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ABSTRACT

Syrians are fleeing to nearby countries as a result of civil war. In Jordan, they mainly reside in the northern districts.

Little is known about their general health status. This study aimed to describe medical complaints and medication

consumption in a Syrian refugee population residing in north Jordan. This is a cross- sectional retrospective chart

review study for a group of Syrian refugees Medical charts of 375 refugees attending primary health care clinics were

analysed for symptoms, diagnosis and dispensed medication. Almost 30% of the study sample had Pain , infectious

diseases and chronic diseases. A total of 280 prescription were issued , consisting mainly of anti-infective, anti-

inflammatory and anti-hypertensive drugs. It can be concluded that the medical complaints experienced by Syrian

refugees represent a medical challenge for the host country however, the medical complaints found were similar to

other refugee’s complaints worldwide.
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1. INTRODUCTION

Since the beginning of the Syrian conflict in 2011,
civilians have been fleeing to the surrounding countries
such as Lebanon, Turkey and Jordan. According to the
Jordanian authorities, more than 500,000 Syrian refugees
legally crossed the Jordanian borders for their lives, and
the number is dramatically increasing on a daily basis.
For example, in April 2012, 1500-3000 refugees crossed
the Jordanian borders daily . The number of displaced
Syrians refugees has dramatically increased from 200,000
in 2012 to more than 2 million in 2013
health status of incoming Syrians is quite challenging to

2. The overall

determine due to the deterioration of the infrastructure
and health care systems in Syria as a consequence of the
civil war. According to incoming reports, almost one
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third and

pharmaceutical industries halted °. Regarding the Syrian

of Syrian hospitals were damaged
refugee population in Jordan, it is estimated that 30% are
settled in Al-Za’tari camp and that the vast majority lives
in urban areas of the northern districts of Jordan *. Syrian
refugees in Jordan suffer from psychiatric and physical
health problems that represent a burden on the host
country °. Al-Za’tari camp provides health care services
and close medical supervision to prevent disease
outbreaks through several hospitals operating through
non-governmental organisations (NGOs) such as the
WHO, UNICEF, and the UNHCR. However, little is
known about health care services provided for Syrians in
urban areas in north Jordan. The recent conflict is further
straining Jordan’s limited resources for providing shelter,
education, infrastructure and proper health care for these
unexpected guests, mainly women and children.
Although NGOs accompanied by the Jordanian Ministry
of Health (MOH) are working in synergy to provide

health and humanitarian aid to these communities, little
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data are available regarding the prevalence of different
diseases and the medication consumption of different age
groups among Syrian refugees in Jordanian urban areas,
particularly in the northern district. The study tried to
answer the question: What were the chief medical
complaints and what were the most consumed
medications among a group of Syrian refugees who
attending free medical days in north Jordan.

METHODS

Study Setting and Design:

This is a retrospective medical chart review study of
refugees who attended a primary care centre organised
for charity purposes for three days by the ACCTS in
collaboration with the American Physicians of Southwest
Washington Medical Center and Family Medicine of
Albemarle. The ACCTS’s higher management approved
the study and submitted the medical charts to the author.

According to ACTTS, for every patient attending the
clinic from the 2™ until the 5" of November 2013, a
medical chart was filled in by American nurses. Since
they do not speak Arabic, nurses were helped by
interpreters. The medical charts included information
about a patient’s age, gender, medical history and chief
complaint. As part of the routine test, blood pressure and
random blood glucose level were measured. After
completing a visit, physicians wrote the patient’s
diagnosis and prescribed the necessary medications on
the same file. Diagnoses were determined by three well-
trained general practitioners from Southwest Washington
Medical Center and Family Medicine of Albemarle.

From the 560 files collected from ACTTS, the
medical charts of local Jordanians who attended were
excluded . Moreover, charts with incomplete data or
hard-to-interpret information were excluded by the
author. The number of analysed charts was 375.

Sample size was calculated based on a confidence
level of 95%, confidence interval of 5%, and an estimated
population size of 1 million. The results indicated the
need for including 385 participants. The difference was
considered minor.
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When the files were collected after the free medical
days, the diagnosed diseases were classified into eight
categories according to the International Classification of
Diseases (ICD-10), with slight modifications. The ICD-
10 is a widely used tool in disease classification in similar
studies >*"*,

Diseases were classified as follows: diseases of the
musculoskeletal system, diseases of the respiratory
system, mental disorders, skin diseases, injuries,
infectious diseases, parasitic diseases, cardiovascular
diseases and gastrointestinal diseases. Rare cases that
were not diagnosed were referred to specialists and
classified as “unknown diagnosis”. Drug prescriptions
were recorded and analysed qualitatively according to
their therapeutic use and quantitatively according to the
number of medications dispensed per prescription.

