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Abstract Background: On 24th of February 2022, Ukrainian cancer patients had to face a
new war. Here we describe an experience of the Maria Sklodowska-Curie National Research
Institute of Oncology Branch Krakow in providing cancer care for Ukrainian refugees during
the initial 6 weeks of war. We present patients’ characteristic, point out the main challenges
and share initiatives undertaken.
Materials and methods: For this cross-sectional analysis, we have gathered demographic and
clinical data together with date of crossing the Polish-Ukrainian border for 112 Ukrainian refugees with cancer who had their first-time oncology consultation between 24th February and
8th April 2022. We have also implemented national guidelines and created local procedures,
interventions and policies to manage this situation.
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Results: The peak of patient inflow was the third week of War and refugees accounted for 13%
of all first-time patients within that period of time. The majority of refugees were women
(86%), treated radically (57%) with breast cancer (43%). Most of the patients required systemic
treatment (67%). Amongst the main challenges at the time were differences in the reimbursement system, communication issues, lack of patients’ documentation or tissue samples, prolonged diagnostic or treatment interruptions, increased risk of COVID-19 infections,
chemotherapy side effects, and lack of procedures. Legal, procedural and organizational steps
implemented at the local and national level were described.
Conclusions: The Russian invasion on Ukraine forced an unexpectedly high number of Ukrainian cancer patients to seek help abroad, leading to the straining of the health care system in
Poland.

1. Introduction
With more than 43 million inhabitants, Ukraine is one
of the biggest European countries in terms of size and
population. It belongs to the group of lower middleincome countries [1]. Poland has almost 37 million inhabitants and is classified by the World Bank as a highincome country [2].
In 2018, 170,000 new cases and almost 100,000
cancer-related deaths were reported in Ukraine, with a
predicted significant increase in cancer incidence of
almost 18% from 2012 to 2022 [3]. Age-standardized
incidence rates are one of the lowest as reported for
Eastern Europe [3e6]. The most common malignancies
are lung, prostate and colorectal cancers among men,
and breast, colorectal and corpus uteri cancers among
women [6].
In 2015, a ‘fast-track oncology pathway’ model for
the diagnosis and treatment of cancer was introduced in
Poland [7], allowing patients with suspicion of cancer (or
cancer recurrence) to undergo prompt imaging procedures, biopsy, and start the treatment within a required
period of time in order to avoid delays and to improve
cancer prognosis [7,8]. Currently, the National Cancer
Strategy 2020e2030 that promotes the development of
the National Oncological Network is still at its implementation stage. It divides the cancer care suppliers into
three levels of reference [7]. In Poland, modern oncological therapies financed by the National Health Fund
are organized by the Ministry of Health into medication
programs. Each patient qualified for therapy is included
according to special rules of the medication program [9].
The cancer incidence rates in Poland are lower than in
most of the European countries [10]. The most common
malignancies are lung, colorectal and prostate cancer in
men, and lung, breast and colorectal cancer in women
[11]. The COVID-19 pandemic has revealed the Polish
health care system to be highly inefficient [12].
On 24th February, Ukraine was attacked by Russia,
which forced millions of Ukrainian citizens, mainly
women, children and the disabled, to leave their country, and to opt for Poland as their first-choice direction.

