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Additional Results 
Characteristics of household survey respondents 

Table S1: Household Survey participant characteristics, Jordan, August 2023
	
	Syrian 
Out-of-Camp
	Non-Syrian 
Out-of- Camp
	Syrian 
In-Camp
	p-value

	
	N=754
	N=489
	N=806
	 

	HH country of origin, n (%)
	
	
	
	

	Syria
	754 (100%)
	 (0%)
	806 (100%)
	<0.001

	Iraq
	 (0%)
	316 (64.62%)
	 (0%)
	

	Somalia
	 (0%)
	6 (1.23%)
	 (0%)
	

	Sudan
	 (0%)
	59 (12.07%)
	 (0%)
	

	Yemen
	 (0%)
	99 (20.25%)
	 (0%)
	

	other
	 (0%)
	9 (1.84%)
	 (0%)
	

	Respondent age
	38.3 (10.5)
	44.1 (11.5)
	39.5 (9.3)
	<0.001

	Education, n (%)
	
	
	
	

	Illiterate
	13 (1.7%)
	4 (0.8%)
	6 (0.7%)
	<0.001

	Basic Education/Literate
	294 (39.0%)
	89 (18.2%)
	354 (43.9%)
	

	Elementary
	109 (14.5%)
	34 (7.0%)
	104 (12.9%)
	

	Secondary Education / Vocational Education
	250 (33.2%)
	182 (37.2%)
	220 (27.3%)
	

	Diploma
	26 (3.4%)
	41 (8.4%)
	41 (5.1%)
	

	BA & Higher
	62 (8.2%)
	139 (28.4%)
	81 (10.0%)
	

	HH members generating income, mean (SD)
	0.8 (0.6)
	0.6 (0.6)
	0.7 (0.6)
	<0.001

	HH size, median (IQR)
	6 (5-7)
	5 (4-7)
	7 (6-8)
	<0.001

	Average HH age*, mean (SD)
	20.1 (16.1)
	23.7 (17.4)
	18.4 (15.0)
	<0.001

	Proportion of female*, n (%)
	2,305 (50.1%)
	1,366 (49.9%)
	2,913 (51.0%)
	0.52

	Marital Status, proportion of**
	
	
	
	

	Single
	506 (24.2%)
	488 (33.2%)
	477 (22.4%)
	<0.001

	Married
	1,466 (70.2%)
	904 (61.5%)
	1,537 (72.3%)
	

	Divorced / Separated
	50 (2.4%)
	43 (2.9%)
	51 (2.4%)
	

	Widowed
	66 (3.2%)
	34 (2.3%)
	57 (2.7%)
	

	Other
	0 (0.0%)
	2 (0.1%)
	4 (0.2%)
	

	Proportion of the study population with disability*, n (%)
	339 (7.4%)
	279 (10.2%)
	460 (8.1%)
	<0.001

	Proportion of the study population with chronic condition*, n (%)
	665 (14.5%)
	511 (18.7%)
	609 (10.7%)
	<0.001

	Proportion of women who are pregnant**, n (%)
	488 (64.0%)
	226 (53.6%)
	563 (69.1%)
	<0.001

	Proportion of HHs with at least one child under 5
	480 (63.7%)
	229 (46.8%)
	564 (70.0%)
	<0.001

	Proportion of HHs with at least one pregnant woman
	467 (61.9%)
	546 (67.7%)
	218 (44.6%)
	<0.001

	Proportion of HHs with at least one chronic disease
	498 (66.0%)
	523 (64.9%)
	366 (74.8%)
	<0.001


Data are presented as mean (SD) or median (IQR) for continuous measures, and n (%) for categorical measures.
* - among all the members of the HH
** - among adult members of the HH
Focus Group Discussion Participants 

Table S2: Overview of conducted FGD by refugee group, age and governorate/ location.
	
