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Abstract 

Jordan hosts over 650,000 Syrian refugees: eighty percent of whom live outside of camps among 

the host population. Since 2011, the arrival of the refugees doubled the population of Northern 

Jordan. This influx strained the healthcare infrastructure and increased the economic 

vulnerability of the host population, causing tension which eventually led the government to 

institute a system of healthcare fees upon the refugees living outside camp. This qualitative study 

examines the barriers to accessing healthcare faced by both Syrian refugee and Jordanian citizen 

populations in the area through family and individual interviews that explore the coping 

strategies used to bypass the barriers. The results and discussion highlight the multitude of 

barriers to accessing healthcare faced by both the Syrian refugees and the host community. It 

also explores the role of social networks in accessing healthcare and the impact of the coping 

strategies that allow access on the society in Northern Jordan’s vulnerable population. 
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Part1: Political economy and background 

Introduction 

When asked about her worst experience since she started working with the Syrian refugees in the 

free clinic run by Médecins Sans Frontières (MSF) in Torra, a small village near the Jordanian-

Syrian border, a Jordanian physician spoke about her experience diagnosing an infant, brought in 

by his grandmother, with sepsis; a lethal blood infection requiring intravenous antibiotics. Small 

primary healthcare clinics (PHC) do not provide this service, so the doctor urged his 

grandmother to take the boy to an emergency department immediately. the physician then 

tearfully told me how his grandmother sought the recommended emergency care for her 

increasingly ill grandchild – for four days! The elderly woman was turned away from one 

hospital’s reception desk after another for four days because she was neither insured nor able to 

pay. They were turned away until the baby stopped breathing at the last reception desk, a step 

away from care that could have easily saved his life.  

This was one among many stories uncovered through research to investigate the impact 

of cost recovery systems in governmental health care services in Jordan in November 2014 on 

the Syrian refugees residing outside Jordanian camps. The answer to this question will highlight 

both the challenges and the resilience of refugees and how they rebuild their social, economic, 

and political environment for survival.  

Six hundred and fifty thousand Syrian refugees fled the Syrian conflict to Jordan between 

July 2011 and September 2016 (EUI, RSCAS & MPC 2016; UNHCR 2016), eighty percent of 

whom live outside of camps within the host community. Such a huge influx of refugees strained 

the infrastructure of the Jordanian social services infrastructure, increasing the tension between 
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the host community and the refugees. This led the government to stop providing free health care 

for all Syrian refugees in November 2014 (Francis, 2015, Amnesty International 2016).  

Healthcare systems that require fees from the users are infamous for decreasing the 

access of the poor to health care services (Gilson et all, 1997). With 93% of the Syrian refugees 

outside of camps in Jordan living under the Jordanian poverty line (UNHCR, 2017), the Syrian 

refugees residing out of camps in Jordan showed a drastic decrease in their healthcare access 

within six months of the policy change. Over 50% of pregnant refugee women became unable to 

access healthcare and over 58% of patients with chronic illnesses reported their inability to 

purchase essential medications (Amnesty International, 2016).  

For Syrian refugees residing in this rural area in Jordan, a referral for a fee–for–service 

healthcare facility is devastating news. Their living situation forces them to make impossible 

choices with little facts: Should they believe in the fragile truce and go back to Syria, where the 

healthcare is free, should they wait and see, or should they settle here? Should they depend on 

declining aid or risk arrest and refoulment for working without permit? Should they pay what 

little Dinars they have for rent, food, school or clinic visits? Then there is the question that 

guides all others: what is the action most likely to keep us alive this month, this week, today? 

These kinds of questions force a refugee into a mentally grinding process of continuous 

re-prioritization. The refugees must shift and shuffle their priorities every day, making 

“impossible choices” to survive. This “battle for survival” is like what other vulnerable 

populations face worldwide when trying to access healthcare. However, for refugees this 

dilemma has additional implications. After losing everything in their flight from the “dangerous 

known” in Syria to the “safe unknown” in Jordan, they realize that they are not safe yet. To 

survive, they must use everything they can to rebuild all that was lost when they sought refuge: 
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homes, families, societies, livelihoods and even one’s sense of self. As one refugee puts it: “I 

escaped the war there, but I’m facing a second war here.” 

When the Syrian refugees first fled Syria in 2011 into the rural area of Ramtha and the 

plain of Houran (see Figure 1 below), the population exhibited a wide range of social and 

economic diversity that depended on economic assets, educational levels, and social status in 

Syria. Soon these social strata narrowed and changed as assets dwindled, jobs were restricted, 

communities were torn apart and scattered internationally, and as social norms changed. Now, 

that society layers itself into socioeconomic strata based upon how much aid and remittances one 

receives and how well connected a person is in Jordan.  

The same forces that have formed those strata can hasten or slow down the process of 

rebuilding the refugees’ lives out of what I can call the “vulnerability” zone. The more money or 

the more connections one has greatly affects the speed by which they can acquire jobs, homes, 

resolve conflicts and access services.  

The refugees and host communities’ situation in Northern Jordan is the product of several 

convergent historical, social, and political threads that go back in human history to the inter–war 

era and the Ottoman empire and as far west as the United States and east as Russia. This inability 

to pin down a single origin for such an endemic problem forces us to confront a terrifying truth: 

any of us may become, one day, a refugee who loses a loved one at a hospital reception desk. 

They are not the “Other.” They are the mirror image of ourselves, if the circumstances were 

slightly different. 

This introduction will trace each of these threads to paint a vivid picture of the setting and 

the population in Northern Jordan and the transitions that have led up to the current situation in 

Ramtha and the Houran plain.  
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Jordan, A Long–Term Host. 

Jordan is a country, limited in resources, surrounded by countries either oil-rich or conflict-

ridden: Syria, Palestine, Saudi Arabia, and Iraq. For 70 years since its independence, Jordan has 

been the reluctant recipient of several waves of refugees. Some 50–70% of the Jordanian 

population is descended from Palestinian refugees who arrived in 1948 and 1967, followed by 

the Iraqi refugees fleeing the first Gulf War in 1993 and the Iraqi government persecution as well 

as Lebanese refugees who fled the civil war from 1975–1990 (Chatelard, 2010). Like many of its 

neighbors in the region, Jordan is not signatory to the United Nation’s 1951 Convention Relating 

to the Status of Refugees and the 1967 protocol. Much of the reluctance to sign these harkens 

back to the Palestinian refugee crisis (Chatelard, 2010). For this reason, Jordan is not obligated 

by those treaties to receive refugees and the refugees in Jordan are not afforded some of the 

protections codified in these documents (such as the right of entry, employment and freedom of 

movement) (Akram et al., 2015). Instead, a common perception is that Jordan continues to host 

refugees for its own economic interests. Other Middle Eastern countries that are not signatories 

on such conventions include Lebanon, Saudi Arabia as well as Iraq. 

 With scarce resources, the Jordanian government draws on international aid and 

remittances to sustain its economy. In its 2016 governmental budget, foreign aid totaled $1.148 

billion USD (10.7%) of a total revenue of $10.7 billion (GBD, 2016). Hosting refugees has 

allowed Jordan to utilize aid in order to develop its infrastructure to serve both the refugees and 

the host communities as well: in the “Jordan Response Plan for the Syrian Crisis,” multiple 

governmental institutions and long–term projects were listed within a comprehensive budgeting 

plan to manage the flux of Syrian refugees (JRPSC, 2015).  
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However, 7 years into the crisis, international aid has dwindled for the refugee crisis in 

Jordan. This decrease in aid, combined with the huge number of refugees, and Jordan’s poor 

resources turned the refugees into a heavy burden on an already frail infrastructure and job 

market in Jordan; this and created tension with the host community which perceived itself as 

suffering from increased vulnerability due to such a burden and yet still ineligible to the aid that 

the refugees receive (Francis, 2015). Consequently, the Jordanian government placed restrictions 

on receiving, employing, and providing services to the Syrian refugees in Jordan. 

 

Jordan’s Social Structure and the Relationship Between the Host and Refugee Populations 

in Ramtha and The Plain of Houran 

In Ramtha and the Houran plain, the host and refugee populations’ relationship is different than 

it is nationally due to proximity to the border, shared family ties, the large number of refugees 

living within the host community and the direct effect of the Syrian war on the community. In 

some villages in this border region one could hear the Syrian mosques’ calls for prayers. This 

proximity is mirrored in familial and marriage ties across the border. Many of the refugees in the 

area initially stayed with Jordanian family and relatives.  

Despite creating such ties, this proximity to the Syrian border also increases the tension 

between the two populations; the area’s economy, dependent on border trade, was destroyed 

when the Darʿa border crossing point was seized by Islamists and then closed in 2013 (Roggio, 

2013). This economic blow was accentuated by soaring rent and food prices and falling wages as 

unpermitted Syrian laborers began to compete with the local Jordanians for work. The Jordanian 

host community has also suffered from lost lives and possessions destroyed due to stray shells 
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from the war. All that was blamed on the Syrian side, represented by the refugees (Mercy Corps, 

2013). 

To complicate matters further, the local Jordanian host community recognizes the 

opportunities brought by NGOs that came into the area to provide aid to refugees. The host 

community have benefited from job opportunities, healthcare services, livelihood training and 

development and infrastructure projects, such as water sanitation programs. However, they 

believe that their vulnerability (exacerbated by the falling economy and the flux of refugees) 

have not been addressed by the NGOs that focus on the refugees alone (UNHCR and other 

NGOs, 2017). 

Another factor is the social structure in the Irbid governorate (a section of Jordan located 

north of Amman, the country’s capital, which includes Ramtha and the Houran Plain). In the 

Ottoman era, seven tribes were considered “indigenous” and therefore allowed to own farming 

land (Tarawneh & Naamneh, 2011, pp. 615–535). In an agricultural society, this allowed them to 

both accumulate wealth and occupy the top of the social pyramid along with wealthy migrant 

merchants and Ottoman bureaucrats. The other tribes and migrant laborers performed manual 

labor in farming and trade (they are still referred to as “Fellāḥīn” meaning farmers or peasants). 