Data Analysis:

Data entry and statistical analysis were done with
SPSS v20 software. Basic descriptive statistics were used
to characterise age groups and gender outcomes. Cross-
tabulation was performed to analyse age groups, diseases
and medication categories and their percentages. To study
the association between chronic diseases and the number
of medications consumed, a multiple regression analysis
with an odds ratio (OR) was performed. P-values lower
than 0.05 were considered statistically significant.

RESULTS

Demographic Data:

Data were collected and analysed from 375 refugees.
Most refugees recruited were aged between 0 and 10
years (n=123, 33%) and female (n=213, 56.8%). All
age and gender distributions of the study population are
provided in Figure 1.

Medical Complaints:

Patients’ medical complaints were as follows: pain
(n=116, 31.5%) independent of gender, cough
(n=53,14%), sore throat (n=41, 10.9%), gastrointestinal
symptoms (n=37, 9.9%), shortness of breath (n=29,
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7.7%), skin rash (n=25,6.7%), fever (n=14, 3.7%),
dizziness (n= 10, 2.7%), general weakness (n=28, 2.1%),

anxiety symptoms (n=5, 1.3%), dental problems (n=35,
1.3%) and vision problems (n=15, 1.35%).

Figure 1: Age groups and gender distribution in the study population
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Diagnosed Diseases according to the ICD-10:

Diseases were classified according to the ICD-10,
with slight modifications. Infectious diseases were the
(n=115, 30.7%), followed by
cardiovascular diseases (n=62, 16.2%), musculoskeletal

most common
diseases (n =57, 15.2%), gastrointestinal diseases (n =45,
12%), respiratory diseases (n=38, 10.1%), skin diseases
(n=25, 6.7%) and unknown diseases (n =10, 2.7%).

Chronic Diseases:

Chronic diseases were present in the study sample (n=
113, 30%) Of importance, among refugees with chronic
diseases, hypertension was present (n=56, 14.9%),
independent of gender. Males had a higher likelihood of
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Gender

B Female
Eale

51-60

51-70 above 70

developing chronic diseases (CDs) compared to females
(OR=1.36, p<0.05). We report the presence of one
hepatitis B viral (HBV) case in our study population.

Medications Dispensed:

A total of 281 prescription were dispensed. Although
no difference in medication consumption was recognised
between genders in the whole cohort (p>0.05), age
stratification revealed that females of the age group 21—
30 years received more medications compared to age
matched males (p <0.01). Quantitatively, 52% of total
prescriptions contained one medication, 32% contained
two medications and 16% contained three or more

medications. More females above 40 years consumed
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more than two medications compared to age matched
males (p <0.007). Refugees with CDs were two times
more likely to receive monotherapy (OR 2.24, p <0.05)
and three times more likely to receive two or more
medications compared to refugees without CDs (OR 3.2,
p <0.003). Moreover, refugees above 40 years, regardless
of CDs, were more likely to receive two or more
medications compared to refugees aged below 40 years
(OR 2.89, p<0.001).

Medications  dispensed were also  analysed
qualitatively according to their therapeutic use.
According to our findings, NSAIDs, anti-infective drugs
and anti-hypertensive drugs were the most dispensed
medications representing 20%, 19% and 11% of
prescriptions, respectively.

Analgesics were the most consumed medications by
participants aged 21-50 years. According to
prescriptions, the most prescribed NSAIDs were
acetaminophen, ibuprofen and diclofenac. Analgesics
were mainly used in adults to relieve pain such as
headache, back pain and musculoskeletal pain. Also, they
were prescribed as antipyretics in combination with
antibiotics for children.

Anti-infective drugs came second with 19% of total
prescriptions. This therapeutic class occupied 33% of
total prescriptions of the age group 0-10 years and 25%
of total prescriptions of the age group 11-20 years. The
vast majority of anti-infective prescriptions consisted of
oral antibiotics, namely amoxicillin to treat upper
respiratory tract infections (URTISs).

