above the cutoff values, 
were included as independent explanatory variables. The 
variables in the model were checked for multicollinear-
ity using variance inflation factor. Adjusted odds ratio 
(OR) and 95% confidence intervals (CI) were reported. P 
≤ 0.05 was considered statistically significant. In addi-
tion, bivariate correlation using the Pearson correlation 
coefficient (r) was conducted to assess the relationships 
between the SDQ scales’ scores. 

Results
A total of 3645 participants completed the survey and 
were included in this study, with an estimated participa-
tion rate of 69.1% (Figure 1). More than half of the par-
ticipants were female (n = 2012, 55.2%), and their mean 

(SD) age was 14.7 (1.6) years. There were 1877 Jordanian 
(45.6% male and 54.4% female) and 1768 Syrian refugee 
(43.9% male and 56.1% female) schoolchildren. The ages 
ranged from 12 to 17 years, with a mean (SD) of 14.8 (1.8) 
years for Jordanians and 14.5 (1.5) for Syrians. About 7.2% 
of Jordanians and 12.8% of Syrians reported that their par-
ents were separated. Also, more Syrians than Jordanians 
experienced the death of at least 1 parent (9.0%) (5.6%)  
respectively. Table 2 shows the sociodemographic char-
acteristics of the participants. 

The Syrian parents were significantly less educated 
than the Jordanian parents were. More than half of 
Syrian children (70.9%) reported that 1 or both parents 
did not attend school or had primary education only. 
In comparison, among Jordanians, 87.0% claimed that 
at least 1 parent had high school or above educational 
level. Syrian families had significantly lower income 
[262.1 (179.1) Jordanian dinar (JD)/month] than Jordanian 
families had [616.3 (587.4) JD/month). The average 
(SD) number of Syrian family members was 7.1 (2.9), 
compared with 6.6 (1.9) Jordanian family members. With 
considering 323 JD/month as the poverty line in Jordan 
for an average-sized family of 5.7 members (40), more 
than two thirds of Syrian families (76.6%) were below the 
poverty line, while only 25.4% of Jordanians were poor. 
Thus, Syrian school children came from significantly 
low-income households, while Jordanian school children 
were from middle- or high-income households. 

Table 1 Items and abnormal cutoff values of the self-report SDQ scales

SDQ scales Itemsa Abnormal scores
Prosocial Scale I try to be nice to other people. I care about their feelings

I usually share with others (food, games, pens, etc.)
I am helpful if someone is hurt, upset or feeling ill
I am kind to younger children
I often volunteer to help others (parents, teachers, children)

0–4

Emotional Symptoms Scale I get a lot of headaches, stomach-aches or sickness
I worry a lot
I am often unhappy, down-hearted or tearful
I am nervous in new situations. I easily lose confidence
I have many fears. I am easily scared

7–10

Conduct Problems Scale I get very angry and often lose my temper
I usually do as I am told 
I fight a lot. I can make other people do what I want
I am often accused of lying or cheating
I take things that are not mine from home, school or elsewhere

5–10

Hyperactivity/Inattention Scale I am restless, I cannot stay still for long
I am constantly fidgeting or squirming
I am easily distracted, I find it difficult to concentrate
I think before I do things
I finish the work I’m doing. My attention is good

7–10

Peer  Relationship Problems Scale I am usually on my own. I generally play alone or keep to myself
I have one good friend or more 
Other people my age generally like me
Other children or young people pick on me or bully me
I get on better with adults than with people my own age

6–10

Total Difficulties Scale Summing scores of the scales: Emotional symptoms, Conduct problems, 
Hyperactivity/inattention, and Peer problems

20–40

aFor all items except the 5 printed above in bold, the item is scored 0 for “Not True”, 1 for “Somewhat True”, and 2 for “Certainly True”. For the 5 items printed in bold, the score is 
reversed as 2 for “Not True”, 1 for “Somewhat True” and 0 for “Certainly True”. 
SDQ = Strengths and Difficulties Questionnaire
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The total difficulties score was abnormally high 
(≥ 20) in 55.2% of all school children, and more than 
half of Jordanian and Syrian schoolchildren had peer 
relationship problems (53.6% and 55.5%, respectively). 
Besides peer relationship problems, Syrian schoolchildren 
refugees had more conduct problems (47.6%), emotional 
symptoms (32.0%), and total difficulties (58.2%) compared 
to Jordanians (44.8%, 30.8% and 52.5% respectively). 
In contrast, Syrian schoolchildren refugees had less 
hyperactivity/inattention problems (35.5%) than their 
Jordanian peers (36.9%), and they had fewer prosocial 

behaviour problems (42.5% vs 43.0%, respectively). 
Figure 2 shows the percentages of Syrian schoolchildren 
refugees who scored above the clinical cutoff values of 
the SDQ scales compared to Jordanians.

Logistic regression analysis indicated that Jordanian 
and Syrian schoolchildren differed significantly in overall 
difficulty, emotional symptoms, and peer relationship 
problems (Table 3). Syrian schoolchildren refugees were 
more likely to develop overall difficulties and emotional 
symptoms than Jordanian schoolchildren were. In 

Table 2 Sociodemographic characteristics of Syrian schoolchildren refugees and Jordanian schoolchildren

Variable Jordanian adolescents Syrian adolescent refugees  P

n % n %
Gender 0.315

   Male 856 45.6 777 43.9
   Female 1,021 54.4 991 56.1
City < 0.001

   Mafraq 483 25.7 479 27.1
   Sahab 542 28.9 422 23.9
   Zarqa 616 32.8 468 26.4
   Ramtha 236 12.6 399 22.6
Parents’ marital status < 0.001

   Living together 1,636 87.2 1,381 78.1
   Separated 135 7.2 227 12.8
   1 or both died 106 5.6 160 9.0
Mother’s education < 0.001

   Not educated 51 2.7 112 6.4
  < than high school 355 19.1 937 53.5
   High school 815 43.9 574 32.8
   University 636 34.2 128 7.3
Father’s education < 0.001

   Not educated 47 2.5 81 4.6
   Below high school 341 18.3 885 50.2
   High school 878 47.2 611 34.7
   University 595 32.0 186 10.6
Total family income
(JD)/month)

< 0.001

   ≤ 250 256 15.0 976 63.1
   251–500 791 46.2 487 31.5
   > 500 665 38.8 83 5.4
Housing < 0.001

   Apartment 478 25.6 1,081 61.5
   House 1,390 74.4 678 38.5
Family size < 0.001

   < 6 451 24.0 428 24.2
    6 479 25.5 374 21.1
    7 478 25.5 346 19.6
    > 7 469 25.0 620 35.1

JD = Jordanian dinar.
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contrast, they were less likely than their Jordanian peers 
to have peer relationship problems. 

The emotional and behavioural problems of the SDQ 
scales were assessed for gender difference. Girls had a 
higher risk of developing emotional symptoms (36.4%) 
and hyperactivity/inattention problems (40.7%) than boys 
were (25.1%, 30.8% respectively) (p<0.001 for each scale). 
Conduct problems, p-value=0.003 were more common 
among boys than girls (48.8% vs 44.0%). Also, (p<0.001 
for each scale) boys had more peer problems (62.9%) and 
abnormal prosocial behaviours (52.1%) compared to girls 
(47.7% and 35.1%, respectively).

Regarding the parental social situation, 266 (7.3%) 
experienced the death of at least 1 parent, and 362 (9.9%) 
reported parents’ separation, while most children (n=3017, 
82.8%) lived together with their both parents (Table 
4). Those who had a history of parental death scored 
significantly higher on overall difficulties, emotional 
symptoms, and conduct problems scales compared with 
children who lived together with their parents or whose 
parents were separated (p<0.005 for each scale). School 
children who experienced parental separation had 
significantly more peer relationship problems (71.5%) and 
more prosocial behaviour problems (54.4%) than those 
with parental death (60.2% and 40.4%, respectively), and 

Figure 2 The emotional and behavioural problems among Jordanian schoolchildren and Syrian schoolchildren refugees in Jordan

Overall difficulties

Prosocial behaviors

Emotional symptoms
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Hyperactivity/Inattention problems

Peer relationship problems
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Figure 1 Participants flow chart
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who lived with both parents (52% and 41.5%, respectively) 
(p<0.001 for each scale).

SDQ scale scores showed a negative correlation 
between prosocial behaviour and emotional symptoms (r 
= –0.332, P < 0.001), conduct problems (r = –0.415, P < 0.001) 
and peer relationship problems (r = –0.239, P = 0.001). 
In contrast, emotional symptoms’ score was positively 
correlated with conduct problems (r = 0.545, P < 0.001), 
hyperactivity/inattention symtoms (r = 0.457, P < 0.001), 
and peer problems (r = 0.370, P < 0.001) . Also, conduct 
problems were significantly associated with hyperactivity/
inattention symptoms  (r = 0.420, P < 0.001) and peer 
problems (r = 0.218, P < 0.001). Finally, hyperactivity/
inattention symptoms  were positively but weakly 
correlated with peer relationship problems (r = 0.057,  
P = 0.002).

Discussion
The prevalence rates of behavioural and emotional symp-
toms for all SDQ domains were common among both Syr-
ian and Jordanian schoolchildren. Syrian schoolchildren 
refugees had a higher risk of developing total difficulties 
and emotional symptoms than their Jordanian peers had. 
Experiencing death or separation of parents, low parental 
educational levels, low family income, and large family 
size were prevalent among Syrian refugees, contributing 
significantly to developing behavioural and emotional 
problems. Thus, these challenges affect the mental health 
and psychosocial wellbeing of Syrian refugee children. 

The Syrian refugees suffered from conflict-
related violence coupled with the ongoing stressors 

related to displacement, explaining their emotional 
and behavioural problems. Our findings highlighted 
increased emotional and behavioural problems among 
child survivors of the Syrian Civil War by showing high 
rates of possible peer relationship, conduct and prosocial 
problems. In Turkey, another neighbouring country 
of the Syrian Arab Republic and the largest Syrian 
refugee-hosting country (16), the prevalence estimates 
of behavioural and emotional symptoms among Syrian 
refugee children were higher than those in the general 
population (41). In another Turkish study, prevalence 
rates among Syrian refugee children were as high as our 
findings, with 64.9% for peer relationship problems, 45.5% 
for emotional problems, 39% for total difficulties, 27.3% 
for conduct problems, 19.5% for hyperactivity problems 
and 2.6% for abnormal prosocial behaviours (42). In Iraq, 
all Yazidi children and adolescents, who were forcibly 
displaced following war, exhibited several psychiatric 
symptoms and disorders; 50% had 1 symptom, and 50% 
had more than 1 (43). A study of the epidemiology of 
PTSD and depression among refugee children resettled 
in developed countries reported high incidence rates for 
depression and PTSD (44). 

Our study demonstrated high levels of peer relation-
ship and prosocial problems that are not commonly 
studied among child survivors of war. This indicates 
that adverse psychological consequences of war-related 
experiences might not be limited to emotional problems. 
Similarly, high prevalence rates of conduct problems were 
noted among Syrian children; not often studied among 
child survivors of war and violence. These findings 

Table 3 Differences in behavioural and emotional symptoms between Jordanian and Syrian schoolchildren

SDQ scales (abnormal scores) Beta coefficient Adjusted odds 
ratioa

95% confidence interval P

Total difficulties (20–40) 0.358 1.431 1.071 1.912 0.015

Prosocial behaviours (0–4) 0.009 1.009 0.818 1.244 0.933

Emotional symptoms (7–10) 0.247 1.156 1.007 1.326 0.039

Conduct problems (5–10) -0.104 0.901 0.713 1.140 0.386

Hyperactivity/inattention problems (7–10) -0.128 0.880 0.706 1.096 0.254

Peer relationship problems (6–10) -0.234 0.791 0.631 0.992 0.042
aAdjusted for age, gender, income, mothers’ and fathers’ levels of education, parents’ current marital status, living area, and family size.  
SDQ = Strengths and Difficulties Questionnaire.

Table 4 Effects of parents’ marital status on emotional and behavioural problems of schoolchildren

SDQ scales (abnormal scores) Children living together with 
both parents
n = 3017 (%)

Parents’ separation
n = 362 (%)

Parental death
n = 266 (%)

P

Total difficulties (20–40) 1603 (53.2) 229 (63.3) 179 (67.5) < 0.001

Prosocial behaviours (0–4) 1252 (41.5) 197 (54.4) 107 (40.4) < 0.001

Emotional symptoms (7–10) 908 (30.1) 120 (33.1) 114 (43.0) < 0.001

Conduct problems (5-10) 1360 (45.2) 177 (48.9) 140 (52.8) 0.032

Hyperactivity/inattention problems (7–10) 1086 (36.2) 120 (33.1) 108 (40.8) 0.147

Peer relationship problems (6–10) 1563 (52.0) 259 (71.5) 159 (60.2) < 0.001
SDQ = Strengths and Difficulties Questionnaire.
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shed light on the importance of addressing behavioural 
symptoms as much as emotional problems.

Unexpectedly, Jordanian schoolchildren studying at 
the same schools as Syrian schoolchildren refugees were 
found to have comparatively high levels of behavioural 
and emotional symptoms. The prevalence rates of 
emotional and behavioural problems among Jordanian 
school children were higher than those in other countries, 
including New Zealand, where prevalence rates ranged 
from 2% for peer problems to 11% for conduct problems 
(45), Islamic Republic of Iran (6–24% for all SDQ domains) 
(46), and other countries in the Middle East (47).

However, our results are concordat with other 
reports from Jordan (48–50). Behavioural and emotional 
symptoms among Jordanian schoolchildren could be 
attributed to the dearth of adolescent and child mental 
health services in Jordanian schools, as only 12% of 
schools offer counselling services (6). Also, mental health 
illiteracy, shortage of research, and limited advocacy 
bodies are other reasons for this finding. Jordan suffers 
from limited natural resources, low- to middle-income 
rates and economic challenges that have been worsened 
by the Syrian and Iraqi crises. The large number of Syrian 
refugees entering the country had a substantial impact 
on the country’s economy and social structure, with many 
Jordanians facing job shortages and intense competition 
for scarce resources. Other significant challenges facing 
Jordan include high unemployment, and continued 
pressure on the existing national health system and 
services. Economic challenges, job competition, and 
limited schools and national resources have created 
significant concerns for some Jordanian families that 
could reduce their mental wellbeing and capacity to care 
for children. Jordanians continue to suffer and share 
scarce resources with the Syrians, while the Syrians have 
demonstrated remarkable resiliency after several years of 
resettlement (5).

Emotional symptoms and hyperactivity/inattention 
problems were more prevalent among girls than boys, 
while conduct and peer relationship problems and 
prosocial behaviour were higher among boys than girls 
in our study. Our findings are concordant with Çeri et al. 
who reported more emotional problems among girls and 
more conduct problems among boys (42). Thus, traumatic 
events may influence boys and girls in different ways; for 
example, boys are prone to externalization or behavioural 
problems, while girls are prone to internalization 
problems (depression and anxiety disorders) after 
traumatic events (51). Therefore, precise evaluation of 
psychiatric disorders should be conducted to explore 
the effects of displacement and war on mental health 
regardless of gender.

Our findings demonstrated negative correlations 
of prosocial behaviours with emotional, conduct and 
peer relationship problems. Thus, prosocial skills could 
be a protective factor against developing mental health 
symptoms and psychosocial problems. In contrast, 
emotional, conduct, hyperactivity/inattention, and 
peer relationship problems were positively correlated. 

Therefore, they could be risk factors for mental 
health symptoms and other psychiatric disorders by 
deteriorating social attendance. These findings were 
reported by Çeri et al. (42). 

In Jordan, the focus on mental health services for 
citizens and refugees is insufficient; available resources 
are limited, with only 3 mental health hospitals, a 
specialized psychiatric hospital for children, and low 
rates of psychiatric beds for the population (1:10 000) (19, 
52). Besides, there are only 1 psychiatrist, 2 psychiatric 
social workers, and 0.04 psychiatric nurses for 100 000 
inhabitants in Jordan (52). The lack of insurance coverage 
for Syrian refugees and the Jordanian community with 
mental illnesses in the private sector and their high cost 
exacerbates affordability issues. Also, all primary health 
care facilities in Jordan are physician-based, in which 
primary health care physicians are allowed to prescribe 
psychotropic medications but with restrictions.

To date, no fixed budget is dedicated to mental health 
services. Despite recent efforts to shift attention and 
resources to community-based services, the majority 
(estimated > 90%) of financial resources for mental health 
are currently directed towards tertiary hospitals treating 
mental disorders. This has represented a considerable 
challenge to expanding community-based services.

A lack of psychiatric facilities, mental health 
awareness, professional training, and culturally sensitive 
psychiatry treatment in Jordan, and poor cooperation 
between centralized treatment services and clinicians, 
coupled with social barriers, such as stigma and beliefs 
about mental illnesses, family structures, education, and 
religion, have been identified as significant challenges to 
mental health systems in Arab countries including Jordan 
(53–56). Thus, the Jordan Ministry of Health National 
Center for Mental Health is invited, as a leader of mental 
health services in Jordan, to make improvements by 
incorporating mental health care into primary care; 
increasing mental healthcare awareness among primary 
care physicians to improve screening; providing training 
for specialists in mental health; improving social services 
in communities; and promoting community psychology 
programmes. Solid educational campaigns are suggested 
to occur at all levels to inform the public about mental 
health issues, with a goal of reducing stigma and 
encouraging those in need to access available services. 
Also, prioritizing the developmental needs of children 
and adolescents (emotional, social, educational, physical 
and cognitive) in schools is needed, including support 
to parents desperate to ensure the wellbeing of their 
children.

This study had a few limitations. The lack of available 
data on nonrespondents and the cross-sectional design are 
inherent limitations that could affect interpretation of the 
results. Although the relatively large sample was collected 
from different areas, the achieved representativeness 
was low, limiting our findings to the broader populations 
of Jordanian and Syrian schoolchildren. Thus, the 
results are unlikely to be generalized beyond the people 
who responded. The response rate (69%) was good, but 
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Symptômes comportementaux et émotionnels chez les écoliers : comparaison entre 
les Jordaniens et les réfugiés syriens
Résumé
Contexte : La prévalence des maladies mentales, notamment la dépression, l'anxiété, la dépendance à la nicotine 
et les troubles du sommeil, est élevée chez les adolescents et les écoliers jordaniens. De nombreux jeunes réfugiés 
syriens en Jordanie présentent un risque accru de maladies physiques et psychologiques.
Objectifs : Évaluer les symptômes comportementaux et émotionnels chez les écoliers syriens réfugiés en Jordanie et 
leurs camarades jordaniens. 
Méthodes : Une étude transversale descriptive a été menée d'octobre à décembre 2018 dans un groupe d'écoliers 
syriens et jordaniens, âgés de 12 à 17 ans, qui fréquentaient les mêmes écoles dans quatre villes ayant la plus forte 
densité de réfugiés syriens. Un questionnaire auto-administré a été utilisé pour recueillir des informations sur les 
caractéristiques socio-démographiques. Le questionnaire sur les points forts et les difficultés a été utilisé pour évaluer 
les symptômes comportementaux et émotionnels. 
Résultats : La présente étude portait sur 1877 écoliers jordaniens et 1768 écoliers syriens réfugiés. Les parents des 
enfants syriens étaient nettement moins instruits, avaient des revenus considérablement inférieurs et des familles 
plus nombreuses que les parents jordaniens. Les difficultés totales et les problèmes de relations entre pairs étaient 
anormalement élevés chez plus de la moitié des enfants. Par rapport aux Jordaniens, les écoliers syriens avaient 
davantage de difficultés totales (58,2 % contre 52,5 %), de problèmes de relations entre pairs (55,5 % contre 53,6 %), de 
problèmes comportementaux (47,6 % contre 44,8 %) et émotionnels (32,0 % contre 30,8 %), mais ils avaient 
moins de problèmes d'hyperactivité/inattention (35,5 % contre 36,9 %) et de problèmes liés aux comportements 
prosociaux (42,5 % contre 43,0 %). À la régression logistique binaire, les écoliers syriens étaient plus susceptibles que 
les écoliers jordaniens d'éprouver des difficultés générales et des symptômes émotionnels.
Conclusion : Les écoliers syriens et jordaniens présentaient des symptômes comportementaux et émotionnels 
importants, mais non exprimés, ainsi que des besoins en matière de santé mentale. Ils avaient tous besoin d'un 
soutien psychosocial urgent.

monetary incentives are suggested to achieve a better 
response rate, and we suggest inserting an instructional 
manipulation check such as a blue-dot task to increase 
the statistical power and reduce the signal-to-noise ratio. 
Additionally, because this was a survey-based study in 
the absence of teachers and other school personnel, 
the results are subject to recall, and we could not check 
if participants’ responses were accurate. The factors 
associated with the psychological symptoms may not be 
actual risk factors. Thus, longitudinal studies are more 
likely to yield conclusive information on the prevalence 
and associated risk factors than cross-sectional studies 
are.

Conclusion
Behavioural and emotional symptoms are common 
among Syrian schoolchildren refugees and Jordanian 
children sharing the same schools. Syrian schoolchildren 
refugees have a higher risk of developing total difficul-

ties and emotional symptoms than their Jordanian peers 
have. This necessitates swift interventions to improve 
adolescents’ wellbeing and their psychosocial needs. 
Thus, we urgently recommend supporting the children’s 
refugees and their peers of the host country with psycho-
social support programmes, community outreach activ-
ities, awareness campaigns, and other educational pro-
grammes. Experiencing death or separation of parents, 
low parental educational levels, low family income, and 
large family size, as well as peer relationship, conduct and 
hyperactivity problems are risk factors for mental health 
symptoms. On the other hand, prosocial behaviours can 
serve as protective factors against mental health symp-
toms. Thus, targeting vulnerable groups is also crucial 
for implementing effective interventions. We call for in-
creasing awareness of adolescents and parents towards 
mental health illnesses and available services. Also,  more 
studies are suggested to explore the causes and associ-
ated factors with behavioural and emotional symptoms 
among Syrian and Jordanian schoolchildren. 
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األعراض السلوكية والعاطفية بني تالميذ املدارس: مقارنة بني األردنيني والالجئني السوريني
عثامن بني يونس ، يوسف خرض، عبد احلميد املسرتحيي، ساره أبوخضري، مراد داوود

اخلالصة
اخللفية: توجد معدالت انتشار عالية لألمراض النفسية، ومنها االكتئاب والقلق واالعتامد عىل النيكوتني واضطرابات النوم، بني املراهقني وتالميذ 

املدارس يف األردن. ويف األردن كثري من الالجئني السوريني الشباب الذين يزداد خطر إصابتهم بأمراض بدنية ونفسية.
األهداف: هدفت هذه الدراسة إىل تقييم األعراض السلوكية والعاطفية بني التالميذ السوريني الالجئني يف األردن ونظرائهم األردنيني. 

طرق البحث: أُجريت دراسة وصفية مقطعية يف الفرتة من أكتوبر/ ترشين األول إىل ديسمرب/ كانون األول 2018 عىل التالميذ السوريني واألردنيني، 
الذين ترتاوح أعامرهم بني 12 و17 عاًما، ويذهبون إىل املدارس نفسها يف 4 مدن هبا أعىل كثافة لالجئني السوريني. واسُتخدم استبيان ذايت اإلبالغ 

جلمع معلومات عن اخلصائص االجتامعية والسكانية. واسُتخدم استبيان مواطن القوة والصعوبات لقياس األعراض السلوكية والعاطفية. 
ا و1768 تلميًذا سوريًّا الجًئا. وكان املستوى التعليمي آلباء األطفال السوريني أقل كثرًيا، كام كانت  النتائج: شملت الدراسة 1877 تلميًذا أردنيًّ
ُدخوهلم أقل كثرًيا، وأرسهم أكرب عدًدا مقارنًة باآلباء األردنيني. وكانت الصعوبات اإلمجالية ومشكالت العالقات بني األقران مرتفعة ارتفاًعا غري 
 ،)%52.5 طبيعي يف أكثر من نصف األطفال. ومقارنًة باألردنيني، واجه التالميذ السوريون قدًرا أكرب من الصعوبات اإلمجالية )58.2% مقابل 
مقابل   %32.0( العاطفية  واملشكالت   ،)%44.8 مقابل   %47.6( السلوك  ومشكالت   ،)%53.6 مقابل   %55.5( األقران  عالقات  ومشكالت 
30.8%(، لكن كانت مشكالت فرط النشاط/ عدم االنتباه )35.5% مقابل 36.9%(، ومشكالت السلوك االجتامعي )42.5% مقابل %43.0( 
لدهيم أقل. ويف االنحدار اللوجستي الثنائي، كان التالميذ السوريون أكثر عرضًة للصعوبات العامة واألعراض العاطفية مقارنًة بالتالميذ األردنيني.
االستنتاجات: كانت هناك أعراض سلوكية وعاطفية واحتياجات صحية نفسية كربى، وإن كانت غري معلنة، بني التالميذ السوريني واألردنيني. 

وهم مجيًعا يف حاجة إىل دعم نفيس اجتامعي عاجل.
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Abstract
Background: Adverse birth outcomes of immigrant women and neonates are associated with the quality of perinatal 
care. For this reason, examining immigrant women’s experiences of perinatal care is necessary if host country care sys-
tems are to respond appropriately to migration.
Aims: The aim of the study was to evaluate the perinatal care experiences of immigrant women.
Methods: The qualitative phenomenological design used in the study enabled to make an in-depth exploration of immi-
grant women’s experiences. The participants were 24 women who had a pregnancy within the past 6 months and lived 
in Adana, Turkey, between September and December 2019. Data were collected using a semi-structured form through the 
snowball method. Qualitative data were analysed using the thematic analysis method.
Results: The participants’ mean age was 21.41 [standard deviation (SD) 3.86] years. Mean age at first pregnancy was 17.27 
(SD 4.59) years. It was determined that immigrant women received insufficient maternity services. In thematic analysis, 
4 main themes indicating barriers to sufficient perinatal care were identified. The barriers to maternal care services were: 
language barrier, cultural incompatibility, decreased social support and inadequate information.
Conclusion: Our findings indicated that perinatal care for immigrant women was inadequate and their experiences were 
generally negative. Although the barriers seem separate, they are actually intertwined, with the language barrier appear-
ing to be the main one. Innovative approaches are needed to solve this problem. Mobile applications that translate instant-
ly can be used by both immigrant women and health care professionals.
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Introduction
For many women, the transition to motherhood is the 
most important developmental life event. Perinatal care 
includes the maternal care provided in the antenatal 
care, birth, and postnatal care facilities. Care and social 
support, starting with pregnancy, is the key to safe birth 
and maternal and child health (1). This process, especial-
ly when it happens simultaneously with immigration 
requiring a new adaptation, may negatively affect the 
woman’s health and well-being (1,2,3). Immigration can 
result in negative outcomes on people’s well-being and 
physical and mental health. While many immigrant 
women experience healthy pregnancies, issues about es-
tablishing a new life could affect the pregnancy process 
negatively and cause women to experience poorer peri-
natal outcomes than expected (1,4). 

