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Abstract
This study examines the challenges vulnerable populations in Albania face in accessing healthcare, focusing on structural, access-related,
and socio-cultural barriers. Using a qualitative approach, it involved 13 focus group discussions (FGDs) with 118 participants from
diverse backgrounds, including individuals with disabilities and members of the Roma and Egyptian communities. Data were collected
between 2019 and 2020 as part of the “Health Vulnerability Study in Albania”, commissioned by the “Health for All Project” (HAP) and
approved by the Albanian Committee of Medical Ethics. Oral consent was obtained, and discussions were recorded to explore participants’
experiences and perspectives in-depth.

Key findings highlight limited healthcare infrastructure, negative perceptions of the health insurance system, and discrimination,
which erode trust in healthcare providers. Vulnerable groups included socio-economically disadvantaged individuals, older adults, the
LGBT community, and women facing domestic violence or unemployment. The study calls for reforms in healthcare infrastructure, health

insurance, and cultural competence training for providers to address disparities.
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Introduction

Access to healthcare continues to be a significant barrier to
achieving the Sustainable Development Goals (SDGs) in many
low- and middle-income countries (LMICs), including Albania.
Improving access to quality healthcare, particularly for vul-
nerable populations, is a priority for stakeholders working to-
wards the SDGs (Acquah-Hagan et al., 2021). Access to health-
care is an important goal, but there are concerns that some
vulnerable groups in the population have poorer access than
others. Various studies have highlighted that access to health-
care for vulnerable groups is influenced by a multitude of fac-
tors that are generally consistent across countries (Corscadden
et al., 2018). These individuals often face disadvantages when
pursuing services, characterized by delayed seeking for help,
challenges in effective communication of their health issues,
and issues such as obesity or smoking that might lead to unfa-
vorable judgments regarding their suitability for certain forms
of care. Additionally, systemic constraints, including insuffi-
cient capacity, further compound the difficulties these groups
encounter in meeting their healthcare needs.

Healthcare provision in Albania has undergone signifi-
cant transformations since the fall of communism in the early
1990s. Despite notable improvements, the system still faces
numerous challenges that affect the quality and accessibility of
healthcare services. Albania’s healthcare system transitioned

from a centralized, state-controlled system under communism
to a more decentralized model post-1990. This transition
aimed to increase efficiency and improve service delivery.

The healthcare system in Albania is organized into prima-
ry, secondary, and tertiary levels of care. Primary healthcare
services are provided through a network of health centers and
family doctors, which serve as the first point of contact for
most patients. Secondary and tertiary care services are offered
by hospitals and specialized institutions, primarily located in
urban areas (World Health Organization, 2018).

Despite this structured approach, significant disparities in
access and quality of care exist between urban and rural areas.
Rural regions often lack healthcare facilities and professionals,
leading to substantial health inequities.

Albania has made notable progress in improving health
indicators such as life expectancy and infant mortality rates.
The average life expectancy in Albania increased to 78 years in
2019, while infant mortality rates have significantly decreased
over the past decades (World Bank, 2020). However, these im-
provements obscure underlying issues, such as the high prev-
alence of non-communicable diseases (NCDs), which account
for over 90% of all deaths (Institute for Health Metrics and
Evaluation, 2020).

The healthcare infrastructure in Albania is aging and of-
ten inadequate to meet the growing needs of the population.
Many facilities lack modern equipment and essential supplies,
hampering the quality of care (European Commission, 2023).
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As in many countries, Albania faces a significant short-
age of skilled healthcare workers. This shortage is exacerbat-
ed by the migration of medical personnel to other countries
in search of better opportunities, leading to a “brain drain”
(Yakubu et al., 2022).

Although health insurance coverage has increased, out-of-
pocket expenditures remain high, posing a significant barrier
to accessing healthcare for many Albanians. This financial bur-
den is particularly heavy for low-income households (Thomson
etal., 2023).

The quality of healthcare services is inconsistent, with is-
sues such as inadequate training of healthcare professionals,
lack of adherence to clinical guidelines, and poor patient man-
agement practices. These issues contribute to patient dissat-
isfaction and mistrust in the healthcare system (Saric et al.,
2021).

