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EXECUTIVE SUMMARY 

Amid the humanitarian crisis generated by the conflict in Ukraine, research was needed to understand 
and address the specific challenges faced by Ukrainian refugees in the Republic of Moldova (hereafter 
Moldova) in accessing health services. 

This report provides a detailed analysis of the situation of Ukrainian refugees in Moldova, with a particular 
focus on their access to health services and the barriers they face. The research focuses on vulnerable 
groups, including people who use drugs (PWID), people living with HIV (PLHIV), the LGBTQI+ 
community, and people with tuberculosis (TB). This is comprehensive research, including opinions and 
perceptions provided in focus groups and interviews with representatives of governmental and non-
governmental organizations. 

Refugees from Ukraine face barriers in accessing health services in Moldova. Among the most common 
obstacles are the long distance to health facilities, which particularly affects refugees in rural areas, and 
long waiting times for consultations, both with specialists and family doctors. The need for additional 
documents such as temporary protection and Ukrainian passports also complicates access to services. 
High costs for essential treatment and specialized services, such as paid medical consultations and 
investigations in private clinics, are another significant barrier. Stigmatization and discrimination, 
particularly for vulnerable groups such as PWUD and PLHIV add an additional layer of difficulty. 
Language barriers further complicate access to services, especially for those who do not know Romanian 
language. These barriers not only make access to health care more difficult, but also affect the quality of 
care received by refugees. 

Risk factors in accessing health services include regional and rural disparity, poor financial situation, lack 
of temporary protection, non-registration to a family doctor, belonging to vulnerable groups, access to 
specific services (ARV therapies and drug addiction treatment), exposure to violence, and experience of 
stigma and discrimination. Refugees from the North and South regions of Moldova faced fewer barriers 
compared to those from the Center region. Also, residents of district centers (rayons) and villages were 
more likely to experience difficulties compared to those in municipalities. 

The study highlights that PWUD and PLHIV groups face the greatest difficulties in accessing health 
services and are often stigmatized and marginalized. The LGBTQI+ community faces fewer barriers, 
mainly due to access to services through NGOs or private clinics. 

Recommendations from this research include developing innovative solutions to bring health services 
closer to refugee communities, simplifying administrative and bureaucratic procedures, reducing stigma 
and discrimination, and ensuring adequate financial and psychosocial support. These measures are 
essential to address the complex needs of refugees and to give them a real chance for a healthy and safe 
life in Moldova. 
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BACKGROUND INFORMATION 

The war in Ukraine has triggered the biggest humanitarian crisis in the European region since the end of 
Second World War. By the end of 2024, more than eight million refugees had fled the war in Ukraine, and 
around one million of these had arrived in Moldova. Currently, over 130 thousand Ukrainian refugees are 
in Moldova [1]. 

In Moldova, foreigners can benefit from several forms of protection provided for by the Law on Asylum 
in Moldova, one of which is temporary protection [2]. Temporary protection is a legal status granted by 
EU member states, including Moldova, to persons who must flee the war in Ukraine to neighboring 
countries. The basic advantage of temporary protection over applying for asylum is its rapidity, i.e. the 
immediate granting of a legal status to refugees coming from a conflict zone, which recognizes several 
rights including the right to receive emergency medical care, primary health care and free medical 
examination on public health grounds, in medical institutions, in accordance with the list of medical 
services established by the Ministry of Health, as well as access to social assistance measures, financed 
by international organizations, based on procedures and conditions approved jointly with the Ministry of 
Labor and Social Protection and the competent authority for foreigners [3]. 

International research highlights that access to health and social care is becoming a challenge for many 
displaced people from other countries. Among the barriers or difficulties in accessing health care were 
listed (1) language barriers, (2) excessive number of documents requested, (3) information gaps on how 
to access services and (4) types of services available, (5) cultural competence, (6) fear of persecution, (7) 
systemic problems associated with 'lower status' (the process of transition from an asylum seeker to 
refugee status). Acute respiratory infections, chronic diseases such as diabetes, cancer, trauma, and 
infectious diseases (tuberculosis (TB), HIV infection, viral hepatitis) were mentioned as high risk among 
refugees. Ukraine is listed among the countries with high burden of chronic infectious diseases, such as 
HIV and TB, especially drug-resistant TB, registering about 30 thousand new cases of TB annually [4]. 

Since the early days of the war, Moldova has faced a large influx of refugees, including people from at-
risk populations, but also at risk of HIV and TB infection [5]. Given the public health priorities of 
uninterrupted access to prevention, screening, diagnosis, treatment and care of infectious diseases, 
including HIV and TB, the decision was taken to provide prevention, medical, psychosocial and support 
services to refugees and to include those at risk in existing prevention, treatment and support programs 
for both HIV and TB. Over 8 thousand refugees have benefited from NGOs support since their arrival in 
Moldova [5]. 

In this context, UNAIDS proposed to conduct a community-based operational study to provide a 
comprehensive, evidence-based understanding of priority needs and barriers faced by refugees, 
particularly those at risk, in accessing health services since their arrival in Moldova. The results of the 
study provide a clearer picture of how displaced people from Ukraine face difficulties in accessing health 
services.  

The results can guide public policies and intervention strategies, helping to develop more effective and 
accessible programs and services for refugees, and will also underline the importance of cooperation 
among various medical and social entities to ensure better health protection for refugees and more 
effective integration into the Moldovan health system. In addition, the results of the study can add 
valuable knowledge to the literature on access to health services for refugees from at-risk groups, 
providing useful data and analysis. 
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METHODOLOGY 

Study title 

Assessing barriers faced by key refugee populations from Ukraine in accessing health services in the 
Republic of Moldova 

Aim of the study 

Analysis of the barriers faced by Ukrainian refugees from at-risk populations in accessing health services 
in the Republic of Moldova  

Objectives of the study 
Among refugees from at risk groups PWUD, PLHIV, SW, LGBT, TB, other categories to: 
1. describe socio-demographic characteristics 
2. describe the transfer procedures 
3. describes the health services accessed 
4. analyze barriers in accessing health services 
5. assess risk factors that might influence accessibility to health services 

Quantitative study 

Type of study: descriptive, prospective, cross-sectional 

Sample size. The study recruited all individuals who met the eligibility criteria. The sample size was 300 
respondents interviewed. The target population included refugees from Ukraine temporarily staying in 
Moldova. 

Inclusion criteria:  refugee person from Ukraine who: 

- are temporarily in Moldova (and have accessed health services on the right bank of the Nistru River) 
- accessed at least one of the related health and/or social services on TB, HIV, viral hepatitis 
- is mentally competent to give a structured interview based on the questionnaire 
- over 18 years of age  
- signed informed consent for participation in the study 

Exclusion criteria: included the vice-versa of the inclusion criteria 

Recruitment of respondents 
The recruitment of respondents was based on the lists formed at the level of NGOs involved in providing 
support to Ukrainian refugees from at-risk populations. The recruitment considered the inclusion criteria 
and the sampling step which included: territorial representation of 25% each for the North and South 
regions and 50% for the Center region, including the gender proportion. The person who refused 
participation in the study was replaced by the next person on the list. At enrollment, the respondent was 
assigned an anonymous unique identifier, which did not allow direct or indirect identification of the 
person.  
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Recruitment was monitored online, based on a tool developed in Google docs format, where information 
on the enrollment of respondents in the study was entered in real time. The monitoring tool allowed the 
tracking of proportions by group, gender, geographical region, but also percentage enrollment (Figure 1).  

Figure 1. Google docs tool used to monitor respondent enrollment in the study, in Ro 

 

Questioning respondents 

Questionnaire-based interview, developed on the literature review information [5–14] , was used for the 
interview. The data collection instrument was available in Russian. After pre-testing, the questionnaire 
was adjusted accordingly. Questioning of respondents was carried out consecutively as follows: contact 
with the respondent, informing and filling in the questionnaire. Changing the sequence of events was not 
allowed. The questioning was confidential, in the absence of the third persons. 

Qualitative study 

Focus groups and individualized interviews. Two focus groups were conducted. The participants in the 
focus groups were representatives of NGOs that have been involved in or have carried out activities 
tangential to the provision of support to refugees from Ukraine, as well to representatives of 
communities of at-risk populations. Individualized semi-structured interviews were conducted with 
individuals from governmental and non-governmental institutions. Both interviews and focus groups 
were conducted in accordance with the guidelines developed based on the literature review [5–14]. 

Data analysis 

Quantitative study. The data obtained were subjected to the following methods of analysis: 
summarization; comparison; forecasting; and veracity determination. The data extracted from the 
questionnaire were imported into the IBM SPSS Statistics 20 statistical program for analysis. Data 
analysis was done by generating simple frequencies and cross tabulations. Additional statistical tests 
were also conducted to identify correlations between variables. Continuous variables were summed as 
mean (standard deviation). The Odd Ratio was used to assess risk factors. The value p<0.05 was 
considered the threshold of statistical significance. Fisher's test was applied in the case of calculations of 
numbers less than 30. Qualitative study. The information collected based on individualized interviews 
and focus-groups was transcribed in text form: deciphering, transcription and triangulation of the 
obtained information.   
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QUANTITATIVE STUDY: RESULTS 

GENERAL CHARACTERISTICS 

Socio-demographic 

The demographic profile of the study sample shows that many respondents were male (56%). The mean 
age was 39.3± 12 years, while the median age was 37 years. The predominant age group was between 25 
and 44 years (65%). The group of young people aged 18 to 24 years accounted for 8.7%, and those aged 
65 years and over - 4.3%. The youngest respondent was 18 years old and the oldest - 75 years old. In 39% 
of the cases the survey participants indicated that they were married or cohabiting, while in 18% of the 
cases they indicated that they were divorced or widowed, and in 43% of the cases - single (Table 1). 

The employment status of the participants varied significantly between the period in Ukraine and the 
period of stay in Moldova: employed (61% vs. 15%, p<0.001), self-employed (16% vs. 23%, p=0.246), not 
employed (10% vs. 58%, p<0.001) and other categories (21% vs. 13%, p=0.158), respectively (Table 1). 

In about half of the cases (51%), the respondents had complete secondary education, and in about a fifth 
of the cases they had higher education (23%) or incomplete secondary education (19%). A small number 
of respondents had no education or only primary education (2.7% and 3.3%, respectively,Table 1). 

During their stay in Moldova, 26% of respondents mentioned that they had dependents. Of these, they 
mentioned that they were children under 18 years of age (87%, 69 out of 79), persons over 65 years of 
age (16%, 13 out of 79), and persons with disabilities (9%, 7 out of 79) (Table 1). 

In terms of language knowledge, almost all respondents indicated that they spoke Russian (99%) and 
Ukrainian (88%). A quarter of the respondents specified that they spoke English (25%) and Romanian 
(10%) language. Also mentioned knowledge of other languages 7% of the respondents (Table 1 ).  

Table 1.Socio-demographic characteristics of respondents 

Features N (%) 

Gender  
Men 168 (56.0) 
Women 123 (41.0) 
Trans gen 9 (3.0) 

Age group  
18-24 years 26 (8.7) 
25-44 years 195 (65.0) 
45-64 years 66 (22.0) 
≥ 65 years old 13 (4.3) 

Educational level  
No education 8 (2.7) 
Primary 10 (3.3) 
Incomplete secondary 56 (18.7) 
Full secondary 153 (51.0) 
Higher education 69 (23.0) 

Employment status (in Ukraine)  
Employee 184 (61.3) 
Self-employed 48 (16.0) 
Unemployed 30 (10.0) 
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Features N (%) 
Other 62 (20.7) 

Employment status (Moldova)  
Employee 44 (14.7) 
Self-employed 70 (23.3) 
Unemployed 174 (58.0) 
Other 40 (13.3) 

Marital status  
Married or cohabiting 117 (39.0) 
Divorced or widowed 53 (17.7) 
Single 130 (43.3) 

Dependents (Moldova)  
Yes 79 (26.3) 
No 221 (73.7) 

Knowledge of languages  
Ukrainian 265 (88.3) 
Russian 296 (98.7) 
English 75 (25.0) 
Romanian 31 (10.3) 
Other languages 21 (7.0) 

No answer: educational level (4) 
Employment status (Other: pupil, student, retired, disabled, maternity/paternity leave) 

During their stay in Moldova, respondents reported a significant decrease in their average monthly 
income compared to the period in Ukraine (Figure 2 ). 

Figure 2. Average monthly income of respondents in Ukraine and Moldova 

 

In Ukraine, 9.3% of respondents had no income at all, while in Moldova this increased to 30%. The 
percentage of those with an income of up to €200 also increased from 29% in Ukraine to 40% in Moldova. 
A third of the respondents (30.3%) indicated incomes between €201 and €500 in Ukraine, while in 
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Moldova this percentage decreased to 21.3%. Similarly, the percentage of those with income between 
501 and 1000€ decreased from 23.7% in Ukraine to 6.7% in Moldova. Higher incomes of more than 1000€ 
were reported by 7.7% of respondents in Ukraine and only 2% in Moldova (Figure 2 ). 

Groups and communities 

The largest group was people who use drugs (PWID), accounting for 26.3% (79) of all respondents. The 
next largest group was people living with HIV (PLHIV), with 19.7% (59), followed by the LGBTQI+ 
community, which made up 20.7% (62) of respondents. Female sex workers (FSWs) accounted for 10.7% 
(32) of the total, indicating a notable, albeit smaller, presence among the populations studied. The group 
with the lowest representation was people with tuberculosis (TB), with only 6.7% (20), but this did not 
diminish their importance in the context of vulnerability (Figure 3). 

Note that the PLHIV group included 12 from the PWUD group, one person from the SW group and 11 
people from the LGBTQI+ community. Also, in the PLHIV group, two people also identified as LGBTQI+. 
The category Other included 16% of respondents, these were people who did not identify with a 
particular group or community, but who had benefited from health services, including harm reduction 
services (Figure 3). 

Figure 3. Groups and communities 

 

TRANSFER PROCEDURES 

Procedures of entering in Moldova 

Most of the respondents used biometric passports when entering Moldova, representing 77.7% (233) of 
the total. The next most frequently used document was the Ukrainian identity card, with 13.0% (39), 
followed by the non-biometric passport, used by 6.0% (18). The use of other documents was marginal, 
with the driving license used in 0.7% of cases (2) and the birth certificate in 0.3% of cases (1). Also, 2.3% 
(7) of respondents entered the country without legal documents. 

Survey participants reported various lengths of stay and frequency of entry into Moldova. Most of the 
respondents (67%, 198) stated that they had been in Moldova for more than one year, while 14% (42) 
had been in Moldova for between 6 and 12 months and 13% (38) for between 3 and 6 months. Only 
6.0% (18) had a stay of less than 3 months. In terms of the frequency of entries, 51% (152) of the 
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respondents had a single entry, 41% (122) had between 2 and 5 entries, and 9% (24) had entered more 
than 6 times (Figure 4). 

Figure 4. Period of staying and number of entries in Moldova 

Period of staying Number of entries 

  
Non-response: period of stay (4), number of entries (2) 

Survey participants came from a variety of regions of Ukraine, with a notable presence from Odessa, 
Mykolaiv and Kiev. Most respondents, 45.3% (136), were from the Odessa region, with Mykolaiv being 
the second most common region of origin with 10.7% (32). Approximately 8.3% (25) are from Kiev, the 
capital of Ukraine. In addition, 6.7% (20) come from Kharkov and 6.3% (19) from Herson. Other regions 
of origin included Dnipropetrovsk (4.0%), Donetsk (3.0%) and Chernihiv (2.0%). Regions with 
contributions below 2% were Cherkasy, Chernivtsi, Crimea, Khmelnytskyi, Zhytomyr, Kirovohrad, 
Luhansk, Lviv, Mohyliv, Ternopil, Vinnytsia and Zaporizhzhia. Some respondents (7) did not specify their 
region of origin. 

In Moldova, respondents' place of residence was diverse, choosing to live in municipalities (64.3%, 193), 
district centers (26.7%, 80) and villages (9.0%, 27). Chisinau municipality was the most represented, with 
46.0% (138). The second most frequent city of residence was Balti municipality, with 17.7% (53). The 
Cahul and Comrat districts also had a notable presence, with 12.3% (37) and 3.0% (9) respectively. Other 
districts with a lower presence included Ceadir-Lunga (1.7%), Taraclia (3.0%) and Bender city (1.3%). 
Districts where respondents with a place of residence below 1% were settled included Anenii Noi, 
Calarași, Cantemir, Cantemir, Caușeni, Criuleni, Dondușeni, Drochia, Dubasari, Falesti, Floresti, Glodeni, 
Ocnița, Riscani, Rezina, Singerei, Slobozia, Soroca, Stefan Voda, Straseni, Telenesti, Tiraspol and 
Vulcanesti. 

Looking at the geographical distribution of the respondents, we observe that almost half of them (49.3%, 
148) chose to live in the central part of Moldova. The South hosted 27.0% (81) of the participants, while 
21.7% (65) settled in the Northern region of the country and 2.0% (6) in the Eastern region of the country. 

The figure below illustrates the regions in Moldova where the respondents settled, as well as the regions 
in Ukraine where they came from. The choice of region of living in Moldova was not influenced by the 
region of origin in Ukraine, the p-value p=0.252, indicating that there is no statistically significant 
association (Figure 5). 
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Figure 5. Distribution of respondents according to the regions in Moldova where they live and the regions in 
Ukraine where they come from 

 

By the time the study participants arrived in Moldova, they were accommodated in various places, such 
as refugee centers (93) or in families who hosted them for free (42). Others rented an apartment, house 
(80) or a room (27), and some chose other types of accommodation (58), such as (with relatives, friends, 
NGO rehabilitation centers or rent paid from NGO) (Figure 6).  

In 37.6% (35 out of 93) of the cases those who initially accommodated in the refugee centers stayed there, 
while another 39.8% (37 out of 93) rented an apartment or house. The vast majority (95.0%, 76 out of 80) 
stayed in their initially rented apartments or houses. Also, 63% (17 out of 27) of those who rented a room 
and 64.3% (27 out of 42) of those who initially lived with families who accommodated them free of charge 
stayed in the same conditions. What concerns other types of accommodation (with relatives, friends, 
NGO rehabilitation centers or rent paid from the NGO), 62.1% (36 out of 58) of them remained in these 
conditions, while 20.7% (12 out of 58) rented an apartment or house (Figure 6). 

Statistical tests indicate a significant association between initial place of accommodation and current 
place of living, suggesting that initial accommodation experiences in Moldova had a significant impact 
on their current living situation (p< 0.05). 

Asked whether they plan to leave their place of living in Moldova soon, one third of the respondents 
(30.6%, 89 out of 2911) said that they have such plans. Analyzing the respondents' relocation intentions, 
the majority (51.7%, 46 out of 89) of those who want to leave Moldova prefer to move to another country. 
In about one fourth (22.5%, 20 out of 89) of the cases, they want to return to their native region in 
Ukraine, while others (3.4%, 3 out of 89) intend to move to another region in Ukraine, different from their 

 
1 No answer (9) 
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native one. Every tenth (10.1%, 9 out of 89) is planning to change their place of living to another locality 
in Moldova, and 12.4% (11 out of 89) of the respondents are not sure whether they want to leave their 
place of living. 
Figure 6. Initial place of accommodation when study participants arrived in Moldova and current place of 
accommodation 

 

Temporary protection  

According to the data collected, a significant majority (81%, 243) of the respondents have benefited from 
temporary protection. In addition, 19% (57) of the respondents do not have this protection for various 
reasons: planning to leave Moldova in the near future (18), planning to register (15), consider that they 
do not need it (6), do not know how to obtain it (4), do not possess the necessary documents (3), other 
unspecified reasons (11) (Figure 7).  
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Figure 7. Temporary protection and reasons for not having temporary protection 

Temporary protection Reasons why they do not have temporary 
protection 

  

According to the possession of temporary protection and group (or community) affiliation, it was 
observed that the SW and TB groups accounted for the highest proportion of people with this status, 
96.9% and 95.0% respectively. The PWUD and PLHIV groups reported temporary protection at 84.8% 
and 81.8%, respectively. In the LGBTQI+ group, only 59.7% of respondents have temporary protection 
(Figure 8).  

The p-value p<0.001 indicates a statistically significant association between belonging to a particular 
group (or community) and holding temporary protection status, suggesting that belonging to a particular 
group (or community) has a considerable influence on the likelihood of obtaining temporary protection 
in Moldova (Figure 8). 

Figure 8. Temporary protection in disaggregation by groups and communities 

 

Violence 

The study analyzed the experiences of violence on the study population after the Russian invasion of 
Ukraine. Thus, about half (49%, 147) of the surveyed population had been exposed to various forms of 
violence. In 78.9% (116 out of 147) of the respondents exposed to violence reported experiencing 
emotional abuse, which is the highest proportion of all forms of violence reported. Mental abuse was 
mentioned by 51.7% (76 out of 147) of respondents, indicating a high prevalence of mental stress and 
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trauma. In terms of physical violence, 14.3% (21 out of 147) of the respondents stated that they had been 
victims of this type of abuse. Sexual abuse was indicated in 4.8% (7 out of 147) cases. 

The survey results show that 55.8% (82/147) of men, 40.1% (59/147) of women and 4.1% (6/147) of trans 
gender respondents reported experiences of violence. Statistical tests (p = 0.555) indicate that there is 
no significant association between gender and violence. 

The data analyzed reveals that people with TB were the most vulnerable to violence (13 out of 20). 
Similarly, PWUD and those in the Group Other had high rates of violence at 54.4% (43/79) and 52.1% (25 
out of 48) respectively. The LGBTQI+ community indicated exposure to violence in 50.0% (31 out of 62) 
cases, highlighting significant vulnerability. In the case of PLHIV and SW, they indicated that they had 
been victims of violence in 40.7% (24 out of 59) and 34.4% (11 out of 32), respectively. 

Of the people with TB who mentioned exposure to violence (13), all were victims of emotional violence. 
Among PLHIV participants who had been subjected to violence (24), 18 had experienced emotional 
violence, 16 had been victims of mental abuse, two had been exposed to physical violence, and one to 
sexual abuse. Among PWUD who mentioned exposure to violence (43), the majority were subjected to 
emotional (35) and psychological (32) violence, followed by physical (12) and sexual (3) violence. All SW 
who indicated exposure to violence (11) had been exposed to emotional violence, while five had 
experienced psychological abuse and two had been victims of sexual abuse. On LGBTQI+ community 
who were exposed to violence (31), 22 were exposed to emotional violence and 20 to psychological 
abuse, while six were victims of physical violence. In the Group Other of those subjected to violence (25), 
17 were exposed to emotional violence, three to psychological abuse, one each to physical violence and 
sexual abuse (Figure 9). 