Studies on immigrant women show that they 
have increased risks in terms of pregnancy- and birth-
related complications such as anaemia, bleeding, fetal 
distress, stillbirth and preterm birth (3,5). More negative 
physiological and psychological maternal consequences 
are reported in immigrant women in comparison to 
the local population. A sample in Canada showed that 

prevalence of postpartum depression was 5 times greater 
in Syrian immigrant mothers compared with the local 
population (6,7). It has been reported that this ratio could 
be higher in developing countries (8). 

These negative results suggest that it is necessary 
to eliminate the barriers to high quality perinatal care 
(9). Perinatal care experiences of immigrant women 
and those of local women demonstrate significant 
differences. Immigrants are more at risk in terms of 
negative pregnancy and birth outcomes (10). Current data 
on the migrant sample can be accessed from the 2018 
Turkey Demographic and Health Survey Syrian Migrant 
Sample results in Turkey (11). From this survey: the 
average number of children among the Syrian women is 
5.1; it is 2.3 in the local population; the adolescent birth 
rate is 39.3% in the Syrian sample, and 3.5% in the local 
population; and the proportion having 4 or more prenatal 
check-ups is 46% among Syrian women while it is 90% 
in the local population. No data have been published 
regarding the maternal mortality ratio among Syrian 
women, however, the higher infant mortality rate has 
been emphasized: the rate is 22 per thousand live births 
in the Syrian sample (11) but 6.7 per thousand in the 
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local population (12). While low birth weight is 20% in 
the Syrian sample, it is 12% in the Turkish sample. The 
proportion of those who never received postpartum 
care is 2 times greater than the Turkish sample (10%). 
Comparative studies on birth outcomes in Turkey report 
higher rates of anaemia and higher rates of pre-term 
birth and neonates with low birth weight among Syrian 
women in comparison to the local population (13–17). 

The quality of perinatal care may be affected by 
many factors. In addition to the cultural background, 
maternal and fetal health could be affected by factors 
such as women’s previous experiences, immigration 
conditions, beliefs, education level, financial status in 
the host country, social networks, access to services, and 
communication in the services accessed (18–21). 

In the 10th year of forced migration from Syria, 
Turkey hosts the highest number of immigrants (22), and 
Adana is the city with the 5th highest Syrian population 
(11.2%) (23). However, no studies have investigated the 
perinatal care of immigrant women. Hence, the purpose 
of this study is to evaluate Syrian immigrant women’s 
experiences of perinatal care in Adana in line with 
maternal-fetal care standards and identify the barriers to 
receiving adequate care. 

Methods 
Design and sample size
This study utilized a phenomenological qualitative de-
sign based on immigrant women’s perinatal care expe-
riences. The research design was structured according to 
Giorgi’s phenomenological research approach. According 
to Giorgi, phenomenological studies aim to understand 
individuals’ world views and experiences that are mean-
ingful for people sharing these experiences (24,25). The 
main purpose of phenomenology is to reduce the indi-
vidual experiences regarding a phenomenon into a uni-
versal explanation (26). Phenomenological studies in im-
migrant research are reported to be effective tools in the 
development of policy interventions (27). The phenome-
non of the study is perinatal care, and the main research 
questions are: 

• How do Syrian immigrant women experience the 
care in the pregnancy, birth, and postpartum pro-
cesses? 

• What are the barriers to Syrian immigrant women 
receiving qualified perinatal care? 

Data collection 
The study was conducted with immigrant women living 
in the Yüreğir province of Adana, Turkey, between Sep-
tember and December 2019; the region where the study 
was conducted includes high numbers of Syrian immi-
grants and asylum seekers. The study, which aimed to 
evaluate the perinatal care experiences, included Syrian 
immigrant women who lived in Adana and experienced 
a pregnancy within the past 6 months. According to Cre-
swell and Poth, the participants could comprise 5–25 indi-

viduals who have experience regarding the phenomenon 
under investigation (25); however, the number of partic-
ipants could be considered sufficient when the concepts 
and processes elicited start to repeat. Data transcribed 
after each interview were determined to have data satu-
ration, and the study was completed with 24 women. 

All the participants lived in their own houses in the 
city centre. The interviews were administered in their 
homes because more reliable data were considered to 
be elicited in a place where the participants felt more 
comfortable. The starting person of the study was the 
daughter of an opinion leader; she taught how to read 
Quran to Syrian women. She was a religious leader trusted 
by both women and their families, and they consulted 
her on various topics. As the research population had 
a conservative family structure and was vulnerable, 
purposeful sampling was utilized to choose this starting 
person to increase the reliability of the research and 
researchers. This communication network was utilized 
for the successive interviews. The participants were 
contacted before the interviews; they were introduced 
to the researcher and informed about the duration of the 
interviews and expectations about the environmental 
conditions during the interviews. The participants were 
visited on days and times determined by them. During the 
visits, the participants were given little gifts specific to 
the host country. The interviews were conducted using a 
semi-structured form and started after informed consent 
was received from the participants. All the interviews 
started with descriptive questions about demographics 
and perinatal care and continued with semi-structured 
questions. The in-depth interviews were conducted face-
to-face and continued by moving from semi-structured 
questions to exploratory questions. 

The first question asked during the interviews 
was: “Could you please share the pregnancy, birth, 
and postpartum experiences of Syrian immigrant 
mothers with us?” Other main questions were: “Did you 
experience any difficulties in accessing the maternal care 
you needed in the pregnancy period. If you experienced 
any difficulties, could you please tell us about them?”, 
“Did you experience any difficulties in accessing the 
care you needed during labour? If you experienced 
any difficulties, could you please tell us about them?”, 
“Did you experience any difficulties in accessing the 
maternal care you needed in the postpartum period? If 
you experienced any difficulties, could you please tell 
us about them?”, “Can you tell us about the process of 
transition to motherhood as a Syrian immigrant woman? 
How was living in a foreign country like?” 

Then there followed the sub-questions: “How did 
experiencing your pregnancy in a foreign country make 
you feel?”, “Could you please tell us about how it was 
like to experience labour in a foreign country?”, “Could 
you please describe the feelings of living an adaptation 
process in the postpartum period in a foreign country?”, 
“What are your suggestions about a better motherhood 
experience as an immigrant woman?”. The interviews 
took around 45–90 minutes. 

Book 27-12.indb   1174Book 27-12.indb   1174 09/02/2022   18:3909/02/2022   18:39



1175

Research article EMHJ – Vol. 27 No. 12 – 2021 Migrant special issue

One of the authors (HE), who took the assistant 
researcher role in this study, is a Syrian immigrant 
student who is proficient in Turkish and Arabic and is 
enrolled in 3rd year in the midwifery department. The use 
of the mother language is important while expressing 
emotions. All of the interviews were conducted in 
Arabic and HE did simultaneous interpreting during 
the interviews. Two authors (BAV and COK) did the 
recordings in Turkish. Crosschecks were done during the 
interviews. After each interview, the notes taken by the 
researchers were reviewed quickly, and any missing or 
inadequate parts were completed. 

Data analysis
Raw data obtained from the interviews were analysed 
manually using the procedures recommended by Giorgi. 
The analysis methodology includes 5 steps: transcribing 
and familiarizing (reading or listening several times); 
identifying meaning units; re-grouping meaning units 
in clusters; transforming the meaning units into descrip-
tive expressions; and synthesis and integration (24).

The recordings were transcribed on the same day after 
the interviews. Arabic interviews were compared with 
Turkish recordings. One week later, data were evaluated 
again to eliminate the probability of being affected by the 
emotional intensity of the interviews and to protect data 
objectivity and prevent data loss. In the first step of the 
analysis, all the transcriptions were read several times to 
gain an idea about the participants’ experiences. This step 
was performed without any analysis purposes in mind. 
In the next step, the transcriptions were read for a second 
time to determine the meaning units. The meaning units 
were formed by reading and rereading, counting words, 
and checking alternatives with the same meanings. 
The next step included the transformation of the data 
into smaller and more manageable meaning units, and 
important expressions regarding the phenomenon 
under investigation were defined. Main themes and 
sub-themes representing the experiences regarding the 
phenomenon were determined. All the converted themes 
were synthesized into a consistent and explanatory 
statement of all participants’ perinatal care experiences. 

Rigour of study 
The researchers followed some standards to increase the rigour 
and validity of the study. First, cross-checks were done during 
the interviews, and the transcriptions of the recordings were 
made by the researchers who conducted the interviews. Next, 
data analysis was performed by midwife academics who are 
experienced in both perinatal care and qualitative analysis 
(BAV, SGS; SGS was not present during the interviews, which 
enhanced verification in data analysis). Then the research team 
working on the thematic analysis (BAV, SGS) used inter-coder 
reliability, and thereby augmented the reliability of the data in 
reading, coding and analysis. Once the first codes were defined, 
they were combined and refined to determine the themes. The 
themes were then compared with each other, the findings were 
discussed, and the main themes were identified. 

Ethical considerations 
The institutional review board of the participating university 
(No: 89/14062019-83) provided ethical approval for this study. 
Study permission was obtained from the Directorate of Mi-
gration Policy and Projects (No: 62103649-000-E.46812). The in-
formed consent part of the study provided the participants with 
the volunteer and anonymous nature of the study that would 
allow withdrawal at any time they wanted. 

Results
Participants
Among the 24 participants, mean age was 21.41 [standard de-
viation (SD) 3.86] years. The average age at the first pregnan-
cy was 17.27 (SD 4.59) years, and the average number of preg-
nancies was 3.08 (SD 1.89). Nineteen participants had less than 
4 prenatal check-ups. The thematic analysis revealed 4 main 
themes that were considered to affect the quality and nature 
of the women’s prenatal care experiences: the language barri-
er, cultural incompatibility, inadequate information and de-
creased social support (Table 1). 

Language barrier
None of the participants was proficient in Turkish. Not 
using the same language or lack of interpreting support 
was a common problem mentioned. One participant, 

Table 1 Barriers to perinatal care access among immigrant pregnant women, Adana, Turkey, September–December 2019

Main theme Subthemes 
Language barrier Difficulties in accessing health care

Difficulties in using health care effectively
Difficulties in articulating health problems

Cultural incompatibility Differences in beliefs and attitudes with the host country
Disrespectful and negative attitudes of health care providers
Trying to adapt to a new culture as a woman
Feeling of insecurity

Inadequate information Inadequate, incomplete and limited perinatal care
Inadequate awareness
Inadequate compliance policies

Decreased social support Decreased social support
Support from family, relatives and friends
Feelings of loneliness, isolation, and longing
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who was in her third pregnancy, declared the dissatisfac-
tion caused by the language barrier as: 

“… I was coughing. My husband spoke a little Turkish. He 
was trying to explain that I was feeling nauseous and coughing. 
They were just telling me to get an appointment and get 
examined. They did not listen to us; I got examined. The doctor 
just told me to have some tests. Tests, tests … My husband was 
trying to explain. The doctor insisted that first, we needed to 
have the tests.” (Participant 1). 

Another participant stated her experience with 
the language barrier as: “… It was not like this when I was 
pregnant in Syria. The doctor would tell me everything during 
the ultrasound examination. We spoke the same language. Here 
as if everything is numbers ... checking blood tests, prescribing, 
and saying good, good …” (Participant 5). 

The participants who needed the presence or guidance 
of a person during labour were found to have difficulties. 
The women who were generally accepted to the delivery 
room alone combined the loneliness with the feeling of 
helplessness due to the language barrier. 

“I did not know what to do when my birth pain started. The 
midwife came and looked at me, wrapped something on my 
abdomen. Then she said a word in Arabic (pain). I thought she 
spoke Arabic and started to explain (laughing). Then she started 
to speak in Turkish. I learned that she knew only one word in 
Arabic. Now I am laughing, but at that moment I did not know 
what to do. I said ‘God, what am I going to do? They do not 
understand me, how will I get rid of this pain?’” (Participant 10). 

The language barrier was a problem in both pregnancy 
care and social life.

“We are surprised to hear someone speaking Arabic when 
we go outside. Turkish people are surprised to hear us speaking 
Arabic. You are trying to communicate with them, but it does not 
happen. I mean, it is difficult.” (Participant 11)

The number of interpreters is not adequate in the 
hospital. Therefore, interpreters are usually positioned in 
polyclinics, hospitalization procedures, and emergency 
services. An excerpt is as follows: 

“I expected the doctor to visit me after surgery. The doctor 
was a man while I was going to surgery, and the one who visited 
was a woman. We do not have an interpreter whenever we need 
it, so we bring someone else for help. Sometimes we ask someone 
to interpret on the phone, but not everyone accepts this...” 
(Participant 13) 

Cultural incompatibility 
The participants focused largely on their beliefs and the 
number of births associated with their cultural values. 
They stated that they received verbal or nonverbal re-
actions from social environments particularly on these 
issues. They sometimes experienced these disrespectful 
reactions while they were receiving care. 

“When I went to the hospital, I asked for a female doctor. 
Then I saw that there were so many people waiting there, so I 
asked the interpreter if it was possible to change her and find 
another doctor. He told this to the secretary. The secretary told 
something angrily; I guess she was saying what makes the 

difference if it is male or female. Then the interpreter said there 
was no other option. I had to wait for my turn. My husband does 
not let me see a male doctor.” (Participant 7). 

“While we are walking on the street, they look at our black 
chadors and say something … I do not understand what they 
are saying, but I know that they are talking about this. They 
sometimes shout and say ‘here is Turkey, not Syria’. But this is my 
belief, and this is what we are. There are also Turkish women like 
this. Are they doing the same thing to them? ... Mostly women are 
doing it. I feel very sad about it.” (Participant 22)

The participants stated that the number of children 
was part of their culture. Some participants thought that 
they received reactions about this and found it offensive. 

“They asked me how many children I had in the hospital, I 
showed 5 with my hand. They said ‘enough ... enough ...’ Why 
enough? Children are good. (Participant 17)

Another participant stated that people generally 
saw all Syrian people the same, but she said there are 
differences and they should not be considered the same. 

“They think that all Syrian people are the same and have 
children one after another. I am not like this. They think we 
all have many children. I do not get pregnant before 3 years.” 
(Participant 2).

Inadequate information
Most of the participants experienced difficulties in com-
municating with their relatives during the labour pro-
cess; they were not informed about the implementations 
during pregnancy; and most of the time they did not un-
derstand the things told to them. Follow-ups are impor-
tant even for women who have experienced pregnancy 
before. One participant told us: 

“In my 2 previous pregnancies in Syria, the doctor told me to 
use folic acid and I did. However, here they did not tell me such 
thing and I did not use it.” (Participant 8)

Health care providers had the necessary Arabic 
language information forms. Education level is low 
among Syrian women, and some of them cannot even 
read in their own language. One participant stated her 
ideas regarding this issue:

“A nurse came to our room after labour and checked if I 
was bleeding. Then she gave me a piece of paper with pictures 
and texts on it. I could not read the paper. Other women in the 
room were Turkish. She gave the same paper to them and then 
she started to explain. She was showing something; I watched. 
The nurse was turning and showing me as well. If you ask, she 
told so many things, but I only know the things she showed.” 
(Participant 4)

A participant who stated that she wanted to attend 
antenatal classes expressed her feelings: 

“While waiting for the test results, we were sitting opposite 
the antenatal course classroom in the hospital garden. We asked 
each other about what that place was. Then a person sitting next 
to us said that it was a classroom for an antenatal course. She 
told us that they were teaching things to decrease pain during 
labour. I had a lot of pain in my first birth. I also wanted to 
participate when I learned that it was free. But then I learned 

Book 27-12.indb   1176Book 27-12.indb   1176 09/02/2022   18:3909/02/2022   18:39



1177

Research article EMHJ – Vol. 27 No. 12 – 2021 Migrant special issue

that it was not given in Arabic. I wish I could have learned. I 
might have had less pain.” (Participant 2)

Decreased social support
The presence of social mechanisms is important for peo-
ple, who are social beings. Some excerpts regarding de-
creased social support are as follows:

“I was born in one house and lived there until I got 
married. My daughter will not have one house because we are 
moving every year. My daughter will not have a mother’s or 
grandmother’s house.” (Participant 6)

“When I first got pregnant, I was alone here. I was alone in 
Turkey as well; I did not have my family and relatives. I cried a 
lot and felt so sorry when I learned that I was pregnant. I wanted 
my family to receive the pregnancy news and become happy 
with me. No one knew that I was pregnant and no one saw 
that I had a daughter. Only one Turkish neighbour I had felt so 
happy. Yes, my neighbour felt happy with me. But she was not 
my aunt for example. I wish I had had my family with me then.” 
(Participant 24) 

“My midwife was very good. She never got angry with me. 
But another midwife got very angry with a woman next to me. 
When she left, I talked with her and we became friends. I told her 
not to shout and cry. She said these would not have happened 
if we were in Syria. I agreed, but I said we had no choice but to 
get used to this country. She then calmed down, she called me 
sister when she needed something. When we were in Syria, we 
had a birth at home and we had our mother or sisters with us.” 
(Participant 6)

Immigrant women, who have to deal with many 
difficulties due to forced migration, cannot meet 
these needs in the postpartum period adequately. One 
participant who missed her mother’s support explained 
her feelings: 

“Loneliness is so hard. I do not have my mother and family 
here. I wanted to be with my mother. I am so sad about it. This is 
my fourth child. If I had my mother with me, she would take care 
of other children as well. She would help me. I sometimes need 
help even with cooking. If I had my mother here, she would help 
me. My husband also helps, but it is not like my mother’s help.” 
(Participant 9)

Discussion 
The results show that Syrian immigrants have negative 
experiences with maternal care services, and there are 
barriers in accessing these services. Language barrier, 
cultural incompatibility, reduced social support and in-
sufficient information prevent immigrant women from 
receiving maternal care services at an optimum level. 
Research conducted so far suggests that maternal care 
services and access to services are still insufficient for 
refugee women forcefully displaced in humanitarian 
crisis situations. This insufficiency stands as a barrier 
to full enjoyment of maternity care for refugee wom-
en. Pregnancy is an important and special experience in 
a woman’s life. This process can sometimes be defined 
by complex emotions. The difficulties of being an immi-
grant could make it even more complicated. Although the 

host countries are different, the difficulties experienced 
by women in their motherhood are quite similar. Chu et 
al. defined immigrant women’s first labour experiences 
with “experiencing a crisis”, “depending on others”, and 
“looking for solutions” themes (19). These themes were 
reported to be associated with barriers such as inade-
quate perinatal care, language barriers, social isolation, 
lack of knowledge, and lifestyles that depend on others. 
The World Health Organization reported the factors 
affecting the health of mothers and neonates as the de-
velopment index of the mother in regard to gender, the 
health system of the country they come from, socioeco-
nomic level, education level, use of mother tongue, social 
network, duration of access to the care and interven-
tions in the host country, and strong integration policies 
(1,4,28–30). The results of our study are in line with the 
previous research. 

Communicating effectively and understanding 
maternal care systems are of great importance while 
seeking perinatal care. Consistent with previous 
research, our findings indicate inadequate access to 
interpreter services (18). For many immigrant women, 
the language barrier prevents accessing information 
about the services available to them (2–4,18,31–34). In 
addition, limited language skills decrease women’s self-
confidence in expressing their needs and preferences (32). 
The “fear, anxiety, and pain” experienced in the labour 
process is closely associated with stress. Notably, the fear 
experienced while having a very special experience is 
associated with the consequence of being an immigrant. 

The quality and nature of information in perinatal 
care services are important for all women. However, it 
is even more important for women who do not speak 
the local language or who do not fully understand the 
culture and health care system of the host country. The 
condition is even more serious if women come from 
a health system with no regular maternal services. 
Besides, Syrian women’s education level is generally low. 
The health system for immigrant women is generally 
designed for the middle-class and targeting the host 
majority (33). Therefore, individuals could tend to benefit 
from impractical, illegal, and cheaper health care options. 
Women sometimes evaluate the information and 
education processes like an opportunity to socialize. Orgel 
and Merve reported high participation and satisfaction 
rates in the antenatal classes designed for Syrian women 
(99.1%) (34). The researchers concluded that the interest 
was associated with the perception of seeing these 
courses as an opportunity to leave home, socialize with 
other women and communicate with medical experts in 
the host country.

Culture is an important element that shapes the 
values of a society. The cultural complexity experienced 
by communities that come with migration is a factor 
that makes life difficult. Studies conducted with Muslim 
immigrant women showed that women particularly 
emphasized the importance of continuous care and stated 
that they preferred midwives throughout pregnancy 
and female health professionals in the follow-ups after 
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labour (35). Sometimes their desire to choose the sex of 
doctors was responded to disrespectfully and they were 
marginalized. They were subjected to this discrimination 
not only in the institutions but also in social life. They 
were excluded sometimes due to their language or 
clothes. The most dramatic effects of immigration are 
experienced by women and children. The host country 
is a safe shelter for them. One of the participants stated 
her feelings as follows: “We were waiting at the border. The 
Syrian side was completely dark. The Turkish side had lights. I 
said, ‘God there is still a safe place in the world’”. Maintaining 
the definition of this safe area is highly important, 
particularly for women. 

Many studies have reported that immigrant women 
had difficulties in coping without their families and 
social networks and that they needed emotional support 
(13,18,20,32). Family support and social support help 
women to become more resilient when they encounter 
language and cultural problems in accessing maternal 
services (18). In the postpartum period, Syrian women 
receive strong support, particularly from their relatives. 
The participants indicated the lack of this support. Losing 
this support, traditions and cultural practices in relation 
to labour could make immigrant women more inclined to 
postpartum depression (36). 

This phenomenological study is a pioneer study 
investigating immigrant women’s perinatal care 
experiences, and being a field study is its strength. On 
the other hand, the study has some intertwined strengths 
and limitations. While the use of a qualitative method 
enabled the understanding of experiences regarding 
a certain phenomenon better due to the participants’ 
vulnerable history, the focus was on a limited population. 
Therefore, the results cannot be generalized. 

Another limitation is that the legal status of the 
sample was not identified, and the term “immigrant” was 
used to describe the participants. The Turkish Republic 
Directorate-General for Migration Management defines 
Syrian people’s status in Turkey as “asylum seekers”. 
Immigration status was not asked to the participants 

as it might have caused some drawbacks. Therefore, the 
immigrant status of the participants in this study might 
be different, and the study might not provide explicit 
information for the studies on immigrant people having 
specific status. However, one strength of the study is that 
it contributes to the limited literature on the perinatal 
care experiences of immigrant women living in Turkey. 

The last limitation is that the study represents the 
experiences of immigrant women living in the city 
centre, which may considered to be both a strength and 
a limitation of the study. In the camps, health services 
are provided regularly by Turkish and Syrian health 
personnel. In this situation, individuals are able to 
overcome various barriers in accessing health services. 
However, the economic or social insufficiencies of the 
sample living by their own means might have prevented 
access to health services. For this reason, the study 
includes bias consequential on the effects of the living 
conditions. 

Conclusion 
In conclusion, perinatal care is important to minimize 
adverse birth outcomes, especially in vulnerable groups, 
including pregnant immigrant women. Mutual trust 
between immigrant women and health care providers 
is important for providing quality care. The importance 
given to immigrant women, particularly by midwives, 
in perinatal care is an serious responsibility within the 
framework of cultural awareness. Immigrant health 
workers, as part of a strong integration system, should 
be employed not only in camps but also in health insti-
tutions in cities. Immigrant women’s knowledge about 
how to navigate the health care system could decrease 
negative perinatal outcomes. In this regard, the elimi-
nation of the language barrier is necessary for providing 
equal care. Language is the most important problem for 
immigrants. Innovative approaches are needed to solve 
this problem. Mobile applications that translate instantly 
can be used by both immigrant women and health care 
professionals.

Expériences des femmes syriennes immigrées en matière de soins périnatals : étude 
phénoménologique qualitative
Résumé
Contexte : Les issues défavorables de la grossesse chez les femmes immigrées et les nouveau-nés sont corrélées à 
la qualité des soins périnatals. Pour cette raison, il est nécessaire d'examiner les expériences des femmes immigrées 
en matière de soins périnatals pour que les systèmes de soins du pays d'accueil puissent apporter une réponse 
appropriée aux migrations.
Objectifs : La présente étude visait à évaluer les expériences des femmes immigrées en matière de soins périnatals.
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جتارب النساء السوريات املهاجرات فيام خيص الرعاية يف الفرتة املحيطة بالوالدة: دراسة كيفية للظواهر
بورجو فورجك، شوله رسوجو، مجيلة كورأوغلو، هبه عزو

اخلالصة
اخللفية: ترتبط نتائج الوالدة الضارة للنساء املهاجرات واألطفال حديثي الوالدة بجودة الرعاية يف الفرتة املحيطة بالوالدة. ولذا، فإن دراسة جتارب 
النحو  للهجرة عىل  أن تستجيب  املستضيف  البلد  الرعاية يف  لُنُظم  ُأريد  إذا  أمر رضوري  بالوالدة  املحيطة  الفرتة  الرعاية يف  فيام خيص  املهاجرات 

املناسب.
األهداف: هدفت هذه الدراسة إىل تقييم جتارب النساء املهاجرات فيام خيص الرعاية يف الفرتة املحيطة بالوالدة.