The above challenges multiply the access and the quality of
the health services for the vulnerable groups in the country,
affecting their overall well-being. The terms ‘vulnerability’ or
‘vulnerable groups’ are commonly used, but often with differ-
ent meanings by various stakeholders and actors involved. The
concept of vulnerability is dynamic. Individuals can be more or
less at risk of being in a vulnerable situation, depending on the
interaction of personal (inborn or acquired), societal, and envi-
ronmental factors. These factors can either provide or deprive
individuals of certain types of resources. Social determinants
of vulnerability are also influenced by the political, historical,
cultural, and environmental context (World Health Organi-
zation, 2021). We considered vulnerable groups who may be
more likely to face barriers to access to care as being those
participants with chronic conditions, lower income, females,
people over 65, LGBTQI community, sex workers, people liv-
ing with HIV/AIDS, problematic drug users, and Roma and
Egyptian communities.

People who belong to potentially vulnerable groups tend
to experience significant health challenges and often present
a range of complex health needs. Smoothening the progress
of access to healthcare involves helping people to command
appropriate healthcare resources and to seek care in order to
preserve or improve their health. It is worth noting that access
is a complex concept. However, four aspects require empirical
evaluation. These are availability, affordability, physical acces-
sibility, and acceptability (Levesque et al., 2013).

In Albania, there is little information about the rate of uti-
lization among various vulnerable groups such as people with
disabilities, drug users, female, elderly women, etc. Neverthe-
less, this information is essential as it will help policymakers
to know the rate of access to healthcare services among the
most marginalized population in the Albania society and re-
spond accordingly. Understanding the factors that influence
differences in healthcare access and utilization within vulner-
able groups in Albania can also serve as a basis for accurate
projection of future healthcare needs. This study therefore
aims at assessing the healthcare access differentials among the
vulnerable populations and makes this information available
to inform policy.

Conceptual module

The study adopts Levesque’s framework, which comprises five
dimensions of accessibility (approachability, acceptability,
availability, affordability, appropriateness) and corresponding
abilities of patients and populations to access care (ability to
perceive, seek, reach, pay, engage). This comprehensive frame-
work serves as the conceptual foundation for exploring health-
care access among vulnerable groups (Levesque et al., 2013).

Materials and methods

To achieve the study’s objectives, qualitative data collection
methods were employed, specifically Focus Group Discussions
(FGDs). A total of thirteen FGDs were conducted with partic-
ipants who either had or lacked access to primary healthcare
services. These discussions aimed to explore participants’
healthcare needs, the barriers they encountered in access-
ing services, and their perceptions of the quality of primary
healthcare. The use of FGDs was chosen for its effectiveness in
providing an in-depth exploration of participants’ knowledge,
attitudes, and practices. This method facilitated rich data col-
lection by encouraging interaction among participants, allow-
ing for time-efficient yet detailed insights into the experiences
and factors influencing healthcare access. Data collection oc-
curred between 2019 and 2020.

Sample

Given the fact that this study was based on a qualitative ap-
proach, there was no intention to generalize findings rather
than explore potential factors that hinder access and quality
in the primary health service. Therefore, a deliberate and ap-
propriate sampling was used based on the participants’ know-
ledge and experience on the subject. This sampling method
was chosen for researchers to get participants’ views on their
experiences and standpoints about primary healthcare servic-
es. Data was collected by 13 FGs representing the most vul-
nerable groups in Albanian society regarding their access to
healthcare services. Each focus group was composed of 7 to
14 individuals representing the respective vulnerable groups
pertinent to the Albanian society. In total, 118 individuals par-
ticipated in focus group discussions. Focus groups lasted on av-
erage about 90 minutes to 120 minutes. All participants were
informed beforehand about the study purpose and objectives,
as well as their rights, and their oral consent for participation
was sought. When participants agreed, the focus group discus-
sions were tape-recorded. Table 1 below presents the distribu-
tion of participants in the focus group discussions according to
the respective vulnerable groups and place of residence.