Figure 9. Groups and communities according to the type of violence they have experienced 

 

From 21 respondents who mentioned physical violence, 14 indicated that they had been victims of 
physical violence on the territory of Moldova, 10 specified that the abuse took place in Ukraine, three 
mentioned that the violence occurred when crossing the border with Moldova, and one stated that he 
had been a victim of violence on the territory of another country. In terms of aggressors, the data show 
that 13 of the respondents were victims of physical violence by unknown persons. The police were 
mentioned as an aggressor by 7 respondents, while family members and border service employees were 
mentioned by two respondents each. 

Regarding mental (psychic) violence (76), 58 of the respondents mentioned that they had been victims 
of mental violence in Ukraine, while 29 stated that the abuse took place on the territory of Moldova. Also, 
14 respondents indicated that the mental violence occurred when crossing the border with Moldova, and 
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one respondent mentioned that the abuse occurred on the territory of another country. The aggressors 
were unknown persons for 38 of the respondents. Border service employees were mentioned as 
aggressors by 32 respondents and police by 23 respondents. Family members were indicated as 
aggressors by 25 respondents, while 5 others preferred not to answer. 

Emotional violence was mentioned by 116 of the study participants who had been subjected to abuse in 
various contexts. The majority (86) of them reported that they had been victims of emotional violence in 
Ukraine, and 61 that they had suffered emotional abuse while crossing the border with Ukraine. Also, 34 
of the respondents stated that this abuse took place on the territory of Moldova. A smaller number of 
respondents indicated being subjected to emotional violence while crossing the border with Moldova 
(10) or on the territory of another country (2). In terms of aggressors, the data show that 57 of the 
respondents were victims of emotional violence at the hands of unknown persons and 52 mentioned 
border service employees as aggressors. Family members were indicated as aggressors by 29 
respondents and police by 17 respondents. 

Analysis of the data on sexual violence reveals that seven of the study participants reported experiences 
of abuse. Most of these incidents occurred in Moldova, where five respondents indicated that they had 
been victims of sexual violence. Another respondent indicated that the abuse occurred in Ukraine, and 
one chose not to respond. With reference to aggressors, the data show that two respondents were 
victims of sexual violence by family members or their partners, and one indicated unknown persons as 
aggressors. The other four respondents preferred not to answer this question. 

During their stay in Moldova, respondents who had been subjected to violence (147) were asked whether 
they had sought help to report cases of violence while in Moldova. Thus, the majority (55.1%, 81) 
admitted that they had been victims of violence but did not seek help. In over a third of cases (34.0%, 50) 
they refferedd to NGOs for support. Respondents contacted the police to report the incidents and sought 
medical assistance in 2.0% of cases (3 each). In addition, 6.8% (10) chose not to answer this question. 

Some respondents (79) had dependents such as children under 18, adults over 65 and people with 
disabilities. Experiences of violence by their dependents were mentioned by 23 respondents. One 
respondent indicated that one of their dependents had been a victim of physical violence, 10 respondents 
reported that their dependents had been subjected to psychological abuse, and 12 respondents specified 
that their dependents had experienced emotional violence. 

 

ASSISTANCE AND FACILITIES 

Financial assistance 

Survey participants were asked whether they received financial support for refugees during their stay in 
Moldova. Out of a total of 300 respondents, an overwhelming majority of 82% (246) confirmed that they 
had received such financial support. In contrast, about a fifth (18%, 54) stated that they had not received 
financial support. The reasons why they had not received financial support were varied: they were not 
registered to receive such support (57.4%, 31 out of 54), did not wish to disclose their personal details 
(5.6%, 3 out of 54) and did not know that they could receive such financial support (3.7%, 2 out of 54). 
One respondent (1.9%) said they intended to register for financial aid. In addition, in 25.9% (17 out of 54) 
of the cases, participants did not specify the reasons (Figure 10). 
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Figure 10. Financial assistance, including breakdown by groups and communities 

Financial assistance Groups and communities 

  

Within groups and communities, the proportion of those who had received financial support varied 
significantly: people with TB (19 out of 20), PLHIV (81.4%), PWUD (86.1%), SW (71.9%), LGBTQI+ 
community (67.7%). The Group Other had 95.8% of respondents confirming that they had received 
financial assistance. Statistical tests revealed a significant association between groups and financial 
assistance, indicating that belonging to a particular group or community may influence the likelihood of 
receiving financial support (p=0.001,Figure 10 ). 

Since their arrival in Moldova, survey participants have received various essential goods and products 
free of charge. Among these, food was the most frequently distributed, reaching 22.7% (68) of 
respondents. Hygiene products benefited about a fifth (20.7%, 62) of the respondents, while another 
11.3% (34) benefited from clothing, bed linen and similar items. In 18.7% (56) cases respondents received 
medicines, and in 0.7% (2) cases they received medical equipment (wheelchairs, crutches, hearing aids, 
etc.) Families with children (5.0%, 15) received specific products such as baby food and diapers. In 
addition, 9.7% (29) of respondents received other types of aid. 

Support and facilities provided by NGOs and volunteers  

Survey participants benefited from a wide range of services provided by NGOs and volunteers. The most 
frequently used services were referral and/or accompaniment to medical institutions, which was used by 
80.7% (242) of respondents. Also, in 48.7% (146) cases, respondents were referred to legal aid, while in 
38.0% (114) cases, they received financial support to pay for medical services (Figure 11). 
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Figure 11. Support and facilities provided by NGOs and volunteers 

 

Services provided by NGOs and volunteers, depending on the groups and communities, illustrate that 
referral to health care was the most used, with a high percentage of beneficiaries in all groups  

• PWUD benefited mainly from referral to medical institutions (79.7%), referral to legal aid (47.3%) and 
financial support for the payment of medical services (40.5%). 

• The SW group benefited significantly from referral to legal aid (96.9%) and financial support for the 
payment of medical services (46.9%). In 96.9% of cases, they were referred to medical institutions. 

• The LGBTQI+ community mainly benefited for referral to medical institutions (87.1%), financial 
support to pay for medical services (40.0%). 

• The PLHIV group benefited significantly from referral to medical institutions (81.4%), referral to legal 
aid (42.1%), financial support for the payment of medical services (37.5%). 

• People with TB mainly received referral to medical institutions (25.0%) and in 15.0% of cases financial 
support to pay for medical services. 

• The group Other was referred to medical institutions (85.4%), in 29.8% of cases they were referred 
to legal aid and in 44.7% of cases they received financial support for medical services. 

Figure 12. Assistance and facilities provided by NGOs and volunteers, by groups and communities 
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HEALTH SERVICES 

Health condition 

The study assessed respondents' perception of their health condition at the time of the survey. They self-
assessed their health status for the last four weeks. In 46.3% (139) of the cases, the study participants 
rated their health condition as satisfactory. A significant proportion, 35.0% (105), considered their health 
condition as good. In contrast, only 7.3% (22) of respondents rated their health as very good. On the other 
hand, 10.0% (30) of respondents described their health condition as poor and 1.3% (4) as very poor (Figure 13). 

The analysis of health perception by groups and communities revealed significant differences, 
highlighting the need for individualized approaches. Thus, the SW group had the highest percentage of 
respondents who rated their health condition as satisfactory (75.0%, 24 out of 32), suggesting an overall 
positive perception. In contrast, the LGBTQI+ community had the highest percentage of respondents 
who rated their health condition as good (51.6%, 32 out of 62), indicating a more favorable perception of 
health status in this group. On the other hand, those in the TB group had the highest percentage of 
respondents who described their health condition as poor (9 out of 20), highlighting significant health 
problems in this group. The PLHIV group also had a notable percentage of respondents who rated their 
health condition as very good (10.2%, 6 out of 59), but also 3.4% (2 out of 59) who described their health 
as very poor. The PWUD group had a moderate perception of health, with almost half of the respondents 
(48.1%, 38 out of 79) rating their health condition as satisfactory. A significant proportion (39.2%, 31 out 
of 79) considered their health to be good, and a small proportion (6.3%, 5 out of 79) reported a very good 
health condition. However, some respondents (6.3%, 5 out of 79) described their health status as poor 
and none reported very poor health condition (Figure 13). 

Statistical tests (p< 0.001) indicated a significant association between groups and perceived health 
status, suggesting that belonging to a particular group may influence how respondents perceive their 
health. 

Figure 13. Respondents' perceived health status in the last four weeks before the interview 

Health condition Groups and communities 

  

Information sources 

In the survey, respondents were asked about sources of information on accessing health services in 
Moldova. The most common sources of information on accessing health services were NGOs in Moldova 
(65.0%, 195), followed by information obtained from other refugees in Moldova (37.3%, 112) and from 
friends or acquaintances in Moldova (27.0%, 81). Social networks were an important source of 
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information for 26.0% (78) of respondents, while leaflets and brochures were used in about a fifth (19.3%, 
58) of cases. Information from official Moldovan websites was a source in 17.7% (53) of cases, while official 
Ukrainian websites were used by only 3.0% (9) of respondents. Friends and acquaintances in Ukraine 
served as a source of information for 14.0% (42) of the respondents and Ukrainian NGOs for 2.7% (8) of 
the respondents (Figure 14 ). 

Figure 14. Sources of information on accessing health services 

 

There were significant variations in the sources of information used to access health services between 
groups and communities. 

Moldovan NGOs were the most frequent source of information. Thus, respondents from the SW group 
relied on these organizations 96.9% (31 out of 32), followed by respondents from the PWUD group 
(67.1%, 53 out of 79), the LGBTQI+ community (79.0%, 49 out of 62), the PLHIV with (50.8%, 30 out of 
59) and the Group Other (56.3%, 27 out of 48), as well as TB people (5 out of 20). 

Friends and acquaintances in Moldova were also another important source. TB persons relied mainly on 
these sources (14 out of 20). This source was relied on in a third of cases by PWUD (30.4%, 24 out of 79) 
and group Other (29.2%, 14 out of 48), and in about a quarter of cases by PLHIV (25.4%, 15 out of 59). 
Respondents from the LGBTQI+ community indicated this source in 17.7% (11 out of 62) cases, and in 
9.4% (3 out of 32) cases by SW. 

Social networks were mostly used by TB people (12 out of 20), followed by those from the LGBTQI+ 
community (48.4%, 30 out of 62), the PLHIV group (30.5%, 18 out of 59), the Group Other (22.9%, 11 out 
of 48) and the PWUD group (8.9%, 7 out of 79). 

Other refugees from Moldova were an important source for the SW group (71.9%, 23 out of 32), followed 
by the PWUD group (49.4%, 39 out of 79), the Group Other (29.2%, 14 out of 48) and the LGBTQI+ 
community (24.2%, 15 out of 62). 

The information on official websites in Moldova was mainly used by people from the TB group (10 out of 
20), followed by the SW group (28.1%, 9 out of 32), the PWUD group (13.9%, 11 out of 79), the PLHIV 
group (11.9%, 7 out of 59), the Group Other (20.8%, 10 out of 48) and the LGBTQI+ community (9.7%, 6 
out of 62). 

Brochures and leaflets also served as important sources of information for people in the TB group (8 out 
of 20), followed by those in the SW group (34.4%, 11 out of 32), the PWUD group (26.6%, 21 out of 79), 
the Group Other (20.8%, 10 out of 48), the LGBTQI+ group (8.1%, 5 out of 62) and the PLHIV group (5.1%, 
3 out of 59). 
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Friends and acquaintances in Ukraine were sources of information for the Group Other (35.4%, 17 out of 
48), the PWUD group (10.1%, 8 out of 79), the SW group (12.5%, 4 out of 32), the TB group (6 out of 20), 
the PLHIV group (8.5%, 5 out of 59) and the LGBTQI+ community (3.2%, 2 out of 62). 

Information from official Ukrainian websites was less used: people in TB group (1 in 20), PLHIV group 
(6.8%, 4 in 59), PWUD group (3.8%, 3 in 79), Group Other (2.1%, 1 in 48). 

NGOs in Ukraine: the PLHIV group (3.4%, 2 out of 59), the PWUD group (3.8%, 3 out of 79) and the 
LGBTQI+ community (4.8%, 3 out of 62). 

Entry in the family doctor's register 

In 57.0% (171) cases respondents mentioned that they were registered at a family doctor in Moldova, but 
this percentage varied considerably between groups and communities.  

The TB and Group Others have the highest registration rates of 85.0% and 85.4% (41 out of 48) 
respectively, indicating good accessibility to health services. A high percentage of 78.1% (25 out of 32) 
was also observed among the SW group. The situation is different for the PLHIV and PWUD groups, 
which have moderate registration rates of 57.6% (34 out of 59) and 60.8% (48 out of 79). In contrast, the 
LGBTQI+ group has the lowest registration rate of only 9.7% (6 out of 62).  

Statistical tests confirm that there is a significant association between group affiliation and the likelihood 
of being registered with a family doctor (p<0.001,Figure 15 ). 

Figure 15. Registration at a family doctor  

Registration at a family doctor Groups and communities 

  

The survey revealed several reasons why participants were not registered at a family doctor in Moldova. 
In about one third of the cases, the main reasons were the intention to leave Moldova (31.0%, 40 out of 
129) and not considering necessary to be register at a family doctor, however they pay for medical 
services (31.0%, 40 out of 129). On the other hand, in more than one fifth of the cases (21.7%, 28 out of 
129), respondents specified that they are not registered because they do not know the registration 
procedure. A smaller percentage, 8.5%, did not have the necessary documents for registration. Finally, 
the remaining 7.8% (10 out of 129) of respondents did not specify why they were not registered (Figure 16). 
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Figure 16. Reasons for not registering at a family doctor 

 

The analysis by groups and communities revealed a variety of reasons for not registering at a family 
doctor in Moldova. Thus, 40.0% (10 out of 25) of respondents from the PLHIV group, 39.3% (22 out of 56) 
of respondents from the LGBTQI+ community, 9.7% (3 out of 31) of respondents from the PWUD group 
did not consider necessary to be registered at a family doctor. In addition, this reason was also given by 
some respondents from the Group Other (2 out of 7), but also from the TB group (2 out of 3). 

The intention to leave Moldova soon was another common reason, especially among LGBTQI+ 
respondents (37.5%, 21 out of 56), among PLHIV (28%, 7 out of 25) and PWUD (25.8%, 8 out of 31). Some 
respondents from the SW group also indicated this reason (4 out of 7). 

Lack of knowledge of registering procedures, another reason, observed among the PLHIV group in 28.0% 
(7 out of 25) cases, among the PWUD group in 29.0% (9 out of 31) cases, but also among the LGBTQI+ 
community in 21.4% (12 out of 56) cases. 

Lack of the necessary documents for registration is another cause highlighted. About a quarter (25.8%, 
8 out of 31) of the PWUD group respondents mentioned this, but also one respondent from the PLHIV 
group (4.0%, 1 out of 25), the SW group (1 out of 7) and the Group Other (1 out of 7). 

Trust in the family doctor is an essential aspect of the patient-doctor relationship and significantly 
influences the quality of medical care. The respondents, registered in the list of family doctors in Moldova 
(171), were asked to give their opinion on the level of trust in the family doctor they are registered with. 
In 44.4% (76) cases, respondents specified that they trusted the family doctor, while in 37.4% (64) cases, 
they were neutral, not having a clear positive or negative opinion. On the other hand, 8.8% (15) of the 
participants declared full trust in the family doctor, while 8.2% (14) specified a low level of trust or no 
trust at all (1.2%, 2).  
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Communication with healthcare providers 

Communication with healthcare providers is essential to ensure the quality of care.  

Information on treatment and care options 

According to the data, most respondents felt adequately informed about their health care and treatment 
options (74.1% agree or strongly agree, 198 out of 2672 ), indicating a high level of satisfaction among the 
study participants. 

According to groups and communities, respondents from the PLHIV and PWUD groups were the most 
satisfied with the level of information from health care providers in 82.7% (43 out of 52) and 80.3% (57 
out of 71) of the cases, respectively. The LGBTIQ+ community felt adequately informed in 74.5% (38 out 
of 51) cases and the SW group in 56.2% (18 out of 32) cases. In addition, most people in the TB group (15 
out of 17) were satisfied with the level of information from healthcare providers. In context, respondents' 
opinions regarding the volume of information from health care providers on treatment and care options 
varied between groups and communities, confirmed by statistical tests (p=0.009) (Figure 17 ). 

Figure 17. Information from healthcare providers on treatment and care options 

Respondent's opinion Groups and communities 

  

 

Treatment safety information 

Analyzing the data on respondents' information on the safety of treatment showed a predominantly 
positive attitude. The proportion of those who felt that they receive the necessary information (strongly 
agree and agree) was 72% (190 out of 264 ,3 Figure 18). 

When disaggregated by groups and communities, no significant variations were observed (p=0.281). In 
context, respondents in the PLHIV and PWUD groups felt best informed about treatment safety in 87.2% 
(48 out of 55) and 72.9% (51 out of 70) of the cases, respectively. The majority of those in the TB group 
also felt well informed (13 out of 17). Those from the LGBTQI+ community felt adequately informed in 
68.8% (33 out of 48) cases, and those from the Group Other in 61.9% (26 out of 42) cases. In contrast, the 
SW group felt least informed about treatment safety (59.3%, 19 out of 32) (Figure 18 ). 
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Figure 18. Information from healthcare providers on treatment safety 

Respondent's opinion Groups and communities 

  

Adapting health care according to needs 

Respondents' opinions regarding the tailoring of health care by health care providers to their needs 
revealed a predominantly positive attitude. The percentage of those strongly agreeing and agreeing with 
this statement was 60.6% (148 out of 2444 ), indicating a high level of satisfaction (Figure 19). 

In most cases, those in the PLHIV and Group Others largely strongly agreed or agreed, in 82.0% (41 out 
of 50) and 60.4% (26 out of 43) cases, respectively. Most respondents in the PWUD group (59.3%, 38 out 
of 64) and the majority in the LGBTQI+ community (52.5%, 21 out of 40) also felt adequately cared for, 
as did those in the TB group (12 out of 16). The SW group felt least cared for (32.3%, 10 out of 31) (Figure 19 ). 

Therefore, respondents' views on whether health care providers adapted health care to their needs varied 
between groups and communities, confirmed by statistical tests (p=0.026,Figure 19). 

Figure 19. Adaptation of health care by service providers depending on respondents' needs 

Respondent's opinion Groups and communities 

  

Capturing feedback by healthcare providers 

Data on capturing feedback from respondents (through satisfaction surveys or other means) by 
healthcare providers revealed that the percentage of those who strongly agreed and agreed with this 
statement was 48.2% (102 out of 212), indicating a moderate level of satisfaction among the study 
participants.  
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The study found a high level of satisfaction with the capture of feedback by health care providers among 
respondents in the PLHIV group at 55.8% (24 out of 43), and those in the TB group (11 out of 17). The 
PWUD group stood out at 50.0% (28 out of 56), and the LGBTQI+ community at 47.5% (19 out of 40). The 
SW group registered satisfaction in only one-third of cases (33.3%, 9 out of 27). Thus, the analyzed results 
show significant variations between groups and communities in dependence on the capture of feedback 
by healthcare providers (p=0.027,Figure 20 ). 

Figure 20. Capturing feedback by healthcare providers 

Respondent's opinion Groups and communities 

  

Time allowed for medical consultation 

In most cases (67.8%, 190 out of 2805 ), study participants strongly agreed or agreed that the time given 
for the medical consultation by health care providers was sufficient (Figure 21). 

Most people in the TB group strongly agreed or agreed with this statement (16 out of 17), as well as those 
in the LGBTQI+ community (69.5%, 41 out of 59). They were followed by respondents from the PWUD 
group (68.0%, 49 out of 72), the PLHIV group (68.4%, 39 out of 57) and the Group Other (63.6%, 28 out 
of 44). 54.8% (17 out of 31) of respondents from the SW group mentioned this fact. Thus, statistical 
analysis confirmed statistically significant differences between groups (p = 0.003,Figure 21 ) 

Figure 21. Time spent for medical consultation by health care providers 

Respondent's opinion Groups and communities 
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Confidentiality during the medical consultation 

With reference to health care providers conducting medical consultations in a private and confidential 
manner, the study revealed that 78.5% (219 out of 2796 ) of the respondents supported this statement, 
strongly agreeing or agreeing (Figure 22). 

When disaggregated by groups and communities, 91.1% (51 out of 56) of respondents from the PLHIV 
group supported this statement, followed by those from the PWUD group (84.5%, 60 out of 71) and the 
LGBTQI+ community (71.2%, 42 out of 59). Those in the Group Other supported the statement 66.6% 
(30 out of 45) and those in the SW group 64.5% (20 out of 31). In addition, those in the TB group (16 out 
of 17) also supported the statement. Thus, the data analysis revealed statistically significant differences 
between the respondent groups in terms of perceived confidentiality and privacy during medical 
consultations (p=0.007, Figure 22). 

Figure 22. Opinions on respected confidentiality during the medical consultation 

Respondent's opinion Groups and communities 

  

Health status confidentiality 

Respect for confidentiality by health care providers is a crucial aspect of health care delivery. Analyzing 
the data collected, it was observed that most of the study participants (79.5%, 206 out of 2597 ) felt that 
health care providers respected the confidentiality of their health condition (Figure 23). 

However, the level of confidence in health care providers' adherence to confidentiality with respect to 
individuals' health varied between groups and communities (p=0.010). Thus, all individuals in the TB 
group (16 out of 16) expressed complete confidence in health care providers' respecting confidentiality. 
The PLHIV group followed closely, with 90.0% (45 out of 50) of the respondents having a positive 
attitude, but those in the PWUD group also expressed a high level of confidence, with 88.0% (59 out of 
67) of the respondents agreeing or strongly agreeing. In the Group Other, 71.8% (28 out of 39) of 
respondents expressed confidence in respecting confidentiality, while in the LGBTQI+ community, this 
was 69.0% (38 out of 55). On the other hand, the SW group had the lowest level of confidence, with only 
62.5% (20 out of 32) of respondents agreeing or strongly agreeing that healthcare providers respected 
their health providers' confidentiality (Figure 23).  
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Figure 23. Opinions on health condition privacy 

Respondent's opinion Groups and communities 

  

Trust in healthcare providers 

The majority of the respondents (69.9%, 197 out of 2828 ) emphasized a trust towards the healthcare 
providers they interacted with, specifically 13.8% (39) of the respondents strongly agreed and 56.0% 
(158) agreed with the statement "I trust the healthcare providers I interacted with" (Figure 24 ). 