ف عىل جتارب النساء املهاجرات بصورة متعمقة. وشارك  ُطرق البحث: استخدمت الدراسة التصميم الكيفي لبحث الظواهر، األمر الذي أتاح التعرُّ
يف الدراسة 24 امرأة محلن خالل األشهر الستة املاضية وكن يعشن يف مدينة أضنة برتكيا يف الفرتة ما بني سبتمرب/ أيلول وديسمرب/ كانون األول 

لت البيانات الكيفية باستخدام طريقة التحليل املواضيعي. 2019. ومُجعت البيانات باستخدام شكل شبه منظم من خالل طريقة كرة الثلج. وُحلِّ
)بانحراف  سنة   17.27 األول  احلمل  عند  العمر  متوسط  وبلغ   .)3.86 معياري  )بانحراف  سنة   21.41 امُلشاِركات  عمر  متوسط  بلغ  النتائج: 
د التحليل املواضيعي أربعة مواضيع رئيسية تشري  معياري 4.59(. وخلصت الدراسة إىل أن املهاجرات حيصلن عىل خدمات أمومة غري كافية. وحدَّ
إىل وجود عقبات حتول دون كفاية الرعاية يف الفرتة املحيطة بالوالدة. ومتثَّلت العقبات التي حتول دون احلصول عىل خدمات رعاية األمهات فيام 

ييل: حاجز اللغة، وعدم التوافق الثقايف، وانخفاض الدعم االجتامعي، وعدم كفاية املعلومات.
االستنتاجات: أشارت النتائج التي توصلنا إليها إىل أن الرعاية يف الفرتة املحيطة بالوالدة للنساء املهاجرات غري كافية وأن جتارهبن سلبية بوجه عام. 
وعىل الرغم من أن العقبات تبدو منفصلة، فإهنا متشابكة يف الواقع، حيث يبدو حاجز اللغة هو العقبة الرئيسية. وهناك حاجة إىل طرق مبتكرة حلل 

هذه املشكلة. ويمكن لكٍل من املهاجرات ومهنيي الرعاية الصحية استخدام تطبيقات األجهزة املحمولة التي تقدم خدمة الرتمجة الفورية.

Méthodes : Le modèle phénoménologique qualitatif utilisé pour l'étude a permis d'explorer de façon approfondie les 
expériences des femmes immigrées. Les participantes se composaient de 24 femmes ayant été enceintes au cours des 
six mois précédant l'étude et ayant vécu à Adana (Turquie) entre septembre et décembre 2019. Les données ont été 
collectées à l'aide d'un formulaire semi-structuré selon la méthode boule de neige. Les données qualitatives ont été 
analysées selon la méthode d'analyse thématique.
Résultats : L'âge moyen (écart type) des participantes était de 21,41 (3,86) ans. L'âge moyen (écart type) lors de la 
première grossesse était de 17,27 (4,59) ans. Il a été établi que les femmes immigrées ne bénéficiaient pas de services 
de maternité suffisants. Lors de l'analyse thématique, quatre thèmes principaux indiquant les obstacles à des soins 
périnatals suffisants ont été identifiés. Les obstacles aux services de soins maternels étaient les suivants : barrière 
linguistique, incompatibilité culturelle, diminution du soutien social et information inadéquate.
Conclusion : Les résultats indiquent que les femmes immigrées ont bénéficié de soins périnatals insuffisants et 
que leurs expériences étaient généralement négatives. Bien que les obstacles paraissent indépendants, ils sont en 
réalité étroitement liés. Le principal d'entre eux semble être la barrière de la langue. Des approches innovantes sont 
nécessaires pour résoudre ce problème. Les applications mobiles proposant des traductions instantanées peuvent 
ainsi être utilisées à la fois par les femmes immigrées et les professionnels de soins de santé.
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Abstract
Background: Worldwide, more than 200 million people have left their home country, and international migration from 
the Middle East to Europe is increasing. The journey and the poor living conditions cause numerous health problems. 
Migrants show significant differences in lifestyle, health beliefs and risk factors compared with native populations and 
this can impact access to health systems and participation in prevention programmes.
Aims: Our aim was to measure the attitude of survey participants to migrants and to define up to what level migrants are 
entitled to health care from the viewpoint of Slovenian citizens.
Methods: This survey was carried out in January 2019 and included 311 respondents. We applied a quantitative, nonex-
perimental sampling method. We used a structured survey questionnaire based on an overview, a national survey on the 
experiences of patients in hospitals and user satisfaction with medical services of basic health care at the primary level. 
Results: A large proportion of the respondents agreed that migrants should receive emergency or full health care provi-
sion, that there is no need to limit their health rights and that they do not feel that their own rights are compromised by 
the rights of migrants. Over 80% agreed with health protection for women and for children.
Conclusion: The findings offer a basis for supplementing the existing, or designing a new, model of health care provision 
for migrants in Slovenia, focusing on the provision of health protection and care as a fundamental human right. 
Keywords: delivery of health care, health care sectors, refugees, transients, migrants
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Introduction
Worldwide, more than 214 million people have left their 
country of origin (1), and international migration from 
the Middle East to all of Europe is increasing (2,3). Over 
the last 3 years, an unprecedented flow of migrants 
has arrived in Europe (4). The number of migrants and 
refugees in Europe in the past few years has increased 
dramatically due to war, violence or persecution in their 
homeland (5).

Arduous journeys and poor living conditions are 
causing myriad health problems, and access to basic 
health care is extremely limited for those on the move. 
People are suffering at every stage of the journey, 
including after they settle in Europe (3).

The 2015–2017 global migratory crisis saw 
unprecedented numbers on the move and tremendous 
diversity in terms of age, sex and medical requirements 
(6). These high rates of net migration increased the 
pressure on health care services (2). Migrants show 
substantial differences in lifestyle, health beliefs and risk 
factors compared with the native populations. This can 
have a significant impact on migrants’ access to health 
systems and participation in prevention programmes (7).

Migration may affect physical, mental (8) and social 
health (9). In addition to communicable diseases, such as 

respiratory, gastrointestinal and dermatologic infections, 
noncommunicable diseases, including chronic condi-
tions and mental and social problems, account for a sig-
nificant morbidity burden in newly arrived migrants and 
refugees. Vaccine-preventable diseases are also of the ut-
most importance (5). There is evidence that vaccine-pre-
ventable diseases have caused outbreaks in migrant 
holding centres. These outbreaks can be exacerbated by 
a combination of factors, including low immunization 
coverage, bad conditions that migrants face during their 
exhausting journey and overcrowding within holding fa-
cilities (4). In many countries, including Germany, newly 
arriving refugees face specific entitlement restrictions 
and access barriers to health care (10).

The current migration flow into Europe is leading to a 
growing ethnically diverse population in many countries. 
Now in particular, those populations have different health 
care needs, languages, traditions and previous levels of 
care. This higher level of diversity is likely to increase 
health inequalities and this might challenge health care 
systems if not addressed (11).

Although migrants have the right to health care 
under legal settlements issued by the European Union 
(EU), there is no standard European approach to offering 
health care since policies in each Member State are 
developed according to the specific migrant experience, 
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political climate and attitudes towards migration (12). 
The appropriate management of the health problems 
of newly arrived refugees and migrants is affected by 
barriers to health care, including legal, communication, 
cultural and bureaucratic difficulties (5).

Compared to their counterparts from the EU, migrants 
generally face greater health problems and major barriers 
accessing health care. Consequently, migrant health 
policies should focus on protecting this vulnerable group, 
especially during economic hardship, taking into account 
economic and sociodemographic risk factors (12).

The positive trends in public support for development 
aid are encouraging in an age where economic hardships 
at home as well as the tone of national political discourse 
and rising right-wing populism appear to suggest 
otherwise (13). 

In recent years, cross-border migration has gained 
significant attention in high-level policy dialogues in 
numerous countries (14), however health policy is still 
dependent on the general policies and public opinion 
of the country, which are in many cases anti-immigrant 
oriented. 

While we know that anti-immigrant attitudes are 
widely expressed in public opinion and through parties 
aiming to limit immigration and migrant rights within 
European countries, we know less about the effects of 
such contextual hostility on immigrants, the targeted 
group (15).

In the case of Slovenia, the smallest country in central 
Europe, the majority of immigrants leave before they 
receive a residence permit. This means that refugees are 
not interested in staying in the country permanently – 
for them it is only a transit zone. Due to the prolonged 
economic crisis and lack of financial resources and also 
the fact that the police, the army, civil defence and the 
Red Cross were not adequately prepared to deal with 
the situation, Slovenia found itself facing some serious 
problems associated with the large numbers of refugees 
coming to the country (16).

Public opinion on the introduction of new ethnic 
cultures into society, the settlement of migrants in 
Slovenian cities and homes, the provision of benefits 
to migrants and the allocation of quotas for receiving 
refugees was found to be equally divided (16). However, 
the main opposition political party spearheaded the 
securitization of migrations with a discourse based on 
selective information, simplification and exaggeration. 
Data from the survey showed that this had influenced 
public opinion (17).

The results of our survey indicate that respondents 
are mainly in favour of providing health protection as 
a fundamental human right for refugees and migrants. 
With regard to the measurement of public opinion from 
the special Eurobarometer, all results may be taken with 
a certain amount of reserve since just 42% of respondents 
believe that they are very well or fairly well informed 
about issues related to immigrants and integration (18). 
In the measurement of public opinion in the EU in 2018, 

the inhabitants of Slovenia placed immigration among 
the most significant challenges (58%) (19). 

Human rights are rights inherent to all human 
beings, whatever their nationality, place of residence, 
sex, national or ethnic origin, colour, religion, language 
or any other status. We are all equally entitled to our 
human rights without discrimination. These rights are 
all interrelated, interdependent and indivisible (20). As 
access to the most basic human rights includes access 
to health care, and health is the most important value in 
many surveys in Slovenia as well as in other countries, 
this might be a mechanism to influence public opinion 
regarding migration. 

The aim of this study was to measure the attitudes 
of survey participants to migration and what level of 
health care for migrants is justifiable. In our research, we 
focused on 3 hypotheses: 

• H1: respondents are of the opinion that it is not nec-
essary to restrict their health rights and that they are 
not curtailed at the expense of migrants’ rights; 

• H2: the quality of health conditions in individual are-
as of health care is related to the quality of the health 
system in Slovenia; 

• H3: study participants who fear that migrants will 
spread contagious diseases support their right to ac-
cessibility to health care.

Methods
Research tool 
We applied a quantitative, non-experimental sampling 
method of research. The research tool used was a struc-
tured survey questionnaire. 

Based on a review of the available literature on the 
methods used in sample design in similar surveys, we 
proposed a basic framework for sample design and 
the type of sampling for the population of randomly 
selected respondents in Slovenia. We used descriptive 
and inferential statistics. Data were collected using a 
questionnaire comprising mostly closed questions. We 
used SPSS, version 21.0, to analyse the data.

A structured survey questionnaire was designed 
based on an overview of past research (4,7,17,21–23) and 
a national survey on the experiences of patients in 
hospitals (22) and user satisfaction with medical services 
of basic health care at the primary level (23).

Sample 
The research was carried out through an online survey. 
We invited the general population through social media 
and various patient and patient rights organizations to 
fill out the survey. The snowball method was used. 

A total of 545 persons responded to the online survey 
questionnaire, and 311 of them completed the entire 
survey questionnaire. Estimation of the total number of 
individuals invited was not feasible as most of them were 
contacted through social networks. 
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Description of the tool
The survey questionnaire included 47 questions and 
statements, divided into 5 segments: media coverage of 
the migrant situation (6 questions); migration (7 ques-
tions); migrations to Slovenia (4 questions); the health 
system in Slovenia and migrants’ right to health care 
services (27 questions – 16 presented); and demographic 
data (4 questions). This research presents answers to the 
4th segment of questions (about the health system in Slo-
venia and migrants’ right to health care services).

The questions included in the survey were tested on 
a sample of test respondents through the focus group 
session, which included 12 participants from different 
organisations and interest groups (Health Insurance 
Institute of Slovenia, Ministry of Health, National 
Retiree Organization, Representative of Patient Rights, 
National Institute of Public Health, Medical Faculty of 
Ljubljana, Faculty of Health Sciences at Maribor and 
Government Office for the Support and Integration of 
Migrants). Additionally, the questionnaire was tested on 
a group of 40 health care students. From the responses, 
we identified possible problems we faced in relation to 
the content of the questions. At the same time, we were 
assured about the clarity and accuracy of the questions. 
The survey questionnaire content was valid, with 
reliability of internal consistency satisfactory to very 
satisfactory (26) and Cronbach’s α = 0.79.

Course of the research and data processing 
description
The survey was carried out from 6 to 9 January 2019. 
The tool used was 1KA, an open source application that 
provides an online survey service. It was carried out in 
line with the Helsinki Declaration: Ethical principles for 
medical research involving human subjects (25). The data 
were analysed with descriptive statistics, χ2 (hypothesis 
1) and ANOVA (hypothesis 2). The data were processed 
using the statistical program SPSS, version 21.0, using a 
significance level of P < 0.05. 

Ethics
This study was conducted in accordance with the Code of 
Ethics for Nurses and Nurse Assistants and the Declara-
tion of Helsinki.

Results
Our sample included 141 males (45.3%) and 170 (54.7%) fe-
males. Details of the demographic characteristics of the 
participants are presented in Table 1.

A total of 50.3% of those surveyed rate the health care 
system as good, 16.7% as very good and 14.2% as excellent. 
The health care system in Slovenia is rated as bad by 13.9% 
of respondents, and as very bad by 4.9% of respondents. 
Regarding migrants, 38.5% of those surveyed believe 
that migrants bring communicable diseases into our 
environment, while 20.1% did not know how to answer 
this. In answer to the question “Is it right for migrants to 
be entitled to health care?”, 44.4% believe that they should 

only be entitled to urgent care, 43.0% that they should be 
entitled to full health care provision, 10.8% believe that 
they should be entitled if they pay the costs themselves 
and 2.1% take the view that they should not be entitled to 
any assistance. A total of 29.6% of those surveyed believe 
that Slovenia should offer its own citizens more in the 
way of health care at the expense of limiting the rights 
of migrants. Just 12.7% believe that Slovenian citizens are 
deprived of their rights to health care due to migrants. 

In the area of quality of services, just 8.1% of 
respondents believe that they will receive lower quality 
care in the health system due to migrants. Regarding the 
changed conditions for the provision of health services 
due to migrants, 37.7% of respondents believe that they 
will wait longer for examinations while 44.4% believe that 
their right to health care will remain uncompromised. On 
the health risks due to the greater influx of migrants, 33.1% 
fear the occurrence of new diseases, 31.0% the occurrence 
of communicable diseases and 24.6% problems associated 
with inadequate hygiene, etc. 

As regards exercising the right to health care 
provision, just 26.3% believe that migrants do not take 
advantage of the right to health care while 73.3% feel that 
all or at least some do so.

Additional questions regarding the rights of migrants 
to health care are shown in Table 2. These questions were 
selected for the areas of migrant health care which are 
the same as those available to the residents of Slovenia, 
and thus cover primary, secondary and tertiary levels of 
care. They were selected for the purpose of determining 
the approval/disapproval of equal rights to basic health 
care for both residents of Slovenia and for migrants. 

We focused on primary health care since it is the 
entry point for the transition to secondary and tertiary 
health care. Tertiary health care is provided in accordance 
with Slovenian legislation and is not problematic. The 
responses from those surveyed indicate a high level of 
agreement and empathy regarding migrants having 
access to health services and care. Particularly noteworthy 

Table 1 Demographic data of the survey respondents (n = 311)

Characteristic No. %
Sex

Male 141 45.3

Female 170 54.7

Age (years)

≤ 20 66 21.2

21–40 112 36.0

41–60 123 39.0

≥ 61 10 3.2

Education level

Primary school 31 9.9

Vocational or secondary school 102 32.8

Higher or tertiary education 99 31.8

Master’s degree/doctorate 51 16.4
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are attitudes to preventive and screening programmes 
and to the health of children (81.1%) and women (81.5%). 
On the negative side, the only prominent response is in 
regard to the possibility of choosing one’s own doctor, to 
which just 27.8% agree.

We also checked the assertions of respondents 
in a one-sample χ2 test for verifying concordance, to 
determine how far the observed distribution of values of 
the variable match the hypothetical distribution. All the 
assertions were shown to be statistically significant. 

On testing hypothesis H1 regarding the restriction of 
respondents’ health care rights, we found a statistically 
significant link between the variables “due to migrants, 
have your rights as a Slovenian citizen to health care been 
compromised” and the “worse state of health of Slovenian 
citizens” (P < 0.001).

Similarly, we determined as statistically significant 
that according to the self-reported beliefs, the rights of 
Slovenian citizens to health care provision were not 
compromised due to migrants and they will not suffer 
worse health conditions due to migrants (P < 0.001). 

When testing hypothesis H2, the analysis showed a 
significant connection between the level of the health 
care system (primary level – first contact with a physician, 
diagnosis, managing acute and chronical diseases; 
secondary level – specialist care in hospital; tertiary level 
– treatment of most severe conditions) and migrants’ 
awareness of individual health care; H2 was rejected as 
the differences in quality of care were not dissimilar in all 
groups (F = 4.694, P = 0.010).

Analysis of hypothesis H3 revealed that survey 
participants who feared the spread of contagious diseases 
supported the availability of basic and emergency care 
only (55.0%). In contrast, among participants who did not 
have this fear, 56.8% supported full access to health care. 

The χ2 test confirmed a weak significance level of 0.09 (P < 
0.05) between the variables. Hypothesis 3 was confirmed.

Discussion
Our findings imply that bringing to the forefront the 
provision of health protection and care as a fundamen-
tal human right could alter the opinion of citizens on 
immigration. For the most part the measurements of 
public opinion are tied to brief surveys. In the survey 
conducted by Medica et al. a total of 52% of respondents 
believed that immigration policies should be tightened, 
while 23% felt there was no need for any tightening (26). 
The proportion agreeing with tightening up asylum pol-
icy was somewhat lower in the survey by Potič and Pri-
bošič, where 41% agreed with a tightening (27). A review 
of public opinion surveys conducted between 1990 and 
2016 showed that in the 90s respondents were not more 
favourably disposed towards migrants and refugees who 
came from the republics of the former Yugoslavia than 
they are towards migrants and refugees today coming 
from non-European countries (28).

Our findings indicate that respondents are more in 
favour of providing health protection as a fundamental 
human right for refugees and migrants. As access to the 
most basic human rights includes access to health care, 
and health is the most important value in many surveys 
in all countries, this could be a mechanism for influencing 
public opinion regarding migration.

In our survey, the respondents rate the health care 
system in Slovenia as good to very good. In the survey 
by Zupanc Tergalv et al., the level of satisfaction is lower, 
specifically with a lower median value (2.86) on a scale of 
1–5 (29). That the health care system needs change is rated 
very highly (4.32).

Table 2 List of additional questions regarding health care provision for migrants (selected for areas of migrant health care which 
are the same as those available to Slovenian residents)

Question No. Yes 
%

No 
%

Other 
%

Mean 
value

SD

Should migrants in collective centres be entitled to packages that include 
personal hygiene accessories?

288 75.3 7.6 17.1 1.42 0.77

Should we include the right to choose one’s own doctor in the provision 
of health care for migrants?

281 27.8 32.7 39.5 2.21 0.81

Should we include the right to dental care in the provision of health care 
for migrants?

281 67.3 32.7 – 1.33 0.47

Should we include the right of female migrants to gynaecological 
examinations in the provision of health care for migrants?

281 81.5 18.5 – 1.19 0.38

Should we include the right of children of migrants to school health 
examinations in the provision of health care for migrants?

281 81.1 18.9 – 1.19 0.39

Should we include the right of migrants to preventive examinations 
in the provision of health care for migrants [ZORA (cervical cancer 
screening programme); DORA (breast cancer screening programme); 
SVIT (national screening and early detection programme for colorectal 
cancer)]?

281 59.1 40.6 – 1.41 0.49

Should we include the right to free testing for sexually transmissible 
diseases (e.g. HIV) in the provision of health care for migrants?

217 77.2 22.8 – 1.23 0.42

SD = standard deviation.
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Our respondents assert (37.7%) that, due to migrants 
and their need for health care and given the changed 
conditions, waiting times (for the respondents) would 
be longer. This is understandable since access to health 
services in Slovenia is limited because of the waiting 
times (30).

A large proportion of our survey responses (> 80%) 
indicated the agreement of respondents for migrants to 
receive emergency or full health care provision: they are 
particularly sensitive in regard to the health protection 
of women and children. A high level of agreement was 
also found regarding the right to free testing for sexually 
transmissible diseases: around 75% of respondents feel 
that migrants in collective centres should be entitled to 
packages that include personal hygiene accessories. This 
high level of agreement has a probable link to the fear of 
new diseases, communicable diseases and inadequate 
hygiene. A high level of support for preventive health 
programmes (59.1%) has been reported previously (31).

This study has some limitations. The first is the sample 
size (n = 311), and as the participants were invited to take 
part through social media, it is impossible to determine 
the response rate, which can affect external validity. The 
second limitation lies in the limited comparison with 
other surveys since there are practically none for the area 
of migration, refugees and health care.

Conclusion
In regard to refugees and migrants, in the majority of 
measured surveys public opinion is roughly divided. Ac-
cess to health care is considered a fundamental human 
right. Our findings imply that bringing to the forefront 
the provision of health protection and care as a funda-
mental human right could alter survey respondents’ 
opinion on immigration. The health care system is bound 
to provide health protection and care for all who need it. 
Our survey points to a high level of empathy and agree-

ment with the right to the provision of health protection 
and care for refugees and migrants as well as citizens. 
Our findings therefore open up an important field for 
further research and for formulating policies and com-
munication strategies, bringing to the forefront the pro-
vision of health protection and care as a fundamental 
human right.

The fundamental issue of further concrete actions 
is clearly linked to the question of how far migrants’ 
rights to health care extend in terms of fundamental 
human rights. It should be emphasized that setting the 
boundaries is very difficult. When it comes to restrictions, 
we are encroaching on the field of fundamental human 
rights.

Public opinion on migrants’ rights to health care also 
opens up a range of suggestions as to how the existing 
health care system can be improved and complemented 
in such a way as to satisfy the interests of both sets of 
stakeholders, i.e. providing migrants with basic health 
care while ensuring unchanged health care rights to the 
residents of Slovenia. Given that public opinion is not 
largely in favour of migration, but is in favour of providing 
health care to migrants, this aspect could help to shape 
public opinion through appropriate communication.

The challenge could be to establish a common 
network of migrant health care across the country with 
well-defined rules of action in different situations. For 
the time being, medical care is provided to migrants, 
although rather sporadically, based on the personal 
medical judgment of the staff. 

Funding: This study was financed with internal funds. 
No sponsor played a role in the study design; in the col-
lection, analysis and interpretation of data; in the writing 
of the report; or in the decision to submit the paper for 
publication.

Competing interests: None declared. 

Opinion publique sur l'admissibilité des migrants et des réfugiés pour les soins de 
santé en Slovénie
Résumé
Contexte : Dans le monde, plus de 200 millions de personnes ont quitté leur pays d'origine, et les migrations 
internationales du Moyen-Orient vers l'Europe sont en augmentation. Le périple entrepris par ces personnes ainsi 
que leurs mauvaises conditions de vie causent de nombreux problèmes de santé. Les migrants présentent des 
différences significatives en termes de mode de vie, de croyances en matière de santé et de facteurs de risque par 
rapport aux populations autochtones, ce qui peut avoir un impact sur l'accès aux systèmes de santé et la participation 
aux programmes de prévention.
Objectifs : La présente enquête visait à mesurer l'attitude des participants vis-à-vis des migrants et à définir dans 
quelle mesure les migrants ont droit aux soins de santé du point de vue des citoyens slovènes.
Méthodes : Cette enquête a été réalisée en janvier 2019 auprès de 311 répondants. Nous avons appliqué une méthode 
d'échantillonnage quantitatif non expérimentale. Nous avons utilisé un questionnaire d'enquête structuré basé 
sur une vue d'ensemble, ainsi qu'une enquête nationale sur les expériences des patients dans les hôpitaux et sur la 
satisfaction des utilisateurs vis-à-vis des services de soins de santé de base au niveau primaire.
Résultats : Une grande partie des personnes interrogées ont convenu que les migrants devraient recevoir des 
soins de santé d'urgence ou complets et qu'il n'est pas nécessaire de limiter leurs droits en matière de santé, et ont 
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répondants approuvaient l'idée d'une protection de la santé pour les femmes et les enfants.
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الرأي العام بشأن أهلية املهاجرين والالجئني للحصول عىل الرعاية الصحية يف سلوفينيا
ماروسا كوالر، إجيور لوكسيتش، برانكو جابروفيتش

اخلالصة
اخللفية: غادر أكثر من 200 مليون شخص أوطاهنم يف مجيع أنحاء العامل، وتتزايد اهلجرة الدولية من الرشق األوسط إىل أوروبا. وتتسبب رحلة 
اهلجرة والظروف املعيشية السيئة يف مشاكل صحية عديدة. وُيظهر املهاجرون اختالفات كبرية يف نمط احلياة واملعتقدات الصحية وعوامل اخلطر 

ُظم الصحية واملشاركة يف برامج الوقاية. مقارنًة بالسكان األصليني، ويمكن أن يؤثر ذلك عىل إمكانية الوصول إىل النُّ
الرعاية  عىل  احلصول  للمهاجرين  حيق  مدى  أي  إىل  وحتديد  املهاجرين  من  املسح  يف  املشاركني  موقف  قياس  إىل  الدراسة  هذه  هدفت  األهداف: 

الصحية من وجهة نظر املواطنني السلوفينيني.
311 مشارًكا. وطبَّقنا طريقة كميَّة غري جتريبية ألخذ العينات. واستخدمنا  2019 وشمل  البحث: ُأجري هذا املسح يف يناير/كانون الثاين  ُطرق 
الصحية  للرعاية  الطبية  اخلدمات  عن  املستخدمني  ورضا  املستشفيات  يف  املرىض  جتارب  حول  وطنيًّا  ومسًحا  عامة،  ملحة  إىل  استند  ًم  منظَّ مسًحا 

األساسية يف املستوى األويل. 
من  احلد  إىل  احلاجة  وعدم  الكاملة،  أو  الطارئة  الصحية  الرعاية  عىل  املهاجرين  حصول  رضورة  عىل  املستجيبني  من  كبرية  نسبة  وافقت  النتائج: 
حقوقهم الصحية، وأهنم ال يشعرون بانتقاص حقوقهم بسبب حصول املهاجرين عىل حقوقهم. ووافق أكثر من 80% منهم عىل احلمية الصحية 

للنساء واألطفال.
ر النتائج أساًسا الستكمل النموذج احلايل لتوفري الرعاية الصحية للمهاجرين يف سلوفينيا أو تصميم نموذج جديد، مع الرتكيز عىل  االستنتاجات: توفِّ

ا من حقوق اإلنسان.  توفري احلمية والرعاية الصحية باعتبار ذلك حًقا أساسيًّ
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Stegomyia indices of Aedes aquatic stages in El Geneina town, Western 
Sudan
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Abstract
Background: Darfur in Western Sudan has the most volatile camps of internally displaced persons (IDPs) and has expe-
rienced several outbreaks of dengue, chikungunya and yellow fever.
Aims: To determine the prevalence and Stegomyia indices of Aedes aquatic stages in El Geneina town, Western Darfur.
Methods: Cross-sectional entomological surveys of immature stages of Aedes were carried out during August–November 
2019  in 4 sites with IDP camps and a residential area with no camp. 
Results: We searched 17 730 houses, IDP camps and buildings of governmental corporations for Aedes larvae, and 6809 
(38.4%) were positive for Aedes aquatic stages. Both Aedes aegypti and Aedes vittatus larvae were found. However, Ae. aegypti 
constituted > 90% of the larvae. Six positive water containers were recorded: tyres, clay pots, barrels, plastic water tanks, 
flower vases and old cars:  26% of 92 tyres contained Aedes larvae compared to 23.8% of 21 old cars and 17.1% of 44 198 clay 
pots. This suggested that  clay pots were the main source of Aedes. The results showed high infestation of El Geneina town 
with Aedes immature stages in all study sites including public buildings and residential areas with no IDP camps. Stego-
myia indices varied among study sites, and were more elevated in sites with IDP camps. For all sites, House index = 38.40, 
Container Index = 11.40, Breateu index = 13.60 and Pupa Index = 27. 
Conclusion: Multisectoral response coupled with community participation are urgently needed to reduce the burden of 
Aedes-borne diseases in the unstable El Geneina town.
Citation: Hamid H; Musa H; Ahmed A; Abdul Azeez T; Adam A; Mwahib Abubaker Abdel Malik M; et al. Stegomyia indices of Aedes aquatic stages in El 
Geneina town, Western Sudan. East Mediterr Health J. 2021;27(12):1189–1196. https://doi.org/10.26719/emhj.21.073
Received: 23/02/21; accepted: 14/10/21
Copyright © World Health Organization (WHO) 2021. Open Access. Some rights reserved. This work is available under the CC BY-NC-SA 3.0 IGO license 
(https://creativecommons.org/licenses/by-nc-sa/3.0/igo)

Introduction 
Greater Darfur, Western Sudan, has a history of yellow 
fever (YF) epidemics and has experienced several out-
breaks of dengue fever (DF), dengue haemorrhagic fever 
(DHF), and West Nile virus (WNV) and chikungunya vi-
rus diseases (1–5). Out of the 5 Darfur states, West Darfur 
was the most affected with high morbidity and mortality 
rates of DF, WNV and chikungunya virus (3). In August 
2019–March 2020 West Darfur State Ministry of Health 
reported 135 positive cases of DF and 247 positive cases 
of chikungunya from 5 localities including the capital, 
El Geneina town (State Ministry of Health, unpublished 
data, 2020). 