Data analysis
Thematic analysis, following Braun and Clarke’s six-stage mod-
el (Braun and Clarke, 2006), was employed to derive meaning-
ful insights from the qualitative data. Researchers familiarized
themselves with the data, transcribed audio recordings, creat-
ed initial codes, identified potential topics, categorized codes
into Levesque’s dimensions, revised topics, and interpreted
findings. An interpretive approach focused on participants’
interpretations, perceptions, and understanding of the dis-
cussed topics.

Table 2 presents the themes and subthemes emerging
from the focus group discussions involving vulnerable groups.

Limitations
The study encountered several limitations that need consider-
ation for a nuanced interpretation of the findings:

Participants frequently referred to experiences spanning
several years, introducing potential recall bias. This temporal
inconsistency may impact the accuracy of reported healthcare
encounters.

Many participants shared experiences of others, adding
complexity to the discernment of individual perspectives. This
indirect relay of information might not accurately represent
personal encounters with healthcare services.
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Table 1. Vulnerable categories included in focus group discussions

No. Target group District Number of participants
1 Vulnerable older people Tirana 11
2 Women caregivers Peshkopi 9
8] People with disabilities Fier 9
4 Vulnerable women Fier 9
5 People with comorbidities Vlore 8
6 Roma community Tirana 10
7 Poor people (including homeless persons) Vlore 7
8 Poor people Tirana 8
9 Vulnerable women Tirana 8
10 Chronic Diseases (AIDS, Hepatitis, Diabetes I) Tirana 9
11 People with disabilities (paraplegic, tetraplegic, blind people) Tirana 14
12 Vulnerable rural men Shkoder 8
13 Poor Roma men (including homeless persons) Shkoder 8
Total 118

Table 2. Themes and subthemes of the focus group

discussions

Themes adapted based on Subthemes

Levesque’s dimensions

Health personnel and other human
resources

Infrastructure and medical equipment

Drugs

Availability

Health insurance
Waiting time
Transportation
Out-of-pocket payments

Accessibility and affordability

Economy
Physician-patient interaction
Trust

Suitability/Effectiveness

Fear

Faith and credibility
Attitudes

Prejudices

Acceptability

Some participants held the belief that doctor visits were
only necessary for addressing specific illnesses. This percep-
tion may influence reported patterns of healthcare utilization,
potentially underrepresenting preventive or non-urgent care.

The discussions occasionally veered into experiences with
secondary and tertiary healthcare services, deviating from the
main focus on primary healthcare. This expansion could dilute
the study’s intended emphasis.

Language challenges, notably in the Roma community and
rural areas, may have introduced variations in understanding
and response consistency. This linguistic barrier could impact
the accuracy of conveyed experiences.

Results

Availability

In navigating the complex landscape of healthcare access,
participants identified structural barriers that collectively
hindered availability. These structural barriers encompassed

geographical disparities, a shortage of healthcare personnel,
challenges in medication accessibility, and deficiencies in orga-
nizational aspects of the healthcare system.

Health personnel / Human resources

Participants highlighted a significant obstacle in the form of a
shortage of primary healthcare physicians and nurses, particu-
larly in remote rural areas. This scarcity necessitated individu-
als to embark on arduous journeys, often spanning long hours,
to access the healthcare services they required. Notably, the
Roma and Egyptian community faced additional barriers re-
lated to the lack of identification documents, rendering them
unable to receive basic healthcare. In response, this communi-
ty adopted various strategies, with the prevalent one involving
delaying seeking medical attention until conditions reached a
critical state, prompting emergency service calls.

Infrastructure and medical equipment

Perceptions regarding healthcare infrastructure and technical
capacities were characterized by variability. While some partic-
ipants acknowledged recent investments in renovating prima-
ry healthcare infrastructure and hospital facilities, deficiencies
persisted. Lab work and x-ray diagnosis were singled out for
criticism, leading individuals to seek services outside their
districts, often in the capital or private sector. Participants
with disabilities shed light on inappropriate infrastructure
conditions, ranging from architectural barriers to violations of
privacy, impeding their access to healthcare. Faced with such
hindrances, individuals with disabilities reported a preference
for private sector services when financially feasible.