	Governorate/ location
	Women
(18-29 yrs)
	Women
(30-45 yrs)
	Men & Women
50 yrs. +
	Men
(25 - 45 yrs)

	Syrian Refugees 
out of camp
	Amman
	
	1 FGD
	
	1 FGD

	
	Mafraq
	
	
	1 FGD
	

	
	Irbid
	1 FGD
	
	
	

	Non Syrian refugees 
out of camp
	Amman
	1 FGD
	
	
	

	
	Mafraq
	
	
	
	1 FGD

	
	Irbid
	
	
	
	

	Syrian refugees in camp
	Zaatari
	
	1 FGD
	
	

	
	Azraq
	
	
	1 FGD
	




Table S3: Individual FGD participants characteristics
	Number of participants
	77
	 

	Gender
	 
	 

	Male
	28
	36%

	Female
	49
	64%

	Age range 
	 
	 

	18-24
	5
	6%

	25-34
	28
	36%

	35-44
	25
	32%

	45+
	19
	25%

	Country of origin 
	 
	 

	Syrian
	57
	74%

	Non-Syrian
	20
	26%



Focus Group Discussion results summary 
Findings were summarized around three themes: health service availability and access; solutions and alternatives; feelings and experiences as refugees. Subthemes include access to and availability of care, availability of providers, and fear of COVID-19, waiting time, transportation, documentation, cost, access to medicines and telephone services.

Complexities of receiving care 
Access to / availability of care 
Access to healthcare has evolved significantly, with the pre-COVID era described as "easier, faster, and the procedures were simpler." While many perceive private care as superior to government or camp facilities, experiences vary widely, with some individuals reporting satisfaction across all settings and time periods. The civil defense consistently receives positive mentions for their healthcare services. In camps, accessing specialist care presents significant challenges, exemplified by a case where a child with persistent headaches was only offered pain medication without transfer options, ultimately requiring private care to diagnose hydrocephalus. Another family in Azraq described having to travel outside the camp for their daughter's treatment, incurring mounting costs without ongoing follow-up from camp healthcare services. The COVID-19 lockdowns created varied experiences – while some found pharmacists to be adequate substitutes during this period, others faced serious disruptions including canceled surgeries, dental appointments, and challenges in treating both chronic and acute conditions. One respondent noted they prefer pharmacists regardless of timing because they are "very knowledgeable, give the right medications and also give children vaccinations," questioning the need to "go to a doctor and pay for the visit." Recent periods have seen reduced healthcare access, attributed to decreased UNHCR coverage and external support, with concerning response delays exemplified by a case where UNHCR responded to a coverage request only five months after the person had given birth. Organizations like Caritas have reportedly withdrawn services in areas like Mafraq, while dental care remains particularly inaccessible in camps, with some Syrians being explicitly denied treatment outside camps and told services were "only for Jordanians."

Availability and attitude of providers 
Availability and attitude of healthcare providers toward Syrian refugees varies significantly across facilities. Many refugees reported experiencing discrimination, with some hospitals being known as "kind to Syrians" while at others, staff "think less of us because we are refugees" and "directly change the whole attitude" upon learning patients are Syrian. This discrimination influences healthcare choices, with some refugees willing to take loans or pay substantially more to access better treatment—exemplified by one person preferring to pay "50-60 JOD to go to [facility A] instead of [facility B] because they 'don't care about people.'" Knowledge of which facilities treat refugees well appears to be shared informally among the community. Despite these challenges, some reported positive experiences at both government and camp hospitals, including providers who reduce fees for Syrians and facilities like facility C where "They support Syrians a lot." Issues of perceived staff underqualification, privacy concerns, and provider insensitivity to financial struggles were common complaints. Many refugees expressed frustration at not being believed about their symptoms, noting "It's hard to convince the doctor that you are sick!" Personal connections significantly impacted care quality, with those knowing someone at a facility receiving better treatment. Refugees frequently reported being "passed around" between specialties without resolution, incurring substantial transportation costs, and encountering inconsistent recognition of UNHCR support—"in the morning, one employee acknowledges UNHCR, but in the evening, another one doesn't." These challenges were particularly pronounced for out-of-camp refugees with dissatisfaction notably increasing in the most recent period.

Fear of COVID 
Fear of COVID was mentioned rarely by respondents, though some examples emerged of individuals delaying healthcare due to concerns about contracting the virus at hospitals, particularly during partial restrictions. Beyond infection fears, there was specific anxiety about forced isolation, with one respondent noting "who gets Corona stays locked at the hospital." This apprehension led to avoidance behaviors, including one person hiding from police after visiting a pharmacy because they feared being taken to a hospital following civil defense recommendations. Despite these concerns, respondents demonstrated good understanding of and commitment to preventive measures, reporting that "people were committed to wearing masks, social distance...gathering, we were committed to these rules." Some participants highlighted a positive outcome of the pandemic: improved hygiene practices in both healthcare facilities and schools, with one parent observing "now student take their hygiene with them without anyone telling them, even my daughter tell me she cleans her desk."