West Darfur suffered from civil war unrest due to 
intercommunal violence. Since 2003, internally displaced 
persons (IDPs) began flooding into El Geneina town from 
surrounding areas, which, like much of West Darfur, 
were greatly affected by militia activity.  El Geneina town 
includes the most vulnerable IDP camps in Sudan as a 
result of intercommunal violence, which has doubled 
in the second half of 2020. One of the important results 
of intercommunal violence that characterize IDPs in El 
Geneina town is that when attacks happen, IDPs fled 
and found temporary refuge in public buildings located 

within the town or escaped to Chad. There is continuous 
movement of inhabitants between El Geneina and Adri 
in Chad for purposes of marketing, seeking healthcare 
services and escaping intercommunal violence in IDP 
camps. This movement raises special concern about the 
transmission of Aedes-borne diseases across the countries’ 
borders. 

Despite the fact that Aedes-borne diseases are reported 
in Elgenina town, there is a lack of published data 
concerning Stegomyia indices of Aedes mosquitoes. The 
present study aimed to determine the prevalence and 
Stegomyia indices of Aedes aquatic stages in El Geneina 
town during an outbreak of DF and chikungunya.

Methods
Study area
West Darfur State is in the western part of Sudan be-
tween 11–15 N and 22–25 E. West Darfur is the least pop-
ulated state in Darfur, with about 41% of the population 
residing in IDP camps and hard-to-reach areas. It is lo-
cated across 2 different climatic zones, savannah with 
relatively high rainfall in the south and the semi-desert 
in the north. The state is mainly flat but interrupted in 
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some areas with small hills and seasonal valleys. The pre-
vailing climate is tropical continental, with temperatures 
ranging between 10 and 40°C,  with a mean monthly tem-
perature of around 35°C.  El Geneina town is located in 
the savannah zone with relatively high rainfall. It lies at 
an open border with Adri town, Chad (distance < 30 km).     

Study sites
Entomological surveys were conducted in 4 residential 
areas with IDP camps: Omdoin, Ardamata, Elgabal and 
Almadaris (including both Madinat Elhujjaj and Riad IDP 
camps), in addition to a residential area with no IDPs, El 
shati in El Geneina town (Figure 1). Each site was divid-
ed into 2 groups: households, and IDP camps and public 
buildings. For surveying purposes, households and IDP 
camps were grouped together as significant numbers 
of IDPs live near residences. Public buildings included 
buildings of governmental corporations, organizations, 
health facilities, guest houses, tea shops, restaurants, 
grain mills and garages. Public buildings have different 
infrastructure which could further affect types, number, 
volume and usage of water containers; therefore, they 
were treated as a separate group.

Entomological surveys
Entomological surveys were carried out during Au-
gust–November 2019. Entomological surveillance data 
were collected on a daily basis during the study period 
from all target premises and corporations in the 5 study 
sites. Data were recorded in a standard modified World 
Health Organization form. Each team comprised 2 health 
workers and a supervisor; 1 health worker conducted the 

inspection and the other led discussion with household 
members and distributed information, education and 
communication materials. Each team visited 20 houses 
per day. Larvae and pupae from water containers were 
counted and recorded. All positive water containers were 
emptied and internal surfaces of water containers were 
cleaned  (source reduction) in the presence of the house-
hold head and members, supervisors in public buildings 
and the sheikh (local leader) in IDP camps. 

Morphological identification of Aedes larvae
A random sample of Aedes larvae from each site was pre-
served in 80% ethanol for further morphological identifi-
cation. No morphological identification was carried out 
on pupal stages. Samples of Aedes larvae were morpholog-
ically identified using the identification key in Sudan (6).

Calculation of Stegomyia indices
Stegomyia indices were calculated using Microsoft Excel. 
Aedes indices were calculated using the following formu-
lae (7,8):

House Index (HI) = Number of positive houses for 
Aedes larvae and pupae/Number of inspected houses  
× 100

Container Index (CI) = Number of positive containers 
with Aedes larvae and pupae/Number of containers 
inspected × 100

Breteau Index (BI) = Number of positive containers 
with larvae and pupae/Total number of houses inspected 
per 100 houses.

Figure 1 Location of El Geneina

Congo. Parasit Vectors. 2021 Feb 1;14(1):92. https://doi.org/10.1186/s13071-021-

04588-7. PMID:33522947 

 

 

 

 

 

 

 

 

<caption>Figure 1. Location of El Geneina. 
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Pupa Index (PI): Total number of collected pupae of 
Aedes mosquitoes/Total number of inhabitants in the 
inspected houses per 100 houses.

Productivity of  pupae/larvae  = Total number of pupae/ 
larvae in specific container or cluster/Total number of 
pupae/larvae in all containers or clusters. 

Results
Identification and prevalence of Aedes 
mosquitoes
Morphological identification of Aedes samples showed 
the presence of 2 species, Ae. aegypti and Ae. vittatus. Ae. 
aegypti represented > 90.0% of collected larvae and was 
recorded in all surveyed clusters, whereas Ae. vittatus was 
recorded in Omdoin households and IDP camps in both 
zeers and water tanks. 

Six types of water containers were recorded, which 
included tyres, clay pots (locally known as zeers and used 
to preserve drinking water), barrels, plastic water tanks, 
flower vases and old cars (Table 1). Aedes immature stages 
were more abundant in tyres (26%) and old cars (23.8%) 
compared to zeers (17.1%). However, tyres and old cars 
might not represent the main source of Aedes mosquitoes 
due to their low numbers (92 and 21, respectively) 
compared to zeers (44 198). Flower vases recorded low 
positivity rates in comparison to water tanks used for 
preserving water for different household activities such 
as cooking and washing clothes. 

A total of 17 730 households, IDP camps and public 
buildings were searched for Aedes immature stages, and 
6809 (38.4%) were positive. The results showed the high 
infestation of El Geneina town with Aedes immature 
stages in all study sites including public buildings and 
residential areas with no IDP camps.

Stegomyia indices 
Stegomyia indices varied among study sites, and were 
more elevated in sites with IDP camps compared to those 
without IDP camps (Table 2). HI and CI were higher in 
households and IDP camps in Omdoin and Ardamata in 
comparison with other sites with IDP camps and El sha-
ti residential area with no IDP camp. However, public 
buildings in Elgabal site had the highest HI, CI and BI in 
comparison with other public buildings in the area. BI 
was high in both sites with IDP camps and the residential 
site with no IDP camp. For all sites HI = 38.40, CI = 11.40 
and BI = 13.60. 

Contribution to production of Aedes immature 
stages
Contribution to productivity of Aedes larvae and pupae in 
all 4 sites with IDP camps (Omdoin, Ardamata, Elgabal 
and Almadaris) was higher in comparison with El shati 
residential area with no IDP camps. Despite this, public 
buildings in Ardamata and Elgabal sites reported higher 
PI values in comparison with public buildings in other 

study sites.  Within the sites with IDPs camps both Om-
doin and Ardamata reported higher PI (Table 2). 

Discussion 
The present study documents the presence of Ae. aegypti 
and Ae. vittatus mosquitoes during an outbreak of DF and 
chikungunya in El Geneina town. These species have 
been previously reported during the 1940s and 1950s 
(9–11) and recently from different parts of Sudan includ-
ing Port Sudan, Kassala and Elgadarief (12,13). Ae. aegypti 
is a vector of several globally important arboviruses such 
dengue virus, YF virus and chikungunya virus (14–17). In 
Sudan, Ae. aegypti has been involved with outbreaks of 
YF in the Nuba Mountains and Darfur States, as well as 
DF and chikungunya in the Red Sea, Kassala and Elga-
darief States (12,13,18). Ae. vittatus plays an important role 
in transmitting several arboviral diseases such as YF, DF, 
chikungunya and zika virus disease (19–21). Therefore, 
further studies on the possible role of  Ae. vittatus in trans-
mitting arboviral diseases in El Geneina town are needed. 

Six types of water containers were positive for Aedes 
immature stages in El Geneina town; tyres, zeers, barrels, 
plastic water tanks, flower vases and old cars. However, 
zeers might have been the main source of Aedes immature 
stages due to high numbers in comparison with other 
types of water containers. This can be explained by the 
habit of storing drinking water in zeers. Previous studies 
conducted in different regions in Sudan have revealed 
that storing drinking water in zeers and other types of 
water containers provides suitable breeding sites for Ae. 
aegypti (12,13,22–24). 

Many studies have highlighted the impact of climatic 
conditions on the abundance of Aedes mosquitoes (25–27). 
High abundance of Aedes mosquitoes during this study 
might also be linked to suitable temperature, humidity 
and rainfall during the rainy season, in addition to 
storing water for domestic usage. Other studies from 
neighbouring countries such as Saudi Arabia and other 
Asian countries have shown that the development of Ae. 
aegypti larvae and pupae in domestic containers occurs 
due to poor rain fall and water-storage practices (28–33).  

In the present study high Stegomyia indices (HI, CI 
and BI) were reported from all sites including residential 
and public buildings. The high Stegomyia indices in public 
buildings could be attributed to presence of different types 
of water containers such as old cars and tyres in garages 
and large-volume barrels and plastic water containers in 
governmental organizations and guest houses, which 
hold water for a long time to fulfil the need of employees, 
vehicles and machines, as well as other general uses. Due 
to ignorance of proper covering and regular thorough 
cleaning of these water containers, they could be major 
source for Aedes immature stages. This could explain the 
high HI, CI and BI in Elgabal.  

The high Stegomyia indices in Elshati residential 
area in El Geneina town could be attributed to the high 
prevalence of tyres, which are a known source of Aedes 
mosquitoes, in addition to its close proximity to Wady 
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Kaja in the opposite direction to Omdoin. Wady Kaja 
banks contain numerous mango and guwafa trees, which 
are known habitats for Aedes aquatic stages. 

Pupal index is the best indicator to estimate dengue 
virus transmission thresholds (34). The pupal index 
reported in this study during the rainy season was higher 
than that reported in Eastern Sudan (13), Kenya (35), 
Ethiopia (36) and Democratic Republic of Congo (37). 

The intercommunal violence and instability of the 
area could complicate the epidemiological situation. 
Therefore, we consider these indices as alarming as 
the reported Stegomyia indices exceeded the previously 
mentioned parameter in other cities with DF, YF 
transmission inside and outside Sudan. In addition, the 

location of El Geneina town at the open border with Chad 
highlight the possibility of cross-border spread of DF, YF 
and chikungunya diseases. 

Conclusion
A multisectoral response coupled with community par-
ticipation are urgently needed to reduce the burden of 
Aedes-borne diseases in the unstable El Geneina town and 
to minimize the importation/exportation of communi-
cable diseases through frequent cross-border population 
movement with Chad. Further studies should be carried 
out to study the possible role of Ae. vittatus in transmis-
sion of arboviruses in El Geneina town.  
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Indices Stegomyia parmi les moustiques Aedes aux stades aquatiques dans la ville 
d'El-Genena dans l'ouest du Soudan 
Résumé
Contexte : Le Darfour, dans l'ouest du Soudan, compte les camps de personnes déplacées internes les plus instables 
et a connu plusieurs épidémies de dengue, de chikungunya et de fièvre jaune.
Objectifs : Déterminer la prévalence des moustiques Aedes aux stades aquatiques et les indices Stegomyia parmi ces 
derniers dans la ville d'El-Genena, au Darfour occidental.
Méthodes : Des enquêtes entomologiques transversales sur les stades immatures des moustiques Aedes ont été 
réalisées entre août et novembre 2019 dans quatre sites abritant des camps de personnes déplacées internes et dans 
une zone résidentielle sans camp. 
Résultats : Nous avons recherché des larves d'Aedes dans 17 730 maisons, camps de personnes déplacées internes et 
bâtiments de sociétés gouvernementales, et 6809 (38, 4 %) étaient positifs pour les stades aquatiques du moustique 
Aedes. Des larves d'Aedes aegypti et d'Aedes vittatus ont été trouvées. Cependant, Ae. aegypti représentait plus de 90 % 
des larves. Six récipients d'eau positive ont été recensés : pneus, pots en argile, barils, réservoirs d'eau en plastique, 
vases à fleurs et anciennes voitures : 26 % des 92 pneus contenaient des larves d'Aedes contre 23,8 % des 21 anciennes 
voitures et 17, 1 % des 44 198 pots en argile. Cela laisse penser que les pots en argile étaient la principale source 
d'Aedes. Les résultats ont révélé une infestation élevée de la ville d'El-Genena par des moustiques Aedes aux stades 
immatures dans tous les sites examinés, notamment les bâtiments publics et les zones résidentielles sans camps de 
personnes déplacées internes. Les indices Stegomyia variaient selon les sites d'étude ; ils étaient plus élevés dans les 
sites abritant des camps de personnes déplacées internes. Pour tous les sites, l'indice habitation était de 38,40, l'indice 
récipient de 11,40, l'indice de Breateu de 13,60 et l'indice pupaire de 27. 
Conclusion : Une réponse multisectorielle et la participation de la communauté sont nécessaires de toute urgence 
pour réduire le fardeau des maladies transmises par les moustiques Aedes dans la ville d'El-Genena marquée par 
l'instabilité.
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ْقفاوات ملراحل الزاعجة املائية يف بلدة اجلنينة، غرب السودان مؤرشات السَّ
حامد حامد، هبة موسى، عادلة أمحد، تيسري عبد العزيز، أسامء آدم، مواهب عبد عبداملالك، عزيزة الطاهر، محودة كايف، رشا أزرق 

اخلالصة
ا تأثًرا، وقد شهدت هذه املخيامت العديد من فاشيات محى الضنك  يضم إقليم دارفور غرب السودان أحد أكثر خميامت النازحني داخليًّ اخللفية: 

والشيكونجونيا واحلمى الصفراء.
ْقفاوات” ملراحل “الزاعجة” املائية يف بلدة اجلنينة، غرب دارفور. األهداف: هدفت هذه الدراسة إىل حتديد معدل انتشار مؤرشات “السَّ

الثاين  “الزاعجة” خالل شهري أغسطس/ آب ونوفمرب/ ترشين  الناضجة من  للمراحل غري  ُأجريت مسوحات حرشية مقطعية  البحث:  طرق 
ا ومنطقة سكنية ليس فيها خميم.  2019 يف 4 مواقع هبا خميامت للنازحني داخليًّ

“الزاعجة”، فوجدنا  ا وأبنية املؤسسات احلكومية بحًثا عن يرقات  النازحني داخليًّ املنازل وخميامت  17730 موقًعا من  بتفتيش  لقد قمنا  النتائج: 
أن 6809 عينات )38.4%( كانت إجيابية للمراحل املائية“للزاعجة”. وُعثر عىل يرقات كل من “الزاعجة املرصية” و“الزاعجة فيتاتوس”. إال أن 
لت ست حاويات مياه إجيابية، وهي إطارات السيارات، واألوعية الطينية، والرباميل،  “الزاعجة املرصية” شكلت أكثر من 90% من الريقات. وُسجِّ
وخزانات املياه البالستيكية، ومزهريات الزهور، والسيارات القديمة: واحتوى 26% من 92 إطاًرا عىل يرقات “الزاعجة” مقارنة بنسبة %23.8 
ا. ويشري ذلك إىل أن األوعية الطينية كانت املصدر الرئييس “للزاعجة”. وأظهرت النتائج  من 21 سيارة قديمة، و17.1% من 44198 وعاء طينيًّ
انتشاًرا مرتفًعا للمراحل غري الناضحة من “الزاعجة” يف بلدة اجلنينة يف مجيع مواقع الدراسة، ومنها املباين العامة واملناطق السكنية التي ليس فيها 
ا. ويف مجيع  ْقفاوات” بني مواقع الدراسة، وكانت أعىل يف املواقع التي فيها خميامت للنازحني داخليًّ ا. واختلفت مؤرشات “السَّ خميامت للنازحني داخليًّ

املواقع، كان مؤرش املنازل = 38.40، ومؤرش احلاويات = 11.40، ومؤرش بريتو = 13.60، ومؤرش اخلادرة = 27. 
طريق  عن  املنقولة  األمراض  عبء  ختفيف  أجل  من  جمتمعية  بمشاركة  مقرتنة  القطاعات  متعددة  استجابة  إىل  ماسة  حاجة  توجد  االستنتاجات: 

الزاعجة يف بلدة اجلنينة غري املستقرة.
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Abstract 
Background: During disasters and displacement, affected families often receive humanitarian aid from governmental 
and nongovernmental organizations and donor agencies. Little information is available on the effects of humanitarian aid 
on the breastfeeding practices of mothers affected by disaster and displacement. 
Aims: The aim of this study was to explore the effects of humanitarian aid on the breastfeeding practices of displaced 
mothers affected by natural disasters in Chitral, Pakistan. 
Methods: This was qualitative study of residents of four villages of Chitral who had experienced a recent flood and later 
an earthquake. Data were collected through field observations, analysis of various documents (e.g. aid-agency documents, 
published reports and newspaper articles) and in-depth interviews with 18 internally displaced mothers living in disaster 
relief camps in Chitral. 
Results: Three main themes developed from the data: humanitarian aid as a life saver, insufficient humanitarian aid af-
fecting breastfeeding, and systemic injustices in the distribution of humanitarian aid.
Conclusion: Although humanitarian aid facilitated the survival, health and well-being of the displaced mothers and their 
family members, there were various problems with the humanitarian aid that increased the vulnerability of the displaced 
mothers and negatively affected their breastfeeding practices. Humanitarian aid must be gender-sensitive, thoughtful, 
timely, needs-based, equitable and context-specific. A systematic process of aid allocation and restricted donation of for-
mula milk or any other form of breast-milk substitute is recommended during disasters.
Keywords: natural disasters, relief work, mothers, breastfeeding, Pakistan 
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Introduction 
Globally, malnutrition is reported to cause the deaths of 
2.7 million children a year. Optimal breastfeeding could 
save the lives of over 820 000 children under the age of 
5 years each year (1). Breast milk completely meets the 
nutritional needs of infants under the age of 6 months, 
promotes growth, fosters brain development, reduces the 
risks of malnutrition and infectious disease, and minimiz-
es the risk of noncommunicable diseases (2). Considering 
the health, nutritional, developmental, psychological, 
environmental, and economic benefits of breastfeeding 
(3), it is particularly recommended during humanitarian 
emergencies, mainly natural disasters, to save the lives of 
young children (4). Despite the benefits of breastfeeding, 
suboptimal infant feeding practices and subsequent in-
creases in infant mortality are reported during disasters, 
displacement and settlement of displaced communities 
in disaster relief camps (4). Although challenges asso-
ciated with breastfeeding during natural disasters are 
global, they are particularly problematic in low- and mid-
dle-income countries such as Pakistan. Pakistan has the 
second-highest under-5 child mortality rate (86 per 1000 
live births) in South Asia as a result of suboptimal breast-

feeding practices and malnutrition (5). During disasters, 
child mortality in Pakistan often increases by about 10% 
because of a further decline in breastfeeding prevalence, 
subsequent rise of childhood malnutrition and outbreaks 
of communicable and infectious diseases such as diar-
rhoea and dysentery (5).

Chitral is a mountainous region in northern 
Pakistan with a population of 470 000. It is underserved 
and affected by natural disasters. About 47% of the 
population are females and 12% are children aged 0–5 
years. The region has a limited number of educational 
institutions, accessible health facilities and programmes 
on breastfeeding. Although the overall adult literacy rate 
is 54%, the female literacy rate is only 37%. Maternal and 
under-5 mortality rates are quite high at 275 per 100 000 
live births and 75 per 1000 live births, respectively.

Chitral has had recurrent disasters, including 
earthquakes, landslides, avalanches and flooding. Many 
villages in Chitral experienced flooding on 29 July 2015 
as a result of a glacial lake outburst, which lasted for a 
month. The flooding killed about 32 people and injured 
more in Chitraland. It wiped out and damaged many 
villages and cut them off from other parts of the district 

Book 27-12.indb   1197Book 27-12.indb   1197 09/02/2022   18:3909/02/2022   18:39



1198

Research article EMHJ – Vol. 27 No. 12 – 2021 Migrant special issue

for more than 3 weeks. The flood caused the water and 
electricity supply to be cut off in many villages, and 
damaged many health centres and basic health units, 
hence interrupting delivery of health care services 
to the area. About 3 months after the flood, a major 
earthquake (magnitude 7.5) occurred on 26 October 2015, 
which killed 221 people, and left many more injured and 
homeless. Many families affected by these disasters are 
temporarily resettled in disaster relief camps (mainly 
tents, transitional shelters and mud-brick houses). The 
recurrent disasters have led to long stays in disaster relief 
camps and forced affected communities, mainly women 
and young children, to live in unsafe housing that lacks 
basic facilities such as sanitation, clean drinking-water, 
proper ventilation, electricity, waste disposal, and health 
care (5). 

During disasters, affected families often receive 
humanitarian aid from a variety of governmental and 
nongovernmental organizations and donor agencies. 
Although humanitarian aid is provided in order to save 
the lives of the displaced population, it is important to 
understand how this aid shapes breastfeeding practices 
of displaced mothers with young children. In the 
disaster relief camps in Chitral, there are currently no 
standardized national or regional programmes or policies 
to support breastfeeding. Therefore, it is even more 
important to fill this gap in knowledge so that health care 
professionals, relief workers and other stakeholders can 
develop context-specific supportive interventions that 
may improve breastfeeding practices.

We aimed to explore the effects of humanitarian 
aid on the breastfeeding practices of displaced mothers 
living in the disaster relief camps of Chitral, Pakistan. 

Methods
This was a qualitative study undertaken from March 
to May 2018 in the disaster relief camps of Chitral, Pa-
kistan. We collected on residents from four villages of 
Chitral that had been affected by the glacial lake outburst 
flood and subsequent earthquake. We accessed the relief 
camps with the support of a humanitarian relief agency 
based in Pakistan.

We collected data through field observation, document 
analysis and in-depth interviews with 18 internally 
displaced mothers living in the disaster relief camps who 
had young children aged 1 day to 36 months. We invited 
mothers to participate in this study through a community 
mobilizer. We used a semi-structured interview guide for 
the in-depth interviews. Participation in this study was 
voluntary and participants had the option to withdraw 
from the study at any time. We maintained anonymity 
and confidentiality of the participants during data 
collection, analysis and reporting of the findings.

The process of data analysis included derivation of 
codes, categories and themes from the data gathered 
from multiple sources.

We received ethical approval to conduct this study 
from the University of Alberta Research Ethics Board.

Results
Demographic characteristics of participants
The ages of the 18 mothers ranged from 18 to 40 years. 
The education level of participants varied from illiterate 
to university education. Participants had been living in 
a variety of temporary housing for more than 2.5 years, 
including transitional shelters, damaged houses and 
tents donated by the humanitarian relief agencies. Most 
of the participants lived within an extended family. The 
number of family members living in temporary housing 
ranged from four to 15. The number of children per par-
ticipant ranged from one to seven. The age of the young-
est children ranged from 3 months to 3 years. Three of 
the mothers were exclusively breastfeeding their infants, 
11 were breastfeeding and using cow’s milk, solids and/or 
formula milk, and four mothers were using only breast-
milk substitutes (cow’s milk, formula milk and/or solids) 
to meet the nutritional needs of their youngest child.

Effects of humanitarian aid
Three main themes evolved from the data: (i) humanitar-
ian aid as life saver; (ii) insufficient aid affected breast-
feeding and (iii) systemic injustices in distribution of hu-
manitarian aid. Each of these are discussed below:

Humanitarian aid as life saver

Participants viewed humanitarian aid as life saver. Most 
of the mothers acknowledged that the contribution of 
humanitarian aid from the government, relief agencies, 
volunteers and neighbouring villagers enabled them to 
survive during the disaster and helped them to sustain 
breastfeeding. The aid provided included food items (rice, 
sugar, cooking oil, powdered milk, flour, lentils, tea, salt), 
non-food items (tents, tarpaulin sheets, clothes, blankets, 
hygiene kits, mattresses utensils, water coolers), insulat-
ed shelters and financial assistance While acknowledg-
ing the insulated shelters allocated by the relief agency as 
a humanitarian aid, one of the participants who was con-
tinuing her breastfeeding while living in a shelter said:

When I am feeding her [child] it’s much better if we 
sit inside the shelter because the shelter is an enclosed 
warm space and the child won’t feel cold inside, and nor 
would I, during that time [breastfeeding].