This Ottoman practice founded a social system creating a class of wealthy landowners who 

belonged to particular tribes at the top of the social pyramid. This social system persists to this 

day, even as the tribal identity continued to weaken in recent years, as educational level and 

other factors gained more influence on one’s social power. The tribe’s name, represented by 

one’s own last name, remains an important marker of social class and associated power 

(Tarawneh & Naamneh, 2011, pp. 615–535). 
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 That system places the Syrian refugees in lower ranks of society than “indigenous” 

citizens, even where familial ties exist. This placement in the social hierarchy is emphasized by 

its very effects, the economic difficulties and political discrimination faced by the refugees in 

Jordan, creating a vicious cycle. 

From the perspective of refugees, the study found that individual refugees experience 

varied reactions to their adopted home: gratitude for a place to live; understanding that their 

presence causes stress in local systems; pain over the discrimination they face; indignation over 

their low placement in this society. One individual might even experience all of these reactions. 

The relationship between the host and refugee population in Ramtha and the Plain is too 

complicated to be branded by a simple binary of “tension or no tension”: there is blame and 

bitterness, economic difficulties, familial ties, social connections, personal opinions, 

gratefulness, discrimination, and rumors.  

 

International history of the issue of refugees. 

Refugees, a subset of the mass migration phenomena, did not emerge as a recognizable 

form until the interwar years because the concept of “the refugee” was born from the concept of 

borders and nation states. When borders were drawn around nations and the nationalist state was 

born, those who crossed those borders in flight for any reason became a hazard to national safety. 

Unlike asylum seekers, refugees who come en masse represent a “threat” to the perceived 

homogeneity of the nation (Arendt, 1951; Bundy, 2016). By the end of WWII, refugees were 

often considered a military problem and camps were formed as a tool of perpetual screening and 

special control. Modern refugee camps retain features derived from these early military practices, 

such as modeling them after barracks and considering them as quarantine spaces (Malkki, 1995). 



15 
 

International aid efforts for refugees began as early as 1921 when the League of Nations 

appointed Norwegian Fridtjof Nansen “High Commissioner on behalf of the League in 

connection with the problems of Russian refugees in Europe” (UNHCR, 2000). The first 

international organization for aid to refugees was established in 1943 when the United Nations 

Relief and Rehabilitation Administration (UNRRA) was established in response to the huge 

displaced population, including 30 million refugees, produced by WWII (UNHCR, 2000; 

Jastram and Achiron, 2001). After the end of WWII in 1945, the UNRRA focused on the 

repatriation and rehabilitation of refugees and faced major problems, including the morally 

questionable policy of forced repatriation and the UNRRA’s perceived bias towards 

strengthening the Soviet Union’s control over Eastern Europe, leading to the end of the UNRRA 

in 1947 when the US withdrew its financial support (UNHCR, 2000). 

The UNRRA was replaced by the International Refugee Organization (IRO), whose 

charge was documentation, aid, resettlement, and redistribution of the European refugees. The 

“redistributed” European refugees were desired by the hosting countries as a “ready work force” 

(UNHCR, 2000). The fast resettlement that followed such a view of refugees was the main 

reason behind the IRO’s success in reducing the number of refugees from 30 million by the end 

of WWII to 400,000 by the end of 1952, when it closed and was replaced by the United Nations 

High Commissioner for Refugees (UNHCR).  

It was during the IRO’s operation, and in response to the horrors that refugees went 

through during the interwar years and in the Second World War, that the Universal Declaration 

of Human Rights was issued with a specific right for all to seek asylum (UNHCR, 2000). It 

stated: “Everyone has the right to seek and to enjoy in other countries asylum from persecution” 

(United Nations General Assembly, 1948). 
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Currently, the UNHCR documents and assists in the aid of over 64 million displaced 

persons around the world, including 22 million refugees (UNHCR, 2016a). States still view the 

refugees as a safety and administrative issue and as a tool of political economy, almost 

completely disengaging themselves from the humanitarian role that is left for the UNHCR and 

several international NGOs to fulfill. This of the separation of the humanitarianism and politics 

is one of the features of the modern “moral economy” in Europe and the west (Fassin. 2005).  

The Life of a refugee, structural violence, and agency. 

The field of “refugee studies” emerged in the social sciences the 1970s and 80s then 

made its way to anthropology later in the 1990s (Malkki, 1995). Since then, many 

anthropological studies have focused on identifying the life of a refugee or the “refugee 

experience;” they have come a long way from considering displacement, in its mobility, to be an 

anomaly of the normally sedentary life (Malkki, 1995:14) to considering it a life form of its own, 

drawing meaning and value from the “politics of life” in the work of Didier Fassin (Fassin, 200, 

pp. 509). 

 However, in this thesis, we propose that we should examine the life of a refugee as the 

field of struggle between an economy of resiliency versus the structural violence creating and 

perpetuating vulnerability. Their life in asylum is a continuous effort to rebuild their social, 

economic, and cultural capital against the tearing force of displacement, political, social, and 

economic strains (all while maneuvering about the contesting sovereignties of their 

environment). Observing this struggle leads us to observe a sort of timeline with which the 

vulnerability decreases or increases depending on which building or tearing force is more 

dominant over the refugee’s life.  
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Fassin notes that in flight, refugees leave the rights of citizens behind and so can only 

claim from the host the right to stay alive. This concept shifted international politics from 

welcoming refugees as a work force to merely granting biological asylum, favoring sick and 

disabled refugees sometime in the 1980s. Within this view of refugees, a refugee claiming the 

right to work and to a normal life is accused of being a false refugee, or an economic migrant, a 

political parasite burdening the host nation (Fassin. 2005). Thus, host governments place 

refugees in a “state of exception,” considering only the biological being of the refugee 

(Agamben, 2005). However, it is critical to understand that the life of a refugee is far from 

defined by the hosting government 

The “state of exception” assumes the existence of a political life that depends on the 

refugee’s relationship with the one and only sovereign. However, inside refugee camps there is 

not a single sovereign, but rather a multiplicity of contesting powers such as humanitarian 

organizations and “Big Men”—individuals with influence gained through acts of persuasion and 

other social relationships (Sahlin, 1963, Godelier and Strathern ,1991). Although Big Men were 

first described in Melanesian social structure within a tribal context, the term also describes 

influential people in refugee camps (Turner, 2005). In camp, those powers act as contesting 

sovereignties that define the refugee’s life within a given political realty. This is further 

complicated for the urban refugees in Jordan because they reside within the host community and 

thus do not live in physical spaces of exception.  

The society of rural Jordan is a blend of tribal and governmental powers. An individual is 

subject to the tribal and social hierarchy as much as the national government. Those two powers 

are in constant negotiation with one another and may even act in opposite ways; a strong tribe 

can exile or protect an individual despite governmental demands. For instance, in August 2017 
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the government had to negotiate with a tribe in Maʿan, in the south of Jordan, to extradite a tribe 

member suspected in the murder of a police officer (Husseini, 2017). Another example 

transpired in Madaba in the north in 2017 when the Jordanian government attempted to aid the 

return of an exiled tribe two months after another tribe exiled them. The exile was attributed to 

the murder of an individual from the exiling tribe in the context of a tribal conflict. The exiling 

tribe in turn issued a warning to the government of possible violent outbreaks if the exiled tribe 

was returned (Hamreen News, 2017).  

The above example describes a social interaction often referred to as wasṭa, which is 

literally translated as “mediating person”. Wasṭa generally refers to an acquaintance or a relative 

–or a combination thereof– acting as a medium between the beneficiary and an organization 

(private or governmental) or social structure to facilitate the acquisition of certain personal gains. 

Although it is frequently considered corruption (Kilani and Sakija, 2002), wasṭa is different, it is 

actually a very versatile social tool that stems from the tribal culture; wasṭa can be used 

positively (to resolve conflicts between two families or acquire a bride’s family’s approval for 

marriage, a practice known as Jaha) or abused (like when it is used for corruption and “jumping 

the queue” in an institution) (Cunningham and Sarayra, 1993). It is also more extensive than the 

concept of political patronage as practiced in South Asia where a politically prominent individual 

performs favors for an acquaintance in exchange for support (Piliavsky & Mines, 2014). Anyone 

from any level can act as a wasṭa as long as the mediating person has a social connection or 

influence over the targeted group and there is no expectation of anything in return.  

In Ramtha, refugees and citizens alike employ wasṭa whenever possible. However, to use 

wasṭa one needs a social or tribal network, which is less available to the newly arriving Syrian 

refugees than to refugees who have been in the area for longer periods of time (e.g. the 
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Palestinian refugees) or their Jordanian neighbors in the host community (Cunningham and 

Sarayra, 1993). The ability to employ wasṭa appears to have an inverse relationship with one’s 

vulnerability in the community, earning it the nickname “vitamin W.”  

Yet, wasṭa is not limitless in its power. There are limitations for any used wasṭa, defined 

by the individual traits of the people involved, the social situation, the amount of power 

possessed by the wasṭa person and his or her relationship with the recipient of the favor 

Another contesting sovereignty is the power of humanitarian NGOs. This is most notable 

in the effect of the cash aid in Jordan, known in the Jordanian border areas with Syria as the “eye 

scan” because of the retinal scan used in the process of verifying the appropriate recipient of the 

money (in partnership with UNICEF and the World Food Program). This aid is currently given 

to over 136,000 Syrian refugees out of over 540,000 refugees living out of camps in Jordan 

(UNHCR, 2017). The allocation of aid depends on an estimate of the refugee family’s income 

based on characteristics drawn from larger surveys on household income and expenditure.  

 Obtaining an eye scan does not only guarantee cash, it also proves the vulnerability of a 

particular refugee family and thus allows them to access multiple services, including paid 

healthcare expenses. This has a direct effect on the hierarchy within the refugee society.  

Another example of the way in which the power of humanitarians NGOs constitutes a 

contested sovereignty among others is the effect of vulnerability criteria adopted by NGOs. 

When their typical consideration of women as more vulnerable in such a patriarchal society (and 

thus more deserving of aid) is coupled with the government’s targeting of men as a bigger 

security threat; the result, in Northern Jordan is, is a reversal of traditional gender roles within 

the family as women go out to seek aid and men stay in the house to avoid getting in trouble. A 

similar pattern is seen in multiple refugee situations, and typically led to perceived emasculation 
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that led to domestic violence as a reversal in roles within the family causes tension on its bonds 

(Lukunka, 2012; Fisher, 2013) 

Refugees in Ramtha interact daily with the multiple contesting sovereignties of tribes, the 

government, and NGOs. To adapt to governmental policies that severely restrict their access to 

resources, the refugees must network within the tribal structure and effectively use those 

connections to access socially acceptable resources regardless of their legality. Their resiliency is 

based on their ability to network and acquire humanitarian aid within the given political reality 

we have just described. Those contesting sovereignties manifest in many of their coping 

strategies such as wasṭa, illegal work, accessing healthcare using the identity of a Jordanian 

neighbor or relative and unlicensed medical work... 