Drugs

A common concern across all focus groups pertained to seri-
ous problems associated with shortages in pharmaceutical
supplies. Chronically ill participants expressed frustration at
the frequent unavailability of the medicines they required.
Moreover, discussions unveiled perceived issues with doctors
prescribing specific brand names rather than emphasizing
chemical compositions. Participants suspected a clandestine
collaboration between pharmaceutical interests and doctors’
prescription practices, with some suggesting doctors might
receive incentives for promoting certain brands. The effec-
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tiveness of drugs on the reimbursement list became another
contentious issue, with doubts raised about their quality and
expiry dates. Affordability was a recurring theme, with par-
ticipants lamenting the high cost of medicines and adopting
various strategies to cope, such as delaying treatment until fi-
nancial resources allowed.

In the context of HIV/AIDS, a distinct pattern emerged,
as individuals with HIV/AIDS primarily sought services at
specialized centers concentrated in Tirana. This group encoun-
tered challenges in reimbursement due to bureaucratic discon-
nection from family physicians, exacerbating difficulties for
people living with HIV/AIDS.

Access and affordability of health services

Access

Health insurance

Contrary to expectations, attitudes toward the health insur-
ance system were predominantly negative, irrespective of
participants’ insurance status. While possessing a health card
granted the right to a free health center visit, participants
voiced dissatisfaction, asserting that many essential services
were not covered. Paradoxically, those with health insurance
perceived themselves as receiving lower-quality care, facing
longer queues, and contending with a more restrictive, bu-
reaucratic system compared to those paying out of pocket.
Participants hinted at a perception that physicians paid less
attention to insured individuals, fostering a preference for pa-
tients without insurance who might be more inclined to make
informal payments.

Waiting lists and waiting time

Accessing healthcare was not only a matter of geographical
and financial barriers; participants highlighted bureaucrat-
ic hurdles within the system. Planning procedures, even for
emergencies, necessitated lengthy waiting times, discourag-
ing individuals from seeking timely care. To circumvent these
delays, some participants resorted to informal payments or
sought services in the private sector. Notably, individuals with
disabilities faced similar challenges despite their status, navi-
gating queues and planning systems with difficulties unique to
their circumstances.

Transportation

Rural and local populations, particularly those in remote are-
as, confronted additional challenges related to transportation.
Accessing specialized medical services often required exten-
sive travel, imposing burdens of time, cost, and potential job
loss. Lack of available transport compounded the issue, espe-
cially in rural areas where public transport options were scarce.
Participants highlighted the absence of transportation servic-
es for bringing sick individuals from towns to cities, further re-
stricting access. The cost of transportation emerged as a signif-
icant concern, leading individuals to delay seeking healthcare
until conditions worsened or resorting to borrowing money to
access necessary services.

Affordability

Financial barriers emerged as a predominant theme in discus-
sions, with participants indicating a reluctance to seek health-
care immediately due to economic constraints. The ability to
pay informally (out-of-pocket) was perceived as a facilitator
of access to healthcare, surpassing the advantages of health
insurance coverage. Participants suggested that informal pay-
ments played a crucial role in ensuring better access to health-
care services. They described a nuanced relationship between

financial contributions and the quality of care received, par-
ticularly emphasizing the impact on hospital services. Despite
the presence of social and health insurance, participants noted
perceived differences in the quality of medical services, atten-
tion, and care based on informal payments, especially within
hospital settings.

Effectiveness

Socioeconomic status

The socioeconomic status of individuals played a pivotal role
in shaping their healthcare-seeking behavior. Participants de-
scribed situations where economic factors, such as the need to
leave work, compelled them to delay or avoid seeking medical
care. This was particularly evident among women with young
children or children with disabilities who prioritized their
family’s needs due to financial and time constraints. Partici-
pants perceived that their socioeconomic status influenced the
treatment they received, impacting access to healthcare and
the overall doctor-patient relationship. Differences in patient
communication were frequently reported, with providers of-
ten failing to hear patients’ concerns or answer their questions
adequately.