While acknowledging the role of humanitarian aid 
in supporting the nutritional needs of breastfeeding 
mothers, another mother who was able to resume 
breastfeeding noted:

At first, my breastmilk stopped because of the lower 
food intake, but as I started to eat again the breastmilk 
supply resumed. We received some support and items as 
help: oil, blankets, flour, and a lot of other things. We also 
received some clothes. I am thankful that we had that at 
least. In our homes [before the disaster] we had lands and 
lots of food. Comparatively, this was much less than that, 
but I am thankful that we got this much at least.

Insufficient aid affecting breastfeeding

The mothers highlighted insufficient and inadequate aid 
as a barrier to breastfeeding. A review of records and doc-

Book 27-12.indb   1198Book 27-12.indb   1198 09/02/2022   18:3909/02/2022   18:39



1199

Research article EMHJ – Vol. 27 No. 12 – 2021 Migrant special issue

uments maintained by the humanitarian relief agency 
confirmed that during the two disasters in Chitral, most 
of the accessible villages and displaced families were 
provided food and non-food items only for 2–4 weeks. 
The documents maintained by one of the relief agencies 
showed that after each of these disasters, the families af-
fected received food and non-food items only once. 

Breastfeeding mothers affected by disaster shared 
various challenges with humanitarian aid, including: 
inadequacy of the aid, delayed allocation of aid, delays 
in getting a shelter or tent, inadequate assistance for the 
real victims as opposed to those who were not affected, 
inadequate duration of aid, no donations of items needed 
at the time, and distribution of aid (especially powdered 
milk and infant formula) without proper instructions 
about its use and contraindications. 

People who came from the relief agency did provide 
us with some expenses. I got mine. I got it for a month 
only and after that it stopped. We [breastfeeding mothers] 
didn’t eat proper meals and all these reasons were a 
contributing factor to it [insufficient breastmilk].

My breastmilk was not sufficient, and my child cried. 
I was worried and I was not comfortable in the way we 
lived. We got the tent at that time [after the earthquake]. 
Once it rained so much that the tent collapsed on the 
ground. After the rains we had to reconstruct it and live in 
the same again… If a person is not comfortable, how will 
he or she be able to survive in this life? The mother will 
always be under stress and surviving in such conditions 
[cramped and uncomfortable disaster relief camps] will 
be difficult. In such circumstances, mothers may commit 
suicide as a last resort.

Another mother could not sustain her breastfeeding 
practices because of a prolonged period of hunger as a 
result of not receiving humanitarian aid on a timely basis.

During and after the disaster there wasn’t anything 
available for us to eat. The problem was that all the roads 
were destroyed on the way out of here. We got the aid 
after almost a month. 

One mother shared the challenges associated with the de-
layed allocation of aid that negatively affected the health 
of children and the breastfeeding practices of mothers 
affected by disaster. 

If we had been given a house or tent sooner and 
proper food then it would have been helpful for us and 
the children. Lots of children from other families were 
sick because of not having a proper diet. We didn’t get the 
tents on time.

Although the transitional insulated shelters provided 
were better than tents, there were delays in the allotment 
of the shelters that affected the health and wellbeing of 
breastfeeding mothers and young children. Due to this 
delay, many breastfeeding mothers faced the stress of 
breastfeeding in public and they spent the winter season 
in a tent, their damaged house, open spaces with no 
privacy, or at a relative’s place where there were several 
challenges to maintaining their breastfeeding practices. 

When the floods came in, we [breastfeeding mother] 
were left without shelter from view and became 
unveiled. We didn’t have shelter at that time, we lived 
in a tent for a month. The men would live outside the 
tent, whereas women lived inside the tent. Mothers and 
children were also living inside the tent. There were no 
clothes for the children. They only had what they were 
wearing. Whenever I had to breastfeed my child, there 
was no privacy. We couldn’t breastfeed them [children] 
comfortably like a mother does in her own house. These 
were difficult times.

A few of the participants said that they received 
formula milk and powdered milk without any instructions 
on whether it was for children or adults. They either used 
it to prepare tea, feed older children, or passed it on to 
the mothers who had insufficient breastmilk or hungry 
infants. 

We [breastfeeding mothers] did get some powdered 
milk for tea. We [mothers] weren’t told that the powdered 
milk was for tea. We added it to the tea ourselves. No one 
told us anything; we did all of it ourselves. 

Injustices in aid distribution 

Many of the mothers talked about systemic injustices 
in aid distribution that increased their stress, and hence 
affected their health and breastfeeding practices. They 
mentioned favouritism, inequitable distribution of hu-
manitarian aid, inadequate needs assessment before al-
location of humanitarian aid (including shelter), lack of 
governmental support, corruption by the influential peo-
ple in the village, non-supportive relief authorities and a 
lack of a participatory approach by relief authorities (con-
sultation with the affected communities) to understand 
their needs and provide them with context-specific need-
based services. 

We don’t get the relief funds properly because the 
people who are in charge of the distribution get hold of 
it first.

Another mother who could not sustain her 
breastfeeding practices, elaborated on the multiple 
forms of systemic injustices (favouritism, corruption by 
influential people of the village and inadequate needs 
assessment of the victims) that affected her health and 
breastfeeding practices.

Some of them got the relief items while the others 
didn’t get anything…if the influential people who were 
distributing all these items [aid and donated items] knew 
you then a person could readily get those items…The 
external donors don’t know who the victims are and who 
are not. They look for victims by asking local influential 
people about the affected families. The people of the 
village only share names of people who they know [on 
a personal basis regardless of if they are a victim or not]. 
The donors are absolutely unaware of the real victims 
actually affected by this [disaster]. Those who were not 
really affected got everything for themselves and their 
relatives, but no one came to us and gave anything for me 
[breastfeeding mother] or my children. 
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Discussion
Although humanitarian aid facilitated the survival, 
health and wellbeing of the displaced mothers and their 
family members, various problems with the humanitari-
an aid increased the vulnerability of the displaced moth-
ers and negatively affected their breastfeeding practices. 
Although various relief agencies distributed aid in the 
form of temporary housing, food and non-food items, 
this aid was not available to many displaced mothers due 
to systemic injustices and gender insensitivities. The lit-
erature supports the existence of such injustice as it is 
reported that humanitarian aid often neglects the notion 
of cultural and gender-sensitive services, does not al-
ways reach the intended communities and is often not 
equitable (6), which further increases the vulnerability of 
displaced women and children (7,8). In our study, some 
families received support from multiple relief and donor 
agencies and others did not receive any aid as they were 
not in direct contact with the donor agencies or held less 
powerful positions in their communities.

Families that were not allocated a transitional shelter 
or tent on a timely basis had to live in damaged houses 
with limited privacy and safety. This further increased 
the vulnerability of displaced mothers and affected 
their breastfeeding practices. Moreover, the process of 
distribution of humanitarian aid did not provide equal 
opportunities for the breastfeeding mothers to receive 
humanitarian aid, services or assistance. Research 
underscores that injustices and gender insensitivity 
in distribution of aid increases women’s vulnerability 
as a result of disasters and negatively affects their 
preparedness and capacity to look after their child care 
responsibilities, including breastfeeding (9–13). 

The short-term nature of the humanitarian aid (food 
and non-food items) led to food insecurity, mental distress 
and other challenges among the displaced mothers, 
including the negative effect on the breastfeeding of 
displaced mothers who wished to sustain these practices. 
In Chitral, where recurrent disasters are prevalent, 
humanitarian aid lacked interventions and need-based 
support specific for the disaster-affected families, 
especially for mothers and young children. Again research 
highlights that traditional humanitarian responses that 
lack need-based services and interventions relevant 
to the specific community increase vulnerability and 
jeopardize the wellbeing and safety of displaced women 
and children (14–16). A narrow scope of interventions and 
inadequate attention to the long-term development of the 
displaced people are also reported as major drawbacks of 
humanitarian assistance (11,17,18). 

Another concern about the humanitarian aid was 
the unmonitored distribution of powdered milk without 
proper instruction or guidance on its use, which further 
increased the vulnerability of mothers and children, 
and negatively affected the mothers’ ability to provide 
for their children. Although displaced mothers mainly 
used the powdered milk to prepare tea, they sometimes 
fed this milk to their infants as a breast-milk substitute. 
Limited knowledge of how to prepare and use powdered 
milk may lead to waterborne diseases in infants and 
subsequently increase the economic and emotional 
burden of caring for a sick child during disaster and 
displacement. Previous studies have also highlighted 
similar issues on the distribution of free formula milk to 
displaced mothers that negatively affect the health and 
wellbeing of mothers and children (4,19–24). 

Our analysis of the situation suggests the importance 
of a collaborative approach among local, national and 
international relief agencies in undertaking proper 
planning on the scope, design and distribution of 
humanitarian aid. Moreover, strategies to ensure 
proper monitoring and evaluation of the process of 
aid distribution are essential to overcome systemic 
injustices and gender insensitivities of humanitarian 
aid. Responding to the needs of a community during a 
disaster and emergency evacuation by government and 
humanitarian relief agencies is important to ensure the 
humanitarian aid is thoughtful, equitable and context-
specific. Involving the disaster-affected community (both 
men and women of different villages in Chitral) is needed 
to identify the supplies needed during the disaster, 
displacement and settlement in the disaster relief camps. 
This approach will ensure that the aid is timely, needs-
based, gender-sensitive and culturally appropriate. 

A systematic process of aid allocation to the displaced 
families is also necessary. This will ensure that the aid 
is distributed in an equitable manner and there are no 
systematic injustices. Collaboration between the relief 
agencies (both national and international) is essential to 
design an efficient process of aid allocation in view of the 
needs of the displaced community. Various processes can 
be undertaken in collaboration with the key stakeholders 
to ensure allocation of aid to displaced families (both 
accessible and inaccessible families) on a timely basis 
to ensure their survival and wellbeing. Monitoring 
and evaluation of the distributed aid must be done 
collaboratively by the national and international relief 
agencies. Moreover, restricted donation of formula milk 
or any other form of breast-milk substitute, including 
powdered milk, is recommended during disasters. 
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Aide humanitaire et pratiques d'allaitement au sein des mères déplacées : une étude 
qualitative dans les camps de secours en cas de catastrophe
Résumé
Contexte : Lors des catastrophes et des déplacements de populations, les familles touchées reçoivent souvent une 
aide humanitaire de la part d'organisations gouvernementales et non gouvernementales ainsi que d'organismes 
donateurs. Peu d'informations sont disponibles en ce qui concerne les effets de l'aide humanitaire sur les pratiques 
d'allaitement au sein des mères touchées par des catastrophes et déplacées.
Objectifs : L'objectif de la présente étude était d'examiner les effets de l'aide humanitaire sur les pratiques 
d'allaitement au sein des mères déplacées touchées par des catastrophes naturelles dans le district de  
Chitral (Pakistan).
Méthodes : Il s'agissait d'une étude qualitative menée auprès de résidents de quatre villages du district de Chitral 
qui avaient récemment subi une inondation, puis un tremblement de terre. Les données ont été recueillies par le biais 
d'observations sur le terrain, de l'analyse de divers documents (par exemple des documents des organismes d'aide, 
des rapports publiés et des articles de journaux) et d'entretiens approfondis avec 18 mères déplacées internes vivant 
dans des camps de secours en cas de catastrophe dans le district de Chitral.
Résultats : Trois thèmes principaux sont ressortis des données : l'aide humanitaire en tant que moyen de préserver 
des vies, l'impact de l'insuffisance de l'aide humanitaire concernant l'allaitement au sein, et les injustices systémiques 
dans la distribution de l'aide.
Conclusion : Même si l'aide humanitaire a facilité la survie, et favorisé la santé et le bien-être des mères déplacées et 
des membres de leurs familles, divers problèmes liés à cette aide ont augmenté la vulnérabilité des mères déplacées 
et ont eu un impact négatif sur leurs pratiques d'allaitement au sein. L'aide humanitaire doit intégrer les questions de 
genre, être judicieuse, accordée en temps utile, fondée sur les besoins, équitable et adaptée au contexte. Un processus 
systématique d'allocation d'aide et de don restreint de lait maternisé ou de toute autre forme de substitut du lait 
maternel est recommandé pendant les catastrophes.

املساعدات اإلنسانية وممارسات الرضاعة الطبيعية لدى األمهات النازحات: دراسة كيفية يف خميامت اإلغاثة يف 
حاالت الكوارث

شيال هرياين، سولينا رخيرت، بوكوال سالمي

اخلالصة
اخللفية: غالًبا ما تتلقى اأُلرس املترضرة من الكوارث والنزوح مساعدات إنسانية من املنظامت احلكومية وغري احلكومية والوكاالت املانحة. وال تتوفر 

سوى معلومات قليلة عن آثار املساعدات اإلنسانية عىل ممارسات الرضاعة الطبيعية لدى األمهات املترضرات من الكوارث والنزوح.
األهداف: هدفت هذه الدراسة إىل استكشاف آثار املساعدات اإلنسانية عىل ممارسات الرضاعة الطبيعية لدى األمهات النازحات املترضرات من 

الكوارث الطبيعية يف شيرتال، باكستان.
زلزال. وُجعت  تبعه  ثم  لفيضان حدث مؤخًرا  تعرضوا  قد  كانوا  أربع قرى يف شيرتال،  الكيفية عىل سكان  الدراسة  ُأجريت هذه  البحث:  ُطرق 
البيانات من خالل املالحظات امليدانية، وحتليل خمتلف الوثائق )مثل الوثائق الصادرة عن وكاالت تقديم املساعدات، والتقارير املنشورة ومقاالت 

الصحف(، وإجراء مقابالت متعمقة مع 18 من األمهات النازحات داخلًيا الاليت يعشن يف خميامت اإلغاثة يف حاالت الكوارث يف شيرتال.
عىل  اإلنسانية  املساعدات  كفاية  عدم  وتأثري  للحياة،  منقذة  بوصفها  اإلنسانية  املساعدات  هي:  رئيسية،  مواضيع  ثالثة  البيانات  أبرزت  النتائج: 

الرضاعة الطبيعية، واإلجحافات املنهجية يف توزيع املساعدات اإلنسانية.
ت فرص بقاء األمهات النازحات وأفراد أرسهن عىل قيد احلياة واحلفاظ عىل صحتهم  االستنتاجات: عىل الرغم من أن املساعدات اإلنسانية يسَّ
الرضاعة  يف  ممارساهتن  عىل  سلًبا  وتؤثر  النازحات  األمهات  ضعف  من  تزيد  اإلنسانية  باملساعدات  تتعلق  عديدة  مشاكل  هناك  فإن  وعافيتهم، 
الطبيعية. وجيب أن تكون املساعدات اإلنسانية مراعية لالعتبارات اجلنسانية، ومدروسة، ومالئمة من حيث التوقيت، وقائمة عىل االحتياجات، 
ومنصفة، وحمددة السياق. ويوىص أثناء الكوارث باتباع أسلوب منهجي يف ختصيص املساعدات واحلد من التربع بمستحرضات احلليب أو بأي 

شكل آخر من بدائل لبن األم.
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reviews
*Dianne Egli-Gany,1 *Wafa Aftab,2 Sarah Hawkes,3 Laith Abu-Raddad,4 Kent Buse,5 Fauziah Rabbani,2 Nicola Low1 and Kristine Onarheim3

1Institute of Social and Preventive Medicine, University of Bern, Bern, Switzerland (Correspondence to: Dianne Egli-Gany: degli-gany@bluewin.ch). 
2Department of Community Health Sciences, Aga Khan University, Karachi, Pakistan. 3Centre for Gender and Global Health, Institute for Global Health, 
University College London, London, United Kingdom. 4Kent Buse, Director, Healthier Societies Program, The George Institute for Global Health, Imperial 
College London, United Kingdom.

Abstract
Background: The sexual and reproductive health and rights (SRHR) of migrants and refugees present important public 
health challenges. Social and structural determinants affect both the general health and SRHR of migrants, but the drivers 
of SRHR among migrant and refugee populations remain understudied.
Aims: To identify upstream social and structural determinants of SRHR health of migrants and refugees reported in sys-
tematic reviews.
Methods: We conducted a systematic review of reviews. We studied 3 aspects of SRHR: sexually transmitted infections, 
sexual violence and unintended pregnancy in migrants and refugees. We used an inductive approach to synthesize 
emerging themes, summarized them in a narrative format and made an adapted version of Dahlgren and Whitehead’s 
social determinants of health (SDH) model.
Results: We included 12 systematic reviews, of which 10 were related to sexually transmitted infections, 4 to sexual vi-
olence and 2 to unintended pregnancy. We identified 6 themes that operate at 4 different levels in an adapted version of 
the Dahlgren and Whitehead SDH model: economic crisis and hostile discourse on migration; limited legal entitlements, 
rights and administrative barriers; inadequate resources and financial constraints; poor living and working conditions; 
cultural and linguistic barriers; and stigma and discrimination based on migration status, gender, sex and ethnicity.
Conclusion: This review provides evidence of how upstream social and structural determinants undermine the SRHR of 
refugees and migrants. Unless these are addressed in policy-making and planning, the health of migrants and refugees 
is at risk.
Keywords: migrants, refugees, sexual and reproductive health, social and structural determinants of health
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Introduction
The sexual and reproductive health and rights (SRHR) of 
migrants and refugees are important public health issues 
(1,2). While migration brings opportunities for better lives 
and prosperity, it also increases risks to health for diverse 
and heterogeneous groups of people (1). Most migrants 
are of working age (3), including the peak age groups for 
sexual activity and have a range of related health prob-
lems (4). Today, most of the world’s 258 million interna-
tional migrants live in low- and middle-income countries 
(LMICs) (1,3), which also experience a high burden of 
poor SRHR outcomes (5). Due to political upheaval and 
conflict, the Eastern Mediterranean Region hosts 66% 
of the world’s refugees and 33% of asylum seekers (6). In 
2018, a large proportion of asylum seekers arriving in Eu-
ropean Union (EU) Member States originated from the 
Eastern Mediterranean Region (7).

The SRHR of migrants is closely linked to political, 
environmental and cultural conditions. Migration is 
recognized as a social determinant of health (SDH) 
(9) by the International Organization for Migration 
(IOM) (8,10) and the World Health Organization (11) 
because the conditions surrounding migration lead to 
health inequalities, increased health risks and negative 
health outcomes (8). The SDH provide a model for 
understanding the social and structural factors that 
influence health at different levels according to their 
causal proximity to a health problem; upstream and 
distal (such as general socioeconomic and environmental 
conditions) or downstream and proximal (individual 
factors) (Figure 1) (12,13). Understanding the underlying 
causes of poor health is crucial as they are likely to have 
greater impact on population health than individually 
targeted approaches (14,15). Population level health can be 
improved through shifts in public policies and targeting 
upstream determinants of population health (14). 

*Both authors contributed equally to this work
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Structural and social factors are responsible for a major 
proportion of health inequalities (16). For disadvantaged 
populations, these factors relate to higher risks, reduced 
access to services leading to poorer disease outcomes, 
and worse economic and social outcomes related to 
poor health and the costs of treatment (17). In addition, 
global aspirations for the health-related targets of the 
Sustainable Development Goals, including universal 
health coverage, cannot be fulfilled without ensuring 
that all migrants are able to realize their rights, including 
in relation to sexual and reproductive health and rights 
(18). We conducted a systematic review to identify the 
structural and social determinants which put migrants 
and refugees at risk of poor SRHR outcomes, and to locate 
key policy areas where action can address inequalities in 
health.

The aim of this review was to identify upstream social 
and structural determinants of SRHR of migrants and 
refugees reported in systematic reviews. We addressed 
3 aspects of SRHR outcomes: sexually transmitted 
infections (STIs), including hepatitis B and C and HIV/
AIDS; sexual violence; and unintended pregnancies, 
along with access to health care for the prevention and 
treatment of these outcomes. Results related to health in 
general were included where they also applied to SRHR.

Methods
Design
We conducted a review of systematic reviews following 
guidance from the Joanna Briggs Institute methodology 
group (19). We included systematic reviews which pro-
vided methods sufficiently detailed to be reproduced 
by another researcher. The protocol is registered on the 
electronic PROSPERO (international prospective reg-
ister of systematic reviews) database (20) (PROSPERO 
CRD42018086039).

Search strategy
We searched the PubMed/MEDLINE and Web of Science 
(Science and Social Science Citation Index) electronic 
databases from 1 January 1980 to 9 February 2018. The 

search strategy included terms for the SHRH outcomes 
and populations of interest. For PubMed/MEDLINE, the 
terms were combined with a filter for reviews (21); this 
search strategy is published (20). We restricted our search 
to reviews published in English or German. 

Population of interest
Our population of interest was international migrants, 
refugees and/or asylum seekers. We included systematic 
reviews that reported results for the population of inter-
est separately. We excluded articles that did not give a 
definition for the target population that coincided with a 
definition from the IOM (22) or the United Nations High 
Commissioner for Refugees (UNHCR) (23). In brief, mi-
grants include “all cases where the decision to migrate 
was taken freely by the individual concerned for reasons 
of ‘personal convenience’” (22); refugees include any “per-
son who meets the eligibility criteria under the applica-
ble refugee definition” (23) and asylum seekers include 
any “individual who is seeking international protection 
… whose claim has not yet been finally decided on” (22). 
We included systematic reviews that reported findings 
for any of these defined populations. We excluded arti-
cles that did not give clear definitions of the study popu-
lations. We also excluded articles that only included data 
for (internal) domestic migrants, rural-to-urban migrants 
and internally displaced individuals.

Social and structural determinants of interest
Our review focussed on the upstream social and struc-
tural determinants of health from Dahlgren and White-
head’s SDH model and did not examine individual-level 
factors (Figure 1) (12).

Review screening, selection, analysis and 
synthesis
One researcher screened the titles and/or abstracts of 
retrieved articles, assessed the full text of potentially eli-
gible articles and extracted data about review character-
istics and determinants of the SRHR outcomes. A second 
reviewer checked all full-text inclusion and exclusion 
decisions and the extracted data. Discrepancies were 
resolved through discussion. Following an inductive ap-
proach, all authors discussed the included reviews and 
agreed upon emerging themes. We synthesized emerg-
ing themes and displayed them in an adapted version of 
Dahlgren and Whitehead’s SDH model. We reported the 
findings narratively, using terms for SRHR outcomes 
that the authors of the included systematic reviews used.

Results
Selection 
We screened 440 articles and included 11 systematic re-
views that fulfilled our selection criteria (24–34) (Figure 
2). Twenty-eight articles were excluded because there 
was no IOM or UNHCR population definition. On re-ex-
amination, we included one of these 28 reviews because 
it identified a new theme (economic crisis) (35). The 12 

Figure 1 The social and structural determinants of health 
[source: Dahlgren & Whitehead (12)] 
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reviews included a median of 38 articles (interquartile 
range 29–45). Table 1 reports the characteristics of the 
included reviews. Ten of the 12 reviews examined health 
outcomes related to STIs (24–29,31,33–35), 4 to sexual vi-
olence (29–32) and 2 to unintended pregnancies (25,27). 
Most reviews included studies with both qualitative 
(10/12) and quantitative (9/12) data. The reviews included 
migrants and/or refugees originating from sub-Saharan 
Africa (8/12), Asia (7/12), Latin America (7/12), the Middle 
East and North Africa (MENA) (6/12), Europe (6/12), Oce-
ania (2/12) and North America (1/12). All reviews included 
Europe as a receiving region, whereas Asia, Latin Amer-
ica, MENA, and sub-Saharan Africa were receiving re-
gions in less than half of the included reviews.

Data synthesis
We identified 6 themes (Table 2) that operate at 4 different 
levels in our adaptation of the Dahlgren and Whitehead 
SDH model (Figure 3): prevailing norms and narratives, 
structural determinants, living and working conditions 
and social and community factors. The themes are: 

• Economic crises and hostile discourse on migration 
Our findings show that the general tenor of societal 
discourse on migration and migrants influences 
the perceptions of host communities and migrants 
themselves about the acceptability of using resources 
for SRHR needs of migrants (27,34). Anti-immigrant 
rhetoric, especially against undocumented migrants, 
draws attention to economic crises (34); when mi-
gration is framed as a threat to the economy and a 

burden on health systems, it negatively influences 
public opinion and constrains migrants’ SRHR choic-
es as they fear being perceived as “using too many 
resources” (27). Influenced by anti-immigrant rhet-
oric and policies, providers may deny needed SRHR 
services to undocumented migrants, who may feel 
too threatened to seek care (34). During economic 
crises in Europe, there is evidence of a disproportion-
ately higher risk of STIs among migrants related to 
unemployment and poverty, which directly create 
the conditions for STI transmission and austerity 
measures and cuts to prevention and treatment pro-
grammes (35).