The third most used medications were anti-
hypertensive  agents, occupying 11% of total
prescriptions. Moreover, 18% of the 41-50 years age
group, 42% of the 51-60 years age group and 36% of the
61-70 years age group used this class of drug. The
distribution of the most dispensed medications is broken

down by age group in Tablel.
DISCUSSION

The predominant complaint made by patients was
pain. Commonly found pain types were neck pain, lower
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back pain, headache, musculoskeletal disorders, or,
according to patients, “whole body pain”. Pain is
regularly experienced by refugees "’. Possible causes
may include lack of comfortable sleeping conditions or
an uncomfortable lifestyle i.e. exhaustive manual work,
malnutrition or stress ' ',

Other featured complaints were cough and sore throat.
Taking into consideration that these symptoms were
recorded mainly in children below 10 years in a winter
season where respiratory symptoms normally prevail, our
findings seem to be lower than in similar studies
demonstrating higher rates of respiratory symptoms; for
instance, data from three refugee camps in Sri Lanka'?
revealed high prevalence of respiratory symptoms such as
cough and sputum. It can be suggested that respiratory
symptoms reflect current URTIs that could be mostly of
viral origin. Influential factors for respiratory distress
include age, immune status, winter and living in crowded
refugee camps, and all are predisposing factors for
development of respiratory tract diseases 1213

The most frequent diagnosis in the cohort studied was
infectious diseases, mainly URTIs, which were found in
more than one third of the population and half of the
children below 10 years. These findings are relatively
high compared to those of similar studies; for example, a
study conducted on Iraqi refugees in Jordan and Albanian
refugees in Italy reported low prevalence rates of
URTIs'*". The high prevalence of infectious diseases
can be explained mainly by the large vulnerable age
group (0-10 years), the seasonal influenza viruses that
peak between November and February'®, the low hygiene
standards,  unpleasant  living  conditions  and
malnutrition'®"” The rate of use of anti-infective agents
was similar to the rate in other similar studies ',

Obviously, the burden of infectious diseases in
refugees globally lies in the prevalence of certain serious
infections associated with high mortality such as hepatitis
B, HIV, malaria and tuberculosis (TB)."*'"?° In this
context, it is worth noticing that the WHO, UNICEF, the
UNHCR and the MOH carried out routine vaccination
campaigns and screening for serious contagious diseases.
For example, 90,000 refugees were immunised against
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measles '. These collaborative efforts minimise disease

outbreaks as in high-income countries where post-arrival

screening measures are routinely conducted *'.

Table 1. Disease classification according to the (ICD-10) among different age groups

Disease Classification Age groups
0-10 | 11-20 | 21-30|31-4041-50|51-60 | 61-70 [above 70| Total

Unknown diagnosis Number 2 4 2 0 1 0 1 0 10

% within Diagnosis §20.0%] 40.0% [20.0%| .0% ([10.0%| .0% [10.0%| .0% 100.0%
Muscoloskeletal disorders Number 5 6 8 12 15 2 4 5 57

% within Diagnosis | 8.8% | 10.5% [14.0%(21.1%(26.3%| 3.5% | 7.0% | 8.8% [ 100.0%
Respiratory diseases Number 18 4 2 6 4 2 0 2 38

% within Diagnosis |47.4%] 10.5% | 5.3% [15.8%(10.5%]| 5.3% | .0% | 5.3% [ 100.0%
Mental diseases Number 2 0 2 0 1 0 0 1 6

% within Diagnosis §33.3%]| .0% [33.3%]| .0% [16.7%| .0% | .0% | 16.7% [ 100.0%
Skin diseases Number 15 2 3 0 3 1 0 1 25

% within Diagnosis §60.0%] 8.0% [12.0%| .0% ([12.0%] 4.0% | .0% | 4.0% [ 100.0%
Injuries Number 3 0 0 0 1 1 0 0 5

% within Diagnosis §60.0%| .0% [ .0% [ .0% [20.0%20.0%| .0% .0% 100.0%
Infectious diseases Number 65 16 4 10 13 2 4 0 114

% within Diagnosis §57.0%] 14.0% [ 3.5% | 8.8% [11.4%]| 1.8% | 3.5% .0% 100.0%
Cardiovascular diseases ~ Number 0 0 2 5 25 16 11 3 62

% within Diagnosis | .0% | .0% | 3.2% | 8.1% [40.3%(25.8%(17.7%| 4.8% | 100.0%
Gastrointestinal diseases ~ Number 8 1 6 12 9 2 5 1 44