Patient-doctor interaction

Dissatisfaction with the interaction between patients and
medical staff was prominent, especially among urban partic-
ipants. Communication issues, the way individuals were ad-
dressed, and superficial explanations about treatment were
common grievances. In scrutinizing the quality of patient-doc-
tor interactions, participants voiced dissatisfaction with the
brevity of visits to family doctors and specialists. The limited
timeframe, averaging 10 to 15 minutes, was deemed insuffi-
cient for doctors to fully address patients’ concerns, offer thor-
ough explanations about their conditions, or provide compre-
hensive guidance on treatment options. This lack of time was
perceived as a significant barrier to achieving high-quality,
patient-centered care.

The urban-rural divide in attitudes towards healthcare
personnel was evident. Rural participants generally reported
positive relations and communication with doctors and nurses
in their villages. However, when needing to access services in
urban areas, dissatisfaction prevailed, with urban healthcare
staff’s behavior and attitudes drawing criticism.

Members of vulnerable minorities, specifically the Roma
and Egyptian communities, faced discrimination not only in
primary care services but also in hospital settings. Instances
of perceived hostile behavior led to physical confrontations in
some cases, highlighting the intensity of the challenges faced
by these communities.

Trust in doctors
Participants’ attitudes toward the medical staff’s competence
revealed a divided perspective. While some believed doctors
were capable problem-solvers, the majority felt that the most
competent and experienced doctors were concentrated in Ti-
rana. Lack of confidence in certain doctors prompted patients
to seek second or third opinions, often receiving conflicting
diagnoses. Participants highlighted concerns about doctors
not paying sufficient attention during visits, leading to brief
interactions where explanations about illnesses, medications,
and consequences were lacking. The Roma community claimed
they were not physically visited by doctors due to perceived
discriminatory and hostile behavior.

The role of a doctor’s personality emerged as a significant
factor influencing care and attention, transcending socio-eco-
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nomic status considerations. Some participants emphasized
that good behavior should be a matter of conscience, inde-
pendent of financial considerations.

Acceptability

Interpersonal level

Acceptability of healthcare services was profoundly influenced
by the lack of trust in doctors, fear of negative diagnoses, bar-
riers to medication adherence (including cost and perceived
corrupt practices), and financial implications. Participants
expressed dissatisfaction with doctors’ quick health visits, in-
sufficient information provision, profit-driven motives, and
perceived lack of focus on proper care. Negative perceptions of
doctors and a distorted doctor-patient relationship were per-
vasive across focus groups.

Reports of violence involving dissatisfied patients and
medical personnel had been covered in the media over the
past few decades. Respondents in large cities outside Tirana
highlighted a lack of trust and close relationships with family
doctors as factors deterring patients from seeking care, poten-
tially leading them to alternative healthcare providers.

Fear and previous experiences

Fear, rooted in attitudes and negative experiences, emerged
as a substantial barrier to seeking healthcare. Participants re-
counted instances of doctors ignoring, shouting, and humiliat-
ing patients. Language and communication barriers, including
the use of medical jargon, further strained the doctor-patient
relationship, fostering misunderstandings.

Discrimination extended beyond socio-economic fac-
tors, with the Roma and Egyptian communities expressing
heightened feelings of being discriminated against. The fear
of financial and emotional stress, coupled with anxiety about
life-changing diagnoses, deterred individuals from seeking
timely medical care. The complexity of the health system,
potential corruption, and the prevalence of bribery created
psychological barriers, exacerbating stress and anxiety, even
among disabled individuals.

In summary, the acceptability of health services was deeply
influenced by interpersonal dynamics, trust issues, fear, neg-
ative experiences, and systemic complexities, illustrating the
multifaceted nature of barriers within the healthcare land-
scape.

Discussion

The findings of this study shed light on the intricate challeng-
es faced by vulnerable populations in accessing and utilizing
healthcare services in Albania. The study shows that lack of
transport, availability of services, inadequate drugs or equip-
ment, and costs are the four major barriers to access. The
multifaceted nature of these challenges calls for a nuanced
discussion to better understand the implications and poten-
tial strategies for improvement. Whist universal approaches to
healthcare aim to offer equitable access to all, there are some
groups of people who continue to experience barriers in ac-
cessing healthcare or fail to access healthcare by conventional
means. Targeted or specialized interventions are an effective
way of addressing the health needs of vulnerable groups, as
they tend to be specifically tailored to the needs of particular
groups or particular health needs (e.g., outreach services tack-
ling communicable diseases among homeless populations).
Monitoring the health of populations and the services is an
effective way of understanding both the needs of the popu-

lation and gaps in health service provision (e.g., health needs
assessments of prisoner health).