Respondents in the PLHIV group (80.7%, 46 out of 57) had the highest percentage of trust, followed by 
those in the PWUD group (76.4%, 55 out of 72). The LGBTQI+ community indicated trust in healthcare 
professionals in 75.4% (46 out of 61) cases, and those in the Group Other - in 63.7% (28 out of 44) cases. 
People in the TB group also showed trust in the healthcare providers with whom they interacted (14 out 
of 17). Those in the SW group had the lowest percentage of trust (25.8%, 8 of 31). Statistical analysis 
revealed significant differences between groups in terms of trust in the healthcare providers they 
interacted with (p<0.001,Figure 24). 

Figure 24. Opinions on trust in healthcare providers 

Respondent's opinion Groups and communities 
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Quality and safety of health services 

The quality and safety of health services were assessed through various aspects of cooperation and 
referral.  

System of referral and cooperation among health services 

The system of referral and cooperation among health services were perceived as effective by 60.5% (150 
out of 2489 ) of the survey participants. Specifically, respondents strongly agreed with this statement in 
12.5% (31) cases and agreed in 48.0% (119) cases (Figure 25). 

Disaggregating by groups and communities, all respondents in the TB group (17 out of 17) claimed that 
there is a good system of referral and cooperation among health services in Moldova. They were followed 
by the PWUD group (74.6%, 50 out of 67) and the PLHIV group (71.8%, 33 out of 46). The system of 
referral and cooperation between health services was good by 50.0% (19 out of 38) of the respondents 
from the Group Other, 44.0% (22 out of 50) of those from the LGBTQI+ community and 30.0% (9 out of 
30) of those from the SW group. These data suggest that perceptions of the effectiveness of the referral 
system and cooperation between health services varied significantly between groups. The p<0.001 value 
indicates that these differences are statistically significant (Figure 25). 

Figure 25. Opinions on the effectiveness of the referral system and cooperation among health services 

Respondent's opinion Groups and communities 

  

Referral system and cooperation between health services and placement centers  

Out of the total of 300 respondents, 151 expressed their opinion on the referral system and cooperation 
between health services and placement centers, which was rated as good in 45% (68) cases or 7.9% (12) 
of the respondents strongly agreed and 37.1% (56) agreed with this statement (Figure 26). 

A good referral system and cooperation between health services and placement centers was considered 
to be in place by 65.7% (23 out of 35) of the PWUD respondents, 55.1% (16 out of 29) of the PLHIV 
respondents and 44.5% (8 out of 18) of the group Other respondents. The LGBTQI+ community rated 
good cooperation in 35.3% (12 out of 34) cases and the SW group in 2 cases out of 24. Only three 
respondents (3 out of 11) from the TB group expressed confidence in this referral system and cooperation. 
Thus, the data suggest that the perception of the effectiveness of the referral and cooperation system 
between health services and placement centers varied significantly between groups (p<0.001,Figure 26). 
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Figure 26. Opinions on the effectiveness of the referral system and cooperation between health services and 
placement centers 

Respondent's opinion Groups and communities 

  

Referral system and cooperation between health and social services 

Out of a total of 300 respondents, 194 answered the question on collaboration between health and social 
services. Out of them, 57.2% agreed that the referral system and cooperation between health and social 
services is good; 7.7% (15) strongly agreed and 49.5% (96) agreed with the statement. 

Analyzing the perception of the collaboration between health and social services in Moldova, by groups 
and communities, it was observed that 69.2% (45 out of 65) of the PWUD group respondents consider 
this collaboration as good, and similarly, 65.7% (23 out of 35) of the PLHIV group respondents share the 
same opinion. Likewise, 58.8% (10 out of 17) of respondents from the Group Other and 52.3% (23 out of 
44) of respondents from the LGBTQI+ community felt that there was good collaboration, while only 
19.0% (4 out of 21) of respondents from the SW group shared this view. In the TB group, six respondents 
(6 out of 12) in the TB group support the existence of good collaboration (Figure 27). 

The p-value of 0.001 indicates statistically significant between-group variation in perceptions of 
collaboration between health and social services (Figure 27). 

Figure 27. Opinions on the effectiveness of the referral system and cooperation between health and social 
services 

Respondent's opinion Groups and communities 
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Evaluation of the referral system and cooperation between health services and NGOs in Moldova in the 
context of TB services showed a predominantly positive perception. Thus, out of the total of 300 
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respondents, 80 respondents expressed their opinion on the collaboration between health services and 
NGOs, and these were the ones who had some tangibility in knowing about the existence of such 
collaboration. In context, 81.3% (65 out of 80) of the respondents had perceptions of good cooperation. 

The analysis by groups showed that there were significant differences in the appreciation of the referral 
system and collaboration between health services and Moldovan TB NGOs. The TB and SW groups stood 
out with a good appreciation (15 out of 15 and 18 out of 18, respectively), suggesting complete 
satisfaction in these categories. In contrast, the PLHIV and PWUD groups indicated mostly but not 
complete satisfaction (12 out of 14 and 13 out of 18, respectively). The lowest level of good appreciation 
was in the group Other (3 out of 6) and LGBTQI+ (4 out of 9). These differences are supported by a 
significant p-value (p<0.001), indicating a clear association between the groups and the level of 
appreciation of the referral system and collaboration between health services and NGOs in the context 
of TB (Figure 28). 

Figure 28. Perceptions on the effectiveness of the referral system and cooperation between health services 
and NGOs in the context of tuberculosis 

Respondent's opinion Groups and communities 

  

Referral system and cooperation between health services and NGOs                                            
in the context of HIV 

 The survey revealed a significantly positive assessment of the referral system and collaboration between 
health services and NGOs on HIV services in Moldova. Out of a total of 300 respondents, 153 respondents 
expressed their opinion on the collaboration between health services and NGOs, and these were the ones 
who had some tangential knowledge of the existence of such collaboration. Specifically, 90.8% (139) of 
the respondents consider that this system works well. Of these, 20.9% (32) strongly agreed, while 69.9% 
(107) agreed. These results suggest high overall satisfaction and a positive perception of collaboration in 
this area. 

Analysis by groups showed that there were significant differences in the appreciation of the referral 
system and collaboration between health services and NGOs in the field of HIV services. The SW group 
stood out with a good appreciation (20 out of 20), which suggests about complete satisfaction. The 
PLHIV group had a good appraisal in 96.3% (52 out of 54) cases, indicating majority satisfaction, and 
those from the LGBTQI+ community showed a good appraisal in 88.5% (46 out of 52) cases, showing 
significant satisfaction. On the other hand, the respondents from the PWUD group had a good 
appreciation (19 out of 25), which showed a lower satisfaction compared to the group Others. These 
differences were supported by a significant p-value (p= 0.06), indicating a clear association between the 
groups and the level of appreciation of the referral system and cooperation between health services and 
NGOs in the context of HIV (Figure 29). 
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Figure 29. Perceptions on the effectiveness of the referral system and cooperation between health services 
and NGOs in the context of HIV prevention and control 

Respondent's opinion Groups and communities 

  

Referral system and cooperation between health services and NGOs on opioid 
agonist treatment 

Of the 300 survey participants, 94 shared their views on the referral system and cooperation between 
health services and NGOs regarding opioid agonist treatment. The respondents who shared their 
opinions were those who had some tangential knowledge of such a collaboration. Thus, 80.9% of the 
respondents (76 out of 94) felt that the system works well. Specifically, 12.8% (12) of the respondents 
strongly agreed, while 68.1% (64) agreed with this statement. These results suggest high overall 
satisfaction and a positive perception of collaboration in this area (Figure 30). 

Analysis by groups showed a majority satisfaction among respondents in the SW group (18 out of 20), 
the PLHIV group (11 out of 13) and the PWUD group (46 out of 55). On the other hand, respondents from 
the LGBTQI+ community indicated a total lack of satisfaction (0 out of 5) (Figure 30). 

In this context, the analysis revealed a clear association between the groups and the level of appreciation 
of the referral and collaboration system regarding opioid agonist treatment (p=0.004). 

Figure 30. Perceptions on the effectiveness of the referral system and cooperation between health services 
and NGOs- on opioid agonist treatment 

Respondent's opinion Groups and communities 
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Informed consent for health services available in Romanian language only 

In the survey, participants were asked to express their opinion on the availability of informed consent for 
health services, specifying whether it was given only in Romanian or in other languages 

The analysis revealed varied views on the availability of informed consent in Romanian language only. 
Most respondents (60.7%, 136 out of 224) indicated that this consent was also available in other 
languages. In contrast, 17.0% (38 out of 224) indicated that it was only available in Romanian, and 22.3% 
(50 out of 224) had a neutral opinion. 

Respondents from the TB group and the SW group stood out with a positive assessment, indicating the 
availability of consent in other languages in most cases (15 out of 16 and 23 out of 27, respectively). 
Similarly, respondents from the LGBTQI+ community were positive in 63.9% (39 out of 61) of cases, those 
from the HIV group in 52.2% (24 out of 46) of cases, and those from the Group Other in 51.7% (15 out of 
29) of cases. In contrast, the PWUD group had a positive assessment in 44.4% (20 out of 45), and in about 
a third of the cases (31.1%, i.e. 14 out of 45) they mentioned the fact that consent was only given in 
Romanian. These differences are supported by a significant p-value (p<0.001), indicating a clear 
association between groups and the level of appreciation of the availability of informed consent (Figure 31). 

Figure 31. Consent for health services available in Romanian only 

Respondent's opinion Groups and communities 

  

Informed consent for health services also available in Ukrainian language  

The provision of informed consent, including in other languages, emphasizes ensuring effective and 
accessible communication on accessing health services. In the context, 61.4% (162 out of 26410) of the 
survey participants mentioned about the availability of informed consent including in Ukrainian, 15.2% 
(40 out of 264) indicated that this did not occur, and 23.5% (62 out of 264) had a neutral position on this 
topic. 

Analysis by groups shows significant differences. The availability of consent form, including in the 
Ukrainian language, was specified in the vast majority of cases by respondents in the TB group (15 out of 
17) and those in the PWUD group (82.9%, 58 out of 70). In contrast, the share was lower among 
respondents in the SW group (67.7%, 21 out of 31), and those in the PLHIV group (65.3%, 32 out of 49). 
Those from the LGBTQI+ community confirmed this in 41.0% (25 out of 61) cases, and those from the 
Group Other in only a third (30.6%, 11 out of 36) cases. These differences are supported by a significant 
p-value (p<0.001), indicating a clear association between the groups and the availability of consent, 
including in Ukrainian, when accessing health services (Figure 32). 
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Figure 32. Consent form for health services available in Romanian and Ukrainian 

Respondent's opinion Groups and communities 

  

Health care demand in relation to primary health care capacity 

Concerning requests for assistance from refugees in relation to the capacity of primary health care to 
provide these services, 254 of the survey participants gave their views. Most of the respondents, 65.7% 
(167 out of 254), claimed that the requests for assistance were greater than the capacity of primary health 
care to provide these services. In 23.2% (59 of 254) cases, respondents were neutral, and in 11.0% (28 of 
254) cases, they did not support the statement.  

The survey results revealed that virtually all respondents in the TB group (17 out of 18), as well as the 
majority of those in the PLHIV group (69.8%, 37 out of 53), the PWUD group (68.7%, 46 out of 67) and the 
Group Other (66.7%, 28 out of 42) supported the idea that the demand for care was greater than the 
capacity of primary health care. Respondents from the SW group were less convinced of this (19 out of 
29), as were respondents from the LGBTQI+ community (44.4%, 20 out of 45). In context, although 
perceptions varied between groups, most respondents felt that the demand for care exceeded the 
capacity of primary care. The p-value> 0.001 indicates a statistically significant association between the 
groups and the responses provided (Figure 33). 

Figure 33. Opinions on health care demand in relation to primary health care capacity 

Respondent's opinion Groups and communities 
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Quality and safety of health care 

The quality and safety of health care are essential to ensure patient well-being. Safety of care means 
preventing medical errors and adverse incidents, while quality refers to accessibility, effectiveness and 
patient satisfaction with the services received.  

High quality health care 

Of a total of 300 respondents, 261 were asked whether they received good quality care (in line with 
available standards, guidelines or best practice). Most survey participants (63.2%, 165 out of 261) 
supported this statement, while about one-third (29.1%, or 76 out of 261) were neutral and 7.7% (20 out 
of 261) did not support it. 

The analysis showed significant differences by groups and communities in their opinion of good quality 
of care. Respondents in the TB group showed the highest positive appraisal in this regard (15 out of 17), 
followed by those in the PWUD group at 79.5% (58 out of 73) and those in the PLHIV group at 69.1% (38 
out of 55), indicating the majority satisfaction. Survey participants from the LGBTQI+ community 
supported the statement in 58.1% (25 out of 43) and the Group Other in 53.7% (22 out of 41). Respondents 
from the SW group had the lowest positive appraisal of 21.9% (7 out of 32), suggesting significant 
dissatisfaction among this group. These differences are supported by a significant p-value (p<0.001), 
indicating a clear association between the groups and the level of appreciation of the health care 
provided (Figure 34). 

Figure 34. Opinions on whether the health care provided was of high quality 

Respondent's opinion Groups and communities 

  

Health care safety 

After analyzing the responses, 71.2% (200 out of 28111 ) of the respondents were satisfied with the safety 
of the care they received. About a quarter (25.3%, 71 out of 281) were neutral and 3.6% (10 out of 281) 
were not satisfied. 

Disaggregating by groups and communities on satisfaction with the safety of health services received, 
the survey results showed that respondents from the TB group were the most satisfied (16 out of 18). The 
PWUD group followed with 85.3% (64 out of 75), and PLHIV group was 77.2% (44 out of 57) satisfied. Also 
indicating satisfied were 67.9% (38 out of 56) of participants from the LGBTQI+ community and 54.5% 
(24 out of 44) of the Group Other. SW group respondents were the least satisfied at 45.2% (14 of 31). The 
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p-value<0.001, indicating strong statistical significance between groups and satisfaction with the safety 
of health services received (Figure 35). 

Figure 35. Perceptions on the safety of health care provided 

Respondent's opinion Groups and communities 

  

Continuity of health care services 

Perceptions of continuity of health care show that 63.0% (172 out of 27312) of respondents supported the 
statement that they were satisfied with the continuity of health care. In about one-third (28.9%, 79 out 
of 273) of the cases the participants were neutral and in 8.1% (22 out of 273) of the cases they did not 
support the statement (Figure 36). 

Figure 36. Opinions on continuity of care  

Respondent's opinion Groups and communities 

  

Most respondents from TB (16 out of 18), PLHIV (82.1%, 46 out of 56) and PWUD (74.7%, 56 out of 75) 
groups claimed that they were satisfied with the continuity of health care provided. Also, a significant 
percentage from the LGBTQI+ community (60.4%, 29 of 48) indicated satisfaction. Participants in the 
Other and SW groups were least satisfied, with 43.2% (19 of 44) and 18.8% (6 of 32), respectively. The p 
value, p<0.001, indicates statistically significant differences between groups in satisfaction with 
continuity of care (Figure 36 ). 
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Referral system and cooperation on support services between health services and 
NGOs  

The results of the survey showed that majority of respondents considered that there was an effective 
system of referral and cooperation between health services and NGOs on support services, with 78.1% 
(207 out of 265). About a fifth (19.2%, 51 out of 265) of the survey participants were neutral to this 
statement, while only 2.6% (7 out of 265) did not support it (Figure 37). 

Specifically, the vast majority of PWUD group respondents (94.4%, 67 out of 71) and TB group 
respondents (15 out of 16) supported this statement. PLHIV and LGBTQI+ respondents considered the 
existence of a good system in 83.0% (44 out of 53) and 71.4% (40 out of 56) of cases, respectively. On the 
other hand, those in the SW (61.3%, 19 out of 31) and Other (57.9%, 22 out of 38) groups had the lowest 
percentages in this regard (p < 0.001). 

Figure 37. Good referral system and cooperation between health services and NGOs on support services 

Respondent's opinion Groups and communities 

  

HARM REDUCTION SERVICES 

After analyzing the data collected, most of the study participants (55.0%, 164 out of 29813) considered 
themselves to be at risk of HIV, STI or viral hepatitis B and C. On the other hand, 35.9% (107 out of 298) 
did not consider themselves to be at risk. In addition, 9.0% (27 out of 298) of the respondents expressed 
uncertainty about these risks, indicating that they were not sure whether they were exposed. 

Most respondents received information and support in HIV prevention and management. Thus, 91.5% 
(268 out of 29314  ) of respondents stated that they had discussed HIV with an NGO representative, 
outreach worker or peer counselor. In addition, the data analyzed demonstrates a high level of awareness 
of confidential testing possibilities for HIV, with 88.3% (256 out of 29015) of respondents indicating that 
they are aware of places where they can get confidential HIV testing. 

With reference to the level of awareness and use of pre-exposure prophylaxis (PrEP), the majority (69.5%, 
205 out of 29516 the participants) indicated that they were familiar with PrEP for HIV. Regarding the use 
of PrEP, 15.6% (32 out of 205) of the respondents indicated that they had ever used this method of HIV 
prevention, including during their time in Moldova. 
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The survey participants who accessed PrEP services, in 53.1% (17 out of 32) of the cases were satisfied 
with the services offered in Moldova, while 46.9% (15 out of 32) were very satisfied. In terms of 
comparison with the services offered in Ukraine, 31.3% of the respondents considered the services in 
Moldova to be better (10 out of 32) or the same (10 out of 32). 6.3% (2 out of 32) of the participants 
considered the services in Ukraine to be better. Also, another 31.3% (10 out of 32) of the respondents 
indicated that they had not used such services in Ukraine and therefore could not compare them (Figure 38). 

Figure 38. Respondents' satisfaction and perception of PrEP 

Quality of services Opinions 

  

In the same context of HIV prevention, the level of awareness and utilization of post-exposure 
prophylaxis (PEP) among the study population was also assessed. The data collected indicated that the 
majority (73.1%, 215 out of 29417) of the respondents mentioned that they were familiar with PEP for HIV. 
However, there is a significant segment, 26.9% (79 out of 294), who do not know about this prevention 
method. That they have ever used PEP, indicated 1.9% (4 out of 215) of the respondents. 

The vast majority (94.7%, 284 out of 300) of the survey participants mentioned that they were aware of 
the existence of harm reduction services in Moldova, and in 87.7% (249 out of 284) of the cases they had 
accessed them. In context, the survey data allowed to analyze per service, both the knowledge of the 
existence of the service and its benefit or use (Figure 39): 

• 96.1% (273 out of 284) of the respondents (96.1% out of 284) indicated that they were aware of the 
service for anonymous and voluntary testing for HIV, STI and hepatitis B, C. Of these, 71.7% (196 out 
of 273) accessed it. 

• 40.1% (114 out of 284) of the respondents specified that they were aware of the existence of the free 
needle exchange service. 48.3% (44 out of 91) of the PWUDs had benefited from this service.  

• Knowledge of the existence of information, education and communication (IEC, including training) 
services was mentioned in 70.8% (201 out of 284) cases and in 79.1% (159 out of 201) cases used them. 

• 76.1% (216 out of 284) of the respondents indicated the existence of free condoms; 83.3% (180 out of 
216) of those who indicated that they were aware of the existence of this type of service have used 
it. 

• about the existence of the peer-to-peer service indicated that 56.7% (161 out of 284) of the 
respondents were aware of it and 52.2% (84 out of 161) of them had benefited from it. 

• 39.4% of respondents (112 out of 284) specified existence of the service on opioid agonist treatment; 
23.1% (21 out of 91) of PWUDs accessed it. 
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• indicated that 73.9% (210 out of 284) of the respondents were aware of the existence of the 
psychological counseling service and 74.8% (157 out of 210) of the respondents had benefited from 
this service. 

Figure 39. Accessed harm reduction services 

 

Analyzing data on the use of harm reduction services in Moldova by groups and communities provides a 
detailed insight into their preferences and needs (Figure 40). 

Survey participants from the LGBTQI+ community who had used at least one harm reduction service (62) 
reported the highest use of free condoms, with 91.9% (57) of respondents taking advantage of this 
service. In addition, 87.1% (54) of them had participated in IEC activities, and 85.5% (53) had been tested 
for HIV, STIs and hepatitis B or C. In addition, 59.7% (37) of them had accessed psychological counseling, 
and 16.1% (10) had benefited from peer-to-peer services. 

Respondents in the PLHIV group who accessed harm reduction services (49) indicated significant use of 
testing for HIV, STIs and hepatitis B and C (73.5%, 36), as well as free condoms (59.2%, 29). 53.1% (26) of 
them received counseling and 38.8% (19) accessed peer-to-peer services. In addition, 49.0% of 
respondents in this group participated in IEC activities (24). Syringe exchange services were accessed in 
18.4% (9) cases, and treatment for drug addiction in 6.1% (3) cases, these were respondents from the 
mixed PLHIV and PWUD group.  

The PWUD group of harm reduction service clients (79) had the highest utilization rate of testing for HIV, 
STIs and hepatitis B and C, with 98.7% (78) of respondents accessing this service. In addition, 86.1% (68) 
of respondents received free condoms and 65.8% (52) accessed psychological counseling. In addition, 
51.9% (41) of them participated in IEC activities, 46.8% (37) utilized peer-to-peer services, 44 utilized 
needle exchange services, and 21 received treatment for drug addiction. 

Respondents from the SW group who accessed harm reduction services (32) reported a high uptake of 
IEC activities (84.4%, 27) and psychological counseling (81.2%, 26). 71.9% (23) of them received free 
condoms, 50.0% (16) accessed peer services, and in 43.8% (14) accessed testing for HIV, STI and hepatitis 
B and C. In 3.1% (1) cases they used needle exchange services (mixed SW and PWUD group). 

The group Others who accessed harm reduction services (27) specified a lower utilization of harm 
reduction services: accessed psychological counseling (16), testing for HIV, STI and viral hepatitis B, C 
(12), participated in IEC activities (13), received free condoms (3), received peer services (2).  
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TB group respondents did not access any harm reduction services. 

Figure 40. Harm reduction services by groups and communities 

 

Respondents who indicated that they were aware of the existence of harm reduction services (284 
people) were asked questions about the sources from which they learned about these services in 
Moldova. The most common source of information was NGOs in Moldova, with 72.2% (205) of 
respondents mentioning this source. Ukrainian NGOs were indicated by 37.0% (105) of participants. 
Friends and acquaintances from Moldova were a source of information for 31.0% (88) of respondents, 
while friends and acquaintances from Ukraine were mentioned by 25.7% (73). Leaflets and brochures 
were a source of information for 33.1% (94) of respondents. Moldovan official websites were mentioned 
in 23.6% (67) cases and Ukrainian official websites were mentioned in 19.0% (54) cases. Other refugees 
in Moldova were a source of information for 14.8% (42) of participants. Social networks were the least 
frequent source of information, being mentioned by only 1.8% (5) of respondents (Figure 41 ). 

