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Abstract

Background/Objectives: Non-communicable diseases (NCDs), including cardiovascular
disease and diabetes, present an increasing challenge in humanitarian settings. While
healthcare services in refugee camps have traditionally prioritised acute and communicable
diseases, the long-term management of chronic conditions remains difficult, particularly
among older adults. This study explored healthcare providers’ perspectives on barri-
ers to cardiovascular disease and diabetes care among elderly Rohingya refugees living
in Cox’s Bazar, Bangladesh. Methods: A qualitative study was conducted using semi-
structured interviews with six physicians working in Rohingya refugee camps in Cox’s
Bazar, Bangladesh. Participants were recruited through purposive and snowball sampling.
Interviews were audio-recorded, transcribed verbatim, and analysed using inductive the-
matic analysis. Results: Three overarching categories of barriers were identified: service
delivery barriers, physical and environmental barriers, and socio-cultural barriers. Health-
care providers described limited diagnostic capacity, restricted medication availability,
fragmented continuity of care, transport difficulties, challenging camp terrain, language
barriers, low health literacy, and reliance on informal healthcare providers as key chal-
lenges affecting long-term management of cardiovascular disease and diabetes. These
interconnected barriers were perceived to reduce healthcare access and continuity of care
for elderly Rohingya refugees. Conclusions: The findings suggest that humanitarian health-
care systems should strengthen long-term management of non-communicable diseases
among ageing refugee populations. Improving diagnostic capacity, ensuring reliable access
to essential medicines, enhancing continuity of care, and supporting culturally appropri-
ate health education and outreach services may improve chronic disease management in
humanitarian settings. Further research exploring the perspectives of elderly Rohingya
refugees is needed to complement healthcare provider perspectives.

Keywords: Rohingya refugees; non-communicable diseases; healthcare access

1. Introduction
Non-communicable diseases (NCDs), including cardiovascular disease and diabetes,

are leading causes of morbidity and mortality worldwide and account for a growing
burden of disease in low- and middle-income countries [1–3]. Effective management
of these conditions requires timely diagnosis, continuous access to medication, regular
monitoring, and sustained engagement with healthcare services [1–3].

The global burden of NCDs among displaced populations has received increasing
attention in recent years [4]. Refugees often experience disruption of healthcare services,
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displacement-related stress, financial insecurity, and barriers to accessing healthcare, all of
which may contribute to poor disease control and adverse health outcomes [5,6]. Despite
increasing recognition of NCDs as a public health priority in humanitarian contexts, evi-
dence regarding the management of chronic diseases among refugee populations remains
limited [7–9].

The Rohingya population is one of the largest stateless populations in the world [10].
Following large-scale displacement from Myanmar in 2017, more than 900,000 Rohingya
refugees settled in camps in Cox’s Bazar, Bangladesh [11,12]. Healthcare services within
the camps are primarily delivered by governmental and non-governmental organisations
operating in resource-constrained environments [11]. Although substantial efforts have
focused on communicable disease control and emergency healthcare provision, the growing
burden of chronic diseases presents additional challenges for healthcare systems [7,11].

Older refugees may face particular difficulties in accessing healthcare. Ageing is
associated with increased prevalence of cardiovascular disease, diabetes, reduced mobility,
and greater dependence on healthcare services [3]. Older adults living in refugee camps
may experience additional barriers related to mobility, transportation, health literacy,
social support, and access to healthcare facilities [11,13]. Despite these vulnerabilities, the
healthcare needs of older refugees remain underrepresented in the literature [11,13].

Previous studies have identified barriers to healthcare access among refugee popula-
tions, including language differences, financial constraints, limited healthcare resources,
and difficulties navigating healthcare systems [6,14,15]. However, there is limited research
exploring the challenges of managing cardiovascular disease and diabetes among elderly
Rohingya refugees in Bangladesh. Understanding these barriers is important for informing
healthcare planning and improving the delivery of services for this vulnerable population.
Although research examining non-communicable diseases among displaced populations
has expanded in recent years, evidence remains concentrated within a limited number of
refugee contexts. Older refugees remain particularly underrepresented within the literature
despite their increased burden of chronic disease and healthcare needs [9,16]. Understand-
ing healthcare providers’ perspectives on barriers to cardiovascular disease and diabetes
care among elderly Rohingya refugees therefore addresses an important evidence gap
within humanitarian health research.