During the first 6 weeks of war, almost 3 million people
crossed the Ukrainian-Polish border, with a peak on 6th
March. Most of them stayed in Poland [13e15]. The
Polish population constitutes 85% of that of Ukraine,
but the cancer care system is organized differently, with
private sector being only a margin, and public funds
covering the cost of treatment [16e18].
The war has in many ways influenced the treatment
of Ukrainian cancer patients. It has not only disrupted
and delayed the diagnostic process, suspended systemic
treatment or other forms of cancer treatment (radiotherapy, surgery), but has also withdrawn Ukrainian
sites from clinical trials [19].
While facing the challenging first weeks of the 2022
war in Ukraine, the oncologists in Poland were not
supported by the existing literature that would help
predicting the cancer patients’ profile or the timing of
their arrival. The potential challenges were not defined
and proper procedures were lacking. Some of the
questions the health care experts faced at the time were:
What are the needs of Ukrainian oncology refugee patients? Would they decide to move to another country?
How to manage the risk of a prolonged break in their
diagnostic or treatment period? How many patients
would leave Ukraine? When can the peak of relocation
be expected? We hypothesized that the inflow of
Ukrainian refugee patients might start a few weeks after
the war began as patients would be afraid of interrupting the treatment. Looking at the available literature for
the Middle East population, we supposed that men with
cancer would migrate to seek proper cancer care at least
as commonly as women. We expected communication
issues and reimbursement of medications to be the main
challenges.
The aim of this study was:
(1) to explore the profile of cancer patients among the refugees; the time of the decision to flee the war-torn
country and transfer cancer treatment to another
country in the case of Ukrainian cancer patients;
(2) to define challenges connected with the unexpected
inflow of cancer refugee patients from one European
country to another;
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(3) to share what local solutions were introduced to manage
the growing number of refugees requiring oncological
support.

2. Materials and methods

and publishing purposes. The consent was obtained with
the presence of an interpreter and using translated forms
(Ukrainian or Russian when required).
This research did not receive any specific grant from
funding agencies in the public, commercial, or not-forprofit sectors.

2.1. Study design and data collection
For this cross-sectional analysis, we have gathered data
for 112 Ukrainian Refugees with cancer who had their
first-time oncology consultation in the Maria
Sklodowska-Curie National Research Institute of
Oncology Branch Krakow during the first 6 weeks of the
war (between the 24th February and 8th April 2022).
Patients were eligible to enter the study if they; (1) had
Ukrainian citizenship, (2) crossed the Ukrainian-Polish
border on 24th of February or later, (3) had cancer or
suspicion of cancer, (4) had their first-time consultation
visit between 24th Feb and 8th March 2022. Data were
gathered from patients’ clinical records and anonymized. The information acquired included: sex, age, type
of malignancy, type of treatment (palliative vs radical),
date of the first consultation, presence of cancer diagnosis (yes vs no), treatment required (yes vs no), type of
treatment required (surgery vs radiotherapy vs systemic
treatment), and type of systemic treatment required
(chemotherapy vs hormonal therapy vs targeted therapy
including immunotherapy). Additionally, the following
data were gathered: time from crossing the border to
first consultation (collected in order to examine if the
patient is a refugee and so is eligible for free cancer
care), previous consultations in other oncology units in
Poland (yes vs no, yes when the patient had already
enrolled on the ‘fast-track oncology pathway’ in another
oncology unit in Poland).
2.2. Statistical analysis

3. Results
From 24th February 2022 to 8th April 2022, 112 refugees from Ukraine reported to the National Research
Institute of Oncology Branch Krakow, constituting13%
in relation to the total number (967) of all patients who
had their first consultation during that period of time.
We had no additional medical personnel to provide care
for this group of patients. Communication difficulties
meant that refugee patients needed longer contact with
doctors and nurses. This additionally increased the
workload on the medical staff of our facility. The
youngest patient was 19, while the oldest was 85; the
median age was 52.5 years (Table 1).
The majority were women (87% F vs 13% M). 57% of
patients were qualified for radical treatment, while 35%
required palliative therapy (Table 1). Admission to the
Krakow Oncology Centre peaked in the third week (35%)
of the war (Fig. 1), with the maximum number of 17
people being seen in the clinic on the 18th day of the
defined period. 46% of patients were consulted in the
National Research Institute of Oncology Branch Krakow
in the first week after crossing the Ukrainian-Polish
border (Fig. 2).