Refugees in international law 

Refugees occupy a very special position in international law as they are often caught up 

in and are a product of international dispute. The legal literature provides the definition of both 

the refugees and their rights. The legal definition of a refugee is derived from three main 

conventions, the European Convention Relating to the Status of Refugees in 1951 and its 

protocol in 1967 (United Nations General Assembly, 1951), the Organization of African Unity 

Refugee Convention in 1969 (Van Der Burg, 2006) and the Cartagena Declaration on Refugees 

in 1984 (Regional Refugee Instruments, 1984). These conventions also defined the rights of 

refugees in addition to those universal human rights (such as the rights to work, medical care, 

education, freedom from discrimination, freedom of movement as well as the right to a family 

and community), and rights specific to refugees (such as non–refoulment; prohibiting states from 

forcefully returning refugees to the danger they fled, and the right for “minimum standards”; a 

set of rights that masses of refugees should be provided by the state even before processing them 
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administratively). In case of a state’s inability to provide refugees with all those rights, the gap 

should be filled by the international community represented by UN members and NGOs (Jastram 

and Achiron, 2001).  

This explains why UNHCR and other NGOs in Jordan, none of which were warned about 

the overnight change in healthcare policy, had to rapidly scale up to fill the gap in governmental 

healthcare services, which had suddenly become unaffordable to most refugees (Amnesty 

International, 2016). It also reveals that the Syrian refugees’ rights in Jordan are not protected by 

the international laws that ostensibly protect other refugees, including the right to healthcare, 

because Jordan is not a signatory to any of the conventions regarding refugees. 

Syrian refugees; from Syria to Jordan 

Since 2011, Syria has been caught in a civil war that drove out 5.5 million refugees from 

all social groups and classes out of their homes (UNHCR, 2017). This is roughly 25% of the pre–

war population of 22 million Syrians (TEDT, 2015).  

Prior to the war, Syria’s ruling party identified as a socialist party (the political 

environment and governmental practices in the absence of democracy are beyond the scope of 

this paper). Such identification with socialist ideals meant free access to healthcare and education 

(Alfaisal & Sen, 2013). Despite critiques of social and geographical inequalities, Syria was 

gaining speed in its improvement of healthcare indicators. 

In 2009, Syria was ranked 6th among low–income countries for its improvement of 

children mortality below five years of age. The life expectancy at birth was around 73 years, 

infant mortality dropped from 132 per 1000 live births in 1970 to 17.9 per 1000 in 2009, 

maternal mortality fell from 482 per 100 000 live births in 1970 to 52 in 2009 and 77% of 

mortality in Syria was attributed to non–communicable diseases (Kherallah, 2012, Rohde et all, 
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2008). Educational indicators were also promising; in 2009, the literacy rate was over 87%, 

enrollment in primary education was 97% and tertiary education enrollment was 87% 

(Hausmann et al, 2009).  

In 2010, a wave of revolutions (known as the “Arab spring”) overtook the Middle East, 

beginning in Tunisia. The wave reached Syria in early 2011, starting in Darʿa in the south (most 

refugees in Ramtha come from Darʿa). From there it spread quickly as one city after another 

demonstrated resentment towards the ruling party and president. The consequence of such 

demonstrations was brutal and militarized oppression by the Syrian government. The situation 

then became more complicated with the entrance of Islamic terrorist groups into the area (such as 

ISIL), and over the course of years eventually developed into the multilayered long struggle we 

know today (Pillon, 2014). Almost immediately, Syrians who did not want to kill or be killed 

sought refuge in multiple countries, including Jordan. 

The Syrian refugees in Jordan are typically young and poor. Over 50% of the refugee 

population are female and over 50% are children (over half of Syrian refugee children at school 

age are not attending school in Jordan). 93% of the refugees living out of camp live below the 

Jordanian poverty line, this is expected to worsen with the restrictions on employment placed by 

the Jordanian government and the decline of aid (World Bank, 2015).  

Until November of 2014, when enforcement of the cost recovery system began, Syrian 

refugees benefited from free healthcare offered by governmental healthcare services along with 

the UN organizations and NGO clinics. During that period, refugees had high healthcare 

utilization rates. One research study conducted in June 2014, showed that close to 85% of the 

Syrian refugees had received care in Jordan. Close to 54% received the care in governmental 
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facilities and the remainder received care in private (29.6%) and NGO clinics (16.6%) (Doocy et 

al., 2016). 

In the world–wide debate around paying for healthcare (in the form of user fees or as 

partial or full cost recovery by the beneficiaries), there are traditionally held two parties. One 

party considers payment a way to improve the quality of healthcare and decrease the 

overutilization of services (Rosenthal et al.,2004). The other party, however, opposes payment 

due to such systems’ demonstrable exclusion of vulnerable populations from care (Gilson et all, 

1997). Such a debate is reflected in Jordan where the fees were instituted to decrease the load off 

the local public facilities and where the unpredicted change in governmental healthcare policy 

created a big gap in accessible healthcare.  

Among the contesting sovereignties were humanitarian aid organizations, such as 

international NGOs, foreign countries (such as the UAE), and individual donors who stepped in 

to provide healthcare to the refugees.  

Refugees also maneuvered the social structure using their social networks to access 

healthcare. Those mechanisms included working without a permit, accumulating debt, social 

collaboration (money collected from family and friends), networking to find donors (e.g. through 

social media and neighbors), getting treatment under another insured person’s identity, and even 

receiving medical services from unlicensed Syrian medical professionals. Those mechanisms 

frequently come up in family interviews conducted for in this thesis with both the Syrian refugee 

and uninsured Jordanian families. 

However, all those coping strategies come at a price. Subsidized and humanitarian 

healthcare services can be located faraway (thus expensive to reach), time consuming, or 

unavailable. Illegal means put refugees at the risk of refoulment, and debt requires sacrificing the 
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meager future income to pay it off. Syrian refugees end up facing impossible choices to cope 

with this lack of healthcare services, forcing them into a never–ending process of reprioritizing 

their most “essential” needs. 

Conclusion 

All the threads that we have heretofore followed lead us to the point in time when 

refugees are faced with an unaffordable healthcare system. Our intention was to explore how the 

introduction of a cost recovery system in governmental health care services in Jordan has 

impacted Syrian refugees residing outside Jordanian camps in Ramtha and the Plain of Houran. 

To answer the thesis question, we will describe the process of decision-making (through 

reprioritization) that refugees in Jordan go through to access healthcare. We will pay special 

attention to their resilience within contesting sovereignties and how they rebuild their lives using 

their social networks not only to decrease their vulnerability but to survive. The answers we find 

will be helpful in understanding how best to provide healthcare to refugees by giving us a better 

and deeper understanding of their lived experiences, as well as a better sense of what we should 

advocate for in our attempts to help them get out of the “vulnerability” zone.  
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Part 2 

Introduction 

Over 5.4 million refugees fled Syria between 2011 and January 2018, making it currently 

the world’s largest displacement crisis (UNHCR, 2018). Jordan hosts over 650,000 refugees, 

80% of whom are settled in host communities outside of camps. The arrival of refugees doubled 

the population in northern Jordan, which strained the local infrastructure and health system and 

increased the economic vulnerability of the host population (GoJ Department of Statistics, 2017; 

Mercy Corps, 2013). The economic situation for the host population in Northern Jordan was 

further worsened by the loss of the border trade, a major source of income for many families, 

after the closure of the border crossing points due to war events (EUI, RSCAS & MPC, 2016; 

Mercy Corps, 2013; UNHCR 2016).  

The government of Jordan has drawn on international aid and remittances to sustain its 

economy. In the 2016 governmental budget, foreign aid totaled $1.148 billion USD (10.7%) of 

the total revenue of $10.7 billion (GBD, 2016). In the past, Jordan has utilized the international 

aid it received due to its status as a host country to develop its infrastructure, which serves both 

the refugees and Jordan’s host communities. An example of this can be seen in the “Jordan 

Response Plan for the Syrian Crisis,” issued by the Jordanian government in 2015. In the plan, 

multiple governmental institutions and long–term projects were listed within the budgeting plan 

to manage the Syrian refugee influx (JRPSC, 2015).  

In northern Jordan, however, the huge number of incoming Syrian refugees, doubling the 

population within five years, has caused rent and food prices to soar, wages to plummet, and 

competition over services and resources (including medical facilities) to ensue. In addition, the 

economy in northern Jordan, dependent on border trade, was severely impacted when the Dara’a 
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border crossing point was closed in 2013 (Roggio, 2013). The community in Northern Jordan has 

suffered from lost lives and the destruction of property due to stray shells from the war. From the 

earliest days of the refugee crisis, the combination of these factors has led to tensions between 

the host and refugee populations (Mercy Corps, 2013).  

To understand this tension and its relationship to healthcare access, it is important to 

understand the social structure under which refugees in Northern Jordan live. The area has a 

tribal social structure that has shaped the distribution of power and resources, and which is 

strongly tied to the way that both refugees and Jordanians cope with the current crisis. The social 

structure’s roots reach back to the Ottoman era, when seven tribes were considered indigenous 

by the Ottoman empire and were exclusively permitted to own farm-land. In an agricultural 

society, this allowed them to both accumulate wealth and occupy the top of the social pyramid, a 

structure that has persisted into the modern era when tribal identity is weakened in favor of other 

social identifiers such as ethnicity, alliances and educational level (Tarawneh & Naamneh, 2011, 

pp. 615–535). This social system, in light of the economic difficulties and political 

discrimination faced by refugees in Jordan, relegates them to a lower social stratum than 

“indigenous” citizens, even when familial ties exist. 

The tension, along with the declining international aid and the overburdened healthcare 

service sector in Northern Jordan led the Jordanian government, in 2014, to instate fees upon 

out–of–camp refugees who utilize governmental medical services (Francis, 2015). Within six 

months of this governmental action, over 50% of pregnant refugee women and over 58% of 

patients with NCDs, reported an inability to access healthcare (Amnesty International 2016).  