• Limited legal entitlements, rights and administrative 
barriers. A comprehensive literature review from the 
EU found that the right to health, including access to 
health care, for migrants is influenced by competing 
policy narratives and frameworks, e.g. rights versus 
immigration; the latter mostly emphasizing immigra-
tion control. In practice, this contradiction can deter 
migrants from seeking care, especially undocument-
ed ones (27). The review found a general lack of poli-
cies, regulations and guidelines on migrant SRHR (27).  
In the EU, legal entitlements to care varies with the 
type of migrant and is particularly restrictive for 
undocumented migrants (27). Most recent policies in 
the EU focus only on asylum seekers and refugees. 
In many EU countries, undocumented migrants only 
have access to emergency services. The definition of 
“emergency services” varies across countries and is 

Figure 2 Flow chart of identified and selected reviews for inclusion (aincluded articles can cover more than one health outcome)

Includeda = 11
Sexually transmitted infections = 9

Sexual violence = 4
Unintended pregnancy = 2

Full text screened = 141

Titles and abstracts screened = 319

Duplicates removed = 121

Excluded = 178

Search results = 440
PubMed = 184

Web of Science = 237
Hand search/Google Scholar = 19

Excluded = 130
None of the health outcomes of interest included = 5

Not a systematic review = 23
Migrants, refugees or asylum seekers not included = 2

Does not include data on structural and/or social 
determinants = 58

Does not give a definition for the populations which 
coincides with that of the International Organization 

for Migration or the UN High Commissioner for 
Refugees = 28

Other = 14
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subject to change, creating uncertainty about 
entitlement to sexual and reproductive health 
(SRH) care. In the United Kingdom, HIV treat-
ment used to be an emergency service but this 
was rescinded in 2009, thus ending free HIV 
treatment for all (27). Many European coun-
tries restrict undocumented migrants from 
accessing treatment for hepatitis C and HIV in-
fections (25). As a result, documented migrants 
from LMICs in high-income countries (HICs) 
have comparatively better access to HIV test-
ing than undocumented migrants, whose legal 
status and fear of deportation act as deterrents 
to HIV testing (26). The absence of regional 
guidelines on HIV testing among migrants 
also poses a barrier to HIV testing in HICs (26). 
In the EU, few policy documents address both 
SRHR and migrants (27). The legal provisions 
on migrant SRHR focus on a narrow under-
standing of reproductive health, concentrating 
mainly on pregnant women and neglecting 
important dimensions (27), e.g. sexual violence 
in highly vulnerable migrant sub-groups (30). 
Most policy documents dealing with sexual vi-
olence do not consider sexual violence against 
men, undocumented migrants and sex work-
ers. The effect of structural factors, such as le-
gal status and living conditions, on predilection 
to sexual violence is also ignored. While sexual 
violence in the countries of origin (e.g. in war, 
during trafficking or female genital mutilation) 
is considered, the potential for sexual violence 
against vulnerable migrants after arriving 
in the EU is ignored; the exception is sexual 
violence in migrant accommodation centres 
(30). As a result, migrants vulnerable to sexual 
violence face significant legal obstacles in real-
izing their rights to SRH services in the EU (30). 
Fulfilling the administrative requirements 
needed to access care can be prohibitive for mi-
grants as well as providers. For instance, when 
requirements such as proof of residence (27), 
insurance (24,27) or resources (27) are unclear, 
they create uncertainty about entitlement for 
both migrants and providers (27). Moreover, 
differing entitlements for various groups of 
migrants make it difficult for medical and ad-
ministrative staff to determine which services 
can be offered (27). The situation is more com-
plicated for undocumented migrants. Even 
when legally entitled, de facto access to care 
can be limited by administrative and financial 
burdens (33).

• Inadequate resources and financial 
constraints. The limited finances and resourc-
es available for the SRHR of migrants and ref-
ugees delay needed diagnosis and treatment. 
Lack of financial allocation for migrant health, 
including preventive services, results in subop-Au
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timal levels of HIV testing of migrants from LMICs 
(26). While accessing care after an AIDS diagnosis, 
Latino migrants in United States were prevented 
from accessing care because of bureaucratic require-
ments and generally poor access to health care (34). 
Requirements for out-of-pocket payments create 
direct financial barriers, especially for undocumented 
migrants, while housing and transport costs are indi-
rect financial constraints (27). Inadequate financial 
and human resources (e.g. health providers, inter-
preters) have been identified as barriers to adequate 
migrant health care by health providers (33), while 
nongovernmental agencies have raised concerns 
about limited funding, which negatively affects care 
for migrants affected by sexual violence (30).

• Poor living and working conditions. Migrants move 
regularly and live in underserved areas, creating bar-
riers to health care access and contributing to poor 
SRHR (27). Alternatively, offering services in easily 
accessible places facilitates HIV testing in HICs (26). 
Legal stipulations about sex work and their own legal 
status may deter migrant sex workers from seeking 
care (27). Adverse working conditions, such as con-
fiscation of passports and withholding of food, are 
associated with abuse at the workplace among female 
domestic workers (31), which may lead to sexual vi-
olence. Living in detention and reception centres is 
associated with being subjected to violence. In one 
systematic review, the prevalence of sexual violence 
in these centres in HICs ranged from 13.6% to 77.8% 
(32). Poverty has also been associated with human 
trafficking and subsequent sexual violence (29). Evi-
dence about migrant SRHR in LMICs is more limited. 
One review found that migrant female sex workers 

in lower income countries were at higher risk of HIV 
than non-migrant sex workers (28).

• Cultural and linguistic barriers. Communication, 
language and cultural problems related to the mi-
gration process influence access to health services 
across the EU for arriving migrants and refugees 
(25). Communication and language problems limit 
the effectiveness of health promotion activities tar-
geted at migrants (26), make it difficult for migrants 
to navigate health systems (27), and prevent health 
workers from providing adequate services to mi-
grants (33). For instance, the inability of migrants 
to effectively communicate signs and symptoms 
of illness could decrease the probability of syndro-
mic diagnosis of infections (24), potentially lead-
ing to inadequate management of HIV and STIs.  
Cultural attitudes and beliefs among both migrants 
and providers can act as barriers to adequate SRH of 
migrants. For example, suboptimal knowledge, atti-
tudes and practices about SRH puts female domestic 
workers at higher risk of STIs (31). Health providers 
consider cultural differences between health provid-
ers and migrant patients, professional norms, and 
poor cultural fit of service provision guidelines as 
barriers to delivery of quality care (33). The lack of 
cultural sensitivity of health care providers limits 
uptake of HIV testing among migrants (26). Sociocul-
tural factors (e.g. early child marriage, lack of access 
to social services, etc.) leave women and children vul-
nerable to human trafficking and subsequent sexual 
violence (29).

• Stigma and discrimination. Discrimination based on 
migration status, gender, sex and ethnicity impact 
migrant SRH. Migration status intersects with other 
factors such as race, ethnicity and gender to exclude 

Table 2 Summary of the upstream social and structural determinants of sexual and reproductive health and rights of migrants and 
refugees

Determinant theme Reference Nos. Summary
1. Economic crises and hostile discourse 
on migration 

27, 34, 35 Economic crises, impoverishment, austerity measures, anti-immigrant rhetoric, 
public opinion and policies puts migrants at risk of sexual ill health and limits 
access to care

2. Limited legal entitlements, rights and 
administrative barriers

24, 25, 26, 27, 30, 33 Lack of policies on migrant SRHR, restricted entitlements to SRH services, 
exclusion of undocumented migrants, narrow policy focus on reproductive health 
and specific populations, lack of policy focus on migrant populations vulnerable to 
sexual violence as well as burdensome administrative requirements are barriers to 
good SRHR

3. Inadequate resources and financial 
barriers 

26, 27, 30, 33, 34 Limited financial and human resources in the health care sector, out-of-pocket 
expenses and transport and housing costs undermine the SRHR of migrants

4. Poor living and working conditions 26, 27, 28, 29, 31, 32 Frequent relocation, living in underserved areas, inaccessible location of health 
services, legal status of occupations, living in detention/reception centres, poor 
working conditions and poverty are associated with poor SRH in migrants

5. Cultural and linguistic barriers 24, 25, 26, 27, 29, 
31, 33

Different languages, communication and cultural norms between health care 
providers, migrants and the community are barriers to adequate SRH diagnosis 
and treatment

6. Stigma and discrimination 26, 27, 29, 30, 32 Stigma and discrimination related to migration status, sex, gender, sexual 
orientation and pregnancy outside marriage negatively impact the SRHR of 
migrants

SRH = sexual and reproductive health; SRHR = sexual and reproductive health and rights.
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Figure 3 The social and structural determinants of sexual and reproductive health and rights in migrants and refugees (The 
box lists the six social and structural determinant themes identified in this review. The four levels of the rainbow (social and 
community; living and working conditions; structural determinants; prevailing norms and narratives) represent the different 
levels at which these determinants operate. The layers of the rainbow are populated with the main results of this review. The 
roman numerals indicate the related determinant theme)

Sexual reproductive 
health and rights

outcomes in 
migrants and 

refugees 

Li
vi

ng
 in

 
un

de
rs

er
ve

d 
ar

ea
sI

V

Hostile discourse on migrationI

Anti-immigrant rhetoricI

Poor working conditions 
and employment statusIV

Discrimination 
related to 

migrant statusVI

DETERMINANT THEMES
I Economic crises and hostile 
discourse on migration 
II Limited legal entitlements, rights 
and administrative barriers
III Inadequate resources and 
financial barriers
IV Poor living and working 
conditions 
V Cultural and linguistic 
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migrants, particularly women, from accessing care 
(27). Gender discriminatory practices were found to 
be a risk factor for human trafficking in, within and 
outside of Ethiopia, which results in migrants experi-
encing poor health outcomes and sexual violence (29). 
Female asylum seekers have a higher risk of sexual 
torture compared with males (32). Stigma was reported 
as a barrier to accessing health care (26,27,29). Perceived 
and experienced stigma have been reported as signif-
icant barriers to HIV testing across migrant groups in 
HICs (26). Pregnancy outside marriage and the asso-
ciated stigma were also identified as a factor leaving 
women vulnerable to trafficking and subsequently 
poor SRHR outcomes (29). Migrant male sex workers 
are particularly vulnerable to sexual violence due to 
stigma associated with migrant status, sex work and 
homosexuality, yet this vulnerability is not acknowl-
edged in sexual violence policies in Europe (30).

Discussion
Summary of main findings
This review provides evidence about social and structural 
determinants that preclude migrants and refugees from 
maintaining good SRH and realizing their right to enjoy-
ment of the highest attainable standard of health (36). We 
identified 6 determinants (Table 2), operating at 4 levels 
(Figure 3). Our findings align with research on underly-
ing causes of poor migrant health (1,9,10,37). Our review 

adds new knowledge about how multiple determinants 
are harmful to SRHR. Economic crises; hostile environ-
ments; and limited legal entitlements, rights and policies 
exclude migrants from realizing their right to health and 
health care. Inadequate financial and human resources 
limit the health care services offered and care-seeking. 
Poor living and working conditions are associated with 
poor SRHR. Different languages and cultural norms be-
tween health care providers, migrants and the commu-
nity are barriers to adequate diagnosis and treatment. 
Stigma and discrimination related to migration status, 
sex, gender and sexual orientation negatively impact the 
SRHR of migrants. Furthermore, our adapted model of 
determinants is relevant beyond the specific findings of 
this review and links upstream determinants (narratives 
and values) to health inequalities (Figure 3).

Strengths and limitations
The strengths of this review include the systematic 
search, the identification of the most consistent up-
stream determinants of migrant and refugee SRHR, and 
our adaptation of a widely used SDH framework (12). Our 
focus on STIs, sexual violence and unintended pregnan-
cies is likely to have narrowed the number of identified 
determinants. The review of systematic reviews, rather 
than primary studies, might be seen as a limitation. In 
a research field as broad as the health of diverse groups 
of migrants and refugees, however, we were able to take 
advantage of existing systematic searches to compile 
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the most relevant literature pertinent to various migrant 
sub-populations.

Implications for research and policy
Our review identified upstream social and structural 
determinants that impact migrants’ SRHR, but many 
reviews focused on downstream determinants. Given 
the politicized debates and growing xenophobic rhetoric 
and actions targeting migration (38), research about up-
stream determinants is an important priority. Our review 
identified findings mainly coming from HICs; research 
is lacking from the Eastern Mediterranean Region and 
other regions with larger fluxes of migrants and refugees 
(39) as are studies on unintended pregnancies and sexu-
al violence in these populations. Research is also needed 
to connect knowledge of identified determinants and ef-
fective policies to mitigate the effect of these structural 
inequities, including rights-based approaches to improve 
the SRHR of migrants. Moreover, research into differing 
norms, power and political prioritization is needed to un-
derstand why SRHR among migrants remains a de-pri-
oritized area.

Our review examined determinants of 3 selected 
SRHR outcomes. The nature of these determinants 
depends on context and relates to different populations 
of migrants and refugees – leading to caution in 

overt generalizations. Nevertheless, some potential 
policy implications arising from our review should be 
highlighted. First, to address key structural barriers to 
SRHR, sectors beyond health must be engaged. Second, 
the scope of migrant SRHR policies should be expanded 
to include areas such as sexual violence. Responses to 
sexual violence in host countries should be based on the 
consideration that migrants and refugees are at risk of 
sexual violence in countries of origin, in transit and in 
destination countries and need appropriate legal and 
health system protections. Third, in an era of austerity, 
preventive and curative SRH services for migrants, 
including undocumented migrants, and refugees must 
be adequately resourced in order to respect, protect and 
fulfil the right to health. Finally, evidence-informed 
SRHR services should be delivered in culturally sensitive 
ways to ensure uptake, provide appropriate linguistic 
support and assure privacy, confidentiality and dignity.

Conclusion
This review provides evidence for how upstream social 
and structural determinants undermine the SRHR of 
refugees and migrants. Unless these are addressed in 
policy-making and planning, the health and rights of mi-
grants and refugees is at risk.
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Déterminants sociaux et structurels de la santé sexuelle et reproductive et droits 
associés chez les migrants et les réfugiés : examen systématique d'analyses 
Résumé
Contexte : La santé sexuelle et reproductive et les droits associés des migrants et des réfugiés présentent 
d'importants défis en matière de santé publique. Les déterminants sociaux et structurels ont une incidence à la fois 
sur la santé générale et sur la santé sexuelle et reproductive et les droits associés des populations de migrants et de 
réfugiés, mais les facteurs qui influencent ces derniers demeurent sous-étudiés.
Objectifs : Identifier les déterminants sociaux et structurels intervenant en amont de la santé sexuelle et 
reproductive et des droits associés des migrants et des réfugiés, tels que décrits dans les examens systématiques.
Méthodes : Nous avons procédé à un examen systématique d'analyses. Nous avons étudié trois aspects de la santé 
sexuelle et reproductive et des droits associés : les infections sexuellement transmissibles, les violences sexuelles 
et les grossesses non désirées chez les migrants et les réfugiés. Nous avons utilisé une approche inductive pour 
synthétiser les thèmes émergents, puis les avons résumés dans un format narratif et avons réalisé une version 
adaptée du modèle de Dahlgren et Whitehead sur les déterminants sociaux de la santé.
Résultats : Nous avons inclus 12 examens systématiques, dont 10 étaient liés aux infections sexuellement 
transmissibles, quatre aux violences sexuelles et deux aux grossesses non désirées. Nous avons identifié six thèmes 
qui interviennent à quatre niveaux différents dans une version adaptée du modèle sur les déterminants sociaux de la 
santé de Dahlgren et Whitehead : la crise économique et les discours hostiles à la migration ; les droits légaux limités, 
les obstacles juridiques et administratifs ; les ressources insuffisantes et les contraintes financières ; les mauvaises 
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conditions de vie et de travail ; les barrières culturelles et linguistiques ; et la stigmatisation et la discrimination 
basées sur le statut migratoire, le genre, le sexe et l'ethnicité.
Conclusion : La présente analyse montre comment les déterminants sociaux et structurels intervenant en amont 
nuisent à la santé sexuelle et reproductive et aux droits associés des réfugiés et des migrants. Tant que ces éléments 
ne sont pas pris en compte dans l'élaboration des politiques et la planification, la santé des migrants et des réfugiés 
est en danger.

املحددات االجتامعية واهليكلية للصحة اجلنسية واإلنجابية للمهاجرين والالجئني واحلقوق املتعلقة هبا: استعراض 
منهجي لالستعراضات 

ديان إجييل-جيني، وفاء أفتاب، سارة هوكس، ليث أبو رداد، كينت بوس، فوزيه رباين، نيكوال لو، كريستني أونارهايم

اخلالصة
املحددات  وتؤثر  العامة.  الصحة  جمال  يف  مهمة  حتديات  هبا  املتعلقة  واحلقوق  والالجئني  للمهاجرين  واإلنجابية  اجلنسية  الصحة  ُتثل  اخللفية: 
االجتامعية واهليكلية عىل كٍل من الصحة العامة والصحة اجلنسية واإلنجابية للمهاجرين واحلقوق املتعلقة هبا، ولكن ال تزال العوامل املؤثرة عىل 

الصحة اجلنسية واإلنجابية واحلقوق املتعلقة هبا يف صفوف املهاجرين والالجئني غري مدروسة دراسًة وافية.
األهداف: هدفت هذه الدراسة إىل حتديد املحددات االجتامعية واهليكلية األولية للصحة اجلنسية واإلنجابية للمهاجرين والالجئني واحلقوق املتعلقة 

هبا التي أفادت هبا االستعراضات املنهجية.
هبا:  املتعلقة  واحلقوق  واإلنجابية  اجلنسية  الصحة  جوانب  من  جوانب  ثالثة  ودرسنا  لالستعراضات.  منهجًيا  استعراًضا  أجرينا  البحث:  ُطرق 
املنقولة جنسًيا، والعنف اجلنيس، واحلمل غري املقصود لدى املهاجرين والالجئني. واتبعنا هنًجا استقرائًيا لتوليف املواضيع املستجدة،  األمراض 

لة من نموذج داجلرين ووايتهيد للمحددات االجتامعية للصحة. وخلصناها يف شكل رسدي، وأعددنا نسخة معدَّ
اجلنيس،  بالعنف  تتعلق  و4 استعراضات  جنسًيا،  املنقولة  باألمراض  تتعلق  استعراضات   10 منها  منهجًيا،  استعراًضا   12 استعرضنا  النتائج: 
لة من نموذج داجلرين ووايتهيد للمحددات  واستعراضان يتعلقان باحلمل غري املقصود. وحددنا 6 مواضيع يف 4 مستويات خمتلفة يف نسخة معدَّ
االجتامعية للصحة: األزمة االقتصادية واخلطاب العدائي بشأن اهلجرة؛ وحمدودية االستحقاقات القانونية واحلقوق والعوائق اإلدارية؛ وعدم كفاية 
املوارد والقيود املالية؛ وسوء ظروف املعيشة والعمل؛ واحلواجز الثقافية واللغوية؛ والوصم والتمييز عىل أساس وضع اهلجرة والنوع االجتامعي 

ونوع اجلنس والعرق.
للمهاجرين  واإلنجابية  اجلنسية  الصحة  تقويض  يف  األولية  واهليكلية  االجتامعية  املحددات  أثر  عىل  دالئل  االستعراض  هذا  م  يقدِّ االستنتاجات: 
املهاجرين والالجئني ستكون  فإن صحة  والتخطيط،  السياسات  إطار عملية رسم  األمور يف  ُتعاَلج هذه  مل  املتعلقة هبا. وما  والالجئني واحلقوق 

ُعرضة للخطر.
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Abstract
Background: The WHO Region for the Eastern Mediterranean has had a history of complex migration patterns, with 
high levels of migration to, from and within the Region, overlaid by massive recent forced displacement. Relatively little 
is known about the health system response to this large-scale mobility. 
Aims: To review the literature on the Region critically, identify gaps and suggest areas needing research and policy atten-
tion. 
Method: A search of the published literature using MEDLINE and POPLINE was conducted on health and migration 
focusing on the WHO health system building blocks with no date or language limitations. 
Results: Out of 4679 retrieved articles published between 1964 and January 2019, 140 met our inclusion criteria; 45 addi-
tional articles were included in a December 2020 update. Most publications focused on refugees and on the delivery of 
services. 
Conclusions: Few studies explored the responsiveness of health system to refugees and migrants compared with those 
for host communities, or assessed the quality of services or refugees’/migrants’ perceptions of available health services. 
Few suggested new approaches to financing health care access for these populations or new governance arrangements.
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Introduction
Background
The World Health Organization (WHO) Region for the 
Eastern Mediterranean (EMR) has experienced contin-
uous movements of voluntary and forced migration, 
within the Region and within countries, with forced 
displacement in particular increasing in recent years. 
Massive humanitarian crises in many countries of the 
Region – such as in Afghanistan, Iraq, Libya, Somalia, 
Sudan, Syrian Arab Republic and Yemen – are overlaid 
on longstanding and complex migration pathways with-
in, from and into the Region. Intraregional and cross-re-
gional economic disparities and job opportunities, in 
both the formal and informal sector, lead to large labour 
migration flows (i.e. both emigration and immigration), 
involving highly skilled and low skilled migrants. There 
is a marked vulnerability among the latter, particularly 
in the domestic and construction sectors and in manual 
work generally (1). Much of the intra-regional movement 
has been destined for the high-income countries of the 
Gulf Cooperation Council, which host disproportionately 
high numbers of international migrants. 

With conflicts increasing in recent years, however, 
both low- and middle-income countries of the Region 
in particular are simultaneously hosting migrants and 
refugees, while sending migrants within the Region 
and abroad. As of the end of 2018, about 67% of the 
world’s refugees originated from just 5 countries, 3 of 
which are in the EMR: Syrian Arab Republic (6.7 million), 
Afghanistan (2.7 million) and Somalia (0.9 million) (2). 
These same 3 countries, in addition to Iraq (EMR) and 
South Sudan (AFR), had the highest rates of internal 
displacement worldwide. Globally by the end of 2018, 
the majority of returned refugees, internally displaced 
populations (IDPs) and asylum seekers were within or to 
Iraq, Pakistan, Sudan and Syrian Arab Republic (2). 

These high rates of mobility have increased the need 
for access and utilization of health care services for and 
by these populations while on the move and within the 
countries where they are hosted. While flows of migrants 
for work purposes in the Region are dominated by men 
of working-age, those of refugees are predominantly 
children and young people and women of reproductive 
age. They also include elderly populations, with a resulting 
higher burden on the health system, particularly fragile 
systems (3,4). With a variety of potential health needs 
among refugees and migrants, health systems need to 
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be reformed to be able to offer migration-responsive 
services, and to tailor delivery to different contexts. 
A critical enabler of such responsiveness, however, is 
financing, and innovative financing solutions are needed 
to cover the associated costs (5).

Bozorgmehr et al. have noted that, globally, health 
research on these topics has tended to focus on individual 
migrants and their medical needs or on specific diseases 
(particularly infectious diseases and mental health) 
or subpopulations; this narrow focus, they argue, has 
constrained understanding of the links between policies, 
health system responses and health outcomes (6). This 
applies particularly in the EMR, where the health system 
aspects of receiving and providing health care for these 
large mobile populations with their specific health needs, 
as well as aspects of health care worker migration, are 
poorly understood. The countries of the EMR are only 
beginning to develop policies to address the health 
system implications of massive flows of people within 
and from outside their borders. 

Objectives and scope
The aim of the paper is to review the available published 
literature critically and to identify gaps related to the 
health of migrants, refugees and IDPs in the EMR, based 
on the WHO 6 health system building blocks.

Methods
With the assistance of a library sciences specialist, a com-
prehensive literature search was conducted on health 
system aspects of the health of migrants, refugees and 
IDPs in the EMR. To be included in the review, articles 
needed to fulfil the following inclusion criteria: address 
one or more of the following populations: migrants, IDPs, 
refugees, expatriates, asylum seekers and migrating or 
displaced health care providers; focus on these popula-
tions residing in one of the EMR countries (Afghanistan, 
Bahrain, Djibouti, Egypt, Iraq, Islamic Republic of Iran, 
Jordan, Kuwait, Lebanon, Libya, Morocco, Oman, Paki-
stan, Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab 
Republic, Tunisia, United Arab Emirates and Yemen); and 
include discussion of access to health care and utilization 
of health services/facilities, including health-related poli-
cies, recommendations for improving health care or chal-
lenges for accessing health services for the population of 
interest; and use a clear study design (cross-sectional or 
observational studies, clinical trials, case–control etc.); 
and be published in any language. As noted, the scope spe-
cifically excludes literature on migrants or refugees from 
the EMR who are currently residing in other regions of 
the world and sources that solely addressed health needs 
(not health system-related issues) of the concerned popu-
lations. Publications that did not offer new data, such as 
commentaries, were excluded. Review papers were also 
excluded but their bibliographies were screened to guar-
antee the inclusion of all related publications. 

Results and discussion
Characteristics of the relevant published 
literature
A total of 4679 journal publications published between 
1946 and January 2019 were retrieved from searching 
MEDLINE and POPLINE databases. After screening ti-
tles and abstracts, 306 articles were included for full-text 
screening, out of which 140 (7–146) met the inclusion crii-
teria. An additional article was included by hand search 
bibliography (147). Also, 45 (148–192) articles were included 
after updating the MEDLINE search in December 2020. 
We were not able to update the POPLINE search due to 
its discontinuation in September 2019. Thus, a total of 186 
published articles were included (Figure 1). 

The identified literature according to the 
health system building blocks 
Given the focus of the review on health systems and 
access to health services, the identified literature is pre-
sented according to each population of interest and the 
6 WHO health system building blocks (the framework 
used for this analysis): service delivery; health workforce; 
information; medical products, vaccines and technol-
ogies; financing; and leadership and governance (193).  
Table 1 shows a quantitative summary of the distribution 
of articles that address issues related to the 6 health sys-
tem building blocks. Service delivery (n = 47) is the topic 
that attracted the most research attention, followed by 
health workforce (n = 32) and the availability of medical 
products (including vaccines and technologies) (n = 28). 
While the majority of articles addressed refugee health 
followed by IDPs, very few studies pertaining to mi-
grants were identified in relation to the 6 health system 
building blocks. 

Service delivery 

Around a third of the publications (34.1%) addressed 
the delivery of services for refugees and IDPs (Ta-
ble 1); none addressed service delivery for migrants. 
Thus this section will focus on the 2 populations: 
refugees and IDPs. For refugees, primary health care 
and sexual and reproductive health services were the 
most addressed in the literature. Primary health care 
services were considered the first line health facility 
in camps. Overall, they were reported to be available 
but not always free for refugees. Antenatal care and 
delivery services were reported to be available but 
several access barriers were also reported such as 
cost, absence of skilled birth attendants and trans-
portation issues. However, postnatal care was re-
ported to be mostly lacking and even if available, not 
sought due to lack of social support and cost barriers. 
Other services such as those related to noncommu-
nicable diseases, infectious diseases, mental health 
and child health were less addressed; however, it was 
clear that health care for children seems to be a pri-
ority in service delivery. A similar picture emerges 
concerning service delivery on IDPs, but the litera-
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ture did not address services for IDPs as much as it 
did for refugees. Injury care (including treating the 
severely wounded, providing reconstructive surger-
ies and opening emergency rooms) was abundantly 
addressed in the literature, but reported as not al-
ways being available. 