Figure 41. Sources of information on harm reduction services 

 

The survey participants who had used at least one harm reduction service in Moldova (249), more than 
one third (35.7%, 89) considered the services to be identical in both countries. On the other hand, 28.5% 
(71) rated the services in Moldova as higher quality than in Ukraine. Another 26.5% (66) of the 
respondents had not accessed services in Ukraine and therefore could not compare them. Finally, 9.2% 
(23) felt that services were better in Ukraine (Figure 42 ). 
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The analysis of data on perceptions of harm reduction services disaggregated by groups and 
communities showed that the share of those who rated services in Moldova as better ranged from 7.4% 
(Group Other) to 39.3% (LGBTQI+ community). In addition, PLHIV and PWUD group members rated 
services in Moldova as better in about one third of cases (30.6% and 30.8%), and SW group members in 
15.6% of cases (Figure 42). 

18.8% of SW, 13.1% of LGBTQI+, 11.1% of group Other, 5.1% of PWUD and 4.1% of PLHIV respondents 
felt that these services are better in Ukraine (Figure 42). 

Figure 42. Perceptions on the use of harm reduction services 

Perceptions Groups and communities 

  

For those who specified that services are the same in both countries, the percentages ranged from 26.9% 
(PWUD group) to 65.6% (SW group). 42.9% of the PLHIV group respondents considered services to be 
the same, 27.9% of the LGBTQI+ group respondents considered services to be the same in 27.9% of 
cases, and 29.6% of the Group Other respondents considered services to be the same in 29.6% of cases. 

Respondents who mentioned that they have not accessed and cannot compare services in Ukraine 
ranged from 0.0% (SW group) to 51.9% (Group Other). Respondents from the PWUD group mentioned 
this in 37.2% of cases, those from the PLHIV group in 22.4% of cases, and those from the LGBTQI+ 
community in 19.7% of cases (Figure 42 ). 

 

HIV INFECTION  

The analysis of data on the utilization of HIV services in Moldova showed that most of the study 
participants accessed these services. Thus, in 60.0% (180 out of 300) cases respondents mentioned that 
they had accessed HIV-related services while in Moldova. 

All respondents in the PLHIV group (100%, 59 out of 59) reported accessing HIV services, indicating 
universal awareness and utilization in this group. The LGBTQI+ community also reported high utilization 
of HIV services, with 87.1% (54 of 62) of respondents indicating accessing these services. In contrast, 
respondents in the PWUD and SW group accessed these services 51.9% (41 of 79) and 50.0% (16 of 32) 
respectively. Respondents from the Group Other accessed HIV services in 18.8% (9 out of 48) cases, and 
from the TB group, only one respondent accessed these services. The statistical analysis revealed a 
significant p-value (p<0.001), indicating a strong association between the groups and utilization of HIV 
services (Figure 43 ). 
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Figure 43. Access to HIV services, including disaggregation by groups and communities 

Accessing services Groups and communities 

  

According to the data collected, most respondents who accessed HIV services in Moldova (180) found 
out about these services through NGOs in Moldova, representing 60.6% (109) of the total. Social 
networks were another important source of information, with 31.7% (57) of respondents mentioning 
them. Other sources were other refugees in Moldova (22.8%, 41), friends and acquaintances in Moldova 
(17.2%, 31) and friends and acquaintances in Ukraine (11.1%, 20). Official websites in Moldova were used 
by 6.7% (12) of respondents, while official websites in Ukraine were a source of information for 1.1% (2) 
of respondents. Leaflets and brochures were mentioned in 2.8% (5) cases and Ukrainian NGOs in 0.6% 
(1) cases (Figure 44). 

Figure 44. Sources of information on HIV services 

 

In the context of the services accessed, most respondents (68.9%, 124 out of 180) accessed testing 
services, in about one-fifth (18.3%, 33 out of 180) of the cases, they accessed ARV treatment, and in 12.8% 
(23 out of 180) of the cases they accessed both testing and ARV treatment services. 

HIV testing  

To test for HIV, the overwhelming majority of participants (91.2%, 134 out of 147) used services offered 
by NGOs. A very small percentage of respondents turned to their family doctor (2.7%, 4 out of 147) or 
infectious disease doctor (2.7%, 4 out of 147). Centers for HIV confirmation and ARV treatment initiation 
were chosen in 2.0% (3 out of 147) of the cases, while private clinics were preferred by 1.4% (2 out of 147) 
of the participants 
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The reasons why respondents decided to test for HIV were diverse. In over half of the cases (54.5%, 78 
out of 14318 ), respondents did so on their own initiative. Recommendations from doctors influenced a 
small percentage of respondents (3.5%, 5 out of 143), while recommendations from NGO staff were a 
determining factor for 42.0% (60 out of 143). 

Pre-test counseling for HIV was provided to 63.9% (94 out of 147) of the respondents who accessed 
testing services. With reference to the information provided upon communication of the HIV test result, 
the majority of respondents (95.2%, 140 out of 147) specified that they were counseled, and the 
significance of the result was explained to them in addition to the communication of the result. A very 
small proportion (1.4%, 2 out of 147) were counseled without having the significance of the result 
explained to them, and 2.7% (4 out of 147) received only the test result without further explanation. Only 
0.7% (1 out of 147) did not understand the significance of the result received. 

In the survey, respondents were asked about payments for HIV testing. Of these, four participants (2.8%) 
mentioned that they had paid for this service, with amounts ranging from 400 to 500 lei, paid at private 
clinics. 

Of the respondents who were tested for HIV infection (147), 2.7% (4) received a recommendation to 
follow PEP, while another 5.4% (8) mentioned that they did not receive such a recommendation because 
more than 72 hours had elapsed since HIV exposure, while 91.8% (135) did not require such treatment. 

All four respondents who were recommended PEP specified that they had been exposed to HIV during 
sex. They were recommended PEP for 28 days, which they followed in Moldova. 

ARV treatment 

They accessed ART services in Moldova 56 of the respondents (or 94.9% of the PLHIV group). In 69.6% 
(39 out of 56) cases, ART was prescribed by the infection disease doctor from Ukraine, in 26.8% (15 out 
of 56) cases, it was prescribed by the infection disease doctor from Moldova, and in 3.6% (2 out of 56) the 
treatment was prescribed by a doctor from a country other than Ukraine or Moldova. Respondents 
initiated ART in the country where they were prescribed ART.  

Study participants who initiated ARV treatment outside Moldova (41) were asked questions about 
treatment continuity while traveling to Moldova. Of these, eight respondents mentioned that they did 
not have the necessary number of pills to ensure their therapy during the transfer. Thus, one respondent 
did not have the necessary pills for less than one week, two respondents for more than two weeks, one 
respondent for more than three weeks and four respondents for more than one month. Respondents 
who started ARV treatment outside Moldova (41) were also asked whether they were prescribed the 
same treatment regimen in Moldova as they were before the transfer. The majority of respondents 
(78.0%, 32) indicated that they were offered the same treatment regimen, 17.1% (7) did not, and 4.9% (2) 
did not provide an answer. 

Methods of picking up ARV treatment pills were diverse and, in some cases, mixed. In most cases, 
respondents (92.9%, 52 out of 56) mentioned that they personally picked up their ARV treatment pills 
from the ARV treatment center, in 5.4% (3 out of 56) cases they were picked up from the ARV treatment 
center by a family member or friend, and in 19.6% (11 out of 56) cases they were brought to their homes 
by NGO representatives. 
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With reference to adverse effects following the administration of ARV drugs while in Moldova, these 
were mentioned by respondents in about one fifth of cases (19.6%, 11 out of 56). None of the respondents 
who experienced adverse effects mentioned having received any treatment for them.  

They mentioned that they paid for the services of the infectious disease doctor five of the respondents, 
the amount paid per service was 100 lei and it was paid from their own financial sources directly to the 
infectious disease doctor. 

Figure 45. Respondents' satisfaction with the HIV services accessed and trust in the infectious disease doctor 

Quality of services Trust in the infectious diseases doctor 

  

Regarding the respondents' satisfaction with the quality of HIV services in Moldova, the majority (62.5%, 
35 out of 56) were satisfied with these services. A significant percentage (26.8%, 15 out of 56) were very 
satisfied, while 10.7% (6 out of 56) were moderately satisfied. The majority of respondents (44.6%, 25 
out of 56) expressed full trust in infectious diseases physicians in Moldova, while 33.9% (19 out of 56) said 
they had a lot of trust. In addition, 19.6% (11 out of 56) remained neutral, and in 1.8% (1 out of 56) cases 
they said they had little trust (Figure 45 ). 

 

VIRAL HEPATITIS B AND C 

More than a third (34.0%, 102 out of 300) of study participants accessed services for viral hepatitis (B, C). 
Depending on the groups and communities, the analyzed results showed that 51.9% (41 out of 79) of the 
PWUD group respondents indicated that they had accessed such services. Among the Group Other, this 
percentage was 37.5% (18 out of 48), and among those from the LGBTQI+ community 33.9% (21 out of 
62). Also accessing these services were 25.0% (8 out of 32) of respondents in the SW group and 22.0% (13 
out of 59) of those in the PLHIV group. Only one TB group respondent accessed such services. Statistical 
analysis revealed a significant difference between groups in accessing services for viral hepatitis B, C 
(p<0.001, 
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Figure 46. Access to services on viral hepatitis B, C, including disaggregation by groups and communities 

Accessing services Groups and communities 

  

In the survey, respondents were asked where they found information on how and where to access 
services on viral hepatitis (B, C). The results showed that most respondents, 74.5% (76 out of 102), 
mentioned Moldovan NGOs as their main source of information. Other refugees in Moldova were 
indicated by 15.7% (16 out of 102) of the respondents, while friends and acquaintances in Ukraine were 
the source of information in 12.7% (13 out of 102) of the cases (Figure 47). 

Friends and acquaintances in Moldova were mentioned in 10.8% (11 out of 102) cases, leaflets and 
brochures were the source of information in 9.8% (10 out of 102) cases, and official Moldovan websites 
and social networks were each mentioned by 6.9% (7 out of 102) of respondents. Ukrainian NGOs were 
mentioned by 2.9% (3 out of 102) of the respondents, while official Ukrainian websites were not 
mentioned by any respondent (Figure 47).  

Figure 47. Sources of information on services for viral hepatitis B, C 

 

With reference to testing for hepatitis B or C while in Moldova, the results showed that the majority 
(89.2%, 91 out of 102) of those who accessed such services had both tests. In 7.8% (8 out of 102) cases, 
they only tested for hepatitis B, and in 2.9% (3 out of 102) cases they only tested for hepatitis C. In 
addition, respondents mentioned that they did not pay for the tests, which were offered free of charge.  

Analyzing the results according to groups and communities, it was found that all of the PLHIV group (13 
out of 13) and 95.1% (39 out of 41) of the PWUD group performed both tests. Among the LGBTQI+ 
community, 18 out of 21 respondents performed both tests, in the Group Other 15 out of 18, and in the 
SW group 6 out of 8. Only two respondents from the SW and PWUD group, one from the LGBTQI+ 
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community and three from the Group Other tested for hepatitis B. As for the hepatitis C test, it was 
performed by two respondents from the LGBTQI+ community and one from the TB group. 

Survey participants were asked about their hepatitis B vaccination status. Thus, 9.4% (9 out of 9619 ) of 
the respondents indicated that they were vaccinated, 76.0% (73 out of 96) indicated that they were not 
vaccinated, and 14.6% (14 out of 96) stated that they did not know whether they had been vaccinated or 
not. 

The study also assessed the location of hepatitis B or C diagnosis among study participants. In this regard, 
they indicated that they were diagnosed in Moldova for hepatitis B in 5.9% (6 out of 102) cases and for 
hepatitis C in 7.8% (8 out of 102) cases. In addition, some of the respondents indicated that they had 
already been diagnosed in Ukraine for hepatitis B in 9.8% (10 out of 102) cases and in 7.8% (8 out of 102) 
cases for hepatitis C. Also, one of the participants stated that he had been diagnosed with hepatitis B in 
another country. 

Respondents with a diagnosis of hepatitis B and/or C were asked whether any doctor (infectious disease 
specialist or hepatologist) in Moldova prescribed them for the disease. The results showed that in 12.1% 
(4 out of 33) cases, they were prescribed treatment for hepatitis B, in 15.2% (5 out of 33) for hepatitis C, 
and in 6.1% (2 out of 33) for both hepatitis B and C. 

Regarding hepatitis B treatment, six of the respondents continued treatment started in Ukraine, one 
continued treatment started in another country and one started treatment in Moldova. Those who 
started treatment in Ukraine or in another country mentioned that they had the necessary pills with them 
during the transfer to Moldova, so they did not have any interruptions in treatment. 

In order to continue their hepatitis B treatment, five of the respondents who started treatment in 
Ukraine, or another country had the complete set of drugs with them. Three of the respondents had 
received the drugs free of charge in Moldova, one mentioned that he had procured the full set of drugs, 
and two others did not initiate treatment. 

Regarding hepatitis C treatment, four of the respondents continued the treatment started in Ukraine and 
two started it in Moldova. Only one respondent who started treatment in Ukraine had an interruption of 
21 days during the transfer to Moldova due to lack of necessary medication, after which he procured it 
from Moldova. The other three had all the necessary pills with them for the entire duration of treatment. 
Two of the respondents who started hepatitis C treatment in Moldova procured their set of medicines. 
In addition, five of the respondents diagnosed with hepatitis C in Moldova did not initiate treatment, two 
due to lack of necessary documentation and three for financial reasons. 

Four of the respondents who indicated that they purchased their set of medicines for the treatment of 
viral hepatitis B or C indicated different sources of funding: they used their own money (4), borrowed 
money (3) or paid from refugee financial support (3). 

Of the 102 respondents who accessed at least one service for the treatment of viral hepatitis B or C, 88.2% 
(90) expressed their opinion on the quality of these services. The majority, 59.0% (53 out of 90), were 
satisfied with the quality of services and 13.1% (12 out of 90) were very satisfied. Some 19.7% (18 out of 
90) had a neutral opinion, while 6.6% (6 out of 90) were dissatisfied and 1.6% (1 out of 90) very dissatisfied 
(Figure 48 ). 

Opinions on the quality of health services for viral hepatitis B and C varied according to respondents' 
individual experiences. About one-fifth of respondents (20.9%, 19 out of 90) rated services in Moldova as 
better than in Ukraine, while 4.9% (4 out of 90) considered services in Ukraine to be superior. Also, 43.2% 

 
19 No answer (6) 
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(39 out of 90) of the respondents mentioned that they had not used services in Ukraine and therefore 
could not compare them. In addition, 31.0% (28 out of 90) considered the services to be identical in both 
countries (Figure 48 ). 

Figure 48. Respondents' satisfaction and perception of services accessed in relation to viral hepatitis B, C 

Quality of services Opinions 

  

SEXUALLY TRANSMITTED INFECTIONS 

Of the 300 survey participants, 12.0% (36) accessed STI services. Of the groups surveyed, the highest 
percentage of respondents who accessed STI services were in the LGBTQI+ community at 30.6% (19 of 
62). These were followed by respondents from the SW group at 25.0% (8 out of 32), and the PWUD group 
at 6.3% (5 out of 79). Those in the PLHIV group accessed STI services in 5.1% (3 out of 59) of cases, and 
those in the Group Other in 2.1% (1 out of 48) of cases. No respondents in the TB group accessed these 
services. Statistical analysis revealed a significant p-value (p<0.001), indicating significant differences 
between groups in accessing STI services (Figure 49). 

Figure 49. Access to STI services disaggregated by groups and communities 

Accessing services Groups and communities 

  

In the most frequent cases, Moldovan NGOs were the main source of information on STI services, 
mentioned by 97.2% (35 out of 36) of the participants. Other refugees in Moldova were a source of 
information for 25.0% (9 out of 36) of respondents. Social networks were mentioned by 19.4% (7 out of 
36) of respondents. Leaflets and brochures, as well as friends and acquaintances in Moldova, were each 
source of information for 5.6% (2 out of 36) of respondents. In contrast, official websites in Moldova and 
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Ukraine, friends and acquaintances in Ukraine, and NGOs in Ukraine were not mentioned by any of the 
respondents (Figure 50 ). 

Figure 50. Sources of information on sexually transmitted infections services 

 

Most survey participants who accessed STI health services turned to NGOs. According to the data, 77.8% 
(28 out of 36) of the respondents indicated that they accessed services offered by NGOs in Moldova. In a 
quarter of the cases (25.0%, 9 out of 36), they also turned to state institutions such as polyclinics or 
hospitals. In 13.9% (5 out of 36) of cases, respondents accessed such services in private clinics. 

Of the respondents who accessed STI services, 66.7% (24 out of 36) mentioned that they were prescribed 
treatment for STIs, which they received in Moldova. Only one respondent who received STI treatment 
was hospitalized, the others received the prescribed treatment on an outpatient basis.   

Five of the respondents mentioned that they paid for health services related to STIs (tests and 
treatment), the amounts ranged from 1000 to 4500 lei, which were paid at private clinics. One respondent 
mentioned that he paid 400 lei directly to the medical staff. For 13 of the respondents who received 
treatment for STIs in Moldova, treatment expenses were paid by NGOs. Six others purchased their 
prescribed drugs from pharmacies.   

In context, expenditure incurred for STI-related health services was covered by own financial sources (5), 
loans (3), financial support provided to refugees (5) or help from friends (1). 

Survey participants' level of satisfaction with the quality of STI health services provided in Moldova 
varied. Most respondents were satisfied or very satisfied with the services they received. According to 
the data, 50.0% (18 out of 36) of the respondents were satisfied and 33.3% (12 out of 36) were very 
satisfied. 16.7% (6 out of 36) had a neutral opinion. No respondents were dissatisfied or very dissatisfied 
with the quality of health services received in Moldova (Figure 51 ). 

Survey participants had varied opinions on STI-related health services offered in Moldova compared to 
those in Ukraine. According to the data, 33.3% (12 out of 36) of the respondents considered the services 
in Moldova to be better than those in Ukraine, and in 1.1% (4 out of 36) cases they considered the services 
in Ukraine to be superior. Some 27.8% (10 out of 36) rated the services as identical in both countries, and 
in 27.8% (10 out of 36) cases, respondents had not accessed services in Ukraine and therefore could not 
compare them (Figure 51 ). 
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Figure 51. Respondents' satisfaction and perception of health services accessed in relation to sexually 
transmitted infections 

Quality of services Opinions 

  

DRUG ADDICTION 

One third of the study participants (30.3%, 91 out of 300) indicated that they had ever used drugs 
(injectable or non-injectable). Respondents who indicated drug use were representatives of the PWUD 
group (86.8%, 79) and the PLHIV group (13.2%, 12).  

A considerable proportion of respondents had a long period of drug use (injecting or non-injecting). Thus, 
most of the respondents (44.0%, 40 out of 91) mentioned that they had been using drugs for 5-10 years. 
Also, a significant proportion (26.4%, 24 out of 91) reported using drugs for more than 15 years, while 
17.6% (16 out of 91) reported using drugs for 2-4 years. In 8.8% (8 out of 91) cases, they indicated a 
duration of 11-14 years, and in 3.3% (3 out of 91) they reported use for 1 year. 

Regarding the used drugs, 63.7% (58 out of 91) of the respondents stated that they had used non-
injecting drugs, including during their stay in Moldova. 56.0% (51 out of 91) of the respondents said that 
they had ever injected drugs and 49 of them continued to inject drugs, including during their stay in 
Moldova. In addition, 12 of the respondents who indicated either injecting or non-injecting drug use 
specified that they had stopped injecting drugs since their stay in Moldova. 

A significant proportion of PWID, namely 73.5% (36 out of 49), stated that they had used injecting drugs 
in the last 30 days. In addition, 10.2% (5 out of 49) reported injecting in the last 6 months and 16.3% (8 
out of 49) indicated that they had injected drugs more than a year ago. 

The majority of non-injectable substances used in the last 6 months were cannabis, marijuana and 
hashish at 95%. Other notable substances included amphetamines (55%), new psychoactive substances 
in powder, crystal or tablet form (60%) and Ecstasy (26%). In terms of injecting drug use, poppy 
derivatives (shirach) were the most used, with 59%. Other commonly used injecting substances included 
amphetamines (34%), new psychoactive substances in liquid form (46%) and methamphetamines (29%) 
(Table 2 ). 
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Table 2. Injecting and non-injecting substance use in the last 6 months 

Substance name Consumption non-
injectable 

last 6 months, n (%) 

Consumption by 
injection 

last 6 months, n (%) 
Total 58 41 

Cannabis, marijuana, hashish 55 (94.8) - 

Heroin 3 (5.2) 4 (9.8) 

Cocaine 6 (10.3) 2 (4.9) 

Amphetamine 32 (55.2) 14 (34.1) 

Methamphetamine (VINT) - 12 (29.3) 

Ecstasy (MDMA, MDA) 15 (25.9) - 

Hallucinogenic mushrooms, mescaline 2 (3.4) - 

Ketamine - 3 (7.3) 

Hallucinogenic substance (Lysergic Acid Diethylamide, 
LSD) 

12 (20.7) - 

Derived from poppy - 24 (58.5) 

Dezomorphine, tropicamid - - 

Methadone, Buprenorphine, Fentanyl, Subutex (illicit) 6 (10.3) 10 (24.4) 

Promedol, Phenobarbital, Amobarbital, Tramadol, 
Morphine, Codeine, Ephedrine, Omnopon, Dimedrol, 
Amitriptyline, Tranquilizers 

11 (19.0) 2 (4.9) 

Diazepam, Alprazolam, Rivotril, Clonazepam, Krestin 13 (22.4) 2 (4.9) 

Gamma-Hydroxybutyrate (GHB) 

Gamma-Butyrolactone (GBL) 
2 (3.4) - 

NSP in the form of mixtures of smoking herbs with drug-
like effects (chimari, ethnobotanicals, spice, chamomile, 
rose) 

15 (25.9) - 

NSP in the form of powders, crystals, tablets with drug-
like effects (mephedrone, pentedron, alpha-PVP, salts) 

35 (60.3) 12 (29.3) 

NSP in liquid form with drug-like effects 8 (13.8) 19 (46.3) 

Other substances (not specified) 14 (24.1) - 

All 41 participants (100%) who indicated injecting substance use in the last 30 days or last 6 months 
indicated the use of sterile syringes and needles. However, according to the data, 48.7% (20 out of 41) of 
the respondents indicated that they occasionally used20 and reused equipment. Also, 43.9% (18 out of 
41) indicated that they were injected by someone or injected themselves with pre-filled syringes, without 
seeing how these syringes were loaded. In addition, 39.0% (16 out of 41) of respondents specified that 
they had given other people syringes with a dose but without a needle to inject themselves, and that they 
had occasionally given21 other people used syringes or needles. 