More recent studies, such as Médecins Sans Frontières (MSF) Health Service Access 

Survey Among Non–Camp Syrian Refugees in Irbid Governorate, Jordan, show that 30% of the 
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adult refugee population who needs healthcare does not even seek it; two–thirds of those 

refugees cited affordability as their main reason for forgoing care. (MSF, 2017).  

Syrian refugees’ access to care is further limited by their ability to obtain legal 

documents. In Jordan, every refugee needs a UNHCR Asylum Seeker Certificate, a document 

that includes the entire family, specifies their status as refugees and indicates whether they reside 

inside or outside of the refugee camps. As of 2015, the Jordanian government has required 

refugees residing out of camp to possess a Ministry of Interior (MOI) card that grants them full 

legal presence and access to public services. MOI cards are only issued to refugees who live out 

of camp if they left the camp in a proper “bail out” procedure (often by a family member 

outside); the MOI cards are not available to those who left the camp otherwise or to those who 

have previously left for Syria and subsequently returned (Amnesty International, 2016). 

Acquiring the MOI card is a long, costly and complicated procedure requiring documents and 

resources that may not be available to a refugee: Syrian documents, which are often confiscated 

at the border by the Jordanian government; healthcare certificates for every family member 

above 12 years of age, lease documents along with their landlord’s identity documents. The cards 

can be impossible to obtain for families who left camp prior to the strict enforcement of the “bail 

out” procedure, or for families who are either poor or have restricted movement (such as female–

headed households) (Achilli, 2015; Flynn, 2016). In 2017, about 42% of the refugees in Jordan 

had no valid MOI card. Lack of documentation severely restricts refugees access to healthcare, 

education services, and work permits (and therefore legal employment) (Achilli, 2015; MMP, 

2017).  

Such a complicated legal, social, and humanitarian situation, seven years into the Syrian 

crisis and three years after the institution of healthcare fees, raises questions not only about 
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refugees’ integration into the community and how it compares to the ideas of integration found 

in Refugee Studies found in literature from the developed world, but also about the relationship 

between healthcare access and integration. 

In this paper, we will discuss the barriers faced by refugees when attempting to access 

healthcare and their coping strategies. We will also explore the relationship among accessing 

healthcare access, navigating the social network, and integration in Northern Jordan. 

1. Methods 

2.1. Study design 

This is a qualitative and descriptive content analysis study that aims to understand the 

current healthcare situation, as experienced by both the Syrian refugees and the Jordanian host 

population in Northern Jordan. 

2.2. Study setting 

The locality of Ramtha is a part of the governorate of Irbid in northwest Jordan and 

consists of the city of Ramtha and the Plain of Houran. The Plain of Houran straddles the Syrian 

border and contains five small towns or villages: Shajara, Umrawa, Bowaidha, Torra, and 

Thonaiba (See figure 1) (GoJ Department of Statistics, 2018).  

The locality is limited to the north and east by the Syrian border. The proximity to Syria 

is mirrored in the economic, cultural, familial, and marriage ties across the border. Many of the 

refugees in the area initially stayed with family and relatives. The population in Ramtha alone 

has approximately doubled from around 130,000 to over 250,000 between 2011 and 2017 due to 

the arrival of refugees (GoJ Department of Statistics, 2017; Mercy Corps, 2013). The area is 

served by one public hospital, one private university hospital, about 14 public primary healthcare 
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centers (GoJ Department of Statistics, 2018) as well as multiple private clinics and NGO 

facilities. 

In March 2016, MSF OCBA started its NCD clinic in the city of Ramtha to treat serious 

NCD cases (both Syrian and Jordanian) for free. MSF OCBA also runs a primary health care 

clinic in Torra in cooperation with the Jordanian Ministry of Health (MOH). They also provide 

mental health outreach, screening, and counseling services at both facilities and have an active 

team of (CHCW) community health workers who act as a vital link between the organization and 

the society at large.  

Another provider was the Emirati Field hospital, run by the was the United Arab 

Emirates (UAERC) Red Crescent. The UAE has funded up to 30% of required healthcare 

services for Syrian refugees in Jordan in 2014 (MICAD, 2014). In fact, the UAE ranks among 

the highest of aid–providing countries, with more than 4 billion USD provided for assistance in 

2016 alone (Information and Government Sector, 2017). The field hospital serves a wide area in 

Northern Jordan and provides outpatient care for both host and refugee families in the region. 

2.3 Sampling and Recruitment 

The study was conducted in partnership with Médecins Sans Frontières-Operational 

Centre Barcelona-Athens (MSF-OCBA), during the months of July and August 

2017.Community Health Care Workers (CHCWs) were trained by the primary researcher to 

approach families, explain the study, and obtain consent for future contact by the primary 

researcher. 

The study utilized three types of interviews as a tool for data collection in three forms: (1) 

family interviews with Syrian and Jordanian families; (2) individual interviews with MSF 
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healthcare workers; (3) interviews with representatives of the United Arab Emirates Red 

Crescent (UAERC), both in Jordan and the UAE. 

2.3.1 Family interviews 

The study sought to recruit Syrian refugee and Jordanian citizen families who had lived 

in the study setting for at least one year and had at least one adult household member (above 21 

years of age). Families that met the inclusion criteria in the area were directly approached by 

MSF CHCWs. Families were chosen using referrals from CHCWs, all of whom were Syrian 

refugees, using stratified purposive sampling to promote variability of (1) income, (2) length of 

stay in Jordan, (3) use of MSF facilities (Patton, 2009).  

After the CHCWs recruited families, the primary researcher obtained consent (for 

participation and audio recording of the interviews) from the adults present in the household. The 

interviews were conducted in Arabic. No incentives were offered for participation in the study. 

2.3.2 Individual interviews with MSF staff and UAERC representatives 

The study sought staff members who had worked in the area for over six months. For 

reasons related to logistics and the local approval requirements, only MSF and UAERC staff 

were chosen for the interviews. The primary researcher recruited, obtained consent from, and 

performed the interviews with, the participants in Arabic. 

2.4. Study participants 

Demographic data of the participating families is detailed in tables 1&2.  

For the individual interviews: 15 interviews were conducted with MSF healthcare 

workers, five of whom were Syrian CHCWs, eight were Jordanian employees (physicians, 

nurses, community outreach and mental health teams) and two were from the international 

administrative staff.  
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1.5. Data collection techniques 

Family interviews allowed the exploration of common concerns of the family as a whole 

while at the same time acknowledging the experience of individuals (Eggenberger and Nelms, 

2007). This is particularly important because the decision to seek healthcare and the 

consequences of that decision typically impact the family as a whole. 

The family interviews were semi-structured and addressed the following topics: (1) the 

family’s experience with the healthcare system prior to the war (for the Syrian refugees) or the 

arrival of refugees (for the Jordanian families); (2) the experience of seeking healthcare; (3) the 

family’s medical needs; (4) the decision to seek healthcare; (5) the journey to the facility; (6) the 

constraints introduced by the commencement of healthcare fees. The interviews were 45-60 

minutes in duration.  

The individual interviews with MSF staff were semi-structured interviews that covered 

(1) the background of the individual and the context within which he or she interacted with the 

population, (2) the individual’s view on the patients’ experience in accessing healthcare and (3) 

his or her view on what changes were needed to facilitate better access. 

The interviews with UAERC representatives were unstructured interviews that explored 

(1) the history of the involvement of the UAERC in the area, (2) the UAERC current services 

and (3) the UAERC future plans. The individual interviews varied in length between 30-60 

minutes. 

 No follow–up interviews were scheduled with any of the participants. All interviews 

were audio–recorded by the interviewer before they were transcribed by a research assistant in 

Arabic. 
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1.6. Data Analysis 

The primary researcher took an inductive content analysis approach to the data (Patton, 

2009). A subset of transcripts was selected for analysis using open coding to develop a code 

book. After the code book was piloted and revised, it was directly applied to all the interviews. 

The coding was done by a single researcher using Dedoose management software to support the 

direct coding (SCRS, 2017). The coded data was then reviewed for thematic content to develop, 

through inductive reading, initial thematic categories. Then, by revisiting the data, the categories 

were revised and developed into the final categories that are presented here.  

1.7. Ethical and safety considerations 

The study protocol was reviewed and approved by the Institutional Review Board (IRB) 

of the Harvard Faculty of Medicine and the Ministry of Health in Jordan. Multiple steps were 

taken to protect the study participants, given their vulnerability: the participants’ consent in 

various stages was taken verbally to avoid any paperwork that could connect them to the 

information they shared; no contact data or lists of participants were kept beyond the start of the 

interview; the recorded interviews were saved in secure online databases and then were de-

identified prior to transcription. 

The consent script explained details about the study and its purpose, underscored the 

voluntary nature of every step of participating in the study, emphasized that the participation, or 

lack thereof, had no effect on the services MSF provided to participants and explained the steps 

taken to protect the participant’s privacy. Emotional strain was not expected or observed in any 

of the participants during the interviews. However, the consent script included offering to refer 

the participant, free of charge, to a local mental health counsellor if they needed help. 



39 
 

2. Results 

Four key findings are discussed in detail in the results section below. A more complete 

representation of themes that emerged from the qualitative interviews are summarized in Table 3. 

3.1. A society characterized by stress 

The interviewed participants, both Syrian refugees and Jordanian citizens, described 

being under stress due to a multiplicity of loss caused by the war: in lives, relationships, assets. 

They also noted a persistent gap between their resources and their essential needs in Jordan.  

The Syrian refugees often describe their experience with healthcare to have passed three 

stages; one in Syria, the second in in Jordan before the introduction of fees for health services, 

and the third in Jordan after the fees. They describe each stage as more stressful than the last and 

often expressed nostalgia for their own pre-war healthcare systems. Participants recalled 

receiving more affordable and more compassionate care in the Syrian healthcare system: 

 “There was medicine. There was imaging. There was ultrasound. The 

imaging that I cannot afford now was easy to get there. I used to do it at the 

doctor’s office because it was right there in the clinic.... A doctor used to be a 

remedy on his own. I mean, they would treat you well, and the doctor used to 

converse with you as if he knew you. The psychological comfort was more 

important than the medicine itself.” Syrian family # 20, widow and head of 

household. 