% within Diagnosis |18.2%] 2.3% [13.6%(27.3%(20.5%| 4.5% [11.4%]| 2.3% | 100.0%
Menstrual period Number 0 1 0 0 0 0 0 0 1

% within Diagnosis | .0% |100.0%[ .0% | .0% [ .0% | .0% [ .0% 0% 100.0%
Total Number 121 34 29 46 72 26 25 13 366

% within Diagnosis §33.1%| 9.3% | 7.9% [12.6%(19.7%]| 7.1% | 6.8% | 3.6% | 100.0%
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Chronic diseases were recorded in subjects older than
40 years. It is well established that CDs contribute to
refugee mortality even in high-income countries **. The
most-recorded CDs in our study population were HTN,
DM, asthma and COPD.

Hypertension is a widely spread CD worldwide.
Indeed HTN is known to be induced by chronic activation
of the adrenergic system that triggers Renin-Angiotensin-
Aldosterone System (RAAS). Stressful conditions may
stimulate the adrenergic system to cause HTN.
Psychologically stressing factors are not only present
during migration, however, they persist post-migration.
To study whether post-migration stressors increased HTN
prevalence in Syrians or not, HTN prevalence in this
study was compared with HTN prevalence in the normal
Syrian population residing in Syria before the crisis®.
Surprisingly, the prevalence rates were close *. However,
one article showed that HTN prevalence in Syrian
refugees residing in Sweden >* was higher than the results
of the current study. Therefore, it can be inferred that
post-migration stressors did not induce HTN in Syrians
residing in Jordan or that post-migration stressors in
Jordan could be less grave than in other countries.
Another factor of interest is that the vast majority of
participants included in our study is from the south rural
areas of Syria, which are supposed to have lower
prevalence of CDs compared to Syrian urban areas.

The exact causes behind CDs spread in refugee
populations compared to normal populations are still
unclear, pre- or post-migration stressors seem to play a
fundamental role in inducing CDs . The importance of
controlling CDs and their risk factors remains a medical
and economic challenge ». Beside drug therapy, one
strategy to manage CDs is to implement social awareness
campaigns in refugee communities; this includes seeking
advice from health care professionals (HCPs), increasing
awareness of the free medical services provided by the
MOH and NGOs, and improving compliance to
medications and avoiding risk factors that may exacerbate
refugees’ conditions. This could be an applicable and
potential approach, since there are no cultural or
linguistic barriers exist between refugees and HCPs*.

- 18 -

Omayr Salem Gammoh

The drug classes used by refugees were analgesics,
anti-infective agents and anti-hypertensive drugs.

In similar studies, analgesics were highly consumed
by refugees %’ to treat various types of pain. In our study,
the vast majority of analgesics were consumed by the age
group 21-50 years to treat tension headache, joint pain,
neck and back pain and other musculoskeletal pain.

Anti-infective drugs (prominently antibiotics) were
consumed markedly. Oral suspensions were frequently
used to treat URTISs, including pharyngitis, tonsillitis and
acute otitis media in children below 10 years. Unlike in
western countries, antibiotics are easily accessible
medications in Jordan; this will facilitate bacterial
resistance in future, especially in refugee communities,
where bad hygiene practices and crowded residences
augment the incidence of infectious diseases. This will
certainly lead to dangerous complications in Jordanian
society as well as Syrian refugee populations.

Study limitations and future prospective study:

The study contained some limitations. For instance,
demographic data were not comprehensive; for example,
refugees’ socioeconomic conditions, duration of stay in
Jordan and educational levels were not covered. Due to
financial limitations, infectious disease diagnoses were
conducted by physicians mainly via physical examination
and clinical symptoms reported, no sputum swabs were
obtained from and no laboratory analysis was made for
candidates. Also, the study did not focus on the mental
health and food security status of refugees. Furthermore
the study sample was limited After characterisation of
refugees’ physical health, one future prospective study
could conduct a multi-centre investigation to evaluate
refugees’ mental health status such as depression and
post-traumatic stress disorder.

CONCLUSION

It can be concluded that the medical challenges
experienced by the Syrian refugees are quite challenging
since they have an impact of the quality of life, well
being and are associated with morbidity and mortality in
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particular chronic diseases. At the same time these
medical complaints were found to be similar with other
refugee populations worldwide. Efforts of HCP via
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