Most respondents (83.7%, 41 out of 49) who indicated injecting drug use mentioned that they know 
where or from whom they can get new and unused syringes in Moldova. In addition, 83.7% (41 out of 49) 
of them stated that they can get new and unused syringes when they need them, and 81.6% (40 out of 
49) stated that they can get new and unused syringes in the right quantity when they need them. In terms 
of free access to syringes, 81.6% (40 out of 49) of respondents indicated that they received syringes free 
of charge. 

 
20 In 1%-24% of cases 
21 In 1%-24% of cases 
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Injecting drug user respondents indicated that they obtained new syringes and needles in Moldova 
through various sources. The majority (79.6%, 39 out of 49) had benefited from needle exchange 
programs, while 65.3% (32 out of 49) had purchased them from pharmacies. Also, 40.8% (20 out of 49) 
received syringes and needles from friends. A smaller number of respondents mentioned other sources: 
14.3% (7 out of 49) obtained syringes and needles from medical workers outside medical institutions and 
18.4% (9 out of 49) from other drug users. Sexual partners were mentioned by 12.2% (6 out of 49) of 
respondents, while 4.1% (2 out of 49) obtained new syringes and needles from drug dealers or through 
street purchases. 

The main source of obtaining new syringes and needles in Moldova was the syringe exchange program, 
used by 68.3% (33 out of 49) of respondents. In addition, 25.0% (12 out of 49) of respondents purchased 
them in pharmacies. Friends were mentioned as a primary source by 3.7% (2 out of 49) of respondents 
and sexual partners by 3.0% (1 out of 49) of respondents. 

While in Moldova, nine of the respondents specified that they had overdosed to the point of 
unconsciousness, and eight of them mentioned that they had used Naloxone to treat their overdose.  

During the time they were on the territory of Moldova, 19.0% (16 out of 8422 ) of the respondents who 
indicated that they had ever used drugs (injecting or non-injecting) specified that they had sought for 
consultations with an addiction specialist (narcologist). 

According to the data, in 18.7% (17 out of 91) cases, respondents indicated that they are registered with 
an addiction specialist in Ukraine, and in 6.6% (6 out of 91) cases that they are registered with such a 
specialist in Moldova. Also, 5.5% (5 out of 91) of the respondents indicated that they are registered with 
an addiction specialist in both Ukraine and Moldova 

The survey highlighted the diversity of respondents' experiences with drug addiction treatment. Thus, 
according to the data, 25.6% (21 out of 8223 ) of the respondents reported at the time of the interview 
that they are currently receiving treatment in Moldova to stop drug use. In addition, in 40.2% (33 out of 
82) of the cases they reported that they had been in treatment in the past but are currently no longer in 
treatment. On the other hand, 37.8% (31 out of 82) of the respondents stated that they have never 
received any treatment to stop drug use.  

In the same context, respondents specified that they had received various services to stop drug use. 
According to the data, 5.5% (5 out of 91) of the respondents indicated receiving outpatient treatment, 
while 37.4% (34 out of 91) indicated receiving consultations from addiction specialists (therapist or 
narcologist). Support groups were mentioned by 6.6% (6 out of 91) of the respondents, and in 23.1% (21 
out of 91) cases, they mentioned Methadone or Buprenorphine therapy. Also, 5.5% (5 out of 91) of the 
respondents confirmed that they had received rehabilitation services in specialized centers. 

Two of the respondents indicated payments for treatment of drug addiction (anonymous detoxification) 
in the amount of 10000 and 5000 lei, which they paid officially in the hospital where they received 
treatment, paid from their own money, including from the financial aid for refugees received in Moldova.  

The survey data reflect a generally positive perception of the quality of drug addiction services in 
Moldova. In this regard, 53 respondents gave their opinion. In one third of the cases (30.3%, 16) 
respondents were very satisfied, and in more than half of the cases (54.5%, 29) they were satisfied with 
these services. A smaller percentage, 15.2% (8), indicated that they were moderately satisfied, i.e. 
neither satisfied nor dissatisfied (Figure 52).  

 
22 No answer (7) 
23 No answer (9) 
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Respondents' views on the drug addiction services offered in Moldova and Ukraine varied. In 7.5% (4 out 
of 53) of the cases, they thought that services were better in Ukraine, while 18.9% (10 out of 53) of the 
respondents said that services were better in Moldova. A significant percentage, 37.7% (20 out of 53), 
stated that services are the same in both countries. Also, 35.8% (19 out of 53) of the respondents 
mentioned that they had not used the services in Ukraine and therefore could not compare them (Figure 52 ). 

Figure 52. Respondents' satisfaction and perception of drug dependence services accessed  

Quality of services Opinions 

  

TUBERCULOSIS 

Of the total of 300 respondents, 12.3% (37) mentioned that they had accessed TB health services. 
Depending on groups and communities, all TB group participants (20 out of 20) had accessed these 
services. A quarter of those in the SW group (25.0%, 8 out of 32) and 12.5% (6 out of 48) in the Group 
Other also accessed such services. No respondents from the PWUD group and the LGBTQI+ community 
accessed such a service. Statistical analysis revealed a significant association between groups and TB 
health service access (p<0.001) (Figure 53 ). 

Figure 53. Access to tuberculosis health services disaggregated by groups and communities 

Accessing services Groups and communities 

  

 
In the survey, participants were asked how they found out about how and where to seek assistance for 
TB health services. Thus, NGOs in Moldova played a crucial role in informing participants, with 70.3% (26 
out of 37) of the participants mentioning that they found out about these services through these 
organizations. Friends and acquaintances in Moldova were an important source of information for 54.1% 
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(20 out of 37) of respondents. Other refugees living in Moldova provided useful information in 37.8% (14 
out of 37) cases, official Moldovan websites in 35.1% (13 out of 37) cases, and in 32.4% (12 out of 37) cases 
respondents mentioned that they found the necessary information from leaflets and brochures or used 
social networks. They received information from friends and acquaintances in Ukraine in 27.0% (10 out 
of 37) cases, while 8.1% (3 out of 37) of the respondents accessed official Ukrainian websites. No 
respondent mentioned Ukrainian NGOs as a source of information (Figure 54). 

Figure 54. Sources of information on tuberculosis health services 

 

With reference to the symptoms that prompted study participants to seek medical attention, the 
majority (89.2%, 33 out of 37), mentioned that permanent cough and chest pain were the main reasons 
for seeking TB health services. High body temperature and unmotivated weakness or tiredness were 
reported by 73.0% (27 out of 37) of the participants. Night sweats and reduced appetite were mentioned 
in 62.2% (23 out of 37) cases, and weight loss was an important symptom for 54.1% (20 out of 37) of 
respondents. In 2.7% (1 out of 37) cases, participants mentioned the presence of streaks of blood in the 
sputum during coughing. In addition, in 13.5% (5 out of 37) cases, respondents accessed TB services by 
being in contact with other people suffering from TB (Figure 55). 

Figure 55. Symptoms of tuberculosis 

 

The study assessed the time from the onset of the first characteristic TB symptoms until participants 
sought medical services. Thus, in more than half (54.1%, 20 out of 37) of the cases, respondents reported 
that they waited between 2 and 3 weeks before seeking medical care. In about a third (27.0%, 10 out of 

70.3

54.1

37.8 35.1 32.4 32.4
27.0

8.1

0.0
0

10

20

30

40

50

60

70

80

NGOs from
Moldova

Friends from
Moldova

other
refugees in
Moldova

Moldovan
official sites

leaflets,
broshures

Social media friends from
Ukraine

Ukrainean
official sites

NGOs from
Ukraine

P
er

ce
n

ta
ge

89.2 89.2

73.0 73.0

62.2 62.2
54.1

2.7

13.5

0

10

20

30

40

50

60

70

80

90

100

Persistent
cough

Chest pain Fever Weakness,
unexplained

fatigue

Night sweats Poor
appetite

Weight loss Strikes of
blood in
sputum

Contact

P
er

ce
n

ta
ge



57 
 

37) of the cases they sought medical care within a week of the onset of symptoms. A smaller number of 
respondents, 16.2% (6 out of 37), waited more than 3 weeks before seeking medical help, and 2.7% (1 out 
of 37) said they waited between 1 and 2 weeks. Reasons for seeking care in more than 3 weeks were fear 
of investigations and tests (3) and not knowing where to access them (3). 

In most cases (91.9%, 34 out of 37) respondents indicated that they sought TB care in state institutions 
(polyclinic or hospital). In 13.5% (5 out of 37) cases, they mentioned that they turned to NGOs for support 
in accessing services, and in 5.4% (2 out of 37) cases, they turned to private clinics. They paid for the 
services, two of the respondents (those who turned to private clinics) and who incurred expenses 
between 250 and 2000 lei, the payments were made in the hospital billing office from their own financial 
sources. 

The diagnosis of TB was confirmed in 54.1% (20 out of 37) of the cases. Respondents mentioned that they 
found out their diagnosis within 1-3 days after TB investigations. Of these, 15 were diagnosed with 
susceptible TB and five with resistant TB. All respondents were hospitalized in specialized inpatient 
facilities to follow the initial phase of their prescribed antituberculosis treatment. Respondents indicated 
that they followed their treatment under directly observed treatment (DOT), being supervised by nurses 
both during hospitalization and outpatient periods. They also went daily to the treatment points (TB 
cabinets) to pick up their pills, none of the respondents mentioned the use of Video Supported Treatment 
(VST) program during their outpatient treatment.     

Participants were asked if they experienced any of the side effects during TB treatment. Thus, they 
mentioned experiencing nausea (20 out of 20), headache (15 out of 20), diarrhea and gastric pain (12 out 
of 20), muscle or joint pain (11 out of 20), vomiting (8 out of 20), feeling depressed (6 out of 20), skin rash 
and pruritus (3 out of 20), and decreased vision (2 out of 20). In addition, respondents who experienced 
side effects specified that they received treatment for side effects during hospitalization. 

In terms of support during TB treatment, the study participants mentioned that they received support 
from social workers (13 out of 20) and psychologists (7 out of 20). All respondents also mentioned that 
they received support in the form of adherence incentives during TB treatment.  

Of the 20 study participants who received TB treatment, ten indicated that they had successfully 
completed treatment. One participant was assessed with treatment failure and nine others were still on 
treatment at the time of the interview. 

Regarding satisfaction with the quality of TB services accessed, 14 respondents stated that they were 
satisfied, and six stated that they were very satisfied. Also, 13 participants specified that they had a lot of 
trust in the doctor who treated them, while another five stated that they had a lot of trust (Figure 56). 

Figure 56. Respondents' satisfaction and perception of tuberculosis health services accessed  
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ACUTE VIRAL RESPIRATORY INFECTIONS (AVRI) 

Of the total of 300 study participants, 21.3% (64) reported seeking medical attention for acute respiratory 
infections (AVRI) (Figure 57). 

Analyzing in more detail, it was observed that respondents from the SW group had the highest 
percentage of seeking medical assistance in relation to AVRI with 68.8% (22 out of 32). The Group Other 
followed with 41.7% (20 out of 48), and those from the PLHIV group with 16.9% (10 out of 59). 
Respondents from the LGBTQI+ community sought such assistance in 8.1% (5 out of 62) cases, and those 
from the PWUD group in 7.6% (6 out of 79). Only one respondent from the TB group sought medical 
assistance for AVRI (Figure 57). 

The data show significant between-group variability in seeking medical attention for AVRI (p<0.001, 

Figure 57 ). 

Figure 57. Access to acute viral respiratory infection services disaggregated by groups and communities 

Accessing services Groups and communities 

  

Out of 64 respondents who sought medical assistance for AVRI, in 85.9% (55 out of 64) cases, they turned 
to state institutions (polyclinics, hospitals). 20.3% (13 out of 64) participants mentioned that they also 
turned to private clinics. The majority (84.4%, 54 out of 64) of the respondents who sought medical 
assistance related to AVRI had investigations, tests or analyses performed, and in about one third of the 
cases (27.8%, 15 out of 54) they mentioned that they paid money for some of these services. 

With reference to the amounts paid, the data show considerable variability. Thus, in one out of 14 cases, 
respondents paid 300 MDL and 400 MDL, respectively. In general, the amounts paid ranged from 300 
MDL to 2000 MDL, with a few respondents (2 out of 14) paying 500 MDL and 1100 MDL. This variability 
suggests differences in the costs of medical services, possibly also depending on the type and complexity 
of the investigations performed. Regarding the destination of the payments, 25.9% (14 out of 54) of the 
respondents mentioned that they paid at the hospital or polyclinic cashier, while 9.3% (5 out of 54) stated 
that they paid directly to the medical staff, data indicating that most of the payments were made through 
official channels, but there were also cases of informal payments. 

Of the respondents who had incurred payments, 25.9% (14 out of 54) indicated that they had used their 
own savings to cover health costs, and in 7.4% (4 out of 54) cases, they indicated that they had borrowed. 
In 5.6% each, they received help from relatives and friends (3 out of 54), used financial sources from 
refugee support (3 out of 54) or the costs for health services were covered by NGOs (3 out of 54). 

Survey participants were asked how satisfied they were with the quality of AVRI services offered in 
Moldova. Thus, in 54.7% (35 out of 64) cases, respondents indicated that they were satisfied with the 
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quality of services, while in 26.6% (17 out of 64) cases, they remained neutral. On the other hand, in 12.5% 
(8 out of 64) cases, participants stated that they were dissatisfied with the quality of services, while 6.3% 
(4 out of 64) said they were very satisfied (Figure 58). 

Survey participants also expressed their opinions on the perception of the quality of services compared 
to those in Ukraine. In 46.9% (30 out of 64) cases, the respondents indicated that the medical services 
related to AVRI are better in Ukraine, while in 35.9% (23 out of 64) cases, they mentioned that the services 
are identical in both countries. A smaller number of respondents, 12.5% (8 out of 64), specified that 
medical services are better in Moldova, while 4.7% (3 out of 64) mentioned that they had not used such 
services in Ukraine and therefore could not make a comparison (Figure 58). 

Figure 58. Respondents' satisfaction and perceptions of health services accessed in relation to acute 
respiratory viral infections 

Quality of services Opinions 

  

MEDICAL EMERGENCIES 

Out of 300 survey participants, 12.3% (37) indicated that they had sought emergency medical care during 
their stay in Moldova (Figure 59). 

The study analyzed the frequency of seeking emergency medical care during the respondents' stay in 
Moldova, according to groups and communities. The results showed that respondents from the SW 
group had the highest percentage of those who sought emergency medical care, with 34.4% (11 out of 
32) reporting that they needed such services. Respondents in the Group Other sought emergency 
medical care in 18.8% (9 out of 48) cases, those in the PWUD group in 8.9% (7 out of 79) cases, and those 
in the PLHIV group in 8.5% (5 out of 59) cases. Respondents from the LGBTQI+ community sought 
emergency care in 4.8% (3 out of 62) cases, and as for the TB group, two respondents indicated that they 
sought emergency care. Statistical analysis revealed that there were significant differences between 
groups in the frequency of seeking emergency medical care (p=0.001) (Figure 59). 
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Figure 59. Access to emergency health care services disaggregated by groups and communities 

Accessing services Groups and communities 

  

The results showed that the overwhelming majority of respondents, 94.6% (35 in 37), turned to state 
institutions (emergency departments) for emergency medical care, and 5.4% (2 in 37) turned to a private 
clinic for such services.  

73.0% (27 out of 37) of the respondents reported having undergone various emergency medical 
examinations, tests and tests. In terms of the costs associated with these services, 8.1% (3 out of 37) 
reported that they had incurred expenses for these services. Of those who incurred expenses, the 
amounts ranged from 600 lei to 1000 lei, making payments directly to the hospital cashier. One of the 
respondents indicated that they incurred expenses from their own financial sources and two others 
indicated that they paid from loans. 

Satisfaction with the quality of services received in Moldova varied. The results showed that almost half 
of the respondents (48.6%, 18 out of 37) were satisfied with the quality of services, and over a fifth (21.6%, 
8 out of 37) were moderately satisfied, indicating that services were acceptable but not exceptional. On 
the other hand, 16.2% (6 out of 37) of respondents were dissatisfied with the quality of service, and a 
smaller proportion of 2.7% (1 out of 37) were very dissatisfied. In contrast, 10.8% (4 out of 37) of the 
respondents were very satisfied with the services they received, highlighting a positive experience with 
emergency healthcare (Figure 60). 

When comparing the services received in Moldova with those in Ukraine, the results showed that almost 
half of the respondents, 48.6% (18 out of 37), considered that the emergency services in both countries 
were identical. A significant 32.4% (12 out of 37) said that services in Ukraine were better than in Moldova, 
and 16.2% (6 out of 37) of respondents thought that services in Moldova were superior to those in 
Ukraine. A small percentage, 2.7% (1 out of 37), did not use Ukrainian emergency services and therefore 
could not make a comparison (Figure 60). 
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Figure 60. Respondents' satisfaction and perception of emergency health services 

Quality of services Opinions 

  

CHRONIC DISEASES 

Survey participants were asked whether they sought medical care for chronic diseases. Of a total of 300 
respondents, 16% (48 out of 300) indicated that they had accessed health services for such conditions 
(Figure 61). 

By groups and communities, respondents from the Group Other accessed such services in 27.1% (13 out 
of 48) cases, and those from the SW group in 25.0% (8 out of 32) cases. Of the LGBTQI+ community 
respondents, 16.1% (10 out of 62) indicated that they had accessed chronic health care services, while 
11.9% (7 out of 59) of the PLHIV group respondents and 8.9% (7 out of 79) of the PWUD group 
respondents had done so. Three of the TB group respondents (3 out of 20) also accessed such services 
(Figure 61 ). 

Statistical analysis revealed a p-value equal to 0.073. Although this value is close to the significance 
threshold of 0.05, it does not indicate a statistically significant difference between the groups in terms of 
seeking health care for chronic diseases. 

Figure 61. Access to health services, chronic diseases, disaggregated by groups and communities 

Accessing services Groups and communities 

  

The study analyzed data on the diseases from which the participants were suffering from before taking 
refuge in Moldova and the receipt of medical services for these diseases in Moldova. The data fromFigure 
62 presents information on the proportion of those who had a specific condition and the proportion of 
those who received care for this condition, both calculated among respondents who sought medical care 
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for chronic diseases (48). Thus, 31.3% (15, received medical services 15) of the respondents mentioned 
suffering from heart diseases, gastrointestinal diseases - 22.9% (11, received medical services 10) of the 
respondents, respiratory diseases - 16.7% (8, received medical services 10) of the respondents, kidney 
diseases - 16.7% (8, received medical services 7) and gynecological or obstetric diseases - 12.5% (6, 
received medical services 5) of the respondents. Diabetes mellitus was mentioned in 10.4% (5, received 
medical services 4) cases, trauma in 6.3% (3, received medical services 5) cases, oncologic diseases in 
8.3% (4, received medical services 4), infectious diseases (other) in 4.2% (2, received medical services 1) 
cases. Other specified diseases were indicated by 29.2% (14, received medical services 11) of the 
respondents.  

These data suggest that, although heart disease was the most common both prior to refuge in Moldova 
and in terms of medical services received in Moldova, there is a diversity of conditions for which 
participants sought and received medical care (Figure 62). 

Figure 62. Referral for health services in disaggregated by disease  

 

The analysis of the survey participants' preferences in terms of accessing medical services in health care 
institutions shows that 68.8% (33 out of 48) of the respondents accessed medical services offered by state 
institutions (polyclinics, hospitals), and in other 54.2% (26 out of 48) of the respondents accessed such 
services in private clinics.  

In more than half of the cases (54.2%, 26 out of 48), respondents specified that they incurred costs for 
health services accessed in relation to the listed conditions. The average amount paid by the respondents 
was 5325 lei, the minimum amount indicated was 300 lei, and the maximum amount reached 60000 lei, 
data reflecting a wide range of expenses incurred by patients for chronic disease care, highlighting both 
cases of moderate costs and situations of significant expenses. 

Of the total of 26 respondents who indicated payments, 24 specified that they paid at the hospital or 
polyclinic cashier. Four of the respondents indicated that they made payments, including to medical 
staff. In terms of sources of financing for health services related to chronic diseases, 17 of the respondents 
used their own money to cover their health expenses. Some of them (6) used loans, while others (4) 
received help from relatives or friends. Also, 8 of the respondents used financial sources from refugee 
support to make payments. In addition, 11 of the respondents received support from NGOs to cover their 
health costs. 

Survey participants were asked how satisfied they were with the quality of health services provided in 
Moldova in relation to the chronic diseases they suffer from or for which they have received medical care. 
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Out of the total of 48 respondents, 12.5% (6) were very satisfied with these services, while 62.5% (30) 
were satisfied. This represents the majority of respondents, suggesting a high level of overall satisfaction. 
On the other hand, 18.8% (9) were moderately satisfied, indicating that the services were neither good 
nor bad for them. Only 6.3% (3) of the participants were dissatisfied with the quality of healthcare 
services, which represents a small minority (Figure 663). 

In terms of comparing health services for chronic diseases between Moldova and Ukraine, 27.1% (13) of 
the respondents considered that services are better in Ukraine. In contrast, 16.7% (8) stated that services 
are better in Moldova. A significant 37.5% (18) considered that services are the same in both countries. 
Also, 18.8% (9) of the respondents mentioned that they had not used health services in Ukraine and 
therefore could not make a comparison (Figure 663). 

Figure 63. Respondents' satisfaction and perception of health services accessed in relation to chronic diseases 

Quality of services Opinions 

  

OTHER HEALTH REASONS 

Out of 300 survey participants, 13.3% (40) indicated that they accessed health services for health reasons 
other than those mentioned above. Other reasons included various types of consultations, such as 
dermatologic, otolaryngologist, urologic, therapist, and hormonal therapies (Figure 64). 