Table 1
Demographic data and treatment information for 112 Ukrainian patients e refugees who were admitted to National Research Institute of
Oncology Branch Krakow between 24th February and 8th April 2022.
Age

Elements of descriptive statistics were used to determine
the main features which characterized the population:
median, range, quartile, mean, standard deviation and
percentage distribution. The manuscript presents the
challenges posed by the treatment of a new group of
patients (Ukrainian refugees). Due to this descriptive
character of manuscript, only descriptive statistics were
used for the estimation of basic parameters. The statistical analysis was carried out using the STATISTICA
v13 software.
2.3. Ethical considerations
The study was conducted in accordance with the
ethical standards laid down in the 1964 Helsinki
Declaration and its later amendments. The project of
this study was approved by the Ethical Committee (decision no OIL/KBL/18/2022). All patients gave their
written, informed consent to use the data for scientific

Total
Sex

N (%)

Median (lower-upper quartile)
Mean  SD (range)

112 (100)

52.5
52.7
61.0
56.3
52.0
52.2

male

15 (13)

female

97 (87)

(42.0e63.0)
 13.0 (19.0e85.0)
(40.0e65.0)
 14.9 (32.0e85.0)
(42.0e61.0)
 12.6 (19.0e77.0)

Treatment features
Parameter

N (%)

Treatment type

64 (57)
39 (35)
98 (87.5)
76 (68)
28 (25)
37 (33)
18 (16)
11 (9.8)
18 (16)
11 (9.8)
9 (8)

radical
palliative
Continuation of previous treatment
Systemic treatment
Hormonotherapy
Chemotherapy
Targeted therapy
Immunotherapy
Medication programs
Surgery
Radiotherapy
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Fig. 1. Time from first day of 2022 war in Ukraine to first consultation in Krakow Cancer Centre.

The most frequent diagnosis was breast cancer
(43%), followed by gynecological tumours (16%),
colorectal cancer (11%), less often lung cancer (7%),
hematological tumours (5%), melanoma (3%), larynx
(2%), sarcomas (2%) and thyroid cancer (1%). The
neoplastic disease diagnosis was required in 8% of all
patients who came to Krakow Cancer Centre during

the defined period (Fig. 3). Challenges connected
to providing cancer care for refugees are presented on
Fig. 4.
The vast majority of patients required continued
oncological treatment (87.5%). Most of the patients
required systemic treatment (68%): chemotherapy (33%),
hormone therapy (25%), targeted therapy (16%), and

Fig. 2. Time from crossing the border to first oncological consultation in Krakow Cancer Centre.
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Fig. 3. Cancer types among Ukrainian refugees.

immunotherapy (9.8%). Some patients required the use
of two types of systemic treatment simultaneously (for
example immunotherapy and hormone therapy or
chemotherapy). 16% of patients were included in therapy

in special medication programs financed by the National
Health Fund (financing according to special rules). Surgical treatment and radiotherapy were required by 9.8%
and 8% of patients, respectively (Table 1).

Fig. 4. Challenges connected with providing cancer care for refugees (presented after subjective authors’ assessment from more to less
important topics).
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glu et al. / European Journal of Cancer 178 (2023) 234e242