The change described above is not just related to access; the refugees explained that the 

human connections with healthcare professionals itself was lost as they fled the war. Similarly, 

refugees also expressed nostalgia towards the healthcare system that was in place in the earliest 
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days of their life in asylum in Jordan, before the introduction of fees in 2014. The families 

described the earlier system as more affordable, more compassionate and less bureaucratic.  

 “When we came getting treatment was easier. They were more compassionate 

with the Syrian refugees and there was aid. Now there is nothing.” Syrian family 

# 22, mother and head of household. 

The Jordanian participants, on the other hand, explained that the stress they experience 

is related to changes brought about by the war and the refugees’ arrival, namely the struggling 

economy after the collapse of the border trade and the pressure on their local facilities that have 

led to frequent stock–outs of medication and overcrowded hospitals: 

 “Honestly, the [Local governmental hospital]’s services, before the arrival 

of the Syrians, were good. You would go and find the medicine available. Now 

you go to the hospital and on top of the transportation expenses you will need to 

buy the medications yourself always from outside, even the simplest medicines.” 

Jordanian family # 10, mother. 

Manifestations of this stress, on both populations, include: depression, insomnia and 

social isolation. However, its effect on the families’ social relationships arose more frequently in 

the interviews with the Syrian refugee families than among Jordanian participants: 

“The stressors that we went through made us uninterested in anything and 

unable to tolerate anything... When I got sick, I couldn’t bring myself to call 

anyone to tell them, ‘Please visit me and check on me,’ because I knew they are 

dealing with enough. Our social connections are limited, because no one can visit 

anyone, and everyone is very stressed about his household matters.” Syrian family 

# 11, mother. 
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3.2. Barriers to access in the current healthcare system 

The barriers to accessing healthcare in the interviews were numerous and can be 

classified under five major categories: financial restrictions, overwhelmed local medical 

facilities, estrangement from the healthcare system, lack of privacy, and lack of paper 

documents. 

3.2.1. Financial restrictions, a barrier beyond fees 

In the interviews with both Syrian and Jordanian families, the most frequently described 

barrier to access healthcare was financial restriction. Participants delineated concerns about the 

costs of transport, lost wages, consultation fees, tests and imaging, medications, surgeries, 

admissions, specialized services and competing essential needs. Some families stated that a fee 

as small as one JOD (1.4 USD) could deter them from seeking healthcare. The interviewees also 

explained the required fees in public facilities complicated and lengthened the process to access 

healthcare. The time in pursuit of access, as participants explained, forms a barrier in its own 

right: 

“In every step, she has to pass by the cashier and reception desk… You 

can find lines in front of you even at the pharmacy just for them to write you the 

price of the medicines so you can pay at the cashier then come back and stand in 

line again to get the medicines from the pharmacy. The whole day is wasted like 

that.” Interview with a Syrian family # 3, father and head of household.  

The participants described this barrier as especially distressing in emergencies, because 

payment is required from them before any treatment might be initiated. They also explained that 

admissions and surgeries are particularly prohibitively expensive, beyond the ability of most 

uninsured Jordanians and most Syrian refugees in the area.  
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3.2.2. The crisis of local medical facilities 

Many of the Jordanian participants explained that pressure on the medical facilities, 

caused by the spike in the region’s population, led to a reduction in the overall quality of service. 

Both the Syrian and Jordanian participants agree that there is a chronic deficiency of staff, 

medication, space, and equipment. They look at those shortages and the overwhelmed system as 

a breakdown in the quality of provided service, which consequently causes them to lose 

confidence in the local facilities. 

“The [local governmental hospital] is just a hospital in name. It was a poor 

hospital even before the Syrian war. Limited capacity and abilities with a big 

work burden because it served Ramtha and Torra and others… It is a poor 

hospital. . . It [the local governmental hospital] is under tremendous pressure... It 

is overcrowded 24 hours a day, seven days a week and is never empty, and the 

medical staff numbers are insufficient… My son had a problem, after testing we 

found his blood [hemoglobin] to be 9 and he was less than a year old. They 

prescribed us iron, but when I went to the [local governmental hospital] pharmacy 

there was no iron. They purchase it once every two months so it is not sufficient 

especially because the hospital serves both Syrians and Jordanians. One has to 

resort to an outside pharmacy and pay out of pocket… A doctor who is supposed 

to examine twenty or fifty patients now has to examine 300 or 400. When you go 

in he tells you have a problem with your stomach and writes the medications just 

like that and Godspeed!... That is the reality that we live in.” Jordanian family #4, 

father and head of household. 
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This barrier, based on a vastly overburdened system, was frequently described in the 

interviews at every step of the healthcare-seeking process; the appointments are far apart, waiting 

times are long and the staff are overwhelmed (thus short-tempered, sometimes verbally abusive, 

and prone to errors according to the interviewees). Many families explained that even after they 

bear the financial costs and abide the time-consuming bureaucracy, the work day might end 

before they ever get to see a doctor.  

In the interviews, many Syrian and Jordanian families voiced concerns about the low 

quality of care, corruption, frequency of medical errors, predictable fights in waiting rooms and 

the generally overworked staff. Many of the participants attributed all this to the pressure faced 

by their facilities and expressed a loss of confidence in the local healthcare system.  

3.2.3. Estrangement from the healthcare system 

Refugees in interviews describe a sudden transition from their local network of familiar 

medical facilities and staff where they were a part of a collective “us” in Syria, to the system in 

Jordan where they are considered a burden and face incidents of discrimination as the “other”. 

Many families described having close social relationships to their doctors in Syria and a sense of 

ownership over their healthcare system. However, in Jordan they face a healthcare system where 

they are estranged and perceived as an undesired burden. 

 “Us Syrians were used to knowing our doctors… Here, we don’t know 

the doctors. When I must get a certain treatment, knowing that I must pay money 

anyway, I get confused as to whom do I go to?... Syrians suffer more, because a 

Jordanian may have a physician who is a relative or may know somebody or 

something like that so things are a little easier [for the Jordanians]” HCW# 4, 

Syrian CHCW for MSF.  
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Many of the participating refugees described that this perceived estrangement steers them 

away from certain facilities and narrows their already limited range of accessible healthcare 

facilities.  

3.2.4. Deterring lack of privacy 

Lack of privacy emerged in the interviews with both Syrian and Jordanian men and 

women but was described more frequently by both Syrian and Jordanian women. Many 

participants complained that some local healthcare facilities adopted some practices that deter 

them from seeking healthcare due to a lack of privacy and other cultural considerations, 

particularly the use of male doctors to provide gynecological services and group consultations.  

 “You enter the office of a doctor in Ramtha and there will be 15 other 

patients with him in the same office. How can you talk about private matters?! 

You are ashamed of telling him anything!” Jordanian family # 8, grandmother. 

Participants used words like embarrassment and shame to describe those interactions in 

the interviews. Group consultations were described by most participants who used public 

facilities as a common practice where 15 or so patients are called into the exam room at once and 

sat in a circle. The doctor then goes around the circle asking about the patients’ symptoms one by 

one before he goes around the circle one more time to give out prescriptions. The participants 

pointed out that the lack of privacy in group consultations prevents them from expressing private 

complaints while the practice of using male gynecologists discouraged women from attempting 

to use the service at all. 

3.2.5. Paper shackles: how lack of papers prevents access to health care  

In the interviews, refugees described that the local public medical facilities require the 

UNHCR registration document as well as the MOI card in order to access to healthcare. They 
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also explained that most facilities refrain from providing services to refugees who do not have 

papers or whose specified residence on the documents is not within the facility’s area of 

coverage, restricting both their access and range of choice. Some refugees and healthcare staff 

described some refugees’ avoidance of any facilities that required these documents. Many feared 

that those facilities may report them when their legal papers were out of order, which may lead to 

their refoulment, some even resort to using other refugees’ MOI cards.  

“In the previous healthcare center, there was a requirement for the patients to 

produce any document that has the refugee’s name on it. That made some patients 

afraid to come to the center and we caught some of them using other people’s 

MOI cards because they did not have any.” HCW#13, Jordanian family medicine 

doctor in MSF.  

3.3. Coping strategies 

Both the Syrian refugees and Jordanian citizens reported employing various strategies for 

overcoming the barriers described above. These strategies fall into two categories: those that rely 

heavily on the social network, and those that do not. 

The most described coping strategies by both populations required a social network of 

neighbors, colleagues, friends and family. The participants recounted cases when they went into 

debt by borrowing money for healthcare, took up money collections from friends and relatives, 

accepted donations through an acquaintance, or borrowed someone else’s insurance card to 

access healthcare.  

“A while ago, someone I know needed to have imaging for her, which would cost 

her 70–100 dinars. However, most of us have good relationships with the 

Jordanians, especially this area because we have blood and marriage relationships 
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with them. Many Jordanians help Syrians get treatment using their own 

[Jordanian] health insurance card. That woman who needed a scan borrowed her 

neighbor’s the health insurance card and had the imaging done for two dinars or 

so.” Interview# 5, Syrian CHCW in MSF. 

Some participants described the use of social connections or wasṭa to gain access. Wasṭa 

was described by both the Jordanian and Syrian participants to shorten long waiting times or 

circumvent long bureaucratic processes. Others noted that wasṭa provided some leniency in 

matters of payment by giving them more time to pay or allowing them to access services before 

paying. 

“Participant: [wasṭa] means if you were the relative of the doctor or know the 

nurse or something like that they let you in to see the doctor immediately but 

those who don’t know anyone must wait.” Jordanian family#12, mother 

Wasṭa is unique amongst the described coping strategies, because it was described in the 

interviews to both facilitate and hinder access to healthcare. 

“I once went [to the hospital] and my turn was the 70th, but a problem occurred 

because everyone could go in as they pleased when they had wasṭa and in the end 

[of the work day], I could not see the doctor. Those who had wasṭa went in.” 

Jordanian family#13, mother 

Outside of the social network, the options for accessing healthcare are limited to luck, 

dwindling aid, and selling assets. 

“My son is dying in front of me, and I have no source for money. I have nothing 

else to sell in the house. At first, we had some things that we set aside in the house 
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to sell if one of the kids got sick, but we have been here for six years and we have 

nothing left.” Syrian family #2, mother. 