Waiting time
Wait times for healthcare services were a significant concern across all time periods, with particularly strong frustrations expressed during the most recent period. Specialist referrals faced consistent criticism for lengthy delays regardless of urgency or location, exemplified by quotes like "[Facility name] hospital asked them not to write 'urgent' until the person has died!" Patients described feeling powerless when faced with incorrect referrals and long waits, with private care being unaffordable despite offering faster service. In one example from Zaatari, one woman waited months for breast lump imaging despite medical urgency, eventually paying privately for scans while still awaiting treatment. COVID lockdowns exacerbated these challenges, with camp residents walking long distances and sometimes leaving without care due to curfews. Azraq camp residents specifically noted reduced medical facilities, with "40,000 people" using a single medical center, leading to overcrowding and deteriorating conditions where "you will get sicker" just by attending. Outside camps, facilities like [facility name] were criticized for making even yellow-card holders (regular patients) wait for hours, sometimes "in the street," which patients described as "humiliating." Women faced additional barriers, needing childcare arrangements or avoiding early morning appointments due to safety concerns and transportation costs. While most expressed frustration, some patients tolerated lengthy waits when the quality of care was good, with one describing it as "great service" despite the inconvenience.

Transportation 
Transportation emerged as a critical factor affecting healthcare access across all time periods. The civil defense service was consistently praised for providing trusted healthcare support, especially during emergencies, though its availability appears to have changed since COVID restrictions ended. During lockdowns, those without vehicles faced significant hardships, including long walks in harsh weather conditions to reach healthcare facilities early enough to secure appointments, with some sending children ahead to hold their place in line. COVID restrictions created a climate of fear around seeking care, with respondents describing hiding from police to visit pharmacies or risking police encounters during emergencies. Some were prevented from accompanying ill family members during transfers, though there were also accounts of police assisting patients to reach hospitals during curfews. Ambulance services received positive reviews for responsive transport to and from hospitals during lockdowns when they were often the only available option, despite occasional long waits. The lifting of restrictions improved access by expanding transportation choices, though financial barriers persisted. In Azraq camp, respondents noted reduced transfers to outside facilities, attributed not to COVID-19 directly but to decreased UNHCR support, forcing some to pay for their own transportation for regular treatments like twice-weekly therapy. Even after COVID-19 restrictions eased, transportation remained challenging, with patients skipping appointments due to costs (2-3 JOD daily for taxis), describing the process as "exhausting, humiliating," and facing particular difficulties when required to transfer between multiple facilities.

Documentations 
Refugees reported facing several challenges related to documentation to access healthcare services. UNHCR cards were consistently mentioned as crucial for receiving affordable medical care and assistance, though many noted post-COVID-19 difficulties in renewing these cards. The renewal process shifted from same-day service to a user-initiated annual system with lengthy delays and poor communication—some waiting seven months without response.
COVID-19 vaccine requirements created additional complications, with some feeling coerced into vaccination to maintain freedom of movement, while others mentioned illicit markets for vaccine cards. Several respondents reported health issues they attributed to the vaccines.
The system appears to suffer from inconsistent decision-making regarding coverage, creating a perception that healthcare access depends on luck rather than clear criteria. Technical problems like address mismatches between ID documents and UNHCR registration further complicated access. Despite having primary identification, many expressed confusion about obtaining exemption papers and additional documentation needed for specialized treatments and surgeries.