Local and country activities were initiated in order to
provide care for a new group of cancer patients. The
timeframes for Krakow Cancer Centre were as seen in
Table 2.
4. Discussion
The study outcomes did not support the hypotheses
about the patient profile and migration time. The patient inflow peak was observed as early as in the third
week of the war. The Refugees were mainly women
treated radically for breast cancer and gynaecological
malignancies. As expected, communication issues and
reimbursement issues were identified, but legislation (on
national level) and hiring an interpreter helped solving
that problem.
The 24th of February brought the need to introduce
prompt changes into oncology care in Poland. At that
time there was no information about what and when to
expect. There were no relevant scientific data to guide
our next steps and the literature was scarce, limited to
the Middle East humanitarian crisis [22].
Our data (Figs. 1 and 2) show that patients waited in
Ukraine some time (about 2 weeks after the war started), probably to assess the situation. When it was clear
that war would continue, they decided to seek treatment
in Poland. Probably due to the presence of large
Ukrainian community living in Poland before the war
and due to using social media to distribute Polish local
and national initiatives to provide cancer care for
Ukrainian patients (e.g. phone numbers with medical
information in Ukrainian, see Table 2) patients almost
immediately came forward to oncology centres.
Since 13th of March, patients were consulted in the
presence of an interpreter. Neither Russian nor Ukrainian are popular languages in the Polish population [15].
The average time for first-time consultation was necessarily doubled for Refugees in comparison to the nonrefugee patient. That was especially challenging during
the first week of March 2022 when no interpreter with
medical background was available, no documentation
had official translations, and patients were lost in terms
of where and how to seek help. The issue was also the
quality of translated documentation as translations were
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often done by non-medics. We decided to double the
planned time for first-time visits for patients from
Ukraine (limiting at the same time the number of possible
patient consultations) and admit Ukrainian refugees
outside of the waiting queue as they appeared in the
outpatient department personally and actively searched
for immediate consultation (before the national legislation was announced, initially during the first 2e3 weeks).
During that period, no additional staff members were
hired, and therefore, additional duties resulted in staff
overtime (including all types of personnel).
The reimbursement system in Ukraine is different
from the Polish one, as the former also allows the patients co-paying their treatment or receiving private
care. That is not an option in national cancer centres in
Poland. For instance, in Ukraine, bevacizumab was
initiated together with first-line FOLFOX in patients
with metastatic colorectal cancer. In Poland, bevacizumab was reimbursed as a first-line treatment in
combination with FOLFIRI, and as a second-line
treatment in combination with FOLFOX. The other
issue was that Ukrainian patients who had paid for
private cancer treatment outside of Ukraine before the
war could obtain refugee status and free cancer treatment in Poland by crossing the Polish-Ukrainian border
after 24th of February [21]. Some patients decided to do
it in order to receive reimbursed treatment in Poland.
We had a few cases of patients with Turkish or Italian
documentation who wished to initiate or continue the
treatment with checkpoint inhibitors or other expensive
therapies in Poland. All of these patients received that
treatment free of charge in the Krakow Cancer Centre
as that was allowed by legislation [21]. Some of these
patients (until then living outside of Ukraine or Poland)
moved to Poland, some continued living abroad and
travelled to our centre only for the infusion period. On
some occasions, patients accustomed to private health
care system expressed their dissatisfaction with treatment time initiation and the waiting time for the
consultation. At the same time, half of the patients were
consulted within the first week after crossing the border.
Around 10% of patients consulted for the first time in
our centre had already been consulted and were offered
treatment in another oncology unit in Poland. The ‘fast-

Table 2
Timeframes for actions introduced to manage the oncological care of Ukrainian refugee cancer patients [20,21].
Date

Action

1st March 2022
1st March 2022

First patient-refugee consulted in Krakow Cancer Centre
Phone number (local initiative of Maria Sklodowska-Curie National Research Institute of Oncology
Branch Krakow, Warszawa and Gliwice)
Information in Ukrainian on Krakow Cancer Centre Facebook informing about consultations for Ukrainian Refugees
National phone number created for Ukrainian refugee cancer patients
That information was published on Facebook on 11th March 2022
National legislation passed about free treatment for Ukrainian refugees. Since then patients have enjoyed
the same rights as Polish cancer patients (also in terms of treatment reimbursement).
That information was published on Facebook on 17th March 2022.
Interpreter (specialist in internal medicine) hired at Krakow Cancer Centre