This study aimed to explore healthcare providers’ perspectives on the barriers faced by
elderly Rohingya refugees in accessing healthcare for cardiovascular disease and diabetes
in Cox’s Bazar, Bangladesh.

2. Materials and Methods
2.1. Study Design

This study employed an exploratory qualitative research design using semi-structured,
in-depth interviews to explore healthcare providers’ perspectives on barriers to cardiovas-
cular disease and diabetes care among elderly Rohingya refugees living in Cox’s Bazar,
Bangladesh. A qualitative approach was considered appropriate because it enables an
in-depth understanding of participants’ experiences, perceptions and interpretations within
complex humanitarian settings and facilitates exploration of contextual factors that cannot
be adequately captured using quantitative methods [17]. The study aimed to understand
healthcare providers’ perspectives on the challenges encountered by elderly Rohingya
refugees when accessing healthcare for cardiovascular disease and diabetes, rather than to
quantify the prevalence of these barriers.
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2.2. Study Setting

The study was conducted between 20 and 22 July 2019 within the Rohingya refugee
camps in Cox’s Bazar, Bangladesh. At the time of data collection, healthcare services within
the camps were delivered through multiple governmental and non-governmental organi-
sations providing primary healthcare, preventive services and referral pathways for sec-
ondary care. Participants were recruited through BRAC, a Bangladeshi non-governmental
organisation delivering primary healthcare services within the refugee camps. BRAC
operates primary healthcare centres that provide essential healthcare services in resource-
constrained humanitarian settings [18].

2.3. Participants and Recruitment

Participants were recruited using purposive sampling followed by snowball sampling.
Initial participants were identified through BRAC because of their direct involvement in
providing healthcare to Rohingya refugees [19]. Following each interview, participants
were invited to identify other eligible healthcare providers who could contribute relevant
perspectives to the study.

Eligible participants were healthcare providers aged over 18 years who had worked
within the Rohingya refugee camps for at least three months and had direct clinical expe-
rience caring for elderly Rohingya refugees. Six healthcare providers participated in the
study, comprising five doctors and one doctor who also held the role of Primary Health
Care Centre Manager. All participants were male and worked within BRAC-operated pri-
mary healthcare facilities serving the Rohingya refugee camps. Participant characteristics
are summarised in Table 1.

Table 1. Characteristics of study participants.

Participant Professional Role Gender Organisation Healthcare Setting

P1 Doctor Male BRAC Primary Healthcare Centre
P2 Doctor/Primary Healthcare Centre Manager Male BRAC Primary Healthcare Centre
P3 Doctor Male BRAC Primary Healthcare Centre
P4 Doctor Male BRAC Primary Healthcare Centre
P5 Doctor Male BRAC Primary Healthcare Centre
P6 Doctor Male BRAC Primary Healthcare Centre

Given the focused research question and the relatively homogeneous professional
backgrounds of participants, a small sample enabled detailed exploration of healthcare
providers’ experiences [20]. Interviews continued until no substantially new concepts
relevant to the study objectives were emerging across participants [21]. Six interviews were
therefore considered sufficient to provide rich qualitative data addressing the aims of this
exploratory study, consistent with recommendations for qualitative interview research.

2.4. Data Collection

A semi-structured interview guide was developed following a review of the literature
and the study objectives. The interview guide explored healthcare providers’ experiences of
managing cardiovascular disease and diabetes among elderly Rohingya refugees, perceived
barriers to healthcare access, challenges in service delivery, and potential strategies to
improve care.

Face-to-face interviews were conducted in private offices within participants’ work-
places after written informed consent had been obtained. Interviews were conducted
between 20 and 22 July 2019, lasted between 16 and 50 min, and were digitally audio-
recorded with participants’ permission.
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Interviews were conducted primarily in English. An independent translator was avail-
able where clarification of occasional Bengali phrases was required. These phrases were
subsequently translated into English during transcription to produce complete English-
language transcripts. During interviews, the first author made brief contemporaneous
notes to aid questioning and record immediate observations. These notes were not used
as primary analytical data; analysis was based on the verbatim interview transcripts and
audio recordings.