Medicines access and availability 
The pandemic affected medication accessibility, with experiences varying based on location and timing. During lockdown, respondents reported medication shortages, particularly in camp settings. While many could previously obtain needed medications, the situation deteriorated post-COVID-19, with a prevailing sentiment that healthcare accessibility worsened even after restrictions lifted.
During lockdown itself, paradoxically, many chronic illness patients experienced some improvements through adapted services - longer prescriptions (3-6 months instead of monthly), fewer required check-ups, and home deliveries. These conveniences disappeared after the lockdown period, disappointing many who had appreciated these accommodations.
Financial barriers created significant hardship. Monthly medication costs strained many households, especially Syrian refugees living outside of camps who expressed frustration at having fewer benefits than Jordanian citizens. Some reported medication costs being substantially higher than in pre-war Syria, occasionally pushing them to desperate measures like borrowing identification documents to obtain affordable care.
Distribution problems emerged in multiple settings. Camp residents increasingly faced stock shortages after COVID-19 that were unprecedented before the pandemic. Outside camps, patients reported fragmented prescriptions - being limited to four medications per prescription slip and having to purchase additional medications elsewhere at personal expense. Some facilities began referring patients to external pharmacies for medications previously available on-site.
The situation proved especially difficult for those with complex conditions. Examples included a schizophrenia patient unable to regularly obtain medications despite promises from facilities, creating safety concerns, and a renal patient prescribed specific antibiotics unavailable in camp, requiring costly outside purchases. Even long-term camp residents with established chronic conditions suddenly found previously covered medications unavailable or subject to new charges.
Childhood vaccination access showed mixed experiences after lockdowns, with some reporting hours-long waits followed by supply depletion, while others found school-based vaccine programs worked efficiently. A medication tracking system for chronic conditions ("yellow card scheme") appeared to operate effectively but was inconsistently available, with some non-Jordanian residents reporting access while others were excluded.

Costs
The narrative reveals pervasive financial challenges affecting healthcare access across all groups and time periods, though with notable variations. Non-Syrian refugees reported more cost difficulties before COVID-19 than Syrian refugees did, and those living outside camps faced more frequent financial obstacles than camp residents.
A common perception emerged that private healthcare offered superior quality—"You always get a better experience when you pay money!"—though this created a two-tiered system where quality care remained inaccessible to many. Even those with refugee status sometimes reported "paying like a foreigner" regardless of their documentation.
Financial constraints routinely prevented people from seeking necessary care. Many described foregoing diagnostic tests like ultrasounds or requesting presumptive treatment to avoid costly investigations. During the COVID-19 pandemic, these financial fears sometimes compromised public health measures, with one patient refusing hospital transfer despite having lung disease and suspected COVID-19 because "the costs for COVID-19 during quarantine were exorbitant."
The system revealed inconsistencies and informal workarounds. Some doctors offered unofficial discounts upon discovering patients were Syrian, while others reported being unable to afford documentation of care that would have allowed them to reclaim costs. In one extreme case, a respondent described selling their identification "card" to purchase needed medications.
Acute care situations highlighted the severity of payment barriers. Multiple stories emerged of patients being refused treatment until payment was secured—including a child with suspected sepsis and another with an asthma attack. Childbirth presented particular challenges, with several accounts of women in labor being denied admission without upfront payment, forcing families to take loans or use alternative identification.
The COVID-19 period exacerbated financial difficulties through both changing coverage policies and economic hardship. Services previously covered by organizations like UNHCR or Caritas were discontinued or reduced—"Before COVID-19, they used to cover the treatment, but when COVID-19 came, they stopped." This coincided with widespread livelihood losses that diminished people's ability to pay for care.
Confusion about coverage eligibility added another layer of complexity. Inconsistent application of policies across facilities left people uncertain about what services would be covered, where they could access subsidized care, and how documentation requirements applied. The location of one's UNHCR registration affected where they could receive subsidized services, sometimes requiring travel to distant facilities.
Despite these challenges, some positive experiences were reported, particularly regarding UNHCR-subsidized care when it was available: "We only paid 16 JDs for a scan to his head and his whole body that day." Government facilities occasionally provided substantial assistance, as exemplified by one respondent whose father received free kidney medication normally costing 100 JOD through Basma hospital. These positive outliers, however, underscored the overall unpredictability of the system that made healthcare access feel arbitrary and uncertain for many vulnerable people.