Depending on groups and communities, respondents from the PWUD group accessed such services in 
34.2% (27 out of 79) cases, followed by those from the PLHIV group (13.6%, 8 out of 59) and those from 
the LGBTQI+ community (6.5%, 4 out of 62). In the Group Other, 2.1% (1 in 48) of respondents accessed 
such services. No respondents in the TB and SW groups accessed such services. These data suggest 
significant variability in service utilization by respondent group (p<0.001) (Figure 64). 
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Figure 64. Access to health services, other reasons, disaggregated by groups and communities 

Accessing services Groups and communities 

  

For services for other reasons, respondents in most cases preferred private clinics (including MedHub 
Clinic affiliated to the "Positive Initiative" public association), with 87.5% (35 out of 40) of respondents 
indicating this option. Regarding public institutions (polyclinics, hospitals), respondents accessed these 
services in 12.5% (5 out of 40) cases. In 95.0% (38 out of 40) cases, the survey participants who requested 
such services specified that they had any investigations, tests or analyses performed. 

With reference to payments for consultations, including investigations, analyses or tests performed in 
medical institutions, the survey results showed that 87.5% (35 out of 40) of the respondents indicated 
that they paid for these services. Of those who paid, 77.1% (27 out of 35) paid amounts of 750 lei, 14.3% 
(5 out of 35) paid amounts of 1300 lei, and 5.7% (2 out of 35) paid amounts of 300 lei. In 2.9% (1 out of 35) 
of the cases the payments amounted to 4800 lei. Regarding the destination of the payments, 87.5% (35 
out of 40) of the respondents paid in the hospital or polyclinic cashier, while 5.0% (2 out of 40) paid 
directly to the medical staff. 

The source of payments varied: in 87.5% (35 out of 40) cases, respondents specified that they received 
financial support from NGOs (voucher of 750 lei for therapist consultation and investigations or payments 
of 1300 lei for hormone therapy). In contrast, in 5.0% (2 out of 40) cases participants indicated that they 
used their own savings to cover these costs, in 2.5% (1 out of 40) cases, they paid from loans, and in 
another 2.5% (1 out of 40) cases from financial support to refugees. 

The survey data analyzed the satisfaction with the quality of services offered in Moldova, regarding other 
health reasons for which the respondents turned to the health centers. Thus, it was found that 52.5% (21 
out of 40) of the respondents were very satisfied, while 45.0% (18 out of 40) were satisfied. In 2.5% (1 out 
of 40) cases respondents were dissatisfied with the quality of service (Figure 65). 

With reference to comparing health services in Moldova with those in Ukraine, 52.5% (21 out of 40) of 
the respondents considered the services in Moldova to be better, 25.0% (10 out of 40) considered the 
services to be identical, and 7.5% (3 out of 40) considered the services in Ukraine to be better. Also, 15.0% 
(6 out of 40) of the respondents indicated that they had not used such services in Ukraine and therefore 
could not compare them (Figure 65). 
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Figure 65. Respondents' satisfaction and perception of other health services accessed 

Quality of services Opinions 

  

MENTAL HEALTH 

Mental health services were accessed in about a third of cases (27.3%, 82 out of 300). 

Disaggregating by groups and communities, 54.2% (26 out of 48) of respondents from the Group Other 
accessed mental health services, followed by respondents from the LGBTQI+ community with 48.4% (30 
out of 62). Those in the SW group accessed such services in 34.4% (11 out of 32) cases, while those in the 
PLHIV group accessed them in 13.6% (8 out of 59) cases. In the PWUD group, 8.9% (7 out of 79) of 
respondents reported accessing such services, while in the TB group, no respondent (0 out of 20) 
indicated that they had accessed mental health services. Statistical data indicate a statistically significant 
association between groups and accessing mental health services (p<0.001,Figure 66 ). 

Figure 66. Access to mental health services disaggregated by groups and communities 

Accessing services Groups and communities 

  

With reference to how the respondents found out about the mental health services available in Moldova, 
the results showed that in 84.1% (69 out of 82) cases, they found out about these services through 
Moldovan NGOs. In one fourth of the cases (25.6%, 21 out of 82) the respondents found out about mental 
health services from other refugees in Moldova, social networks were a source of information for 12.2% 
(10 out of 82) of the study participants, while 11.0% (9 out of 82) found out about mental health services 
through friends and acquaintances in Moldova. Friends and acquaintances in Ukraine were a source of 
information for 8.5% (7 out of 82) of respondents, while leaflets and brochures were useful for 9.8% (8 
out of 82) of respondents. Moldovan official websites were consulted in 3.7% (3 out of 82) cases, while 
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Ukrainian official websites and Ukrainian NGOs were not mentioned as sources of information for mental 
health services in Moldova (Figure 67). 

Figure 67. Sources of information on mental health services 

 

The survey looked at where respondents turned to access mental health services. Results showed that 
the majority of participants, 75.6% (62 out of 82), turned to NGOs for mental health support. In more 
than one fifth of cases (22.0%, 18 out of 82) they consulted a psychiatrist or neurologist in the 
consultative wards of polyclinics or hospitals, while 15.9% (13 out of 82) consulted their family doctor. As 
for private medical centers, 13.4% (11 out of 82) of the respondents also chose this option for mental 
health services. Community mental health centers were attended by 6.1% (5 out of 82) of the 
respondents, and public mental health centers were chosen by 2.4% (2 out of 82) of the respondents. 

With reference to payments for mental health services, the results showed that 13.4% (11 out of 82) of 
the respondents paid for psychiatrist (neurologist) consultations and individual psychotherapy, and 6.1% 
(5 out of 82) of the respondents paid for psychiatrist (neurologist) consultations.  

Most frequently (3 out of 16) respondents paid 300 or 1000 lei for the services received. Others (2 out of 
16) paid 400 or 500 lei. Other amounts paid were 2700, 4290 and 6000 lei (1 out of 16). Also (3 out of 16) 
paid 200 lei. Regarding the method of payment, in 12.2% (10 out of 82) of the cases the respondents 
made payments at the cashier's office of the clinics, and in 7.3% (6 out of 82) they paid directly to the 
medical staff. Financial sources were own financial resources (10), loans (4), support from NGOs (2). 

The results on satisfaction with the quality of mental health services in Moldova showed that in 57.3% (47 
out of 82) of the respondents were satisfied with the quality of the services received. In one fourth of the 
cases (25.6%, 21 out of 82), the participants were moderately satisfied, indicating that the services were 
acceptable but not exceptional. On the other hand, 11.0% (9 out of 82) of the respondents were very 
satisfied with the quality of services, indicating a positive experience with mental health care. In contrast, 
6.1% (5 out of 82) of respondents were dissatisfied with the quality of services (Figure 68). 

The comparison of mental health services in Moldova with those in Ukraine showed that 28.0% (23 out 
of 82) of the respondents considered that the services are identical in both countries. In 26.8% (22 out of 
82) cases, they specified that services in Ukraine are better than those in Moldova, while 9.8% (8 out of 
82) of the respondents considered that services in Moldova are superior to those in Ukraine. A significant 
35.4% (29 out of 82) did not use mental health services in Ukraine and therefore could not make a 
comparison (Figure 68). 
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Figure 68. Respondents' satisfaction and perception of mental health services 

Quality of services Opinions 

  

STIGMA, DISCRIMINATION, THE RIGHT TO HEALTH 

Perception of stigma 

Participants' experience of stigmatization while seeking health care was also analyzed in the study. The 
results showed that 17.0% (51 out of 300) of the respondents mentioned that they felt stigmatized while 
accessing health services (Figure 69). 

Results on the experience of stigmatization while seeking health care by group and community showed 
that the PWUD group had the highest percentage of respondents who had experienced stigmatization, 
with 26.6% (21 out of 79) reporting such experiences. The PLHIV group had a percentage of 22.0% (13 
out of 59) mentioning this. Also indicating stigmatization were 18.8% (9 out of 48) of Group Other 
respondents, 9.7% (6 out of 62) of LGBTQI+ community respondents, and 6.2% (2 out of 32) of SW group 
respondents. The TB group reported no cases of stigmatization (0 out of 20). Statistical analysis revealed 
a p-value equal to 0.009, indicating a significant association between groups and experience of 
stigmatization (Figure 69). 

Figure 69. Perception of stigma, including disaggregation by groups and communities 

Stigmatization Groups and communities 

  

Reasons for stigmatization were also analyzed. The results showed that the most common reason for 
stigmatization was related to drug addiction, with 41.2% (21 out of 51) of respondents reporting such 
experiences. Another significant reason for stigma was related to ethnicity, with 29.4% (15 out of 51) of 
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respondents indicating this reason. Mental health-related stigma was reported by 21.6% (11 out of 51) of 
respondents, while 17.6% (9 out of 51) felt stigmatized because of HIV infection. Stigmatization based 
on sexual orientation was experienced by 9.8% (5 out of 51) of respondents, and 7.8% (4 out of 51) 
reported stigmatization due to physical disabilities. Lastly, 5.9% (3 out of 51) of respondents experienced 
stigmatization due to age, whether young or old. No respondents reported stigma due to TB (0 out of 51) 
(Figure 70). 

Figure 70. Reasons for perceived stigmatization 

 

Perception of discrimination 

The survey results also revealed that 15.7% (47 out of 300) of the respondents indicated that they had 
encountered some negative experiences, such as discrimination when accessing health services (Figure 71). 

Figure 71. Perception of discrimination, including disaggregation by groups and communities 

Discrimination Groups and communities 

  

Data analysis revealed a varied perception of discrimination among groups and communities. 
Discrimination was perceived in 24.1% (19 out of 79) cases by respondents from the PWUD group and in 
18.6% (11 out of 48) cases by respondents from the PLHIV group. Those from the Group Other reported 
discrimination in 16.7% (8 out of 48) cases and those from the LGBTQI+ community in 11.3% (7 out of 62) 
cases. In addition, the SW group had 6.2% (2 out of 32) reporting such experiences. The TB group 
reported no cases of discrimination (0 out of 20). Statistical analysis revealed a p-value equal to 0.044, 
indicating a significant association between the groups and the experience of discrimination (Figure 71 ). 
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The types of discrimination encountered by respondents were diverse: in the most frequent cases the 
discrimination was related to the negative attitude of medical staff, with 70.2% (33 out of 47) of 
respondents reporting such experiences. The next most frequently encountered type of discrimination 
was related to inappropriate language used by medical staff during the provision of health services, with 
59.6% (28 out of 47) of the respondents indicating this reason. Some (8.5%, 4 out of 47) of the 
respondents felt discriminated against when they were refused medical consultations, while others 
(4.3%, 2 out of 47) experienced discrimination when they were refused medical treatment. These data 
suggest that although the majority of respondents experienced problems with the attitudes and 
language of medical staff, there were also cases of refusal to offer consultations or prescribe treatment 
(Figure 71 ). 

Figure 72. Types of discrimination experienced by study participants 
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between groups in terms of perceptions of respect for the right to health, suggesting that perceptions 
were generally similar between the groups analyzed (Figure 73). 

Figure 73. Views on respect for the right to health, including disaggregation by groups and communities 

Respecting the right to health Groups and communities 

  

BARRIERS IN ACCESSING HEALTH SERVICES 

Analyzing the data collected on access to health services, the results revealed respondents' perceptions 
of encountering certain barriers. The barriers mentioned included: distance to centers (health 
institutions), waiting time at the specialist doctor, waiting time at the family doctor, related to 
prescribing treatment, accessing services, requesting additional documents, language. Thus, 46.7% (140 
out of 300) of the participants encountered some of the mentioned obstacles in accessing certain health 
services (Figure 74). 

Encountering barriers in accessing health services, depending on groups and communities, reveals that 
the majority of respondents from the PWUD group encountered barriers, with 64.6% (51 out of 79), 
followed by those from the PLHIV group (61.0%, 36 out of 59) and those from the Group Other (45.8%, 
22 out of 48). The SW group indicated encountering barriers in 37.5% (12 out of 32) cases, and those from 
the LGBTQI+ community in 30.6% (19 out of 62) cases. The TB group reported no barriers (0 out of 20). 
The p-value< 0.001 indicates about the existence of statistically significant differences between groups 
and encountering barriers (Figure 74). 

Figure 74. Barriers in accessing health services, including disaggregation by groups and communities 
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Distance-related barriers 

Distance-related barriers were experienced by 26.7% (80 out of 300) of the respondents, indicating that 
the centers (institutions) they went to be a long distance from their home. The distance from the place 
of living to the centers indicated by the respondents was on average 40 km and ranged from 4 km to 120 km. 

The majority of respondents in the PLHIV group mentioned that the centers they went to be a long 
distance from their home, at 42.4% (25 out of 59), followed by those in the PWUD group at 38.0% (30 out 
of 79). Respondents in the Group Other faced such an obstacle in one fourth of the cases (25.0%, 12 out 
of 48), and those from the LGBTQI+ community in 14.5% (9 out of 62) of the cases. In the SW group, 
12.5% (4 out of 32) of respondents indicated this barrier. Those in the TB group did not mention issues 
related to distance. In context, the data show that perceptions of distance to centers varied significantly 
between groups. The PLHIV and PWUD groups experienced the most distance-related difficulties, 
whereas the TB group reported no such problems. The p-value< 0.001 indicates a statistically significant 
difference between groups and perception of distance to health service centers (Figure 75). 

Figure 75. Distance-related barriers, including disaggregation by groups and communities 

Barriers Groups and communities 
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waiting time at a specialist doctor's office with a p-value of 0.001, indicating that the results are not 
random and that there is a significant association between groups and waiting time (Figure 76). 

Figure 76. Barriers related to waiting time to see a specialist, disaggregated by groups and communities 

Barriers Groups and communities 

  

Waiting time at a family doctor 

With reference to waiting time at the family doctor's door, about one fifth (19.7%, 59 out of 300) of the 
respondents indicated that they experienced this problem. The average waiting time at the specialist 
doctor's door was 25 min, the minimum 15 min and the maximum 60 min (Figure 77). 
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cases, and Group Other respondents in 85.4% (41 out of 48) cases. The PWUD group recorded 68.4% (54 
out of 79) cases and the SW group 56.2% (18 out of 32) cases. No respondents in TB group (0 out of 20) 
did not mention waiting time as a barrier. The results of the study determined that there was a 
statistically significant difference between the groups in terms of long waiting time at the family doctor's 
door, with a p-value less than 0.001, indicating that the results are not random and that there is a 
significant association between the groups and reported waiting time (Figure 77). 

Figure 77. Barriers related to waiting time at the family doctor, disaggregated by groups and communities 

Barriers Groups and communities 
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network in Moldova, and the availability of medicines in most cases more expensive compared to those 
available in the pharmaceutical network in Ukraine.  

Other obstacles mentioned were the limitations imposed by the temporary protection status, which does 
not always provide free access to some treatments, affecting patients' ability to receive the necessary 
care. Problems with prescriptions were also reported, with some respondents mentioning that doctors 
did not prescribe the necessary medication or that treatment was prescribed late. Another barrier 
mentioned was costs for treatment, with respondents having to pay for their own medicines and in some 
cases having to seek help from NGOs to cover costs of treatment.  

Depending on groups and communities, respondents from the PWUD group had the highest percentage 
of respondents indicating barriers to accessing treatment at 25.3% (20 out of 79), followed by the Group 
Other at 22.9% (11 out of 48). Respondents from the SW group mentioned such barriers in 12.5% (4 out 
of 32) cases, those from the LGBTQI+ community in 6.5% (4 out of 62) cases, and those from the PLHIV 
group in 5.1% (3 out of 59) cases. The TB group (0 out of 20) did not mention treatment-related barriers. 
The analysis determined statistically significant differences between groups and barriers related to 
accessing treatment (p=0.001,Figure 78 ). 

Figure 78. Barriers to accessing treatment, disaggregated by groups and communities 

Barriers Groups and communities 
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of 20). In context, the study determined statistically significant differences between groups in accessing 
services (p=0.005) (Figure 79). 

Figure 79. Barriers to accessing services, disaggregated by groups and communities 

Barriers Groups and communities 

  

Barriers by requesting additional documents 

In 6.5% (19 out of 300) of the cases, the study participants indicated that they encountered obstacles in 
accessing health services, which were related to the health care providers' request for additional 
documents. They considered as barriers in accessing health services, when they were required to present 
temporary protection (but did not have it), to present Ukrainian passport, documents confirming 
diagnosis or disability (from Ukraine) or results of analysis, tests, dynamic investigations (from Ukraine). 

The PWUD group had the highest percentage of respondents who mentioned requesting additional 
documents, at 7.6% (6 out of 79). The next largest group was the PLHIV group, with 6.8% (4 out of 59), 
followed by those from the LGBTQI+ community, with 6.5% (4 out of 62). The SW and Group Others each 
had a percentage of 6.2% (2 out of 32 and 3 out of 48, respectively). The TB group faced no such barriers 
(0 out of 20). Also, the data analyzed did not yield statistically significant differences between the groups 
in terms of requesting additional documents (p=0.903,Figure 80 ). 

Figure 80. Barriers related to requesting of additional documents, disaggregated by groups and communities 
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Language barriers 

Language barriers were encountered by 5.7% (17 out of 300) of the survey participants. The survey results 
revealed that respondents from the PWUD group faced language barriers in 8.9% (7 out of 79) cases, and 
those from the LGBTQI+ community in 6.5% (4 out of 62) cases. Respondents from the Group Other 
encountered such barriers in 6.2% (3 out of 48) cases, the PLHIV group in 3.4% (2 out of 59) cases, and 
the SW group in 3.1% (1 out of 32) cases. The TB group faced no language barriers (0 out of 20). Statistical 
analysis revealed a p-value = 0.583, indicating that there was no statistically significant difference 
between the groups in terms of language barriers (Figure 81). 

Figure 81. Language barriers, including disaggregation by groups and communities 

Barriers Groups and communities 
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Socio-demographic factors 

Data analysis on barriers to accessing health services did not reveal statistically significant differences 
between the socio-demographic groups analyzed. Although there were variations in the perception of 
barriers depending on gender, age, educational level and marital status, the p-values obtained (all 
greater than 0.05) indicate that these differences are not statistically significant. Thus, the socio-
demographic factors analyzed did not influence the perception of barriers in accessing health services 
(Table 3). 
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Table 3. Socio-demographic factors that might influence access to health services 

Name From  No OR [IÎ95%] p-value 

Sex 
    

Men 78 (55.7) 90 (56.2) 0.9 [0.59-1.49] 0.795 

Women 59 (42.1) 64 (40.0) 1  

TG 3 (2.1) 6 (3.8) 0.5 [0.13-2.27] 0.621 

Age 
    

≤ 39 years old 82 (58.6) 87 (54.4) 1.2 [0.75-1.88] 0.467 

≥ 40 years 58 (41.4) 73 (45.6) 1  

Educational level     

Primary or incomplete secondary 36 (26.3) 38 (23.9) 1.3 [0.67-2.53] 0.433 

Complete media education 72 (52.6) 81 (50.9) 1.2 [0.69-2.17] 0.491 

Higher education 29 (21.2) 40 (25.2) 1  

Marital status     

Married or cohabiting 61 (43.6) 56 (35.0) 1.6 [0.95-2.62] 0.075 

Divorced or widowed 26 (18.6) 27 (16.9) 0.4 [0.73-2.67] 0.388 

Single 53 (37.9) 77 (48.1) 1  

With reference to occupational and economic factors the survey data showed that the amount of average 
monthly income was determined as a significant factor in the perception of barriers in accessing health 
services. Thus, respondents with no income faced barriers in accessing these types of services, with the 
highest percentage of 39%. The study estimated that participants in this group were 3.5 times more likely 
to experience barriers in accessing health services compared to participants with higher income 
(p=0.007,Table 4).  

In contrast, occupational status and the presence of the respondent's dependents did not show 
statistically significant differences, with p-values greater than 0.05. These results suggest that income 
plays a crucial role in access to health services, while other socio-economic factors analyzed did not have 
a significant impact (Table 4). 

Table 4. Occupational and economic factors that might influence access to health services 

Name From  No OR [IÎ95%] p-value 

Employed*     

Employed 23 (16.4) 21 (13.1) 1  

Self-employed 31 (22.1) 39 (24.4) 0.7 [0.34-1.54] 0.523 

Other 20 (14.3) 20 (12.5) 0.8 [0.36-1.73] 0.704 

Unemployed 66 (47.1) 80 (50.0) 0.7 [0.38-1.48] 0.417 

Dependents*     

Yes 42 (30.0) 37 (23.1) 1.4 [0.85-2.38] 0.112 

No 98 (70.0) 123 (76.9) 1  

Average monthly income*     

No income 55 (39.3) 35 (21.9) 3.5 [1.38-9.00] 0.007 

≥ 200 EUR 52 (37.1) 68 (42.5) 1.7 [0.69-4.26] 0.247 

201-500 EUR 25 (17.9) 39 (24.4) 1.4 [0.54-3.81] 0.623 

≤ 501 EUR 8 (5.7) 18 (11.2) 1  

*Employed (Moldova); Other: pupil, student, pensioner, disabled person, maternity/paternity leave; Dependents (Moldova); Average monthly 
income (Moldova) 
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Transfer procedures as risk factor 

The analysis of transfer procedures revealed several important aspects related to factors that might 
influence access to health services in Moldova. In this context, region of residence, place of residence and 
availability of temporary protection were found to be significant factors that could influence access to 
health services in Moldova by refugees (p< 0.05). The other factors analyzed, such as length of stay, 
number of entries in Moldova, and receipt of refugee financial assistance, did not appear to have had a 
significant impact on access to health services (p> 0.05,Table 5 ). 

Thus, respondents from the North and South regions were significantly less likely (OR=0.14 and OR=0.15, 
respectively) to face barriers in accessing health services, which were presented as protective factors. In 
other words, those living in the Center region were 6.7 [IÎ95%: 3.59-12.86] times more likely than those 
living in the North region and 6.8 [IÎ95%: 3.26-14.48] times more likely than those living in the South 
region, statistically significant differences (p<0.001) indicating a regional disparity in access to health 
services (Table 5 ). 

Location in Moldova also influenced access to health services. Participants who indicated living in district 
centers and villages were more likely (OR=4.8 and OR=17.1, respectively) to experience barriers in 
accessing health services compared to those living in municipalities. These differences are statistically 
significant (p<0.001), highlighting an urban-rural disparity (Table 5 ). 

Temporary protection was another significant factor. Respondents without temporary protection were 
2.5 times more likely to face barriers in accessing health services compared to those with temporary 
protection, a statistically significant difference (p=0.002,Table 5 ). 