2.5. Data Analysis

Audio recordings were transcribed verbatim by the first author. Where Bengali phrases
occurred, these were translated into English during transcription with assistance from
the translator.

Data were analysed using inductive thematic analysis following the six-phase ap-
proach described by Braun and Clarke [22]. The analysis took place in Brighton, United
Kingdom. The first author repeatedly read the transcripts to become familiar with the data
before manually generating initial codes. Following initial coding, conceptually similar
codes were grouped into subthemes, which were subsequently reviewed and refined into
three overarching themes through an iterative process informed by repeated engagement
with the transcripts and discussion with the supervising author. Participant quotations are
presented to illustrate the themes identified while maintaining anonymity through partici-
pant identification numbers (P1–P6). A coding framework documenting the development
of themes and representative quotations was maintained throughout the analytical process
and is available from the corresponding author upon reasonable request.

2.6. Researcher Reflexivity and Trustworthiness

The first author conducted all interviews, transcription and primary data analysis. At
the time of the study, the first author was undertaking postgraduate study in Global Health
and had a prior academic interest in refugee health and non-communicable diseases. To
minimise the influence of preconceptions, interviews were conducted using open-ended
questions and interpretations were grounded in participants’ verbatim accounts. Although
brief contemporaneous notes were made during interviews, formal reflexive field notes
were not systematically maintained. Credibility was enhanced through repeated reading
of transcripts, discussion of emerging themes with the supervising author, and the use of
verbatim quotations to support interpretation.

2.7. Ethical Considerations

The study was conducted in accordance with the Declaration of Helsinki and received
ethical approval from the Brighton and Sussex Medical School Research Governance and
Ethics Committee (Reference: ER/BSMS7349/1). Written informed consent was obtained
from all participants prior to participation. All interviews were anonymised during tran-
scription, and identifiable information was removed to maintain participant confidentiality.

3. Results
Six healthcare providers participated in this study. Participants comprised five doctors

and one doctor who also held the role of Primary Health Care Centre Manager. All partic-
ipants were employed by BRAC and worked within primary healthcare centres serving
the Rohingya refugee camps in Cox’s Bazar. Participant characteristics are summarised in
Table 1.

Inductive thematic analysis identified three overarching themes relating to barriers
to cardiovascular disease and diabetes care among elderly Rohingya refugees from the
perspective of healthcare providers: (1) Physical and Environmental Barriers; (2) Service
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Delivery Barriers; and (3) Socio-cultural Barriers. These themes and their associated
subthemes are presented in Table 2.

Table 2. Themes and subthemes identified during thematic analysis.

Main Theme Subthemes Participants Contributing to Subtheme

Physical and Environmental Barriers Difficult terrain and environmental conditions P1, P3
Remote location of healthcare facilities P4
Limited transport and ambulance access P1, P2, P3, P4, P5
Limited access for frail and bedridden patients P1, P3
Overcrowding and long waiting times P1, P2, P4, P5, P6
Lack of home-based care P2, P6

Service Delivery Barriers Availability of healthcare services within camps P2, P4, P5, P6
Limited diagnostic investigations P1, P2, P3, P4, P5, P6
Limited medication availability and storage P1, P2, P3, P4, P5, P6
Referral pathways P1, P3, P4, P5, P6
Lack of specialist expertise P2, P4
Coordination and continuity of care P1, P2, P4, P6
Financial concerns regarding treatment P1

Socio-cultural Barriers Language barriers P1, P2, P3, P4, P5, P6
Health literacy and disease knowledge P1, P2, P3, P4, P6
Trust and healthcare-seeking behaviours P1, P6
Lifestyle factors and behavioural risks P2, P3, P4, P6
Perceptions of ageing and end of life P1, P6
Gender norms P4, P6

The themes describe healthcare providers’ perceptions of the principal challenges
affecting healthcare access and delivery for elderly Rohingya refugees with cardiovascular
disease and diabetes. The participants contributing to each subtheme are summarised in
Table 2 to provide transparency regarding the development of the thematic analysis.