In some cases, medical facilities required guarantees to allow the family more time to 

raise enough money to pay for services. The guarantees can be important documents, such as 

passports, MOI and UNHCR cards. However, in most cases, the patient would become the 

guarantee, detained until expenses are paid, including charges for days spent in the hospital while 

detained, whether the patient is alive or dead. Some Syrian refugees noted in the interviews that 

the hospital authorities refused to release the body of a relative until the expenses were paid. This 

practice is often used when the facility in cases of emergency or when the initial payment or 

donor did not cover the entire cost of treatment. Many refugees described this practice as 

dehumanizing, specifically because holding the dead bodies of loved ones delays burial rituals, 

which are traditionally supposed to be started as soon as possible, sometimes on the same day.  

One community healthcare workers reported that in some cases refugees simply gave up 

on modern medicine and resorted to traditional medicine instead.  

“I know a woman who had a son with a broken arm… She couldn’t afford 

anyone… So, what did she do? She resorted to Arabic medicine and the 

traditional casting. She is now convinced that it is better, more useful and faster.” 

HCW #1, Syrian CHCW in MSF 

The CHCWs reported cases when refugees, who were unable to employ any coping 

strategies, gave up on care entirely; they linked this behavior to a general feeling of hopelessness 

often seen in the community.  

“People began to have something akin to indifference. I live. I die. I go back to 

Syria. I stay here… Nothing matters anymore.” HCW #2, Syrian CHCW in MSF 
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Giving up, in the interviews, was considered the last resort after a refugee exhausts all of 

his or her coping strategies. The Jordanian families did not describe this concept in their 

interviews. In fact, all the interviewed participants agreed that the Jordanian population has 

better access to healthcare because of insurance through their employers or the Jordanian social 

welfare system. Even when uninsured, Jordanian citizens could still apply for the royal 

exemption from payment, called E’efa’a: 

“A while ago I got ill and needed surgery for stones in my gallbladder. We still 

had no insurance so, we rode [to Amman] and got an E’efa’a [royal exemption 

from payment] from the royal court and I got the surgery.” Jordanian family #15, 

father and Head of household. 

3.4. Social networks in the community.  

3.4.1. Building social ties and integration 

When explaining their social relationships and personal network, participants often 

revealed that preexisting ties between the two populations and the similar linguistic dialect were 

the most helpful facilitators in building such social relationships. Another notable factor in 

network-building has been the cooperative relationship between the refugees and the host 

population. Some refugees assist their Jordanian contacts’ access to the services of NGOs when 

needed (which arrived in the area to help the refugees in the first place).  

“It became so that the Syrians are the ones who get us the medications when they 

get sick. I mean they go to the UNHCR and get treatment. Then I develop a 

[health] problem and go to my Syrian neighbor, and she gives me the medicine. 

Instead of me going and paying six or seven dinars, they give it to me, bless them, 

for free.” Jordanian family #3, mother. 
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On the other hand, some refugees reported receiving aid from Jordanian acquaintances in 

order to access local services. The aid could be in the form of wasṭa, loans, transportation or by 

lending insurance cards. Many interviewees described this practice, whereby an uninsured 

person assumes the identity and insurance documents of an insured person to access affordable 

healthcare, as common in the area. 

“My daughter had vomiting and diarrhea at night and I took her to our Jordanian 

neighbor who treated her using his daughter’s card. What can we do, where would 

we get 15 dinars from?” Syrian family #18, mother. 

However, the refugees do not consider having a social network as “settling down” or a 

full integration in the society. 

“There are Syrians who started to get accustomed to living here and the social 

customs and started to partner with Jordanians in work and even marriages. A sort 

of familiarity and settlement occurred, but they have not settled down fully.” 

HCW#9, Jordanian nurse in MSF 

To the interviewed refugees, integration was centered around participation in the society. 

The refugees considered themselves integrated when they were able to offer as much, if not 

more, than what they received: 

“Working as a member in the organization. That helped me open up to the 

Jordanian society . . .It gave me an idea about the society’s issues and stressors 

and what they suffer from. For me it was not strange to come into Jordan [due to 

familial ties], but it feels odd when someone tells me, ‘I want to go home, 

brother.’ It is true that there is nostalgia for our old home and homeland, but the 
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home one lives in now also becomes a part of you, and very close to you.” HCW 

#3, Syrian CHCW in MSF. 

3.4.2. Factors hindering the building of a social network 

Many of the Syrian refugees described feeling unsafe, exploited and discriminated 

against, leading many of them to isolate themselves socially in Jordan. The discrimination, can 

happen in schools, in transportation vehicles or at work places. It can take the form of 

harassment, verbal abuse and labor exploitation where refugees are forced to work for low wages 

and have no legal standing or recourse in the event that an employer fails to meet his or her 

financial obligations. 

“My daughter would tell me, ‘Mama, I do not like to go to school… The teacher 

says, ‘You dirty, scabies-ridden Syrians cannot comprehend!’. My daughter 

would come home crying … ‘No one treated us like that when we were in Syria. 

Are we dirty mama?’… I tell and swear to you. I’m very stressed. I worry about 

my sons and daughters and I stopped sending my daughter to the store, fearing the 

men. That can’t be all right. I even fear for my son! You find men standing 

outside all drunk and taking pictures of the girls on their way to school… What 

can I tell you? Our conditions are very difficult and there is no safety at all.” 

Syrian family #7, mother. 

For Jordanian citizens, many perceive the refugees as a source of “pressure” on their 

infrastructure. “Like I told you, people would come to the [local public healthcare] center and 

say, ‘the Syrians did not leave us any medicine’.” Jordanian family#7, mother. The refugees are 

also perceived as the human face of a war that has ravaged the local economy. Many expressed 
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the belief that most NGOs only help the Syrian refugees despite the increasing vulnerability of 

the Jordanian host community. 

4. Discussion 

The data above depict a situation wherein refugees and their host community struggle to 

access healthcare after the ebbing of aid in a developing country. This is significant when we 

consider that about 80% of the world’s refugees are hosted by the poorer communities in low- 

and middle–income countries (United Nations & Dobbs, 2011). 

Our results show that both the refugee and the host community are under stress, 

especially in regards to their healthcare access. Three barriers to accessing healthcare came up 

most frequently in interviews: lack of money, overcrowded medical facilities and issues 

surrounding physical legal documents. Each of these barriers were described as intricate and 

present in every step of seeking healthcare. This suggests that facilitating access may require 

more than just providing free medical services. Our data show that in the face of those barriers, 

individuals draw upon their social networks to employ multiple coping strategies in order to 

ultimately gain access to healthcare by circumventing official processes that require both 

documents and money they do not possess. The building process of such a social network was 

described in the interviews to be affected by multiple factors that can either encourage or hinder 

the speed by which the network is built. The interviews also show that despite the network’s 

crucial role in allowing the refugees to access services, the refugees do not view having a social 

network sufficient for integration in society. 

4.1. Barriers to accessing healthcare 

Previous studies in Northern Jordan have shown that 30% of adult refugees who required 

healthcare did not seek it; the majority of those who did not seek healthcare cited affordability as 
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the main reason (MSF, 2017). The data from the interviews supports this notion as most of the 

interviewees cited financial restriction as a barrier to healthcare access faced at almost every step 

of the process. Such financial barriers to healthcare access should not be surprising given the 

Syrian refugees’ rates of poverty, the host population’s increasing financial vulnerability, the 

rocketing price of goods and rent and plummeting wages (Francis, 2015; Mercy Corps, 2013). It 

is estimated that over 93% of the out–of–camp refugees in Jordan are under the Jordanian 

poverty line. A previous survey showed that 43% of the refugees in the study area are within the 

lowest two quintiles of income in the population (first and second quintiles have a mean income 

of 58 and 173 JOD1 a month respectively) (MSF, 2017; UNHCR, 2017). 

Another barrier that the we found was the overcrowding and the increased pressure on the 

local public medical facilities, which is attributable to the sharp population increase in the area; 

in just five years, the population in this region doubled without a parallel expansion in healthcare 

services (Lough, 2015; Mercy Corps, 2013; REACH Initiative, 2014). Our data showed a 

considerable loss of confidence in the local care experience, with participants describing this 

pressure leading to medical errors, frequent stock–outs, overwhelmed staff and practices such as 

group consultations and lack of physical examinations. 

Our data shows that this loss of confidence in public facilities has driven this 

economically disadvantaged population (both refugee and host) to seek healthcare in private 

establishments. This is consistent with previous surveys, showing that over 42% of surveyed 

adult refugees in the area sought healthcare in a private facility, followed by public facilities 

(over 28%) then NGOs with around 25%. Participants described private sector healthcare as 

being less time consuming, having a friendlier and less overwhelmed staff and being of a higher 

                                                           
1 JOD or Jordanian Dinars=1.41 USD at the time of writing. 
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quality in general. However, in order to access these facilities, individuals have to pay, which is 

significant given the general economic vulnerability of the refugees and the catastrophic costs of 

seeking healthcare; care for a family member represents 25% of the mean household income for 

each sick individual per visit and 128% in the case of labor and delivery (MSF, 2017). Many 

interviewees regarded incurring debt to access private healthcare as a better option than a visit to 

a free facility that yields no results, or worse, a deadly medical error. Driven by a hegemonic 

neoliberal framework, this is a pattern seen increasingly in Arab countries (Alami, 2017).  

Our data indicate that accessing healthcare services, especially public ones, is very 

difficult without the proper legal documents (the UNHCR and MOI cards). Public facilities 

require both forms of documentation in order to provide access; this requirement prevents 

refugees who left the camp unofficially or lack the MOI card for one reason or another from 

obtaining necessary healthcare for fear of being reported and consequentially deported back to 

Syria, in violation of international law. This is deeply problematic as an estimated 42% of Adult 

Syrian refugees living in Jordan do not have MOI cards, which has serious repercussions for 

their ability to access care (Achilli, 2015). 

Our data show that this barrier affects family members who lack paper documents 

regardless of their age. However, a recent survey in the area showed that healthcare access for 

undocumented children, especially from the poorer subset of the refugee population, is especially 

impaired (MSF, 2017).  

The Jordanian government requires refugees to present the MOI card when seeking care 

at government facilities, which means that the thousands of refugees without these documents 

are effectively barred from subsidized healthcare. In fact, the vast majority of humanitarian 

healthcare facilities require legal documents that the refugees may not be able to provide, a fact 
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which effectively blocks their access to cheaper healthcare. To our knowledge this is the first 

study which describes the important role of the MOI card as a barrier to care. Further research 

should be performed on this critical issue, and the international community and the Jordanian 

government should take measures to ensure that regulations regarding refugee registration do not 

prevent people from accessing life–saving services. 