Telephonic services 
When asked about the use of technology in relation to health care, respondents shared different experiences and opinion varying across settings. 
For camp residents, accessing care during lockdown periods proved challenging, with telemedicine emerging as a potential but often unavailable solution. Many camp residents reported either not having used telemedicine services or feeling these services weren't accessible to them, noting a distinction between availability inside versus outside the camps.
Informal telemedicine practices were far more common than formal services. Many respondents described relying on personal networks - calling or messaging doctors who were friends, family members, or connections from their home countries via WhatsApp for medical advice. These communications typically involved voice calls rather than video consultations and served either to confirm the appropriateness of care already received or to seek guidance from trusted sources who might offer more affordable advice. One respondent mentioned a WhatsApp group specifically for Iraqis where they could request consultations from doctors, which they utilized during a bleeding episode. This preference for contacting healthcare providers from their countries of origin existed even before COVID-19 restrictions, though it increased during lockdown periods.
Several formal telemedicine options were mentioned by individual respondents. The "crisis cell" service received positive feedback from one person who used it after seeing their neighbor's successful experience with a COVID-19 consultation. They appreciated both the free service and the follow-up call later in the day checking on their child's condition. Other examples included the Aman app, described by a non-Syrian respondent in Amman as a free way to find and contact doctors, and the Hakim app from Al Bashir hospital, which functioned both as a communication platform and a repository for test results, medical letters, and reports.
Opinions about telemedicine's utility were divided. While one respondent praised the proliferation of health apps during lockdown for increasing general health awareness, most expressed a clear preference for in-person consultations. Many indicated they would use telemedicine only if absolutely necessary, particularly expressing concern about its limitations in diagnosing uncertain or complex conditions. Technical literacy also emerged as a barrier, with even younger respondents reporting difficulties using the available apps.
For those in remote locations, telemedicine became not a preference but a necessity during travel restrictions, highlighting how geographic and mobility factors influenced utilization patterns. Overall, while telemedicine provided a critical lifeline during lockdown periods, it was generally viewed as a compromise rather than an ideal solution for healthcare delivery.

Solutions 
Main solutions to challenges in accessing care both during periods of lockdown but also before included using connections, either family, friends or others recommended to access care both formally at clinics and ad-hoc through phone calls and social media. Respondents reported asking for advice on certain health issues from family and friends both back home, in Jordan or abroad. Respondents also reported asking for help from people with transport permits to be able to reach hospitals. 
Others resorted to trying different providers, often private providers or pharmacies, hoping to be able to receive treatment despite the costs. Finally, some respondents resorted to self-treatment either visiting the nearby pharmacy or using home remedies. 

Feelings and experiences as refugees 
Refugees described a complex landscape of varied treatment, often feeling a distinct shift in the provider’s attitudes when their Syrian identity became known. Many recounted how healthcare interactions changed immediately after identifying themselves: "First question they will ask you is (Syrian?) and once you say yes, they will directly change the whole attitude with you, even the face impressions." This experience led some to prefer private hospitals despite higher costs.
The social climate also evolved over time. Respondents noted that initial community welcome and support had gradually dissipated, creating a growing sense of alienation. This manifested in feelings of being unheard—"even if we suggested, no one listens"—and increasing challenges accessing services. During COVID-19 restrictions, some described walking to health facilities despite fear of police encounters, as transportation options were limited.
Economic struggles compounded healthcare barriers. Work permits became more expensive and employment opportunities decreased, creating a climate of insecurity where "anything is caught on you as a Syrian, you go back to the bombs." This economic vulnerability directly impacted healthcare access as costs for non-Jordanians were often higher—"we pay double what Jordanians pay. If a Jordanian pays half a JD, we pay 1 JD."
More recently, some Syrian refugees reported being explicitly turned away from healthcare facilities with statements like "you are Syrians go to UNHCR, they pay for everything, you are coming here to share with us our medicine." This created friction with local populations and a perception that they were unwelcome in services intended for Jordanians, despite having legitimate needs. Many responded by either avoiding care altogether or paying for private services at significant financial hardship.
Trust issues emerged regarding the quality of care when it was received. Some described seeking multiple opinions at great expense when uncomfortable with recommended treatments, such as a parent concerned about steroid treatment for a child with facial nerve palsy. Similar hesitancy appeared regarding COVID-19 vaccines, with some attributing subsequent illness to vaccination.
Despite these challenges, many expressed profound gratitude toward Jordan and its people: "We thank the Jordanian people and King Abdullah...they took care of the Syrians...best country in the whole world who welcomed Syrians is Jordan." This appreciation coexisted alongside their frustrations with system inequities.
Non-Syrian refugees highlighted additional disparities, noting they received less assistance than Syrians while facing similar employment restrictions. They described significant differences in support structures: "Iris scanning provides you with an official monthly salary, just like Syrians, and coupons. They also provide them with a MasterCard for expenses. We haven't received any support from UNHCR since 2014." This created layered inequalities within refugee communities themselves, with some receiving regular financial support while others reported receiving assistance only once every four years.
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