Table 5. Transfer procedures as risk factor that might influence access to health services 

Name From  No OR [IÎ95%] p-value 

Period of stay 
    

< 12 months 40 (28.6) 58 (36.2) 0.7 [0.43-1.14] 0.159 

> 12 months 100 (71.4) 102 (63.8) 1  

Number of entries     

1 entry 78 (55.7) 74 (46.2) 1.4 [0.92-2.30] 0.104 

≥ 2 entries 62 (44.3) 86 (53.8) 1  

Living region (Moldova)     

North 53 (37.9) 95 (59.4) 0.14 [0.08-0.27] <0.001 

South 23 (16.4) 42 (26.2) 0.15 [0.07-0.30] <0.001 

Center 64 (45.7) 17 (10.6) 1  

East (left bank) 0 (0.0) 6 (3.8) -  

Temporary protection     

Yes 103 (73.6) 140 (87.5) 1  

No 37 (26.4) 20 (12.5) 2.5 [1.38-4.64] 0.002 

Place of living (Moldova)     

Municipality 61 (43.6) 132 (82.5) 1  

District center 55 (39.3) 25 (15.6) 4.8 [2.71-8.34] <0.001 

Village 24 (17.1) 3 (1.9) 17.1 [5.42-73.8] <0.001 

Financial assistance for refugees     

Yes  113 (80.7) 133 (83.1) 1  

No 27 (19.3) 27 (16.9) 1.2 [0.64-2.13] 0.652 
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Violence as a risk factor  

Violence in its various forms was found to be a significant factor in the context of accessing health 
services. Participants who reported having been exposed to violence were twice as likely (OR = 2.2) to 
experience barriers in accessing health services compared to those who had not been exposed to violence 
(p = 0.001,Table 6 

Physical violence was associated with an even higher likelihood (OR=5.4) of experiencing barriers to 
accessing health services, the difference is also statistically significant (p=0.001). Psychological and 
emotional violence were also important factors, with double the odds (OR=2.2 and OR=2.1, respectively) 
of experiencing barriers to accessing health services compared to people who had not been exposed to 
such forms of violence. These differences are statistically significant (p=0.005 and p=0.003, respectively) 
(Table 6). 

Table 6. Violence as a risk factor that might influence access to health services 

Name From  No OR [IÎ95%] p-value 

Violence 
    

Yes  83 (59.3) 64 (40.0) 2.2 [1.37-3.47] 0.001 

No 57 (40.7) 96 (60.) 1  

Physical violence     

Yes 17 (12.1) 4 (2.5) 5.4 [1.77-16.43] 0.001 

No 123 (87.9) 156 (97.5) 1  

Mental violence     

Yes 46 (32.9) 30 (18.8) 2.2 [1.25-3.61] 0.005 

No 94 (67.1) 130 (81.2) 1  

Emotional violence     

Yes 67 (47.9) 49 (30.6) 2.1 [1.29-3.33] 0.003 

No 73 (52.1) 111 (69.4) 1  

Sexual violence     

Yes 7 (5.0) 0 (0.0) - - 

No 133 (95.0) 160 (100) - - 

Entry in the family doctor's register as risk factor 

Family doctor registration was determined to be a significant factor in the context of accessing health 
services. Participants who did not have a family doctor registration were estimated to be twice as likely 
(OR = 2.2) to face barriers in accessing health services compared to those who were registered. This 
difference is statistically significant (p=0.001), suggesting that registration at a family doctor may 
influence access to health services. Trust in the family doctor does not appear to be a significant factor 
as the observed differences are not statistically significant (p=0.878,Table 7 ). 
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Table 7. Registration and trust in a family doctor as risk factors that might influence access to health services 

Name From  No OR [IÎ95%] p-value 

Registration with your family doctor     

Yes 94 (67.1) 77 (48.1) 1  

No 46 (32.9) 83 (51.9) 2.2 [1.37-3.52]  0.001 

Trust in your family doctor     

Yes 51 (54.3) 40 (51.9) 1  

Moderate or a bit 43 (45.7) 37 (48.1) 1.1 [0.60-2.01] 0.878 

No     

Confidence in family doctor, among those registered, non-response (1) 

Groups and communities 

Access to health services can be influenced by various barriers experienced by groups and communities. 
The study estimated that respondents in the PWUD and PLHIV groups were 2.6 times and 2.1 times more 
likely to face barriers in accessing health services compared to those not in these groups. These 
differences were statistically significant (p=0.001 and p=0.020,Table 8). 

In contrast, the LGBTQI+ community was significantly less likely (OR=0.43) to experience barriers in 
accessing health services, suggesting a possible protective effect (p=0.006). On the other hand, the Other 
and SW groups did not show statistically significant differences in accessing health services (p=0.902 and 
p=0.362, respectively) (Table 8).  

Table 8. Groups and communities in relation to barriers in accessing health services  

Name From  No OR [IÎ95%] p-value 

PWUD Group     

Yes 51 (36.4) 28 (17.5) 2.6 [1.59-4.63] 0.001 

No 89 (63.6) 132 (82.5) 1  

LGBTQI+ Community     

Yes 19 (13.6) 43 (26.9) 0.43 [0.23-0.77] 0.006 

No 121 (86.4) 117 (73.1) 1  

PLHIV Group     

Yes 36 (25.7) 23 (14.4) 2.1 [1.15-3.72] 0.020 

No 104 (74.3) 137 (85.6) 1  

Group Other     

Yes 22 (15.7) 26 (16.3) 0.96 [0.51-1.79] 0.902 

No 118 (84.3) 134 (83.8) 1  

SW Group     

Yes 12 (8.6) 20 (12.5) 0.6 [0.30-1.39] 0.362 

No 128 (91.4) 140 (87.5) 1  

TB Group     

Yes 0 (0.0) 20 (100) -  

No 140 (100) 140 (87.5) -  
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Types of health services accessed and barriers  

Access to health services can be influenced by a variety of barriers, depending on the type of services 
sought. For respondents who accessed drug dependence health services, the study estimated triple odds 
of experiencing barriers to accessing services (OR = 3.1), statistically significant differences 
(p<0.001,Table 9 ). 

Double odds of encountering barriers to accessing health services were also estimated for those who 
accessed ARV treatment services (OR = 2.0) with a statistically significant difference (p = 0.028). In 
contrast, HIV testing was associated with a significantly lower likelihood of encountering barriers (OR = 
0.4, p = 0.001), indicating a protective effect (Table 9).  

There were no statistically significant differences in accessing health services for viral hepatitis B and C, 
STIs, chronic diseases, mental health, medical emergencies or other health reasons (all with p-value 
greater than 0.05) (Table 9). 

Table 9. Types of services accessed in relation to barriers in accessing health services 

Name From  No OR [IÎ95%] p-value 

HIV testing     

Yes 53 (37.9) 94 (58.8) 0.4 [0.26-0.68] 0.001 

No 87 (62.1) 66 (41.3) 1  

ARV treatment     

Yes 34 (24.3) 22 (13.8) 2.0 [1.11-3.67] 0.028 

No 106 (75.7) 138 (86.3) 1  

Viral hepatitis B and C     

Yes 52 (37.1) 50 (31.2) 1.3 [0.80-2.09]  0.329 

No 88 (62.9) 110 (68.8) 1  

Sexually transmitted infections     

Yes 11 (7.9) 25 (15.6) 0.5 [0.21-0.97]  0.050 

No 129 (92.1) 135 (84.4) 1  

Drug addiction     

Yes 60 (42.9) 31 (19.4) 3.1 [1.86-5.23]  < 0.001 

No 80 (57.1) 129 (80.6) 1  

Tuberculosis      

Yes 0 (0.0) 37 (21.2) -  

No 140 (100) 126 (78.8) -  

Acute viral respiratory infections     

Yes 26 (18.6) 38 (23.8) 0.7 [0.41-1.28]  0.323 

No 114 (81.4) 122 (76.2) 1  

Medical emergencies     

Yes 21 (15.0) 16 (10.0) 1.5 [0.79-3.18]  0.219 

No 119 (85.0) 144 (90.0) 1  

Chronic diseases     

Yes 21 (15.0) 27 (16.9) 0.8 [0.46-1.62]  0.753 

No 119 (85.0) 133 (83.1) 1  

Other health reasons     

Yes 20 (14.3) 20 (12.5) 1.2 [0.59-2.28] 0.775 

No 120 (85.7) 140 (87.5) 1  
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Name From  No OR [IÎ95%] p-value 

Mental health     

Yes 31 (22.1) 51 (31.9) 0.6 [0.36-1.02]  0.069 

No 109 (77.9) 109 (68.1) 1  

Stigma and discrimination as risk factors  

The study results highlight the significant impact of stigma and discrimination on access to health 
services. The data indicate that people who have experienced stigmatization are more likely to 
experience difficulties in accessing health services compared to those who have not experienced 
stigmatization (OR=42) The p-value p<0.001, suggests a highly statistically significant association (Table 10). 

Similarly, respondents who reported feeling discriminated against were also more likely to experience 
difficulties in accessing health services (OR=37, p<0.001), indicating a strong and statistically significant 
association (Table 10). 

The results of the study on the perception of respect for the right to health for refugees in Moldova 
revealed that people who felt that this right is not respected or partially respected were twice as likely 
(OR=2.2, p=0.007) to encounter barriers in accessing health services (Table 10).   

Table 10. Stigma and discrimination as barriers to accessing health services 

Name From  No OR [IÎ95%] p-value 

Stigmatization     

Yes 49 (35.0) 2 (1.2) 42.1 [11.8-263.1]  <0.001 

No 91 (65.0) 158 (98.8) 1  

Discrimination     

Yes 45 (32.1) 2 (1.2) 37.1 [10.3-231.9] <0.001 

No 95 (67.8) 158 (98.8) 1  

Respecting the right to health     

Yes 86 (67.7) 118 (82.5) 1  

Partial or No 41 (32.3) 25 (17.5) 2.2 [1.27-4.01] 0.007 

No answer: respect for the right to health (30) 
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QUALITATIVE STUDY: RESULTS 

Following discussions with representatives of key affected communities, members of the TB platform 
and representatives of the authorities regarding access to essential health services for refugees, the 
following issues were raised: 

• Temporary protected status provides free access to family doctor and pre-hospital emergency care. 
At the same time, several necessities (such as CD4 examination for PLHIV persons could not be 
carried out free of charge). 

• A major problem in accessing health services was mentioned the long distance, lack of transportation 
and the cost of traveling to institutions providing health services Inpatient treatment, analysis, 
laboratory tests, investigations were perceived as difficult to access services conditional on referrals 
from the family doctor, but also on the availability of places in medical institutions. 

• Access to essential services, especially narcological and HIV related services, and medical 
investigations is uneven and less accessible for people in rural areas. It is similar for other at-risk 
groups in these localities. The lack of specialized medical staff at district level imposes indirect costs 
related to travel to the municipalities and a barrier to access and continuity of medical services. 

• Refugees from the PWUD group in Ukraine spoke about reduced access to opioid agonist treatment 
services, including their absence in the private sector. This situation necessitates the need to live in 
areas where the Opioid Agonist Treatment Program (OAT) is available. In the context of the closure 
of several temporary refugee placement centers, this leads to high costs for renting accommodation. 

• Services for narcology, TB and HIV treatment were considered easily accessible and supported by 
NGOs. There is also good access to ARV, TB, OAT and other similar treatment schemes used in 
Ukraine and Moldova. However, for other conditions and chronic diseases, there are differences in 
the spectrum and cost of treatment, which often leads to regular return to Ukraine to purchase 
medicines (e.g. for hypertension, diabetes, etc.). Accessibility of free medicines is limited, and 
additional costs for their purchase are often covered with the NGOs support. 

• Specialized medical services, such as dental, mental health and gynecological services, were 
considered less accessible. 

• The frequent use of the services of private institutions has been confirmed, the costs being covered 
either by the beneficiary or with the support of someone else. The main reason for using these 
services is the long waiting time for investigations or medical consultations. 

• Due to high stigmatization, the LGBTQI+ community is less likely to turn to public institutions, opting 
more frequently for services offered by NGOs such as GDM and MedHUB. Interruptions in hormonal 
treatment have been reported due to lack of medication in Moldova or excessively high prices. In 
Moldova, only one NGO provides support services to this group, including accompaniment to health 
services and HIV risk reduction services such as community PreP. 

• There is a language barrier in accessing services, as official websites are often only available in 
Romanian, but medical documents are also issued in Romanian. This increases the frequency of 
requests for information from Romanian-speaking third parties such as NGO members, local friends 
or other refugees. 

• The situation where people in key groups do not want to recognize their belonging of these 
vulnerable groups, including their HIV status, was mentioned as problematic. 
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• Refugees from at-risk groups face the same barriers in accessing essential services as the Moldovan 
population. There is therefore an emerging need to invest in medical infrastructure and equip with 
modern technologies to increase capacity to respond to the diverse needs of patients, including those 
from refugee communities. 

• The model of health care provision for refugees was implemented by integrating services into the 
national health system, with the entry point through primary health care and the same mechanisms 
for accessing services as for the local population. Thus, the access to services through referral and 
accompaniment of persons at risk groups of refugees from Ukraine was carried out through NGOs, 
like persons in local risk groups. A rapid communication system with Ukrainian NGOs was established 
to ensure continuity of services. 

In this context, access to health services for refugees from at-risk groups is marked by challenges and 
inequalities, influenced by factors such as long distances, travel costs, limited access to essential 
treatment and specialized services, stigma and language barriers. NGOs play a key role in ensuring access 
to treatment and services, but there is a need for investment in modern medical infrastructure and 
equipment to meet the diverse needs of patients. 
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DISCUSSIONS 

The study explores the accessibility of health services to PLHIV, PWUD, SW, LGBTQI+, and people with 
TB and the barriers they face in accessing these services during their stay in Moldova. 

Research findings show that people in the PWUD group and those in PLHIV face the greatest barriers in 
accessing health services. These groups are often stigmatized and marginalized, making it difficult for 
them to access appropriate health care [15, 16] . The LGBTQI+ community is less likely to face barriers in 
accessing health services, suggesting a possible protective effect, which could also be explained by the 
fact that in most cases they access health services through NGOs or in most cases access paid services 
directly at private clinics.  

SW and Group Others did not show significant differences in accessing health services, suggesting that 
these groups do not face specific barriers. However, it is important to continue awareness-raising and 
education efforts to ensure an inclusive and respectful health care environment among groups and 
communities. 

The study highlights that access to health services for refugees in Moldova is influenced by a few factors, 
and refugees may face barriers in accessing health services.  

With reference to the socio-demographic factors analyzed, although no statistically significant 
differences were found, perceptions of barriers varied by gender, age, educational level, occupational 
status, marital status, and presence of dependents. This suggests that although socio-demographic 
factors do not directly impact access to health services, they may indirectly influence refugees' 
perception and experience of accessing health services. 

The educational attainment of the respondents in this study is comparable to that of other studies, 
indicating a high potential for integration into the labor market, provided there are adequate 
opportunities and recognition of qualifications. However, limited knowledge of the Romanian language 
could be a barrier, similar to the findings of other research emphasizing the importance of language 
learning programs to facilitate social and economic integration [17,18]. 

The results of this study highlight significant changes in the employment status and income of Ukrainian 
refugees from Ukraine in Moldova. Compared to other similar studies, a common trend of decreasing 
employment and income rates among refugees was observed, reflecting the difficulties faced in labor 
market integration in the host countries [17] . The study results highlight the average monthly income of 
the refugee as a key factor influencing access to health services. Refugees with no or very low income 
face the greatest difficulties in accessing health services in Moldova. Many refugees cannot afford to pay 
for medical consultations, treatments and investigations, which prevents them from accessing necessary 
care. These findings underline the importance of ensuring adequate financial support for refugees so that 
they can access necessary health services without being burdened by costs. A study in Morocco assessed 
the government's contribution to financing migrant and refugee health care through free services, 
mobilizing approximately 5% of the annual budget for primary health care for migrants and refugees, 
highlighting the need to develop alternative financing mechanisms as health insurance coverage is 
extended [19] . In this context, there is an emerging need to improve financial support policies and 
insurance mechanisms to cover medical costs for refugees, thus ensuring their access to quality health 
services. 

The results of the research provide a detailed insight into the transfer procedures and residence 
experiences of Ukrainian refugees from Ukraine in Moldova, particularly among at-risk populations. 
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Although in most cases refugees used legal documents to cross borders, there were also cases of illegal 
transfer. 

Most respondents stated that they had been in Moldova for more than 12 months, suggesting relative 
stability, which is essential for long-term integration and access to basic services. The frequency of 
multiple entries into Moldova also indicates continued mobility, possibly linked to the search for better 
living conditions or services or temporary return to Ukraine. On the other hand, one third of the 
respondents intend to leave Moldova soon, with the majority preferring to move to another country, 
reflecting uncertainty and the desire to find better living conditions. Relocation intentions are influenced 
by economic and security factors, similar to those identified in other studies on forced migration [18]. 

Study participants came from various regions of Ukraine, with a notable presence from Odessa, Mykolaiv 
and Kiev. In Moldova, the majority chose to live in municipalities, especially in Chisinau and Balti. The 
geographical distribution reflects a preference for urban areas, where access to services and economic 
opportunities are greater. The choice of where to live was not influenced by region of origin in Ukraine, 
suggesting that local factors in Moldova played a more important role in the settlement decision [18]. 

However, the long distance to health centers is one of the most common barriers in accessing health 
services. Many refugees must travel long distances to reach healthcare centers, which can be daunting 
and costly. This problem may also be compounded by the lack of adequate public transportation and 
refugees limited financial resources. The results of the study show that refugees living in district centers 
and villages face more difficulties in accessing health services than those living in municipalities [11, 20]. 
Regional disparities are also highlighted. Thus, refugees living in the North and South regions of Moldova 
face fewer barriers in accessing health services compared to those in the Center region. In this context, 
in order to ensure equitable access to health care, it is essential to develop solutions to bring health 
services closer to refugee communities, including through the implementation of mobile health 
services[21]. 

Initial housing experiences have had an impact on the current housing situation of refugees. Those who 
were initially housed in refugee centers tended to stay there or subsequently rent an apartment or house, 
which points to the importance of refugee centers in providing a stable starting point for further 
integration [22]. 

The majority of respondents were granted temporary protection, which underlines the effectiveness of 
the support measures implemented by the Moldovan authorities [23]. However, a significant percentage 
did not obtain temporary protection for various reasons, including plans to leave Moldova, lack of 
necessary documents or lack of knowledge of procedures.  

The availability of temporary protection is another determinant influencing access to health services. 
Refugees without temporary protection are more likely to face more barriers in accessing health services 
than those with temporary protection [24,25]. These results suggest the need for information 
campaigns, as well as improved policies and programs to facilitate access to temporary protection for all 
refugees, including through the involvement of NGOs and their collaboration with relevant institutions. 

The majority of refugees received financial support for refugees, which underlines the effectiveness of 
the support measures implemented [26]. However, a significant percentage did not receive this support 
for a variety of reasons, including lack of registration and lack of awareness of the possibilities to benefit 
from this support. These findings suggest the need for more effective information campaigns and 
administrative support to ensure access to financial support for all refugees. The distribution of financial 
assistance varied significantly between groups, with people with TB and those in the group Other 
benefiting most from this type of support. This variation indicates that belonging to a particular group 
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may influence the likelihood of receiving financial aid, highlighting the need for policies or programs to 
ensure equity in the distribution of resources. 

In addition to financial support, refugees were provided with various essential items such as food, 
hygiene products and medicines. The distribution of these goods reflects the immediate needs of the 
refugees and the importance of ensuring access to basic resources to facilitate adaptation and 
integration into the new environment. 

NGOs and volunteers have played a crucial role in providing essential services such as referral or 
accompaniment to centers (medical facilities), free HIV testing and psychological support. These services 
were frequently accessed by refugees, indicating a continued need for specialized support. Referral to 
legal aid and financial support to pay for medical services were also essential to ensure access to rights 
and health services. 

The study revealed a high prevalence of violence among refugees, with almost half of respondents 
reporting various forms of abuse. Emotional and psychological violence were the most common, 
indicating a high level of stress and trauma among the study population. People with TB, PWUD and the 
LGBTQI+ community had the highest rates of exposure to violence, highlighting the vulnerability of 
these groups. The data show that emotional and psychological violence were predominant, and 
perpetrators were strangers, family members, border service and police employees [27]. These findings 
point to the need for protection measures and psychological support for refugees, as well as 
interventions to prevent violence in all its forms [17]. A worrying aspect is that many victims of violence 
have not sought help, which may be attributed to a lack of trust in the authorities or lack of knowledge 
of available resources. NGOs have played a crucial role in providing support, but a concerted effort is 
needed to encourage reporting of incidents and access to assistance. High exposure to violence and 
avoidance of help-seeking highlights the need for integrated interventions that address both the security 
and psychological needs of refugees. 

Violence, in its various forms, has also been identified as a factor that could influence refugees' access to 
health services. Thus, participants who have been exposed to violence, whether physical, psychological 
or emotional, are more likely to face barriers in accessing health services compared to those who have 
not been exposed to such experiences. This highlights the profound impact that violence can have on the 
health and well-being of refugees, further complicating their access to essential health care. Evidence 
from the literature emphasizes that refugees experience a continuous cycle of trauma and violence that 
begins before migration and persists after resettlement, with cumulative effects on their health [28]. 

In the same vein, the study highlights that physical violence is associated with the greatest difficulties in 
accessing health services [27]. Refugees who have experienced physical violence face significant 
obstacles, which can be explained by the physical and psychological trauma they suffer, but also by the 
fear of seeking help due to stigmatization or reprisals because of belonging to certain risk groups. Mental 
and emotional violence are also important factors influencing access to health services. Refugees 
exposed to such forms of violence may suffer from anxiety, depression and other mental health 
problems[29], which affect their ability to seek and access health care. To improve refugees' access to 
health services in Moldova, it is essential to address violence in all its forms. At the same time, 
psychosocial support and community efforts remain key factors in facilitating access to health services 
and improving the health status of refugees. 

Stigma and discrimination were highlighted as problems among refugees from at-risk populations [5]. 
About 17% of respondents reported feeling stigmatized and 16% experienced discrimination when 
seeking health services. PWUD and PLHIV groups experienced the highest rates of stigma and 
discrimination. The main reasons for stigmatization included drug addiction, ethnicity and mental 
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health, and the types of discrimination experienced were varied, including negative attitudes of 
healthcare staff and inappropriate language used by them. A study in France showed that socially 
disadvantaged populations, including immigrants and refugees, face high rates of discrimination when 
accessing health services [30]. These findings highlight the need for targeted interventions to reduce 
stigma and discrimination among refugees through education and awareness-raising among health 
service providers and the community. 