3.1. Physical and Environmental Barriers

Healthcare providers consistently described the physical and environmental charac-
teristics of the refugee camps as major barriers to healthcare access for elderly Rohingya
refugees, particularly those with reduced mobility. Difficult terrain, including steep hills
and uneven pathways, created challenges for elderly refugees with reduced mobility and
limited the ability of ambulances to reach some households.

“There are some parts which are very raised, hill-top parts and from those parts it is
difficult even in normal conditions to move able-bodied persons and to move a disabled
person would be even tougher. So even if you want to send an ambulance, you won’t be
able to reach them.” (P1)

Participants suggested that these geographical challenges were exacerbated during
periods of adverse weather, further limiting access to healthcare services for older adults.

Most participants also reported that the remote location of the camps and limited
transport options created additional barriers, particularly when patients required referral to
facilities outside the camps. Although primary healthcare services were generally located
nearby, travel costs posed a challenge for many elderly refugees, especially those with
mobility difficulties.

“For cost of travel, there is definitely an issue because we cannot provide travel assistance
to each and every patient. . . patients who are disabled or have problem moving. . . have to
be taken to us in these motorised vehicles and they are sort of costly.” (P1)

Overcrowding and limited space within the camps were also perceived to place
pressure on healthcare delivery and infrastructure.
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3.2. Service Delivery Barriers

Despite the availability of primary healthcare services, participants consistently per-
ceived that limitations in infrastructure, diagnostics and resources reduced the quality
and continuity of care for chronic disease management. However, high patient volumes
frequently resulted in long waiting times, with acutely unwell patients prioritised through
a triage system.

“Usually, we have a triage protocol [. . .] depending on severity of the disease they are
classified, categorised. So, if they’re very ill their wait time is low, but if they are in stable
condition, their wait time is long.” (P1)

Although healthcare facilities were generally located within reasonable distance of
the refugee population, participants highlighted that accessibility remained challenging
for elderly refugees with reduced mobility. Health services were largely delivered through
walk-in outpatient facilities, with no provision for home-based care. As a result, frail or
bedridden elderly individuals often experienced difficulty accessing healthcare services.

“The elderly people actually can’t walk well. So sometimes they don’t get company, so by
how actually, they can’t access to us.” (P3)

Participants consistently identified resource limitations as a major barrier to effective
management of cardiovascular disease and diabetes. Limited infrastructure, unreliable
electricity supplies, and shortages of essential equipment affected both treatment and
monitoring. These challenges were particularly evident in the management of diabetes,
where insulin storage was difficult because many facilities lacked refrigeration.

“Storing insulin is nearly impossible and we have to rely on oral anti-diabetics.” (P1)

Medication availability was also restricted. Healthcare centres generally provided
only a limited range of essential medicines, meaning that some patients required referral
elsewhere or were prescribed medications that had to be purchased privately. Most partic-
ipants reported that this sometimes discouraged patients from seeking care or adhering
to treatment.

“Sometimes we have to prescribe the medicine which is not given by us. They need to buy
it from the market. That time, they are hesitate, to go or not.” (P4)

Diagnostic capacity within the camps was similarly constrained. Participants de-
scribed limited access to laboratory investigations, electrocardiography, and diabetes moni-
toring tests such as HbA1c. As a result, diagnoses were often based on clinical assessment
rather than confirmatory investigations, making long-term monitoring more difficult.

“No it’s not available yet. That’s why we cannot do better follow up and prognosis for
them. We have to rely solely on RBS and FBS.” (P1)

Several participants also highlighted a lack of specialist expertise and advanced diag-
nostic services for cardiovascular disease management.

“We don’t have any instrumental facility that we diagnose or confirm. We have a probable
diagnosis. We can’t confirm.” (P4)

Some participants also identified continuity of care as a significant challenge in man-
aging chronic disease. Refugees were able to access services from multiple organisations,
and the absence of an integrated medical record system limited communication between
providers. This often resulted in repeated assessments and fragmented care.