With funding shortfalls for the humanitarian 
response, particularly as crises in the Region are becoming 
protracted, there is a need for innovative and responsive 
service delivery models (5,194). In order not to leave behind 
the hard-to-reach populations, there is also a need for 
mobile service delivery models; however, only 2 identified 

Figure 1 Flow chart showing the inclusion and exclusion process for this review

All references (4679) from MEDLINE (2647) and 
POPLINE (2032) exported up until January 2019

Articles ready for title and abstract 
screening (4622)

Articles ready for full text screening 
(306)

Articles included (141) 

318 articles exported and ready for title and 
abstract screening

Articles ready for full text screening (49)

Articles included (45) 

Total articles 
included (186)

Articles excluded (4316)
Reasons for exclusion:

• populations other than the migrants & 
refugees

• migrants from EMR to other countries in the 
world

•  outcomes other than utilization of health 
services & health policies

• type of publication: case report, letter, news, 
personal narrative, interview, video–audio 
media, excerpt, editorial, review, comment, 
lecture

Duplicates removed (57)

Articles excluded (166)
Reasons for exclusion:

• populations other than the migrants and 
refugees

• migrants from EMR to other countries in the 
world

• outcomes other than utilization of health 
services and health policies

• type of publication: case report, letter, news, 
personal narrative, interview, video–audio 
media, excerpt, editorial, review, comment, 
lecture

Unfound articles = 31

Articles excluded (271)
Reasons for exclusion:

• populations other than the migrants and 
refugees

• migrants from EMR to other countries in the 
world

• outcomes other than utilization of health 
services and health policies

• type of publication: case report, letter, news, 
personal narrative, interview, video-audio 
media, excerpt, editorial, review, comment, 
lecture

Search updated December 2020

Articles excluded (4)
Reasons for exclusion:

• outcomes other than utilization of health 
services and health policies

1 Article included by 
hand-search 
bibliography
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articles from the Region explored the potential of such 
delivery models or the potential of e-health for meeting 
the specific needs of mobile populations, who may lack 
awareness about available fixed services (8,195). Studies 
are needed on the effectiveness of such interventions but 
also their potential for being scaled up. 

Two recent studies measuring health care access and 
barriers to access, specifically among Syrian refugees, 
were conducted among nationally representative 
samples in Lebanon and Jordan (39,196). In addition, only 
2 studies addressed the needs of particular subgroups or 
vulnerable subpopulations among migrants or refugees; 
one was conducted in Lebanon assessing needs of the 
elderly subpopulation of Syrian refugees in Lebanon (12), 
while the second was in the Syrian Arab Republic looking 
at the health needs of the internally displaced and female-
headed households (25). However, few identified studies 
from this review compared accessibility or utilization 
patterns across populations, comparing, for example, 
those of migrants and refugees to host populations. One 
exception is a study by Alnuaimi et al. in Jordan, which 
compared pregnancy outcomes among Syrian refugee 
and Jordanian women (31). Given the observed tensions 
between migrant and refugee populations on the one 
hand and host populations on the other during protracted 
crises in low- and middle-income countries with limited 
resources, redressing such differentials is critical. 

Overall, out of 45 articles that reported on research 
about service delivery, the majority studied the 
responsiveness of health services to the needs of migrants, 
refugees and IDPs. A strikingly absent dimension in 
this literature on the health system building blocks is 
assessment of the quality of services offered to refugees 
and migrants and their perceptions of their experiences 
using the available services. One exception is a study 
of perceptions of reproductive health services provided 
to refugees in Yemen (107). Another study addressed 
perceived barriers to accessing health care among Syrian 
refugees in Jordan (40). A qualitative study addressed 
ethical challenges facing health care providers in Jordan 
to Syrian refugees when resources did not allow them 
to provide the evidence-based care they would strive to 
provide (192). And another study in Jordan included data 
collection with Syrian refugees about their priorities 
for health care as well as with providers, who reported 
the need for more emphasis on mental health and 
noncommunicable diseases (147). 

Few of the identified studies address legal barriers 
to accessing services or the particular situation of 
undocumented migrants in the Region. This global topic 
was emphasized by Legido-Quigley et al. who considered 
that “health coverage cannot be described as universal if 
it excludes migrants, but many countries do so.” (197) As 
countries develop plans for meeting the 2030 Sustainable 
Development Goals (SDGs) of “No one left behind,” 
and specifically SDG 3, target 8, achieving universal 
health coverage, and SDG 10, target 7, focusing on well-
managed migration policies, ensuring that migrants 
(including the undocumented) and refugees (including 
those unregistered) are included is essential. None of the 
identified studies addressed this challenge explicitly or 
tested approaches to doing so.

A key area of needed future work, although not 
sufficiently addressed in the available published 
literature, is the integration of refugees and migrants 
in plans for emergency preparedness. Two exceptions 
are an article by Wasay and Mustaq on health issues of 
IDPs in Pakistan and preparation for future disasters 
and an article by Delargy et al. on contingency planning 
and emergency preparedness for reproductive health 
in Iraq (84,120). Qayum et al. also assess primary health 
care services in Pakistan according to SPHERE standards 
and indicators (73). Spiegel et al. argue that, globally, the 
predominant focus of humanitarian funding on post-
emergency assistance has meant that the potential for 
pre-emergency preparedness and risk sharing before 
emergencies occur has often been overlooked (5). 

Workforce

This health system building block was addressed in 32 
articles, which corresponds to 23.2% of the literature 
meeting inclusion criteria (Table 1). Migration or forced 
displacement of health care providers, including nurses, 
physicians and medical students from and within the 
EMR, was highlighted in 17 out of the 183 publications. 
Other workforce related topics were the lack of skilled 
birth attendance and not considering trans-cultural med-
ical care issues such as the absence of midwives or female 
gynaecologists. Two articles focused on concerns about 
refugees and migrants (mainly male food-handlers and 
female domestic workers) who were considered potential 
vectors for transmitting microbial infections (27,83). 

A well-trained workforce with appropriate skills is 
required to respond to the health needs of migrants and 
refugees, particularly to overcome barriers in health care 
access. Typically, countries in conflict experience a brain 
drain of trained health care personnel (71,78). Health care 
personnel are among the refugees fleeing to neighbouring 
countries, yet their training and qualifications may not be 
recognized in the new host countries and they are often 
not legally entitled to provide health care despite the 
evident need among refugee populations. In countries 
hosting refugees there may be a need for legislative 
change or special provisions, as has happened in some 
European countries, to allow continuous education and 
credentialing and ultimately to allow refugees to serve 

Table 1 Distribution of full-text articles (n = 186) included in 
the search according to each of the health system building 
blocks

Health system building block No. %
Service delivery 47 34.1

Health workforce 32 23.2

Health Information systems 9 6.5

Medical products 28 20.3

Financing 12 8.7

Leadership/governance 10 7.2
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(as a minimum) the health needs of populations from the 
same countries. In Turkey, for example, Arabic-speaking 
Syrian doctors have been allowed to staff the migrant 
centres set up to meet the needs of predominantly Syrian 
refugees (198,199). 

The existing studies on health care worker migration 
identified in this review focused on the motivation for the 
migration, rather than the health system consequences 
of brain drain or strategies for retention. Moreover, these 
studies focused overwhelmingly on issues pertaining to 
medical personnel and much less on other categories of 
health workers. One exception is a study on community 
health workers and their role in trachoma control in a 
Somali refugee camp (142).

Information

Data on information systems addressing these popula-
tions were few (6.5%) (Table 1); however, some successful 
examples were provided in terms of referral and tracking 
of patients, such as the Refugee Assistance Information 
System (RAIS), e-health at UNRWA’s primary health care 
centres and various apps (8,76,77). Other publications 
focused on the importance of having a well-structured 
e-system in order to track cases and referrals. In order 
to optimize the use of scarce resources in humanitarian 
contexts, it is essential to have a well-established health 
information system. However, basic data are often lack-
ing in the EMR, particularly in countries experiencing 
conflict, on the population size of migrant and refugee 
populations, particularly of those not legally registered. 
There is no consensus as to how to measure migrant sta-
tus appropriately and there are methodological and logis-
tical challenges to collecting information on displaced 
populations, particularly undocumented migrants (197). 
There is, therefore, a lack of population-based data disag-
gregated by migration status, which makes it difficult, if 
not impossible, to assess the health needs of these groups. 
For the data that do exist, safeguarding confidentiality is 
particularly critical concerning refugees and migrants, 
with understandable fears among such populations as to 
how such data might be used. 

Given the mobility of these populations and the 
frequent lack of established sampling frames which 
allow for drawing representative samples to assess 
health needs on a representative basis, it is challenging 
to conduct rigorous studies. Yet it is only with adequate 
and disaggregated information that governments and 
humanitarian actors, in collaboration with funders from 
international organizations, can intervene to address 
actual health needs. There is therefore an urgent need 
in the Region for well-designed information systems to 
analyse data separately between refugees, migrants and 
citizens in order to evaluate interventions and assess 
needs over time. Only 2 retrieved articles addressed this 
challenge, an article by Rossi et al. on the implementation 
of an information system for the Palestinian Red Crescent 
Society in Lebanon (92) and another on nurses’ use of 
global information systems to offer reproductive health 
services to IDPs in Somalia (100). 

Medical products

The proportion of studies on medical products and 
technologies (20.3%) was similar to that on the health 
workforce. Unlike vaccines, medications for sexually 
transmitted infections, mental health and vitamins were 
reported to be rarely or not available at all for refugees 
and IDPs. Medications for noncommunicable diseases 
were variably offered depending on context, but were 
often reported as inaccessible due to cost or being out of 
stock. Equipment in health centres varied widely: some 
were well-equipped and others lacked basic necessities 
such as electricity. Only one study addressed the differ-
ent vaccination strategies for migrants and refugees in 
the EMR countries (Egypt, Jordan and Tunisia) (23). 

Financing

Financing was the third least addressed of the WHO 
health system building blocks (accounting for 8.7% of 
the literature) (Table 1). The main finance-related aspect 
mentioned was related to out-of-pocket payments for 
consultations, hospitalization and medication, although 
some international organizations such as WHO and 
nongovernmental organizations such as Médecins Sans 
Frontières were able to provide funding for vaccination 
for migrant and refugee populations. 

Funding is a key constraint to ensuring access and 
utilization of health care services for refugee and migrant 
populations. High out-of-pocket expenditures on health 
care by these populations exacerbates existing poverty 
levels, especially given the restrictions on employment for 
refugees in the EMR. At the same time, low- and middle-
income countries hosting refugees from neighbouring 
countries assume a major financial burden that has 
not been adequately offset by aid funds. As noted, there 
is a need for hosting governments and humanitarian 
agencies whose resources have been stretched by the 
volume of displacement and by the protracted nature of 
recent conflicts to develop and test innovative financing 
models so that they are able to provide more sustainable 
and effective health services to migrants, refugees 
and IDPs. However, only one article identified in this 
review addressed this challenge explicitly, although it 
has a global, not EMR, focus (5). Some countries of the 
EMR, such as the Islamic Republic of Iran, report having 
already succeeded in achieving universal health coverage 
and integrating legally documented refugees within their 
health system. Most EMR countries reported relying on 
UNHCR for refugees. 

Governance and leadership

Though minimally addressed in the identified literature 
(7.2%) (Table 1), the main concern singled out was the lack 
of leadership and well-conceptualized health policies for 
migrants and refugees. Lack of adequate governance and 
leadership in the health systems of countries experienc-
ing major flows of refugees and migrants tends to lead 
to fragmentation of services and unclear lines of respon-
sibility. Emergency preparedness and readiness are key 
issues when building a well-structured system by ear-
marking funds for emergency crises (200). Preparedness 
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reduces the country’s risk of health system fragmenta-
tion by preventing the creation of a parallel system that 
does not align with national strategies. This lack of sys-
tem preparedness is perhaps one reason accounting for 
the peak in publications in 2014–2019, starting 3 years 
after the beginning of the Syrian crisis when the needs 
of refugees needed to be studied and priorities estab-
lished. The formation of emergency multi-disciplinary 
teams which include health care providers, public health 
practitioners, political scientists, social workers, lawyers, 
information technology personnel and financing staff is 
a key means of preparing for emergencies as they would 
be responsible for dealing with problems arising in-
place, improving what is available and suggesting long-
term strategies (201). Moreover, governments and NGOs 
should benchmark the experiences of other countries 
to learn from successes and failures. One recent study 
employed the concept of “resilience” to analyse, through 
qualitative interviews with keys stakeholders, the “resil-
ience” of the UNRWA health provision for Palestinian 
refugees in Lebanon, including its ability to weather ad-
versity and tensions between refugees and host popula-
tions (191). Governments also need to address projected 
returnees to their home countries in their health strategy 
response. However, only one study (on Jordanian return-
ees from Kuwait) (123) addressed this issue, which will 
become more and more relevant as current conflicts in 
the Region ultimately come to a long-awaited conclusion.

Conclusion
This paper critically analysed the available literature on 
the entire EMR on health and migration from a health 
system perspective. It has identified areas of strength, 
but also major gaps in which there has been little re-
search. As a region disproportionately affected by migra-
tion and forced displacement, it is important to take stock 
of the existing scientific knowledge in order to learn 
from experience. The ultimate aim is to support the ad-
mirable efforts of countries to cater for the health needs 
of those who live beyond their own countries of origin, 
whether by choice or due to humanitarian emergency. 
With migration becoming a major issue worldwide and 
the number of migrants and displaced persons increas-
ing, the focus on migration-responsive health systems 
will benefit the general population and thus ultimately 
serve the needs of all if executed with quality standards. 
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Considérations des systèmes de santé relatives aux déplacements volontaires 
et forcés dans la Région de la Méditerranée orientale : analyse critique de la 
littérature disponible
Résumé
Contexte : La Région OMS de la Méditerranée orientale présente depuis longtemps des schémas migratoires 
complexes, avec des niveaux élevés de migration vers la Région, en provenance et à l'intérieur de celle-ci, auxquels 
viennent s'ajouter les récents déplacements forcés en masse. Très peu d'informations sont disponibles sur la réponse 
des systèmes de santé à cette mobilité à grande échelle. 
Objectifs : Effectuer une analyse critique de la littérature sur la Région, identifier les lacunes et suggérer les 
domaines nécessitant une attention particulière de la part des chercheurs et des responsables politiques. 
Méthodes : Une recherche de la littérature publiée dans Medline et Popline a été effectuée dans le domaine de la 
santé et des migrations. Celle-ci se concentrait principalement sur les éléments constitutifs des systèmes de santé de 
l'OMS, sans limitation de date ni de langue. 
Résultats : Sur 4679 articles récupérés, publiés entre 1964 et janvier 2019, 140 répondaient à nos critères 
d'inclusion ; 45 articles supplémentaires ont été inclus lors d'une mise à jour en décembre 2020. La plupart des 
publications portaient sur les réfugiés et la prestation de services. 
Conclusion : Peu d'études examinaient la réactivité du système de santé face aux réfugiés et aux migrants, 
comparativement à celles menées pour les communautés d'accueil, ou évaluaient la qualité des services, ou encore 
s'intéressaient à la perception des réfugiés/migrants à l'égard des services de santé disponibles. Peu d'études 
suggéraient de nouvelles approches pour financer l'accès de ces populations aux soins de santé, ou de nouveaux 
mécanismes de gouvernance. 
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اعتبارات النظام الصحي املتعلقة بالنزوح الطوعي والقرسي يف إقليم رشق املتوسط: حتليل نقدي للمؤلفات املتاحة
إيامن رشارة، شذى عقيق، ميكايال مارتيني، جوسيلني ديونج

اخلالصة
دة، ذات مستويات عالية من اهلجرة من اإلقليم وإليه وداخله،  حيفل تاريخ إقليم رشق املتوسط ملنظمة الصحة العاملية بأنامط هجرة ُمعقَّ  اخللفية:  
ا عن استجابة النظم الصحية هلذه التنقالت الواسعة النطاق.       باإلضافة إىل النزوح القرسي اهلائل الذي حدث مؤخًرا . وال ُيعرف سوى القليل نسبيًّ

األهداف: هدفت هذه الدراسة إىل استعراض املؤلفات املنشورة بشأن اإلقليم استعراًضا نقدًيا، وحتديد الثغرات، واقرتاح املجاالت التي حتتاج إىل 
اهتامم عىل صعيد البحوث والسياسات.

طرق البحث: ُأْجِري بحث يف املؤلفات املنشورة باستخدام قاعدة بيانات مدالين وقاعدة بيانات بوبالين بشأن الصحة واهلجرة مع الرتكيز عىل 
اللبنات األساسية للنظام الصحي ملنظمة الصحة العاملية دون حتديد تاريخ أو لغة.

النتائج: من بني 4679 مقالة ُنرشت بني عامي 1964 ويناير/ كانون الثاين 2019، استوفت 140 منها معايري اإلدراج التي وضعناها؛ وُأدِرجت 
45 مقالة إضافية يف حتديث خالل ديسمرب/ كانون األول 2020. ورّكزت معظم املنشورات عىل الالجئني، وعىل تقديم اخلدمات.

االستنتاجات: استكشفت دراسات قليلة مدى استجابة النظام الصحي لالجئني واملهاجرين مقارنًة باملجتمعات املضيفة، أو قّيمت جودة اخلدمات، 
ًجا جديدًة لتمويل إتاحة الرعاية الصحية  أو تصّورات الالجئني واملهاجرين حول اخلدمات الصحية املتاحة. واقرتح عدٌد قليٌل من الدراسات ُنُ

هلؤالء السكان، أو ترتيبات جديدة للحوكمة.
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Abstract
Background: The COVID-19 pandemic has had devastating consequences on health care systems worldwide. While the 
world was slowly moving towards achieving health for all, the pandemic destroyed progress made over the past 25 years 
and exposed the vulnerability of health care systems and health insurance schemes as well as their lack of resilience. 
Heath care systems failed to respond in a timely and efficient manner, lives have been, and continue to be, lost and vulner-
able populations, especially refugees and migrants, are more at risk than ever as many are left out of country vaccination 
programmes. 
Aims: The Eastern Mediterranean region hosts 13 million internally displaced persons and 12 million refugees as of 2018. 
Thus, adopting inclusive health financing mechanisms is crucial to addressing the crisis and protecting indigenous and 
displaced populations.
Methods: By looking at regional best practices and the response of the United Nations, we outline possible financing 
tools for including refugees and migrants in health insurance schemes for COVID 19 and introduce novel solutions for 
addressing gaps in funding.
Results: Among the suggested solutions are the inclusion of refugees and migrants in national health care systems, 
setting up community-based health insurance for migrant and refugee populations, as well as introducing a catastrophe 
bond financing scheme.
Conclusions: While COVID-19 is far from over, many countries in the EMR have included migrants in their COVID-19 
vaccine rollout plans. While this is not the first instance of inclusion in some countries, many others are unable or do 
not prioritize migrants in their health systems, to the detriment of the entire country. This paper, therefore, tackles the 
possible health financing measures which curb or prevent migrants from accessing such systems and presents possible 
solutions to change the status quo.  
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Introduction
The COVID-19 pandemic has had devastating conse-
quences on health care systems worldwide. The world 
was slowly moving towards achieving Health for All, 
however, the pandemic has destroyed progress made 
within the past 25 years and exposed the vulnerability of 
health care systems and health insurance schemes as well 
as their lack of resilience (1,2). Heath care systems failed 
to respond to the pandemic in a timely and efficient man-
ner; lives have been, and continue to be, lost and the vul-
nerable are at risk more than ever (3). The World Health 
Organization (WHO) Region for the Eastern Mediterra-
nean (EMR) is no exception to that, with its 22 countries, 
8 of which (Afghanistan, Iraq, Libya, occupied Palestinian 
territory, Somalia, Sudan, Syrian Arab Republic and Yem-
en) are experiencing serious conflicts and humanitarian 
emergencies, which aggravates the situation. 

The countries of the EMR reported 6% of the global 
count of COVID-19 cases, and most countries are in the 

community transmission phase as of 22 May 2021 (4). 
The Region faces a number of challenges in confronting 
the pandemic including: lack of reliable information-
sharing mechanisms, inadequate tracing measures and 
high rates of virus transmission (5). The failure to adopt 
efficient infection prevention and control systems has 
resulted in an increase in the spread of the virus among 
health care workers (5). Additionally, the use of face masks 
varies significantly across the Region: approximately 6% 
in Palestine but almost 87% in Saudi Arabia as of 5 May 
2021 (6). The Google COVID-19 mobility report has also 
shown various degrees in mobility: only 2 EMR countries 
have seen a reduction in mobility to grocery, pharmacies 
and entertainment sites, 5 saw a decrease in mobility 
to entertainment sites only, while 8 saw an increase 
to all types (7) (data were only available for 15 EMR 
countries; report date 27 May 2021). Entertainment sites 
include places like restaurants, cafes, shopping centers, 
theme parks, museums, libraries, and movie theaters.). 
Vaccination rates also remain extremely variable: while 
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some countries have managed to vaccinate over 80% of 
their populations others have not been able to vaccinate 
1% (8).

Other challenges faced by the Region include expan-
ding public health measures, ensuring the sustainability 
of essential health services, and implementing reliable 
supply chains as all countries suffer from shortages 
of personal protective equipment, ventilators and 
diagnostics (5). 

The situation in countries affected by conflicts and 
humanitarian emergencies is much worse. The supply 
of medical services has been disrupted and health 
facilities have been destroyed (9). Moreover, with the 
existing fragile health infrastructure and the minute 
human, capital and financial resources, responding to 
the pandemic in a timely and efficient manner has been 
a huge challenge. The median test rate per 100 000 is 
merely 291 in conflict-affected countries compared with 
15 279 in other countries in the Region (5). Ongoing acts 
of violence threaten the existing health infrastructure, 
for instance where a 400-bed facility was bombed in 
Libya (9).

The pandemic has also had devastating socioeconomic 
consequences. Millions of households around the globe 
have lost their livelihoods, including informal employees 
who have no social protection, no access to adequate 
health care, nor the means to feed themselves. Countries 
of the Gulf Cooperation Council (GCC), Iraq, Jordan, 
Lebanon, Palestine, Syrian Arab Republic and Yemen, have 
incurred a loss of 14.65% in working hours on average, 
which accounted for 9 million jobs on average during the 
second and third quarters of 2020 (10,11). It is also expected 
that the United Arab Emirates and Saudi Arabia will lose 
an additional 2.6 million jobs (11). Countries in protracted 
conflict situations are expected to suffer on a deeper level 
as their GDP may decline by 13%, more than 2 times that 
in the rest of the Region (4.7%), pushing thousands if not 
millions of people below the poverty line (5). The EMR 
countries host 13 million internally displaced persons and 
12 million refugees as of 2018; this massive population 
deserves particular attention (12).

Migrant workers constituted 62–90% of reported 
cases in GCC countries at the beginning of the outbreak 
(5). Moreover, according to a study conducted by the 
Danish Refugee Council in Jordan, only 3% of Syrian 
refugee households who were previously surveyed 
had one member working as opposed to 64% before the 
outbreak of the pandemic (13). Additionally, irregular 
migrants have been stranded; tens of thousands from 
India and Pakistan have lost their jobs in GCC countries. 
Nearly 200 000 migrant Indian workers have registered 
to be repatriated from the United Arab Emirates as of May 
2020 (10). Furthermore, the future situation is expected to 
worsen: it has been estimated that more than 3.5 million 
migrant workers will be forced to leave GCC countries 
(14).

Living conditions are also affected: refugees living 
in camps and camp-like settings lack adequate access 

to hygiene facilities and running water (13). Likewise, 
migrants and refugees living in urban areas usually 
live in overcrowded dwellings facing the same terrible 
conditions, and with the loss of livelihoods, some are 
incapable of paying rent and have been evicted from 
their homes, making social distancing and COVID-19 
precautions an unrealistic dream (15,16). The inclusion of 
this staggering number of people in health care systems 
is of great importance and without it Health for All will 
not be achieved in the Region. 

Given the devastating consequences of COVID-19 on 
migrant and host populations, the threat it continues to 
impose on their lives, and the need for allocating funds 
efficiently as well as harnessing international, regional, 
bilateral and national efforts to protect migrants, this 
paper aims to address the crisis effectively. Firstly, we 
outline general laws and policies regarding health care 
for refugees and migrants in the Region, practices in 
normal times, and specific programmes and measures 
adopted to confront the pandemic. Secondly, our 
paper addresses the financing mechanisms of these 
programmes and measures, international cooperation 
in support of EMR countries and the role of the United 
Nations and support by donor countries. Finally, the last 
section provides recommendations on the way forward 
as well as innovative and inclusive financial mechanisms 
and solutions.

Regional situation

Overview 
Access to health care for refugees and migrants varies sig-
nificantly across the Region. While they have free access 
to primary health care in Egypt, Iraq, Jordan, Lebanon 
and Tunisia, only regular migrants have access to health 
care in Morocco and the Syrian Arab Republic and this 
is provided by the state. On the other hand, in Bahrain, 
Kuwait, Qatar, Saudi Arabia and the United Arab Emir-
ates, regular migrants are covered by their employers. In 
Oman health care is covered by the migrants themselves 
unless they come from the GCC countries but all mi-
grants receive health care in life threatening situations. 
Health care in Yemen is provided by international donors 
and the United Nations Relief and Works Agency for Pal-
estine Refugees in the Near East (UNRWA) provides pri-
mary health care services and selective tertiary care for 
Palestinians. In the wake of the COVID-19 pandemic Bah-
rain, Kuwait, Morocco, Saudi Arabia and the United Arab 
Emirates have passed laws allowing irregular migrants 
to regularize their status without paying a fine. However, 
it is important to look more closely at regional best prac-
tices in normal times and specific measures during the 
pandemic (12). 
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Regional best practices and response of 
national and international nongovernmental 
organizations 
As the world struggles with multiple waves of COVID-19, 
the EMR is no different to many countries which have 
implemented various forms of lockdown. While infor-
mation in regard to health financing for refugees and mi-
grants has been difficult to obtain since the onset of the 
pandemic, there are countries which incorporated these 
vulnerable populations into their health care systems 
pre-pandemic. This section will highlight 4 regional best 
practices for including refugees and migrants into health 
care systems and gives a brief synopsis of what national 
and international nongovernmental organizations have 
been doing to respond to the demand for increased health 
services since March 2020.

Egypt
Situation

Egypt, a country at the crossroads between Africa, Europe 
and the Middle East is accustomed to migration. Current-
ly, the country is home to various migrant populations, 
including 258 862 refugees and asylum-seekers of 57 dif-
ferent nationalities registered with the United Nations 
High Commissioner for Refugees (UNHCR) (17). 

Access for refugees and migrants

A memorandum of understanding was signed between 
the Ministry of Health and Population and UNHCR in 
2016, which allows refugees and asylum-seekers in Egypt 
to have access to public primary and secondary health 
care as well as emergency treatment, equal to nationals 
(18). For migrants who have regular status, employers 
can provide private health insurance schemes or they can 
choose to access the public options. Failed asylum-seek-
ers can access emergency health care services as under 
the Egyptian constitution no-one can be turned away 
from seeking emergency care, regardless of their legal 
status (19). While access to health care in law for refugees 
in Egypt is very good, access to health financing can be 
difficult. Although refugees and migrants can pay for pri-
vate COVID-19 tests and hospitalization fees, many, espe-
cially refugees cannot afford them. Tests cost anywhere 
from 1500 to over 2000 Egyptian pounds per test and hos-
pital rooms can run to over 20 000 Egyptian pounds per 
night. Often government tests and hospitals for COVID 
are completely engaged, leaving many no other option 
than to go private. Some good news is that as of spring 
2021, refugees registered with UNHCR and migrants are 
allowed to register for the vaccine, either AstraZeneca or 
Sinopharm, via the online vaccine registration portal of 
the Ministry of Health and Population.