The barriers shown by the data indicate that the local host population’s access to 

healthcare in the area is also impaired, albeit to a lesser degree than the refugees, by a number of 

shared barriers. The interviewed Jordanian families described financial restrictions and the 

overwhelmed local medical facilities as considerable barriers to accessing healthcare. Further 

studies should investigate the host population’s access to healthcare as it important to developing 

sustainable solutions to the ongoing displacement and development crisis precipitated by the 

Syrian conflict. Beyond the region, such research would shed light on similar situations, as the 

majority of refugees (80%) worldwide live in developing countries that struggle to provide 

access to healthcare to their own populations (UNHCR, 2016b). 

4.2. Coping strategies 

The strategies used to manage the costs of healthcare are both explanatory of statistical 

trends and foreboding when it comes to the future outlook for the community in the study 

setting; the interviews are consistent with the results of previous studies in the area that have 

shown that over 79% of. refugees were in debt (MSF, 2017). The interviews reveal that 

borrowing is a tool utilized to access otherwise unaffordable services. However, the resulting 

debt and the selling of assets cause families’ financial situations to deteriorate due to the 

consistent gap between income and expenditure found across all income quintiles among the 

refugees in the area (Achilli, 2015). 
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Most of the interviewed families in Northern Jordan described employing coping. 

strategies that were reliant on their social network. These families relied on familial or 

community contacts who helped them to borrow money to pay for medical expenses or to 

borrow insurance cards from a formerly insured person.  

The need for social networks is most clear in the use of wasṭa to access healthcare. 

Participants in this study expressed divergent views on how wasṭa shaped their capacity to obtain 

healthcare. Those who did not have wasṭa viewed it as a form of corruption, while those who had 

wasṭa viewed it as a powerful tool that helped them solve problems incurred while trying to 

obtain healthcare. This duality in the effect of wasṭa is reflected in the participant’s description of 

it. 

The concept of having wasṭa appears to be similar to other global practices of leveraging 

relationships for the purposes of meeting specific needs, such as the Guanxi system in China 

(Yassine, Davies, Brown, & Kite, 2016) and the patronage system in India. The system of wasṭa 

is unique in the sense that (unlike the patronage system) the individual does not need to directly 

return the support or favor (Barnett, Yandle, & Naufal, 2013; Chandra, 2007). Wasṭa has long 

been studied from a business perspective and has been framed as a form of corruption. However, 

wasṭa is a powerful and volatile social tool that can both solve problems (ranging from tribal 

conflicts to long waits in the hospital) or create them (favoritism and corruption) (Cunningham 

and Sarayrah, 1993). 

Our qualitative data show that some refugees are in a better position to build relationships 

that can be leveraged within their social network to access healthcare. In the interviews, 

participants explained that new relationships were built in Jordan when the participants were 

living in proximity to one another for prolonged periods of time (as is the case between 
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neighbors or coworkers). Such social networks are difficult to establish for the refugees who 

arrived later and for those who have had limited contact with the host population. This is 

reflected in our interviews; families arriving in 2015 described social isolation at higher rates 

than families who arrived in 2011.  

Even with a well-established social network, the refugees do not consider themselves as 

integrated in the society. Our participants described an idea of integration that revolved around 

participating and giving back to the community. The participants who considered themselves 

integrated were the ones who were able to give back to the Jordanian community in the form of 

labor or work. This is a different way of understanding “integration” than what is commonly 

found in the literature on refugees in Europe and North America (Foner, Nancy, Bertossi, & 

Christophe, 2011). 

Current models for studying the process of refugee integration into western host 

populations presume that there is a foundation of rights and citizenship that can be obtained by 

refugees upon which they “assimilate” into the culture in order to build their social network 

(Foner, Nancy, & Bertossi, Christophe, 2011; Ager and Strang, 2008). The Syrian refugees in 

Northern Jordan have no specific rights or any prospect of citizenship. Also, despite being 

culturally similar, they are viewed as the “other” due to tension, governmental practices and 

political considerations. According to such academic models, the Syrian refugees should lack the 

opportunity to build networks, and consequently lack access to healthcare, employment and 

education. In fact, our study demonstrates that refugees living in Northern Jordan have been able 

to access healthcare, not through a guarantee of rights and citizenship, but rather through the 

foundation of social networks that can be leveraged. 
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 However, the system of using the social networks to access services is, in fact, indicative 

of a precarious situation. First, the existence of coping strategies indicates that the society is 

forced to obtain access to healthcare regardless of legal or social consequences. This situation 

stems from an inaccessible healthcare system and inadequate aid. Also, some of the refugees’ 

coping strategies have negative legal and administrative implications. The legal consequences of 

working without a permit or using someone else’s insurance card (which often goes unnoticed in 

overwhelmed healthcare facilities) can be as severe as immediate refoulement to Syria. This also 

has problematic medical implications, as the common practice of lending one’s insurance card 

generates unreliable medical records. The fact that such strategies are widely practiced is 

indicative of how desperate the population is to access healthcare.  

Another weakness in this system of social access to healthcare is its dependence on the 

overall strength of the community as a whole. Drawing on the social capital within a social 

network that mostly includes other vulnerable individuals who are similarly unable to access 

resources puts a strain on that social network, creating pockets of vulnerability within the society 

(Strang, Baillot, & Mignard, 2017). The lack of aid, in this situation, strains the entire social 

fabric in the community through forcing families to turn to their social capital to access 

healthcare.  

Finally, because this system is not based on stable entities such as formalized rights or 

citizenship guarantees, refugees are solely dependent on the social network. A family’s access to 

services, therefore, is restricted to the expanse of its social network. This creates an uneven 

distribution of access to healthcare and can potentially exclude or marginalize people who lack 

access to powerful social networks until they build one, creating a timeline of vulnerability that 

is not uniform or even stable in its trajectory. 
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4.3. Study limitations and threats to validity: 

This study was limited by the amount of time available to conduct the interviews and 

compile the data, and well as by refugees’ concerns about the consequences of disclosed 

information. To mitigate against such fear, participants were approached through trusted contacts 

(local CHCWs) and were assured that the interview questions, transcription and analysis process 

were centered around illustrating stories without sharing detailed demographic information about 

the participants.  

Observational bias presents the primary internal threat to validity as all the data was 

coded by one individual. To mitigate the effect, the study included multiple data sources, 

triangulating data from family interviews as well as health workers. Furthermore, the primary 

thematic findings were discussed with multiple collaborators in an iterative process, which 

required the researcher to return to the original data and revise the codebook and themes. 

External threats to validity included selection bias represents the chief external threat to validity. 

This was mitigated through the use of stratified purposive sampling of families through multiple 

CHCWs, who attempted to include a wide variety of Syrian refugees and Jordanian families, 

which permitted a comparison of the experiences of the different groups. 

5. Conclusion 

This is a thesis that shows a society in a developing country, made up of both host and 

refugee families, struggling to access healthcare after the decline of aid. The Syrian refugees and 

Jordanian host communities struggle to access healthcare primarily due to costs and 

overburdened health facilities, utilizing their social networks to cope with these challenges. 

Individuals find themselves dependent on their unreliable and limited social capital, which 

further strains the local community and thus further increases the population’s vulnerability as a 
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whole. Syrian refugees face the additional obstacle of legal documents, which can be difficult if 

not impossible to obtain. In the face of declining aid in this prolonged crisis, the international 

community must take steps to, first, augment the aid provided to protracted situations of 

displacement in developing countries and to, secondly, ensure access to life-saving services for 

all residents of Jordan, regardless of documentation status.
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Tables and figures 

Figure 1: Study setting map 
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Table 1: Syrian Families demographics 

Group of 

Families 

Gender of 

interviewees 

Head of household Average 

number of 

family 

members in 

household 

Year of 

arrival 

Housing 

situation 

Origin in Syria Employment of the household 

head 

23 Syrian 

families (156 

individuals) 

Male and 

Female (most 

often both 

parents):12 

families 

 

Female only: 

11 

Father: 14 families 

 

Mother: seven 

 

Grandmother: One 

 

Grandfather: One 

Seven 

(two–13) 

2011: Three 

families 

2012: 11 

2013: five 

2014: three 

2015: One 

Rented 

apartment: 

20 

 

NGO 

housing: two 

Rural Daraa: 18 

families 

 

Homs: Two 

 

Damascus: One 

Unemployed or daily irregular 

manual labor: 20 families 

 

Regular job: two 

 

Table 2: Jordanian Families demographics 

Groups of 

families 

Gender of interviewees Head of 

household 

Average 

number of 

family 

members in 

household 

Insurance 

status 

Housing situation Employment of the household head 

16 Jordanian 

families 

(100 

individuals) 

Male and Female (most 

often both parents): six 

families 

 

Female only: eight 

 

Male only: two 

Father: 14 

families 

 

Mother: 

one 

 

Brother: 

one 

Six (3–10) Insured: 11 

families 

 

Uninsured: 

Five 

15 families owned their 

house 

 

One rented 

Employed by or retired from the 

military: 8 families 

 

Disability: two 

 

Unemployed: One 

 

Regular job: two 
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Table 3: Table of Participants Quotes: the experience of seeking healthcare based on findings in the qualitative interviews 
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Thematic Category Direct Quotes from interviews 

Thematic Category Related quotes 

A society characterized by stress 

Stressed Syrian 

refugees’ 

community due to 

worsening 

conditions. 

 

- At the end of the night, so one doesn’t get a stroke or die, we just sit there and cry for how things ended up for us and our children. 

Interview with a Syrian Family #2, Mother. 

- There is no aid anymore, you know there is an organization for Syrians in Torra… For a year or a year and a half now we didn’t get 

anything from it, can you believe that? We used to get meat, blankets, cooking gas cylinders and heaters from them. All that has 

stopped for the Syrians! Interview with a Syrian family # 6, page 4 

- [In Syria] there was medicine, there was imaging, there was echo [common name for ultrasound]. The imaging that I cannot afford 

now was easy there. I used to do it at the doctor’s office because it was right there in the clinic… A doctor used to be a remedy on his 

own. I mean, the way they treat you was very good and the doctor used to converse with you as if he knows you. The psychological 

comfort was more important than the medicine itself. Syrian family # 20, widow and head of household. 