The majority of refugees settled in Moldova consider that their right to health is respected, indicating a 
generally positive perception. However, there are also refugees who believe that this right is only partially 
or not respected at all, highlighting gaps in ensuring equitable access to health services [5]. Perceptions 
vary between groups and communities. For example, the TB group has the most positive perception, 
while the LGBTQI+ and PWUD groups have less favorable perceptions. The survey of the general 
population in Moldova showed that perceptions of respect for human rights, including the right to health, 
vary significantly between different vulnerable groups, highlighting that while there has been progress 
in respect for human rights, certain groups, such as the LGBTQI+ community and people with disabilities, 
continue to face significant challenges [31]. These differences highlight the need for specific 
interventions to address the concerns of each group and to ensure equitable access to health services for 
all refugees. 

Some specific challenges and needs of refugees in relation to health status and access to health services 
are also highlighted in this study [10]. Respondents' self-assessment of their health status varied 
considerably between groups; with the majority rating their health as satisfactory or good, with small 
differences between groups such as people with TB and the LGBTQI+ community indicating more severe 
health problems. All this underlines the importance of continuous health monitoring and provision of 
appropriate health services, including in dependence on groups [12]. 

Family doctor registration is essential to facilitate access to health care, including for refugees. Refugees 
who are not registered with a family doctor face significant barriers in accessing health services, which 
underscores the importance of registering with a family doctor [6,8]. The percentage of refugees 
registered at a family doctor varied considerably between groups, with the highest rates of registration 
observed among people with TB and the Group Other. In contrast, the LGBTQI+ community had the 
lowest rate of registration, which may reflect barriers in accessing the health services offered from state 
institutions. 

One of the main reasons why refugees do not register with their family doctor is the intention to leave 
Moldova in the near future [6]. This suggests instability and lack of certainty among refugees, which 
prevents them from registering and receiving continuous medical care. Another significant reason is 
unfamiliarity with the registration procedure. Many refugees are not familiar with the Moldovan health 
care system and do not know how to register with a family doctor [5] . The lack of the necessary 
documents for registration is also a significant barrier. Refugees often face difficulties in obtaining the 
necessary documents for registration, which hinders their access to health services [13]. All this highlights 
the need for information and education campaigns that clearly explain the steps needed to register and 
the benefits of registration. NGOs and state institutions need to work together to provide this 
information in an accessible way and in languages that refugees understand. 

Trust in the family doctor is an essential aspect of the patient-doctor relationship and significantly 
influences the quality of health care [32]. Although the majority of refugees trust their family doctor, 
there is also a significant percentage who are unclear or do not trust the doctor on whose register they 
are registered, suggesting the need for continued efforts to build and maintain refugees' trust in the 
health system and medical professionals. 
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Refugees accessed a wide range of health services, indicating diverse access to health services, but also 
reflecting the complex needs of refugees [10, 13]. NGOs in Moldova were the main source of information 
for accessing these services, followed by social networks and other refugees settled in Moldova, 
highlighting the crucial role of NGOs in disseminating information and facilitating access to health 
services. The majority of participants accessed the services offered by NGOs, highlighting the 
importance of these organizations in supporting refugees. 

The survey results reflect a detailed insight into the communication between Ukrainian refugees and 
health care providers in Moldova, highlighting the importance of effective communication and adequate 
information in the relationship between patients and health care providers. The majority of refugees 
expressed a high level of satisfaction with information about treatment options, their safety, and the 
tailoring of medical care to individual needs. Confidentiality and trust in health care providers were also 
key aspects appreciated by patients. All these show similar results to the study among refugees, general 
population [5]. However, the present study found variations between groups and communities in this 
area, which underlines the need for tailored approaches and greater attention to groups that reported 
lower levels of satisfaction. The study also revealed other challenges, such as the perception that the 
demand for health care exceeds the capacity of primary health care in Moldova in the context of refugees 
[7], particularly evident in the TB, PLHIV and PWUD groups.  

Gaps in the availability of informed consent in various languages were also highlighted, emphasizing the 
importance of this aspect for accessibility and effective communication, as described in the previous 
study among refugees, where they mentioned the availability of informed consent in Russian or 
Ukrainian in 58% of cases [5]. Against this background, it is concluded that it is essential to continue 
efforts to ensure informed consent in the mother tongue or other languages understood by Ukrainian 
refugees. 

The survey revealed varied perceptions of refugees on the quality and safety of health services, as well 
as on the effectiveness of referral systems and cooperation between different medical and social entities 
[5]. The majority of refugees from at-risk populations felt that the referral and cooperation systems 
between health services, shelters and NGOs functioned well, although there were differences between 
groups and communities, particularly among people from PWUD and SW groups. Thus, it is essential to 
continue efforts to improve referral systems and cooperation between health services, social services 
and NGOs in order to ensure integrated and quality care. 

Long waiting times for consultations with both specialist and family doctors are a significant barrier to 
accessing health services [33]. Refugees often face long waiting lists and delayed appointments, which 
can lead to a worsening of their health. There is a need to improve the efficiency of the scheduling system 
and to ensure enough medical staff to reduce waiting times and provide timely medical care. The 
literature emphasizes that refugees in host countries frequently face long waiting times for medical 
consultations, which can lead to delays in diagnosis and treatment [34, 35]. 

Requiring additional documentation and language barriers further complicate access to healthcare. 
Refugees are often faced with excessive bureaucratic requirements and communication difficulties due 
to language barriers, results also demonstrated in other research conducted in refugee or migrant host 
countries [7, 20, 36]. Simplification of administrative and bureaucratic procedures and the provision of 
translators could facilitate communication between refugees and medical staff. 

From the analysis of the data collected in the survey, it can be concluded that there is significant 
awareness and varied utilization of harm reduction services among refugees who have settled in 
Moldova. For the most part refugees received information and support in HIV prevention and 
management, and the level of awareness of confidential HIV testing was high. There was also 
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considerable familiarization with pre-exposure prophylaxis (PrEP) and post-exposure prophylaxis (PEP) 
for HIV. These findings are supported by others research. For example, a study published by UNAIDS 
highlights the unique challenges that refugees face in HIV prevention and management, emphasizing 
the need for access to prevention, treatment and support services [37]. 

The quality of harm reduction services was perceived as positive, with high overall satisfaction with the 
services offered in Moldova. However, there were notable differences in perceptions and utilization of 
services between groups and communities. For example, the LGBTQI+ community and the PWUD group 
reported the highest rates of service utilization, while the SW and Group Others had lower rates of 
accessing these services. Thus, continued efforts to inform and educate refugees, strengthen 
cooperation between medical and social entities, and tailor services to the specific needs of groups and 
communities could further improve access and quality of harm reduction services, as well as ensure 
better health protection for refugees and more effective integration into the Moldovan health system. 

Access to HIV services in Moldova varied and was influenced by a number of factors, including group and 
community membership. The PLHIV group demonstrated universal awareness and utilization of HIV 
services, which underlines the importance of continued information and education for this group. High 
utilization of HIV services was also observed in the LGBTQI+ community, indicating their good 
integration into the health system. In contrast, the PWUD and SW groups accessed these services to a 
lesser extent [38], suggesting the need for specific interventions to improve access and utilization among 
these groups. 

In terms of HIV testing, the majority of refugees used the services provided by NGOs, which underlines 
the crucial role of these organizations in HIV prevention and management. Reasons for testing varied, 
but personal initiative and referrals from NGO staff were the main drivers for testing. A study in Uganda 
showed that refugees' access to HIV testing is influenced by daily survival priorities and circumstances 
that allow for temporary changes in these priorities [39], while another study emphasized the importance 
of social support and community efforts for young migrants in accessing HIV services [40]. 

ARV treatment was accessed by the vast majority of refugees in the PLHIV group, and treatment 
continuity was ensured [41]. However, there were cases in which refugees did not have sufficient pills to 
secure their therapy during the period of transfer. Refugees' satisfaction with the quality of HIV services 
in Moldova was high, with the majority of refugees stating that they were satisfied or very satisfied with 
these services. In context, a study conducted in Ethiopia showed that the level of satisfaction with HIV 
treatment and care services is influenced by the waiting time and duration of receiving care [42]. 

In terms of refugees' access to services for viral hepatitis B and C, the results showed positive aspects 
such as availability and access to free testing. However, treatment continuity was affected by factors 
such as lack of necessary paperwork and financial difficulties, which can lead to interruptions in 
treatment and worsening of health status. The literature confirms that refugees are at higher risk of viral 
hepatitis B and C and face barriers in accessing immunization, testing and treatment services [43]. 

Although the majority of refugees accessed services for STIs, the highest percentage of access was in the 
LGBTQI+ community. The literature emphasizes the importance of rapid and sensitive molecular testing 
[44]. However, in contrast to the results obtained in the present study, a systematic review highlights the 
associated stigmatization regarding STI and HIV testing among refugees, which has led to low utilization 
of testing services [45]. Continued treatment for STIs was influenced by economic factors, with some 
respondents having to pay for health services and others receiving financial support from NGOs.  

The study shows a prevalence of both injecting and non-injecting drug use among refugees in the PWUD 
group, with varying duration of use. In the majority of cases, they continue to use drugs during their stay 
in Moldova, underlining the need for continuous and effective interventions. Research findings 
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emphasize that the prevalence of substance use among refugees is influenced by factors such as 
exposure to trauma, mental health disorders, social and economic inequalities [46], living conditions and 
social relations [47]. 

Access to sterile syringes and needles was relatively good, with most PWUD group refugees benefiting 
from syringe exchange programs or purchasing them from pharmacies [48]. However, occasional use of 
reused equipment and injecting with pre-filled syringes pose significant health risks to PWID. Treatment 
for drug dependence was accessed by a proportion of respondents, but its continuation was influenced 
by economic factors and availability of services [49]. Although the majority of respondents are satisfied 
with the quality of services offered in Moldova, there are varied perceptions regarding the comparison 
with services in Ukraine. 

TB health services were accessed 100% by those in the TB group. Symptoms that prompted refugees to 
access TB health services included constant cough, chest pain, fever and unmotivated weakness. In vast 
majority of cases, refugees sought health care in government facilities and TB diagnosis was confirmed 
quickly, within 1-3 days. All those diagnosed with TB were hospitalized and underwent treatment under 
direct observation, which underscores the importance of medical supervision in TB management [14]. 
However, there were challenges in terms of adverse reactions to treatment especially at the outpatient 
stage [50]. Support from social workers and psychologists, as well as incentives provided during 
treatment, played a key role in  completing treatment [51, 52]. 

Access to medical services for AVRI, medical emergencies and chronic diseases varied. The SW group 
accessed these services most often, followed by the Group Other for medical emergencies and chronic 
diseases. In most cases, refugees accessed state services. In contrast, some incurred costs either by 
accessing the services of private clinics or by being offered certain services for a fee. In this context, the 
variability in the costs of health services and the use of their own savings, loans or NGO help to cover 
these costs highlights the financial challenges faced by refugees. Literature data highlights that refugees 
in Iran face significant financial difficulties in accessing health services, despite the existence of a public 
health insurance program [53]. 

Mental health services were accessed particularly by the Other and LGBTQI+ groups [54], while the TB 
group did not access these services at all. Most refugees turned to NGOs for mental health support, and 
a significant proportion consulted psychiatrists or neurologists in polyclinics. Some respondents incurred 
costs for mental health services [55], and sources of funding included own financial resources, loans and 
support from NGOs. Satisfaction with the quality of mental health services in Moldova is generally 
positive, with the majority of respondents stating that they are satisfied or very satisfied. However, there 
are also respondents who consider the services in Ukraine to be superior, suggesting the need for 
continued improvements in the Moldovan mental health system to reach the standards perceived in 
Ukraine. 

Finally, the study highlights the importance of integrated and tailored interventions to address the 
specific needs of different refugee groups. It is essential to continue awareness-raising and education 
efforts, to develop solutions to bring health services closer to refugee communities and to ensure an 
inclusive and respectful health care environment. This will ensure better health protection for refugees 
and more effective integration into the Moldovan healthcare system. 
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STUDY LIMITATIONS 

In the survey, data were self-reported by respondents, which may be a limitation. This method of data 
collection may introduce subjective errors as respondents may provide inaccurate or incomplete 
information. 

Another limitation of the study was the clustering of key affected populations, which made it difficult to 
interpret some results due to the small sub-sample sizes of less than 30 respondents. This may reduce 
statistical power and limit the generalizability of the results.  

 

CONCLUSIONS  

1. Barriers in accessing health services: Refugees from Ukraine, especially from key groups face some 
barriers in accessing health services in Moldova. Among the most common obstacles are the distance 
to health facilities, long waiting time, the need for additional documents, restricted access to 
essential treatment and specialized services, stigmatization and language barriers. These barriers 
not only hinder access to health services, but also affect the quality-of-care refugees receive. 

1.1. Distance. Distance-related barriers were significant for 27% of refugees. PLHIV and PWUD 
groups experienced the most difficulties. Perceptions of distance varied significantly between 
the regions of Moldova, with refugees settled in the Southern regions most frequently facing 
this barrier. 

1.2. Waiting time. Barriers related to waiting time at the specialist and family doctor were 
significant for a considerable proportion of refugees. In a quarter (24%) of cases, waiting time at 
the specialist doctor and in a fifth (20%) of cases, waiting time at the family doctor were 
specified as problems, mainly affecting the LGBTQI+ community and the PLHIV and PWUD 
groups. 

1.3. Limited access to essential treatments. In 14% of cases, refugees faced obstacles in accessing 
treatment, including a lack of medicines in the pharmaceutical network in Moldova and higher 
costs compared to Ukraine. Other barriers included limitations imposed by temporary 
protection, problems with prescriptions and the need to pay for treatment, sometimes turning 
to NGOs to cover costs. Most barriers of this type were faced by those from the PWUD, Other, 
SW, PLHIV groups, as well as those from the LGBTQI+ community. 

1.4. Access to specialized services. In 18% of the cases, refugees encountered obstacles in accessing 
health services, which were only offered for a fee. The most common barriers included paid 
medical consultations, the cost of tests (including CD4) and investigations in private clinics. 
Access to emergency dental services was difficult due to high costs. Such barriers were faced in 
particular by refugees from the Other and SW groups, but also by those from the PLHIV and 
PWUD groups. 

1.5. Application for additional documents. Such an obstacle was faced by 6.5% of refugees, 
particularly those from the PWUD, PLHIV and LGBTQI+ groups. The documents most often 
included temporary protection, Ukrainian passport, documents confirming diagnosis or 
disability, as well as test results from Ukraine. 

1.6. Language barriers. Language barriers in accessing health services were experienced by 5.7% of 
refugees, particularly those from the PWUD group and the LGBTQI+ community.  
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2. Risk factors regarding barriers in accessing health services: regional and rural disparity, economic 
factors such as poor financial situation, lack of temporary protection, non-registration at the family 
doctor, group membership, access to specific services such as ARV and drug addiction therapies, 
exposure to any type of violence, experience of stigma and discrimination. 

2.1. Regional and urban-rural disparity: Refugees settled in the North and South regions were 
significantly less likely to experience barriers, while those in the Center region were significantly 
more likely to experience difficulties. Also, residents in district centers and villages were 
significantly more likely to face barriers than those in municipalities. 

2.2. The role of the economic factor: the amount of average monthly income is a significant factor 
in the perception of barriers in accessing health services. Refugees with no income are 3.5 times 
more likely to experience difficulties in accessing health services. 

2.3. The role of temporary protection: the role of temporary protection is crucial in facilitating 
access to health services, but about one fifth of refugees do not benefit from this protection. 
Refugees without temporary protection are significantly more likely to face barriers in accessing 
health services. 

2.4. The role of family doctor registration: family doctor registration has been shown to be a 
significant factor in accessing health services and can positively influence access to health 
services. Refugees not registered with their family doctor are twice as likely to face barriers in 
accessing health services. 

2.5. Belonging to the risk group: at-risk populations such as PWUD and PLHIV face the greatest 
barriers in accessing health services due to stigma and marginalization. In contrast, the 
LGBTQI+ community face fewer barriers, suggesting a possible protective effect or being a more 
'closed' group. 

2.6. Access to specific services: access to health services is influenced by various barriers, depending 
on the type of services required. Refugees accessing services for drug dependence treatment 
were three times more likely to face barriers, and those accessing services for ARV therapy were 
twice as likely to face barriers. In contrast, HIV testing was associated with a significantly lower 
likelihood of encountering barriers, indicating a protective effect. 

2.7. Violence. Violence in its various forms has been shown to be a significant factor in accessing 
health services. Refugees exposed to violence are more likely to face barriers in accessing these 
services. Those exposed to physical violence are 5.4 times more likely to experience difficulties, 
while those exposed to psychological and emotional violence are twice as likely to face such 
barriers. 

2.8. Stigma and discrimination: the study found that stigma and discrimination have a significant 
impact on access to health services. People who experienced stigma or discrimination 
experienced significantly more difficulties in accessing these services than those who were not 
exposed to these factors. Also, the perception that the right to health is not respected or only 
partially respected was associated with a higher likelihood of experiencing barriers in accessing 
health services.  

3. Communication with health care providers. Most refugees felt well informed and reported a high 
level of satisfaction with health care. The PLHIV and PWUD groups were the most satisfied, while the 
SW group felt the least informed. Information on treatment safety and tailoring care to patients' 
needs were positively rated. Capturing feedback showed a moderate level of satisfaction, and the 
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time taken for consultations and respect for confidentiality were well rated, although there were 
differences between groups. 

4. Quality and safety of health services. The results underline the importance of a well-structured 
referral and cooperation system to ensure the quality and safety of health services tailored to the 
specific needs of different groups and communities. 

4.1. The system of referral and cooperation between health services was considered effective in 
most cases, especially by the TB, PWUD and PLHIV groups, while the SW and LGBTQI+ groups 
had a less favorable perception.  

4.2. Collaboration between health services and shelters was rated positively but with variations 
between groups: the PWUD and PLHIV group felt that there was a good system of referral and 
cooperation, while the SW and LGBTQI+ groups had a less favorable perception. 

4.3. Collaboration also between health and social services was rated positively by the majority of 
refugees, especially those in the PWUD and PLHIV groups. The SW group had a significantly 
lower perception of the effectiveness of this collaboration. 

4.4. The system of referral and cooperation between health services and NGOs was well appreciated 
in the context of TB and HIV but differed between groups. In the TB context, collaboration was 
rated as effective, especially by the TB and SW groups. In the context of HIV services, the referral 
and cooperation system was also well rated, with high satisfaction among SW, HIV and 
LGBTQI+ groups. However, the PWUD group had a lower appreciation compared to the group 
Others. In terms of treatment with opioid antagonists, the majority of respondents felt that the 
system worked well, with the exception of the LGBTQI+ community, who indicated a total lack 
of satisfaction. 

4.5. Quality and safety of health care. In most cases refugees were satisfied with the quality, safety 
and continuity of health care they received. The TB, PWUD and HIV groups had the highest 
levels of satisfaction, while the SW group had the lowest positive rating. 

5. NGO support: The study highlighted the crucial role of NGOs in supporting Ukrainian refugees in 
Moldova. NGOs provided essential services such as referral and accompaniment to medical centers, 
free HIV testing, psychological support, legal assistance. They also provided financial support for the 
payment of medical services and the distribution of essential goods such as food, hygiene products 
and medicines. These services were frequently accessed by refugees, indicating a continued need for 
specialized support. NGOs played a key role in facilitating access to health services and ensuring 
more effective integration of refugees into the Moldovan health system. Collaboration between 
NGOs and the health system is essential to address the needs of refugees. 
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RECOMMENDATIONS 

1. Improving access to health services. It is essential to develop innovative solutions to bring health 
services closer to refugee communities. Implementing mobile health services could reduce the long 
distances refugees have to travel to access necessary care. Simplifying administrative and 
bureaucratic procedures would also facilitate quick and efficient access to health services, removing 
unnecessary obstacles. 

2. Person-centered approach. To improve the quality, increase the satisfaction of refugees and 
increase the safety of health care, there is an emerging need for a people-centered approach, 
including effective and transparent communication, tailoring care to the individual needs of the 
person and ensuring confidentiality and safety in all aspects of health care. 

3. Expand access to temporary protection and adequate information: It is imperative to expand 
support for accessing temporary protection for all at-risk groups, including PWUD, OAT, SW and the 
LGBTQI+ community. Information campaigns should clearly explain the procedures for obtaining 
temporary protection and its benefits and be available in languages known by refugees to ensure 
access to information for all refugees. 

4. Reducing language barriers. Reducing language barriers and improving access to health services are 
key to facilitating refugees' access to health care. Ensuring the availability of medical forms and 
information in languages known by refugees will remove language barriers. 

5. Combating stigma and discrimination. Stigma and discrimination are significant barriers to 
accessing health services for people from at-risk groups. Training health service providers to ensure 
an inclusive and respectful healthcare environment would help improve people's experience and 
increase their confidence in the health system. Conduct awareness raising campaigns and activities 
to reduce stigma and discrimination of refugees, especially those from vulnerable groups (PWUD, 
PLHIV, SW, LGBTQI+) to promote social inclusion and equal access to services. 

6. Strengthening education and outreach programs. Continuing outreach and education efforts to 
inform refugees about registration procedures and their benefits would facilitate access to health 
care and reduce language barriers. 

7. Ensuring support services. Providing support and expanding financial assistance programs, as well 
as increasing the capacity of NGOs to provide support, including legal aid, psychological support and 
specialized medical services, will ensure that refugees from at-risk groups receive the care and 
support necessary to maintain their health and well-being. 

8. Psychosocial support and violence prevention. The implementation of protection measures and 
psychological support for refugees is crucial to address the profound impact of violence on their 
health and well-being. Encouraging the reporting of incidents of violence and ensuring access to 
assistance would help to create a safe and supportive environment for refugees. 

9. Strengthening cooperation between NGOs and health services. Strengthening cooperation 
between NGOs and health services is essential to ensure continuity of care and access to specialized 
services for refugees from at-risk groups (PWUD, PLHIV, SW, LGBTQI+). NGOs play a crucial role in 
providing support and better coordination between these organizations and formal health 
institutions can optimize access to health services. Improved referral systems and effective 
cooperation will significantly contribute to ensuring quality care and adequate response to the 
complex needs of refugees 
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10. Continuous monitoring and evaluation. Implementing a continuous monitoring and evaluation 
system is essential to ensure effective access to health services for refugees. These mechanisms will 
enable new barriers to be promptly identified and addressed, ensuring the quality and effectiveness 
of interventions. Monitoring and evaluation of the impact of the services provided will facilitate the 
adaptation of strategies according to the emerging needs of refugees, thus contributing to the 
continuous improvement of health and support services. These measures are crucial to respond 
appropriately and flexibly to the challenges faced by refugees, ensuring their access to quality care. 
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