3rd March 2022
9th March 2022
12th March 2022

13th March 2022
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track oncology pathway’ for cancer patients in Poland
(that allows e.g. faster diagnostic procedures and treatment initiation) when opened in one hospital cannot be
opened again in another place, and therefore, it was easy
to see who had already searched for help elsewhere.
These patients admitted they wanted to get a second
opinion or counted on faster treatment initiation. That
shows that patients came prepared and got support in
Poland with organizing their hospital visits.
No tissue (formalin-fixed paraffin-embedded tissue)
was available for the majority of Ukrainian refugees e.g.
for mutations and/or rearrangements diagnosis in nonsmall cell lung cancer. That resulted in treatment delay
due to prolonged diagnostic procedures (biopsy, genetic
testing) or decisions about suboptimal treatment (e.g.
there is no reimbursement of checkpoint inhibitors in
NSCLC without exclusion of certain mutations and
gene rearrangements). That issue is also an obstacle
when offering participation in clinical trials. None of the
refugee patients were offered participation in a clinical
trial. In fact, there are studies showing that refugees all
over the world receive suboptimal treatment even if
treated in reference cancer centres [23]. In about onethird of cases when formalin-fixed paraffin-embedded
tissues were available, the tissue had to be embedded
in paraffin again, e.g. due to transport damage or blocks
that did not fit the devices in laboratories.
Lack of documentation was especially dangerous if no
histopathology was known. However, that situation was
uncommon. We accepted all types of documents where
histopathology was described (also if that was a discharged chart from systemic treatment). Lack of original
documentation was a challenge also for radiotherapeutics
as no irradiation dose or region could be recalled.
The majority of patients lived in Krakow while
continuing the treatment here. Some faced logistic issues
with transportation or housing. As they commonly shared
one room with others in dormitories, the risk of infection
was increased for them. The percentage of COVID-19
vaccinated patients was also lower than in the case of Polish
population and so their inoculation against COVID-19
had to be organized. On 24th of February, only 37% of
Ukrainian population received at least two doses of
vaccination against COVID-19 [24]. When considering
other vaccination programs, we can see further discrepancies between Polish and Ukrainian populations [25].
Some patients decided to go back to Ukraine between the
treatment cycles. The treatment of therapy side effects was
obviously unsatisfactory and these patients required other
types of internal medical support while being hospitalized
in the Krakow Cancer Centre. For the first 2.5 weeks, the
patients had to pay 100% for the supportive treatment
bought in pharmacies (e.g. antiemetic treatment, low-molecular-weight heparins) that resulted in abandoning these
therapies and a higher risk of developing side effects.
The time for imagining testing was increased during that
time (however, precise data were not gathered) due to the