Structural barriers and availability

Many people face barriers that prevent or limit access to need-
ed healthcare services, which may increase the risk of poor
health outcomes and health disparities (Institute of Medicine
/US/ Committee..., 2003). The scarcity of healthcare profes-
sionals and inadequate infrastructure, especially in remote
areas, poses a significant barrier to healthcare access. In gen-
eral, the vulnerable groups identified through various research
methods used in this study are in concordance with previous
reports from Albania. The reported challenges related to wait-
ing times and transportation, particularly in rural areas, em-
phasize the importance of improving accessibility. Policymak-
ers should consider measures to reduce waiting times, enhance
transportation options, and explore ways to make healthcare
more affordable, ensuring that individuals are not compelled
to seek alternatives in the private sector due to perceived inad-
equacies in the public system.

The most vulnerable group, universally identified across
all methods employed by the current study (prioritization ex-
ercise, quantitative survey, key informants’ interviews) and
exhibiting many barriers and challenges during focus groups
discussion were “older people”. This group encompasses many
more vulnerable sub-groups as many older individuals also
experience the high burden of multi-morbidity, disability,
deteriorated mental health, high levels of poverty, low ed-
ucation level, mobility issues, etc., all of which contribute to
their distinctly disadvantageous positions in relation to other
population groups. The older community is increasing in Alba-
nia, with the country experiencing the effects of population
ageing, similar to the rest of Europe (INSTAT, 2011). This de-
mographic transition is also reflected in a rapid shift of the
disease profile and mortality patterns, a phenomenon referred
to as “epidemiological transition”.

The study, International Mobility in Ageing, conducted in
Tirana, indicates that around 10% of older persons live totally
alone (IAMS, 2016). In the current study, lack of home care for
elderly people was a major obstacle to access to health care. The
reported strategies, such as delaying healthcare until a critical
condition or relying on emergency services, highlight the des-
perate measures individuals take when faced with structural
deficiencies. Addressing these issues requires targeted invest-
ments in healthcare infrastructure, incentivizing healthcare
professionals to work in underserved areas, and developing
strategies to ensure essential services are available locally.

Access and affordability
Poverty is a universal risk factor across all vulnerable groups
identified in this report and beyond. Indeed, the poorest in-
dividuals exhibited worse outcomes on all the indicators of
access to health care and health care quality included in the
current study. Poverty is deeper among vulnerable groups, and
poverty and vulnerability boost each other endlessly.

According to Living Standards Measurement Survey 2012
(INSTAT, 2012), the prevalence of absolute poverty in Albania
was 14%, with 3% of the population living in extreme poverty.
In 4 regions (Gjirokaster, Berat, Diber, and Tirana), an impor-
tant association was observed between poverty and distance
from the nearest doctor. In some cases, but not in all, this as-
sociation could be explained by urban rural differences in pov-
erty levels and distribution of health services.

The Albanian Demographic and Health Survey (ADHS)
2018 used another indicator for estimating the distribution of
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poverty in the population: relative poverty or the wealth dis-
tribution index. It shows that wealth and economic opportuni-
ties tend to concentrate in urban areas. Only 5% of households
in urban areas are in the lowest wealth quintile, compared to
42% of households in rural areas.

The critical component of financial barriers in the HCAB
model is the cost of healthcare (Carrillo et al., 2011). Out-
of-pocket medical care costs may lead individuals to delay
or forgo needed care (such as doctor visits, dental care, and
medications) (Pryor and Gurewich, 2004), and medical debt is
common among both insured and uninsured individuals.

Effectiveness of healthcare

The delay in seeking healthcare due to economic factors and
concerns about the perceived differential treatment based on
socioeconomic status is a critical issue. Interventions should
focus on raising awareness about the importance of timely
healthcare seeking and addressing the root causes of socioec-
onomic disparities in healthcare delivery. Additionally, efforts
to improve the quality and duration of doctor-patient inter-
actions can enhance the effectiveness of healthcare services.