The Islamic Republic of Iran 
Situation

The Islamic Republic of Iran is currently home to 979 410 
people of concern to UNHCR, predominantly from Af-
ghanistan and Iraq (20), and is also home to one of the 

world’s longest protracted refugee situations in modern 
day history with approximately 3 million Afghans resid-
ing in the country for the past 4 decades, both regularly 
and irregularly (21). 

Access for refugees and migrants

Within the WHO EMR, the Islamic Republic of Iran has 
some of the most progressive policies when it comes to in-
cluding refugee communities into its health care system. 
Since 2015, the country has included registered refugees 
and undocumented Afghans into its primary health care 
system and the national universal health care scheme 
(22). The scheme is supported by United Nations agencies 
and civil society actors. On the governmental side, the ini-
tiative is between the Ministry of Health and Medical Ed-
ucation, the Bureau for Aliens’ and Foreign Immigrants’ 
Affairs, the Iranian health insurance organization, and 
in close coordination with the Ministry of Health and 
Medical Education (23). The insurance programme “cov-
ers hospitalization, para-clinical and outpatient services, 
including doctor’s visits, radiology, laboratory tests and 
medication costs incurred at any Ministry of Health-af-
filiated hospital and/or pharmacy” (23). Currently, UN-
HCR, in collaboration with the Iranian government, is 
working on efforts to further extend the national health 
insurance scheme to refugees through subsidizing the 
insurance premium of identified extremely vulnerable 
refugees. For those not considered extremely vulnerable, 
durable solutions are being addressed to work on better 
affordability of the insurance premium (22), which is cur-
rently US$ 11 per month (23). The Islamic Republic of Iran 
has also been progressive when it comes to COVID-19 for 
refugees and irregular migrants. According to UNHCR, 
“Thanks to Iran’s inclusive policies, refugees and even 
undocumented foreign nationals affected by COVID-19 
can approach hospitals and health posts and access free 
COVID-19 testing, treatment and hospitalization, in the 
same way as Iranian nationals” (24).

Oman
Situation

Oman continues to host large migrant populations, as 
it has for centuries. With an estimated population of 
4.9 million, 41% of Oman’s population is made up of mi-
grants. Oman also hosts 308 refugees as of 2019 (25). As 
Oman is not party to the 1951 Refugee Convention and 
the subsequent 1967 Protocol, there are no national laws 
pertaining to the official status of asylum-seekers or ref-
ugees. Every resident of Oman who is a non-citizen falls 
under the domestic expatriate law (23).

Access for refugees and migrants

The health care system in the country is rapidly on a path 
to providing universal health care for all those residing 
within its borders. According to the Ministry of Health, 
the country spends about 3% of its national income on 
health care costs; however, more spending does not mean 
better quality, and the Ministry of Health is eager to in-
crease the quality of its services with these funds (25). All 
public governmental and private health care services, 
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which includes hospitals, clinics, institutes and medical 
colleges, are under the administration of the Ministry 
of Health, which issues ministerial decisions to regulate 
health care and ensures compliance with all laws and reg-
ulations (26). Under the universal health care system, all 
immigrants are included in the system and receive health 
care at subsidized prices in comparison with nationals 
who receive free primary health care (27). For those under 
18 years, Royal Decree No 85/92 (28) and the approval of 
the Child Law RD 22/2014 (29) have ensured all children in 
the country receive health care free of charge. Oman also 
provides medical assistance to Yemenis fleeing the con-
flict in their home country and crossing the border into 
Oman. Political analysts in the country have expressed 
concern, though, of the toll this would take on the coun-
try: “It is not cheap to treat hundreds of people with bad 
injuries. Some of them stay in hospital for weeks. Some 
never return home because either they have no families 
to return to or have lost contact with them” (30). While 
Oman closed its borders to travellers from India, Bangla-
desh and Pakistan in April 2021 (31), all countries sending 
large numbers of migrants, it has previously come under 
fire for not doing enough for its many migrant workers, 
even treating its migrant health care staff as disposable 
(32).

The United Nations response
With the onset of COVID-19, many national and interna-
tional nongovernmental organizations have appealed for 
funding to better equip countries hosting refugees and 
displaced populations with the services needed to fight 
COVID-19 directly. For some EMR countries the situation 
is dire as they struggle to provide services for their na-
tionals, for example, in Somalia and Yemen. Other coun-
tries, like those mentioned above, already include refu-
gees and other displaced populations into their health 
systems but may lack the resources needed to fulfil the 
quality services needed to combat a pandemic.

Currently, UNHCR Egypt, the Islamic Republic of 
Iran and Jordan have COVID-19 appeals. Although the 
UNHCR in the Islamic Republic of Iran has said there is 
no indication that refugees have been disproportionately 
hit by the virus, they may lose their access to livelihoods, 
causing a chain reaction to other issues, including 
affording basic needs (33). Likewise, UNHCR Egypt 
has mentioned the heavy toll COVID-19 has had on 
refugees, particularly with regard to loss of livelihoods. 
In addition, UNHCR Egypt has seen an increase in the 
incidence of gender-based violence as well as an increase 
in vulnerability for unaccompanied and separated 
children (34). These UNHCR offices have urgent appeals 
for millions in cash assistance. 

In order to adequately respond to this crisis, WHO 
estimated a need of US$ 1.7 billion until the end of 
December 2020 to adequately respond to COVID-19. As 
of 7 December 2020, US$ 1.52 billion has already been 
received, with an additional US$ 72.1 million pledged (35). 
In fact, WHO EMRO is being allocated US$ 315 million 
of the total worldwide appeal (36). The UNHCR has a 

worldwide pledge for an additional US$ 745 million in 
revised financial requirements until the end of 2020 
with regard to addressing COVID-19 (37). In the EMR, 
UNHCR Egypt is asking for US$ 10.2 million (38), while 
UNHCR Islamic Republic of Iran is asking for US$ 16.2 
million (33), both being part of the broader ask of UNHCR 
MENA, which is US$ 343 million (38). The International 
Organization for Migration (IOM) has a US$ 618.9 million 
funding target, which will include 140 countries, under its 
COVID-19 Strategic Preparedness and Response Plan (39). 
To efficiently utilize the required funds and synergize 
actions to protect refugees and migrants, a number of 
recommendations are presented in the next section.

Recommendations
Possible financing tools for COVID-19
In order to create an inclusive health care financing 
mechanism against COVID-19, international organiza-
tions along with donors, national governments and civil 
society must cooperate to include refugees and migrants 
in their emergency planning. This can be done through a 
number of recommendations.

Inclusion of migrants and refugees in national 
health care systems and services
Encompassing refugees and migrants in primary health 
care and programmes to fight COVID-19, including vac-
cination, is a good public health policy as it protects the 
native population. Moreover, expanding primary health 
care to refugees and migrants on equal terms with na-
tionals is important along with expanding primary 
health services and facilities through setting up respira-
tory clinics (40). 

A number of strategies could be adopted to achieve 
their inclusion. Firstly, COVID-19 emergency funds 
and donations can be earmarked through including 
a percentage of expenditure towards health care for 
refugees and migrants and specific services which are 
of crucial importance to them such as hygiene facilities 
(running water, masks, etc.). On a national level it is 
advocated that governments create a COVID-19 supply 
bill in addition to the national budget, and account for 
migrants and refugee communities (40). This COVID-19 
supply bill can be set up for fast-track expenditure and 
should be flexible enough to target specific frontline 
services and districts, including refugee camps and areas 
crowded with refugees and migrants. It is essential to 
set up accountable mechanisms for flexible expenditure 
systems and ensure it is based on “pay for performance” 
with defined goals and performance indicators and 
targets. The indicators should explicitly address refugees 
and migrants. Additionally, national systems could 
consider earmarking specific taxes, such as taxes on 
cigarettes, towards expenditure on COVID-19. 

Secondly, integrating refugees in national health 
insurance systems, as the case with Afghan refugees 
in the Islamic Republic of Iran, or creating specific 
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migrant and refugee health insurance programmes is 
proposed if their integration into national ones is not 
possible. In correspondence with the memorandum of 
understanding between Egypt and UNHCR, specific 
health clinics and hospitals could be responsible for 
providing refugees with health services. Refugee health 
insurance could be linked to attending awareness-raising 
sessions on COVID-19 and insurance funds could be used 
to invest in frontline services in health care facilities used 
by refugees.

In order to implement such mechanisms practically, 
there are a number of suggested interventions. Health 
insurance should be provided to refugees and migrants 
with formal work contracts, either national health 
insurance or schemes set up specifically for migrant 
populations. An additional measure for those employing 
refugees and migrants during this pandemic would 
be setting up small group health insurance which is 
provided to groups of less than 50 employees or large 
group health insurance which covers more than 50 
employees by private insurance companies. In the 
context of refugees, asylum-seekers and migrants who 
are informally employed, their integration into social 
health insurance could be achieved through setting a 
flat rate premium payment, i.e. their contribution could 
be based on a household flat income expectation rate, 
disregarding their wealth. 

As refugees establish multiple community organi-
zations, community-based health insurance which covers 
refugees could be offered by insurance companies based 
on a flat rate/household premium. Rwanda’s community-
based health insurance (Mutuelle de Santé) is a strong 
example (41). Through this scheme, persons and families 
from low income groups pay contributions of only 200 
Rwandan francs or 10% of the total bill in order to receive 
medical care at an affordable cost, get refunded for 
medications, access primary and emergency health care 
and get treated at local medical facilities. The insurance 
covers all members of a household provided they have 
paid their contributions. Management of the scheme 
has been transferred from the Ministry of Health to the 
Rwanda Social Security Board and is supported by donors 
and the government.

Adopting a similar scheme for refugees would be 
beneficial. Community-based refugee organizations 
would come together to purchase this health insurance; 
it would cover members from low-income groups, 
prepayment would be compulsory, and it would be 
managed by the health ministry or a social security 
board. Refugee community group leaders would reach 
out to their members and networks to include them in 
this scheme. Funds collected would be pooled together 
with other community organizations until all funds 
have been pooled from refugees on a national level. This 
type of health insurance would cover the cost of testing 
and treatment for refugees. A similar scheme could be 
adopted for migrant workers. The UNHCR and IOM may 
consider paying the premiums from the resources they 
raise if the refugees are unable to contribute. Another 

solution would be to create a national social assistance 
programme for health offered to vulnerable populations 
(including failed asylum-seekers, irregular migrants 
and vulnerable refugees who are not able to contribute 
in order to cover COVID-19 expenses) and financed by 
contributions from international nongovernmental 
organizations and national governments. 

Setting up bond frameworks which incorporate 
refugees and migrants
As many international organizations increase funding 
requirements to deal with the onslaught of COVID-19, 
many of their yearly funding appeals remain severely un-
derfunded, particularly those that deal with refugees, mi-
grants and displaced populations. It is crucial that these 
vulnerable populations are included in these worldwide 
funding schemes for coronavirus and that donations to 
WHO EMRO, IOM, UNHCR and national and interna-
tional nongovernmental organizations are increased. 

In cooperation with the UNHCR and the IOM, WHO 
could issue refugee/migrant COVID-19 development 
impact bonds which would be similar to humanitarian 
impact bonds set up by the International Committee of the 
Red Cross (42). Investors, either national business owners 
or international businesses owners whose supply chain 
depends on migrants and refugee populations in an EMR 
country or a neighbouring country, can provide upfront 
capital for financing WHO COVID-19 programmes that 
target refugees and migrants. If predetermined measures 
of success have been achieved, then the investor would 
be repaid interest plus capital by an aid agency. If the 
required results were not achieved the investor would 
lose part of the capital invested. It is advised that the 
percentage of costs incurred by businesses/investors 
should be less than the losses these businesses would 
incur if they stopped operating. This could be calculated 
using estimations from previous waves of COVID-19.

Additionally, by creating viable pandemic insurance 
for companies employing a large number of migrants, 
once a parametric trigger has occurred (such as a specific 
decrease in revenues due to a pandemic, a shutdown in 
the city or an increase in the number of affected workers), 
the company would be indemnified. This could lead to a 
reduction in unemployment rates among migrants as it 
would discourage lay-offs; therefore, they can use their 
salaries to contribute in paying for COVID-19 treatment. 
However, this would need a large-scale increase in 
pandemic bonds, which are not currently abundant nor 
is this feasible (43).

Another instrument which could be set up is 
catastrophe bonds. The catastrophe (CAT) bond is a risk 
securitization instrument; these are issued to an investor 
by the government, an insurance company or any other 
entity. They are used to mitigate against a certain risk, 
and have been used mostly in the case of natural disasters. 
They have high coupon rates and usually a maturity date 
3-years from commencement. In case of the occurrence 
of a catastrophe, the investor defers or forfeits payment 
of the interest and/or principal, which is used to address 

Book 27-12.indb   1233Book 27-12.indb   1233 09/02/2022   18:3909/02/2022   18:39



1234

Report EMHJ – Vol. 27 No. 12 – 2021 Migrant special issue

the crisis. If it does not happen, the investor gets paid the 
interest and premium after the bond matures. Therefore 
payment to the investor is subordinated to payment to 
the insurer (43,44).

These CAT bonds have been mentioned as a potential 
solution for responding to financing gaps for refugee 

crises. The only available pandemic risk securitization 
instrument is the Pandemic Emergency Financing 
Facility which is set up by the Work Bank. COVID-19 CAT 
bonds could provide an additional measure for COVID-19 
treatment and prevention among migrant and refugee 
populations. In line with the Global Refugee Finance 

Figure 1 COVID-19 catastrophe (CAT) bonds financing scheme for refugees and migrants

Insured party: Refugees and migrantsInsurer: Private/public health 
insurance

Host country government
WHO with the assistance of UNHCR 

and IOM

World Bank 
(Responsible for the 

issuance of CAT bonds)
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Additional medical 
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Catastrophe Bond and Humanitarian Catastrophe 
bond (42), CAT bonds could be considered as an ex ante 
instrument which means that the funds needed would 
be estimated based on last year’s (2020) calculations. 
For the EMR, CAT bonds would be paid for by donor 
governments or investors in EMR countries through 
mapping international private sector investors whose 
supply chains depend on workers in the Region. In 
this case donor countries or the private investor would 
pay the premium on behalf of migrant and refugee 
populations (Figure 1). However, the value of the CAT 
bond payment by investors (the principle or premium) 
should be less than the losses they would incur if their 
business stopped operating, i.e. the risk of the spread 
of COVID-19 and lockdown. Thus, if donor countries 
subsidize the premiums or principle to investors, it might 
be more encouraging for them (40).

The receiving end could either be the host countries, 
WHO, UNHCR or IOM or their implementing 
organizations, which will deploy them towards providing 
health insurance. These funds would be available at the 
World Bank, which would be a second instrument to the 
Pandemic Emergency Financing Facility (see Figure 1). 
Another option would be having these funds as a public/
private trust fund this would depend on the preference of 
donor governments and investors. In turn, host countries 
would agree on measurable policy instruments. Thus, in 
order to release funds to EMR countries, certain metrics 
should be published such as the number of refugees and 
migrants and updated statistics on migrant and refugee 
populations affected by the pandemic. This in turn would 
help in spreading awareness of the need and access of 
migrant groups, especially refugees, to health services.
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Stratégies de financement en réponse à la COVID-19 pour les réfugiés et les 
migrants dans la Région de la Méditerranée orientale
Résumé
Contexte : La pandémie de COVID-19 a eu des conséquences dévastatrices sur les systèmes de soins de santé partout 
dans le monde. Alors que le monde se rapprochait lentement de l'objectif de santé pour tous, la pandémie a anéanti 
les progrès réalisés au cours des 25 dernières années et a mis en évidence la vulnérabilité des systèmes de soins de 
santé et des régimes d'assurance-maladie ainsi que leur manque de résilience. Les systèmes de soins de santé n'ont 
pas réussi à réagir en temps opportun et de manière efficace. Des vies ont été et continuent d'être perdues, et les 
populations vulnérables, en particulier les réfugiés et les migrants, sont plus à risque que jamais, car nombre d'entre 
elles sont exclues des programmes de vaccination nationaux. 
Objectifs : En 2018, la Région de la Méditerranée orientale comptait 13 millions de personnes déplacées internes et 
12 millions de réfugiés. L'adoption de mécanismes inclusifs de financement de la santé apparaît donc cruciale pour 
faire face à la crise et protéger les populations autochtones et déplacées.
Méthodes : Nous nous sommes basés sur les meilleures pratiques régionales et la réponse des Nations Unies afin de 
décrire les outils de financement possibles pour inclure les réfugiés et les migrants dans les programmes d'assurance-
maladie couvrant la COVID-19. Nous proposons aussi de nouvelles solutions pour combler les déficits de financement.
Résultats : Parmi les solutions proposées figurent l'inclusion des réfugiés et des migrants dans les systèmes de 
soins de santé nationaux, la mise en place d'une assurance-maladie à assise communautaire pour les populations de 
migrants et de réfugiés, ainsi que l'introduction d'un programme de financement en réponse aux catastrophes.
Conclusions : Alors que la pandémie de COVID-19 est loin d'être terminée, de nombreux pays de la Région de la 
Méditerranée orientale ont inclus les migrants dans leurs plans de déploiement des vaccins contre la COVID-19. 
Si certains pays n'en sont pas à leur coup d'essai en matière d'inclusion, de nombreux autres ne parviennent pas à 
intégrer les migrants dans leur système de santé ou n'en font pas une priorité, au détriment de l'ensemble du pays. 
Le présent document aborde donc les mesures de financement de la santé qui freinent ou empêchent les migrants 
d'accéder à ces systèmes et présente des solutions possibles pour changer le statu quo.

اسرتاتيجيات متويل مكافحة كوفيد-19 لرعاية الالجئني واملهاجرين يف إقليم رشق املتوسط
إيلينا هابرسكي، آيه دامري

اخلالصة
اخللفية: أسفرت جائحة كوفيد-19 عن عواقب مدمرة عىل ُنُظم الرعاية الصحية يف مجيع أنحاء العامل. وعىل الرغم من أن العامل كان يميض ببطء 
م الذي ُأحرز عىل مدى السنوات اخلمس والعرشين املاضية، وكشفت عن مدى ضعف ُنُظم  رت اجلائحة التقدُّ نحو حتقيق الصحة للجميع، فقد دمَّ
الرعاية الصحية وُنُظم التأمني الصحي، فضًل عن افتقارها إىل القدرة عىل الصمود. ومل تستجب ُنُظم الرعاية الصحية يف الوقت املناسب وعىل نحو 
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يتسم بالكفاءة، وُأزهقت األرواح وال تزال ُتزهق، وأصبحت الفئات السكانية الضعيفة، ال سيَّام اللجئون واملهاجرون، معرضة للخطر أكثر من أي 
وقٍت مىض، ألن برامج التطعيم الُقطرية مل ُتغِطي كثرًيا من تلك الفئات بخدماهتا. 

األهداف: يضم إقليم رشق املتوسط 13 مليون نازح داخيل و12 مليون الجئ حتى عام 2018. وعليه، فإن اعتامد آليات للتمويل الصحي الشامل 
للجميع هو أمر بالغ األمهية يف التصدي لألزمة ومحاية السكان األصليني والنازحني.

ُطرق البحث: استطعنا، من خلل النظر يف أفضل املامرسات اإلقليمية واستجابة األمم املتحدة، أن نحدد أدوات التمويل املمكنة إلدماج اللجئني 
واملهاجرين يف ُنُظم التأمني الصحي لكوفيد-19، وأن نقدم حلواًل جديدة ملعاجلة الثغرات يف التمويل.

للمهاجرين  جمتمعي  صحي  تأمني  نظام  وإنشاء  الوطنية،  الصحية  الرعاية  ُنُظم  يف  واملهاجرين  اللجئني  إدماج  املقرتحة  احللول  بني  النتائج: من 
واللجئني، فضًل عن استحداث برنامج لتمويل سندات الكوارث.

لقاحات  لتوزيع  خططها  يف  املهاجرين  املتوسط  رشق  إقليم  بلدان  من  العديد  أدرجت  بعد،  تنته  مل  كوفيد-19  جائحة  أن  حيث  االستنتاجات: 
كوفيد-19. ويف حني أن هذه ليست أول حالة من حاالت إدماج املهاجرين يف بعض البلدان، فإن بلداًنا أخرى كثرية ال تعطي األولوية للمهاجرين 
يف ُنُظمها الصحية أو ال تستطيع ذلك، عىل حساب البلد بأرسه. ومن َثّم، تناول هذا البحث تدابري التمويل الصحي املحتملة التي متنع املهاجرين من 

م حلواًل ممكنة لتغيري الوضع الراهن.    االستفادة من هذه الُنُظم، ويقدِّ
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Alcohol use is associated with many social and health 
consequences, including liver disease, cardiovascular 
disease, cancer, tuberculosis, HIV/AIDS, road traffic 
accidents, rape, violence, suicide, as well as mental, 
neurological and substance use disorders (1). Alcohol 
consumption among adult population (aged 15 years and 
above) in the Eastern Mediterranean Region is estimated 
to be 0.6 litres of pure alcohol per capita per year, lower 
than the global average of 6.0 litres of pure alcohol per 
capita per year (2,3). Reports have shown that 70.5% of 
alcohol consumption in the region is not documented in 
national statistics on alcohol taxation or sales because it 
is mostly produced and sold outside official channels (4). 
Information about treatment is limited as most countries 
in the region do not have specialized treatment services 
for alcohol use disorders and dependence. 

In response to a request by its Executive Board for 
accelerated action to reduce the harmful use of alcohol, the 
WHO Secretariat initiated a process for the development 
of an action plan. Beginning with a technical meeting in 
June 2020, WHO facilitated technical consultations with 
Member States of the Eastern Mediterranean Region to 
develop an action plan for 2022–2030, based on a working 
document developed for this purpose. Representatives 
of 18 countries and territories in the Region2, including 
the ministries of health, academic institutions, WHO 
collaborating centres, and staff of the WHO country 
offices, regional office and headquarters participated in 
the consultations. 

The objectives of the consultations were to receive 
input from participants for the first draft of the action 
plan to accelerate action on implementation of the 
global strategy to reduce harmful use of alcohol as a 
public health priority (1,5); and to strengthen regional 
networking for implementation of the action plan.

Summary of discussions
Participants acknowledged that problems with harmful 
use of alcohol exist in all countries of the region, even 
in countries with the most restrictive legislations. They 
agreed that the action plan is relevant to all countries and 
offers a wide range of policy options and interventions 
that Member States can adopt. They however noted that 
implementation of some of the proposed actions would 
be challenging (3), as some countries in the region do 

not want to include alcohol modules in their population-
based surveys and data collection tools.

Limited data is available about alcohol use and its 
harmful effects in the region, there is, therefore, a need 
for research to generate region-specific information on 
alcohol use, including estimates on alcohol consumption, 
alcohol-related harms, and policy responses, as indicated 
in the WHO monitoring frameworks. Increasing 
technical support and strengthening capacity in this 
area is a priority, particularly prevention and treatment 
programmes and establishment of treatment facilities for 
alcohol use disorders within the broader health packages.

Participants emphasized the need for effective 
advocacy, awareness and partnerships as well as 
commitment and coordination by health authorities. 
These measures could be boosted by activating or reviving 
the global and regional networks and strengthening 
intersectoral collaboration between ministries of health 
and other sectors such as the media and ministries of 
education, finance and interior.

The meeting noted the need for an action plan to 
address the needs of special populations such as young 
people, women, migrants, refugees, and internally 
displaced people as well as gender and equity issues, using 
community-based approaches. To facilitate advocacy for 
resource mobilization, participants recommended the 
development of investment cases for alcohol, specifically 
under the SAFER global initiative (6).

Participants endorsed the global targets and 
the proposed actions for Member States, the WHO 
Secretariat, international partners, and non-state actors 
in all the six action areas presented in the working 
document, including implementation of high-impact 
strategies and interventions; advocacy, awareness and 
commitment; partnership, dialogue and coordination; 
technical support and capacity-building; knowledge 
production and information systems; and resource 
mobilization.

Recommendations
Member States are to consider the outcomes of the 
regional technical consultations when developing their 
country positions on the draft global action plan for 
the next stages of the consultation. They will continue 

1 This summary was extracted from the report of the regional technical consultation on the working document for development of the action plan (2022–2030) to effectively 
implement the global strategy to reduce the harmful use of alcohol as a public health priority, https://applications.emro.who.int/docs/WHOEMMNH227E-eng.pdf?ua=1. 

2 Afghanistan, Bahrain, Egypt, Iran (Islamic Republic of), Iraq, Jordan, Kuwait, Lebanon, Libya, Morocco, occupied Palestinian territory, Pakistan, Qatar, Somalia, Syrian Arab 
Republic, Tunisia, United Arab Emirates, and Yemen.
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to support the development of the action plan and facilitate nomination of members to the regional network, which 
is expected to actively participate in the development and implementation of the plan. Participants requested WHO to 
finalize the list of targets and their related indicators, complete the definitions for the proposed indicators, and share the 
draft document with individuals who participated in the consultations for final comments.
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املجلة الصحية لرشق املتوسط 
هى املجلة الرسمية التى تصدر عن املكتب اإلقليمى لرشق املتوسط بمنظمة الصحة العاملية. وهى منرب لتقديم السياسات واملبادرات اجلديدة يف الصحة العامة 
بإقليم رشق  يتعلق منها  املعلومات، وخاصة ما  الوبائية ونتائج األبحاث وغري ذلك من  واخلدمات الصحية والرتويج هلا، ولتبادل اآلراء واملفاهيم واملعطيات 
املتوسط. وهى موجهة إىل كل أعضاء املهن الصحية، والكليات الطبية وسائر املعاهد التعليمية، وكذا املنظامت غري احلكومية املعنية، واملراكز املتعاونة مع منظمة 

الصحة العاملية واألفراد املهتمني بالصحة ىف اإلقليم وخارجه.
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Refugees and migrants in the Eastern Mediterranean Region constitute a sizeable population, often marginalized within most countries. 
They face substantial barriers of access to affordable and quality healthcare service.
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