large number of patients coming without scans, the average
time for systemic treatment initiation was increased from 3
to 5 weeks on average during that period.
Caring for refugee patients involves additional material and non-material costs. Carrying out a detailed economic analysis is beyond the competence of the authors.
On the other hand, non-material support packages are a
very important aspect of care for refugee patients. This
group of patients requires special care and a lot of
involvement of medical personnel. Very often it is
necessary to provide psychological, social and legal support to refugees treated in Poland. The lack of complete
and translated medical documentation into Polish and
the language barrier additionally extends the medical visit
and increases the overwork of the medical personnel. In
order to plan oncological therapy, it is necessary to
perform additional medical procedures to fill in the
missing information. This increases the material and nonmaterial costs of caring for refugee patients. The language
barrier does not allow for smooth telecommunication and
in this way informing refugee patients, for example about
the results of examinations and planned visits, etc. It is
necessary to contact the medical staff directly and often
with the involvement of an interpreter. Communication
difficulties result not only from the language barrier, but
also from the lack of willingness to communicate due to
the trauma associated with the state of war. Thus, caring
for refugee patients additionally engages the medical staff
emotionally and is a psychological burden.
Apart from the obvious increased financial needs for
oncology treatment and consultations, the financial
impact was also higher due to the need to hire an
interpreter and increased need for COVID-19 testing for
unvaccinated patients. Polish health care system was
already underfunded and needed a rapid recovery plan
even before the war [15e18].
The majority of patients were women (breast cancer
and gynaecological malignancies), treated radically.
There might be a few reasons explaining that phenomenon. First of all, the majority of refugees were women
and children as men had remained in the country to do
military service. Additionally, recent data show that
women with breast cancer treated radically are a group
of patients that actively seek alternative and complementary therapies. That group can also be most
commonly willing to seek any type of help during cancer
treatment [26]. Our results are not aligned with the data
obtained for the Afghan population treated in Pakistan.
In the case of the long Middle East conflict, the most
numerous groups were men with gastrointestinal malignancies. It can be due to the conflict intensity, cultural
differences as well as cancer types distribution dissimilarities [27]. Therefore, all these factors should be taken
into account when predicting what group of oncology
patients would become refugees when conflicts start.
The majority of patients seen in our centre required
systemic treatment. The percentage of patients receiving
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targeted treatment would probably be higher if the results
of genetic testing of tumour samples were available, as
described above. Refugees’ treatment in most cases is not
a one-time procedure and requires repeated efforts in
providing systemic treatment and proper follow-up as
supported by our data.
The reason for not receiving cancer treatment for
12.5% of patients who were consulted were: poor performance status due to cancer progression (these patients
were offered hospice/house hospice care) or follow-up
period after the treatment received in Ukraine (these
patients were offered imaging studies/tumour marker
testing following guidelines for each cancer follow-up).
The peak for the number of consultations was in the
third week of war, which was unpredictably fast. Unfortunately, we were only partially prepared for that
number of patients, with very limited literature data
available in terms of what to expect [22]. Overall, in such
a situation all actions should be initiated immediately.
We hope that our experience may help other colleagues
all over the world to understand how such process could
look like, how quickly the situation changes, and what
issues can be met. The peak of cancer patients followed
the peak of all refugees crossing the border in March
2022 (with only a few days’ delay, so the average time our
patients had from crossing the border to first-time visit).
4.1. Study limitations
This is a single-centre study and may not reflect the
situation in all cancer sites in Poland. However, the goal
of this study was to explore the timepoint after the
conflict onset we may expect the greatest patients’ inflow
and the profile of patients that decide to seek help in
terms of cancer care. These results may shed a light on
these topics. On the other hand, the National Oncology
Institute in Krakow, as a centre with the third level of
reference, is the closest to the Polish-Ukrainian border.
For this reason, our data are unique.
The data gathered may be biased through incorrect
translation and interpretation as communication issue
was mentioned numerous times.
We are a reference cancer centre, and so it can be
assumed that patients will be directed more willingly to
such a unit than to local chemotherapy wards. Additionally, although we provide comprehensive care for
almost all types of cancer patients, we do not diagnose
and treat thyroid cancer or other endocrinological malignancies. These patients might have been directed to
another specialist centre in Krakow.