Acceptability and trust

Trust is a combination of two components; it includes confi-
dence in the other person’s skills and competences and their
positive intentions. In the case of healthcare services, this
means that for a patient to trust the services, they must be-
lieve that healthcare professionals have both the ability and
the willingness to work in favor of the patient (Calnan and
Rowe, 2006; Mahon, 2013). A patient’s trust is formed based
on their experiences, but trust also affects how they perceive
further experiences (Hall et al., 2001). The reported lack of
trust in healthcare professionals, especially in urban areas, un-
derscores the need for interventions to rebuild confidence. In
addition to the reasons above, distrust in public health care
services is caused by a number of mechanisms in society. It
is based on a broader concept and discourse on the trustwor-
thiness of public services and local government (Manning and
Guerrero, 2013). It cannot, therefore, be solved by only focus-
ing on the issues of quality and staff responsibility, but must
be seen as a component of a broader discussion on political
and societal trust. However, distrust is not limited to public
services alone. Strategies may include initiatives to improve
communication, cultural competence training for healthcare
professionals, and community engagement to bridge the trust
gap. The discriminatory practices faced by vulnerable popula-
tions, particularly the Roma and Egyptian communities, de-
mand urgent attention, necessitating anti-discrimination pol-
icies and awareness programs within the healthcare system.

Fear and psychological barriers

The pervasive fear of negative diagnoses and the psychologi-
cal stress associated with healthcare interactions highlight the
importance of addressing mental health aspects. Integrating
mental health support within primary healthcare settings and
implementing measures to reduce the stigma associated with
seeking medical help can contribute to a more accepting and
supportive healthcare environment.

Conclusion

The exploration of healthcare experiences in this study reveals
a complex landscape marked by numerous challenges that hin-
der effective healthcare delivery and patient well-being. The

main reasons for the inability to access healthcare services in-
cluded financial constraints, reluctance to go to the pharmacy,
and a lack of trust in the effectiveness of recommendations
and prescribed medications. Poor health status/mobility, and
the distance to health centers were also important barriers
among some groups — such as the disabled, chronically ill, and
elderly.

Structural barriers, ranging from the shortage of health
personnel in remote areas to deficiencies in medical infrastruc-
ture and equipment, contribute to limited accessibility and
availability of health services. Medication shortages, informal
payments, and doubts about the effectiveness of reimbursed
drugs further compound these challenges.

The analysis of access and affordability underscores the
inadequacies of the current health insurance system. Despite
possessing health insurance, participants expressed dissatis-
faction, perceiving those with insurance to receive lower-qual-
ity care and face bureaucratic hurdles. Waiting lists, waiting
times, and transportation barriers, particularly in rural areas,
add additional layers of complexity to accessing healthcare.

Effectiveness of healthcare is compromised by delays in
seeking medical attention, influenced by socioeconomic fac-
tors and negative perceptions of the healthcare system. The
intersection of poverty, age, and ethnicity emerges as limiting
factors, leading to delayed or avoided medical care. The brief
duration of doctor visits, discriminatory behaviors, and a lack
of trust in doctors further impact the effectiveness of health-
care services.

Acceptability of healthcare services is marred by interper-
sonal conflicts, fear, and negative experiences. Participants
report dissatisfaction with doctor-patient interactions, citing
quick visits, inadequate information, and profit-driven mo-
tives. Discrimination, especially against vulnerable minorities,
contributes to physical confrontations and a breakdown of
trust. Fear of bad diagnoses, financial implications, and a per-
ceived lack of care drive individuals to avoid seeking medical
attention, perpetuating a cycle of delayed or neglected health-
care.

In the studied context, the healthcare landscape is shaped
by a web of interconnected challenges, spanning structural,
access-related, effectiveness, and acceptability dimensions.
Addressing these multifaceted issues requires a comprehen-
sive and integrated approach, involving stakeholders at vari-
ous levels to enact policy changes, enhance healthcare infra-
structure, and foster a culture of trust and empathy within
the healthcare system. The findings underscore the need for
targeted interventions to bridge gaps in healthcare delivery
and improve patient experiences, ultimately working towards
a more equitable and accessible healthcare system for all.
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