- When we came [To Jordan], getting treatment was easier, they were more compassionate with the Syrian refugees and there was aid, 

now there is nothing. Syrian family # 22, mother and head of household. 

Stressed Jordanian 

Host community 

due to worsening 

conditions. 

- Honestly, the [Local governmental] hospital’s services, before the arrival of the Syrians, were good. You would go and find the 

medicine available. Now you go to the hospital and on top of the transportation expenses you will need to buy the medications 

yourself, always from outside, even the simplest medicines. Jordanian family # 10, mother. 

- let me tell you, since the Syrian crisis, the pressure has increased. People used to work on [the trade with] Syria, they used to go to 

bring goods from Syria and sell them here. It was the income source for big families. I mean about 6000 or 7000 families used to go 

to Syria and bring goods to sell here but when the events happened that stopped and many problems happened after the war and the 

people got under a lot of psychological stress. Interview with a Jordanian family #5, father and head of household. 

Manifestations of 

the stress 

- The stressors that we went through made us uninterested in anything and unable to tolerate anything... When I got sick, I couldn’t 

bring myself to call anyone to tell them, ‘Please visit me and check on me,’ because I knew they are dealing with enough. Our social 

connections are limited, because no one can visit anyone and everyone is very stressed about his household matters. Syrian family # 

11, mother. 

Barriers to accessing healthcare 

Financial 

restrictions, a 

barrier beyond fees 

- I sometimes need a medication and I can’t get it for 10 or 20 days so I can have money to buy the children what they need. My needs 

can be delayed, the children can’t. Syrian family # 16, grandmother. 

- One of the problems, especially with the Syrians, is transportation. It is always a barrier for the patient to get to us and I cannot tell 

them that their appointment with me is more important than their children’s bread. (HCW) healthcare worker # 7, Jordanian 

psychologist in MSF 

- Every step she has to pass by the cashier and the reception desk first…You can find lines in front of you even at the pharmacy just for 

them to write you the price of the medicines so you can pay at the cashier then come back and stand in line again to get the medicine 

from the pharmacy. The whole day is wasted like that! Interview with a Syrian family # 3, father and head of household 

The crisis of local 

medical facilities 

- The [local governmental hospital] is just a hospital in name. It was an expired hospital even before the Syrian war. Limited capacity 

and abilities with a big work burden because it served Ramtha and Torra and others… It is an expired hospital… a laboratory machine 

that is expected to serve 1000 cases throughout its service life is serving 10,000 cases, and a laboratory machine that could treat a 

million samples for example is used for 20 million samples. It [the local governmental hospital] is under tremendous pressure…it is 

overcrowded 24-7 and never empty and the medical staff numbers are insufficient … My son had a problem, after testing we found 

his blood [Hemoglobin] to be 9 and he was less than a year old. They prescribed us iron but when I went to the [gov] pharmacy there 
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was no iron. They purchase it once every two months so it is not sufficient especially that this hospital serves both Syrians and 

Jordanians. One has to resort to an outside pharmacy and buy it from pocket.…a doctor who is supposed to examine twenty or fifty 

patients now has to examine 300 or 400. When you go in he tells you have a problem with your stomach and writes the medications 

just like that and god speed! He doesn’t examine patients. Even if there was an emergency case or something similar he won’t even 

touch you, that is our reality that we live in” Jordanian family # 4, father and head of household. 

Estrangement from 

the healthcare 

system: 

- Us Syrians were used to our doctors... Here, we don’t know the doctors. When I must get a certain treatment, knowing that I must pay 

money anyway, I get confused as to whom do I go to?... Syrians suffer more, because a Jordanian may have a physician who is a 

relative or may know somebody or something like that so things are a little easier [for the Jordanians] HCW# 4, Syrian CHCW for 

MSF. 

- The last time I went [to the local Gov. hospital] was a year and a half or two years ago, I did not like the service so I never went again. 

I mean, they treat you very badly just because you are a Syrian [refugee]. Syrian family # 6, mother. 

Deterring lack of 

Privacy 

- You enter the office of a doctor in Ramtha and there will be 15 other patients with him at the same office. How can you complain 

about private matters?! You are ashamed of telling him anything! Jordanian family # 8, grandmother 

- In [an NGO] it exists [gynecology] but the female doctor is not there now, it became embarrassing to ask for a capsule for infections 

or an antifungal. A woman would be embarrassed to tell a male doctor…In cases of birth and delivery and things like that we go to a 

female doctor not a male one. Even if there was danger, we prefer a female doctor. Syrian family # 3, mother. 

Lack of papers 

preventing access 

to health care 

- My sister was originally in the camps and when she left [unofficially], everything stopped for her...She can’t go to any hospital to get 

treated as she only has papers from the Azraq camp. So, sometimes we take her to some nearby NGOs that do not ask about her 

papers or a private doctor who won’t ask. Syrian family # 4, father and head of household 

- In the previous healthcare center, there was a requirement for the patients to produce any document that has the refugee’s name on it. 

That made some patients afraid to come to the center and we caught some of them using other people’s MOI cards because they did 

not have any. HCW#13, Jordanian family medicine doctor in MSF. 

Coping strategies 

Using the social 

network 

- Researcher: If, god forbid, one needed to see a doctor or to get a certain expensive treatment that you cannot afford. Where do people 

get the money from? Participant: From collections, for us we do that often. For example, my uncle’s wife needs a 200 Dinars surgery 

and here there is 20 of us and instead of paying the 200 on my own we collected 10 Dinars from each of us and it works… We have 

here someone who immigrated to Canada and his wife had cancer here and of course they held her hostage in a hospital and they 

wouldn’t let her out of unless she paid her bill. He called me and asked us to take up a collection for him. The news got to our people 

from Homs that reside here and we gathered 960 dollars for her. She was dying, held by the hospital and had no money, imagine if no 

one had the money what would have happened to her? Do they want the dead body? Let them take it, she is dying anyway! But 

thankfully the money was gathered and she left the hospital. Syrian family # 8, father and head of household. 

- A while ago, someone I know needed to have an image for her head [X–RAY, CT or MRI.] which would cost her 70–100 dinars. 

However, the majority of us have good relationships with the Jordanians, especially this area because we have blood and marriage 

relationships with them. Many Jordanians help Syrians get treatment using their own [the Jordanians’] health insurance card. That 

woman who needed a head image took the health insurance card of her neighbor and had the imaging done on it for two Dinars or so. 

Interview# 5, Syrian CHCW in MSF. 

- Wasṭa: 

- Interviewer: What do you mean by wasṭa? Participant: It means if you were the relative of the doctor or know the nurse or something 

like that they let you in to see the doctor immediately but those who don’t know anyone must wait. Jordanian family #12, mother 
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- I once went [to the hospital] and my turn was the 70th but a problem and a jam occurred because everyone could go in as they pleased 

when they had wasṭa and in the end [of the work day], I could not see the doctor. Those who had wasṭa went in. Jordanian family #13, 

mother 

Without a social 

network 

- My son is dying in front of me and I have no source for money. I have nothing else to sell in the house. At first, we had a few things 

that we saved aside in the house to sell in case one of the kids got sick, but we have been here for six years and we have nothing left. 

Syrian family # 2, mother. 

Jordanian coping 

strategies 

- A while ago I got ill and needed surgery for stones in my gallbladder. We still had no insurance so, we rode [to Amman] and got an 

E’efa’a [royal exemption from payment] from the royal court and I got the surgery. Jordanian family # 15, father and Head of 

household. 

Giving up - People began to have something akin to indifference; I live, I die, I go back to Syria, I stay here…nothing matters anymore. HCW# 2, 

Syrian CHCW in MSF 

- Some people gave up. There is nothing that they can do and this is common. like, someone who needs a surgery but he just puts up 

with his condition and does without. HCW#4, Syrian CHCW in MSF 

Social networks in the community 

Building social ties  - It became so that the Syrians are the ones who get us the medications when they get sick. I mean they go to the UNHCR and get 

treatment then I get a [health] problem and go to my Syrian neighbor and she gives me the medicine. Instead of me going and paying 

six or seven Dinars, they give it to me, bless them, for free. Jordanian family # 3, mother. 

- My daughter had vomiting and diarrhea one night and I took her to our Jordanian neighbor who got her treated using his daughter’s 

[insurance] card. What can we do, where would we get 15 Dinars from?” Syrian family #18, mother. 

Settling and 

Integration 

- There are Syrians who started to get accustomed to living here and to the social customs and started to partner with Jordanians in 

work and even marriages. A sort of familiarity and settlement occurred, but the settling is not fully so. HCW#9, Jordanian nurse in 

MSF 

- Working as a member in the organization helped me open up to the Jordanian society… it gave me an idea about the society’s issues 

and stressors and what they suffer from. For me it was not strange to come into Jordan [due to familial ties] but it feels odd when 

someone tells me ‘I want to go home, brother.’ It is true that there is nostalgia to our old home and homeland but the home one lives 

in now also becomes a part of you, and very close to you. HCW#3, Syrian CHCW in MSF 

Factors hindering 

the building of a 

social network 

- My daughter would tell me, mama I do not like to go to school… The teacher says ‘you dirty, scabies ridden Syrians cannot 

comprehend!’. My daughter will then come home crying … ‘no one treated us like that when we were in Syria, are we dirty 

mama?!’… She (the teacher) cannot talk to the girls that way! She even tells them not to come to school and to go let their mothers 

marry them off!... I tell and swear to you, I’m very stressed, I worry about my sons and daughters and I stopped sending my daughter 

to the store, fearing the men. That can’t be alright, I even fear for my son! … I’m even scared to go out at night and take my daughter 

with me… What can I tell you? Our conditions are very difficult and there is no safety at all. Syrian family #7, mother 

- I worked but only for two Dinars a day. Because there is a huge number of Syrians, if you don’t work someone else will…You can 

work for a Jordanian and he won’t give you your money, taking advantage of your situation. Interviewer: you cannot submit a 

complaint? Participant: No, we have no right for someone to defend us or bring us justice. If you go complain, then the person you 

complain to is very likely to be his (the offender’s) brother or relative so you get nothing…what can a Syrian do? If he comp lains they 

will send him back to Syria! Syrian family # 15, father and head of household. 

- Like I told you, people would come to the [local gov. PHC] center and say ‘the Syrians did not leave us any medicine’. Jordanian 

family #7, mother. 
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