5. Conclusions
The conclusions that can be drawn from the study
are:
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- Patients who decide to actively seek help abroad are women
and during radical treatment.
- A large number of patients can be expected in a very short
period of time (13% increase in patient number for firsttime consultations) if the population of potential refugees is
comparable to the population of the destination country.
- Hiring interpreters for translations during consultations,
hospital documentation and patients’ documentation translations should be organized promptly. Using translated,
standardized forms for history collections may be useful.
- There is an urgent need for legislation covering the financial
and organizational issues.
- The financial burden results not only from the increased
procedure number, but also from how demanding these
procedures are.
Our suggestions following the study include:
- A plan should be drawn for patients who will return to
Ukraine after the conflict ends and who wish to continue
the treatment, but cannot afford to pay for it in Ukraine.
- Oncologists from high-income countries have their efforts
focused on improving high standards of cancer treatment with
increasing the access to new, most effective therapies. We suggest that these efforts should be partially directed at decreasing
the huge gap between options available for different populations of cancer patients, including cancer refugee patients.
- There is a need for involving international society in terms
of financial support for cancer refugees, but also for institutions offering cancer care.
- The presented data can reflect a potential situation in any other
European countries in case of unexpected military conflict and
no other currently available literature addresses this topic.
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Piñeros M, et al. Estimating the global cancer incidence and
mortality in 2018: GLOBOCAN sources and methods. Int J
Cancer 2019;144:1941e53. https://doi.org/10.1002/ijc.31937.
[6] Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A.
Global cancer statistics 2018: GLOBOCAN estimates of
incidence and mortality worldwide for 36 cancers in 185 countries.
CA Cancer J Clin 2018;68:394e424. https://doi.org/10.3322/
caac.21492.
[7] Sagan A, Kowalska-Bobko I, Gała˛zka-Sobotka M, Holecki T,
Maciejczyk A, McKee M. Assessing recent efforts to improve
organization of cancer care in Poland: what does the evidence tell
us? Int J Environ Res Publ Health 2022;19(15):9369. https:
//doi.org/10.3390/ijerph19159369.
[8] Kowalska I, Sagan A, Mokrzycka A, Zabdyr-Jamróz M. The first
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[17] Dela R, Dubas-Jakóbczyk K, Kocot E, Sowada C. Improving
oncological care organization in Poland - the 2015 reform evaluation in the context of European experiences. Int J Health Plann
Manag 2019;34:e100e10. https://doi.org/10.1002/hpm.2635.
[18] Osowiecka K, Rucinska M, Nowakowski JJ, Nawrocki S. How
long are cancer patients waiting for oncological therapy in
Poland? Int J Environ Res Publ Health 2018;15(4).
[19] War in Ukraine disrupts trials, cancer care. Cancer Discov 2022;
12:1178. https://doi.org/10.1158/2159-8290.
[20] Infolinia dla pacjentów onkologicznych z Ukrainy 800 190 590.
2022.
https://www.zwrotnikraka.pl/infolinia-dla-pacjentowonkologicznych-z-ukrainy/. [Accessed 11 April 2022].
[21] USTAWA z dnia 12 marca 2022 r o promoy obywatelom Ukrainy
w zwia˛zku z konfliktem zbrojnym na tentorium tego pa
nstwa.
2022.
https://orka.sejm.gov.pl/proc9.nsf/ustawy/2069_u.htm.
[Accessed 22 May 2022].
[22] Otoukesh S, Mojtahedzadeh M, Figlin RA, Rosenfelt FP,
Behazin A, et al. Literature review and profile of cancer diseases
among Afghan refugees in Iran: referrals in six years of
displacement. Med Sci Monit 2015;21:3622e8. https:
//doi.org/10.12659/msm.895173.
[23] Abdel-Razeq H, Tamimi F, Abdel-Razeq N, El-Atrash M,
Sharaf B, Mustafa R, et al. Late presentation and suboptimal
treatment of breast cancer among Syrian refugees: a retrospective
study. J Int Med Res 2021;49:3000605211018448. https:
//doi.org/10.1177/03000605211018448.
[24] Chumachenko D, Chumachenko T. Impact of war on the dynamics of COVID-19 in Ukraine. BMJ Glob Heal 2022;7:
e009173. https://doi.org/10.1136/bmjgh-2022-009173.
[25] Rzymski P, Falfushynska H, Fal A. Vaccination of Ukrainian refugees: need for urgent action. Clin Infect Dis 2022;75:1103e8. http://
www.ncbi.nlm.nih.gov/pubmed/35435230. [Accessed 23 May 2022].
[26] Puskulluoglu M, Ucha
nska B, Tomaszewski KA, Zygulska AL,
Zieli
nska P, Grela-Wojewoda A. Use of complementary and
alternative medicine among Polish cancer patients. Nowotwory J
Oncol 2021;71:274e81. https://journals.viamedica.pl/nowotwory_
journal_of_oncology/article/view/84700.
[27] Yusuf MA, Hussain SF, Sultan F, Badar F, Sullivan R. Cancer
care in times of conflict: cross border care in Pakistan of patients
from Afghanistan. Ecancermedicalscience 2020;14:1018. https:
//doi.org/10.3332/ecancer.2020.1018.