“They are going to another facility and are getting the treatment from the very beginning
again. So it breaks the continuity of the services.” (P6)

https://doi.org/10.3390/healthcare14152310

https://doi.org/10.3390/healthcare14152310


Healthcare 2026, 14, 2310 7 of 13

Finally, participants perceived that geriatric care and chronic disease management
received less attention than acute illnesses within the humanitarian response. Several felt
that services remained primarily focused on communicable diseases and emergency care
rather than the long-term management needs of older adults living with chronic conditions.

“Since beginning, we are trying to manage acute illness, like respiratory infection. Now
we try to concentrate on chronic disease and geriatric care, but I think there is no available
service for geriatric people.” (P2)

3.3. Socio-Cultural Barriers

Healthcare providers described several socio-cultural factors that influenced healthcare
access and long-term management of cardiovascular disease and diabetes among elderly
Rohingya refugees. Key barriers included language differences, limited health literacy,
cultural beliefs surrounding illness and ageing, and healthcare-seeking behaviours.

Language barriers were consistently described as a major obstacle to communication
between healthcare providers and refugee patients. All participants reported difficulties
explaining diagnoses, treatment plans, and health information, particularly for chronic
diseases requiring long-term management. Although interpreters and Rohingya commu-
nity staff were used to facilitate communication, translation was not always accurate and
sometimes resulted in misunderstanding or confusion.

“The language is a big barrier at every point, to counsel them, or to convince them at the
level of our attention. What we want to say, what we want to provide services to them.”
(P6)

“Usually they are confused as to what is being told to them. Because of the language.”
(P6)

Participants believed these communication barriers affected patients’ understanding
of chronic disease, treatment plans and long-term medication adherence.

Participants also highlighted limited health literacy as an important barrier. Many
elderly refugees were perceived to have little understanding of cardiovascular disease
or diabetes, with some remaining unaware that they had these conditions. Participants
reported that diagnoses were often incidental findings and that explaining chronic disease
processes to patients could be challenging because of low educational attainment.

“Most of them do not know what diabetes is. Their education level is very low and to give
them an idea of how a disease may happen, it takes a lot of effort.” (P1)

Most participants believed that limited awareness also influenced lifestyle behaviours.
Smoking, tobacco use, and high dietary salt intake were described as common risk factors
within the refugee population. Conversely, participants recognised that many refugees
maintained physically active lifestyles, which they perceived as potentially protective
against chronic disease.

“Rohingya people very much like dry fish. They’re taking more salt I think, that’s because
there is more cardiovascular patient prevailing in the community.” (P2)

Healthcare-seeking behaviours were also influenced by cultural beliefs and trust
in familiar community members. Participants reported that some refugees preferred
traditional healers, spiritual remedies, or informal pharmacists rather than healthcare
professionals. Familiarity and trust within the community were often perceived as more
influential than professional qualifications.

“They tend to provide more trust to people who they know, even if it costs money. They
trust that reputation more than our certification.” (P1)
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Participants suggested that many refugees sought healthcare only after symptoms
became severe, resulting in delayed presentation and treatment.

“They have tendency of taking, seeking help in very late situations.” (P1)

Gender norms were described as an additional barrier, particularly for older women.
Most participants reported that some female refugees were initially reluctant to discuss
health concerns with male healthcare providers or attend healthcare facilities independently.
However, several participants felt that these barriers had improved over time through
community engagement and health education initiatives.

“At first any female patient could not give history to a male doctor, but nowadays they are
almost free with us and they don’t feel shy to speak or talk to male doctor.” (P4)

Participants further reported misconceptions regarding chronic disease treatment and
medication adherence. Some refugees were perceived to believe that chronic diseases could
be cured after a single treatment episode and therefore struggled to understand the need
for lifelong medication. Fear of future treatment costs, based on previous experiences in
Myanmar, was also reported to affect adherence.

“They have a tendency of thinking that all diseases can be treated in one visit. That a
disease might need lifelong treatment, this perception is not traditional to them.” (P1)

Participants further suggested that cultural perceptions of ageing influenced the
priority given to healthcare for older adults. Some believed that elderly individuals were
viewed as requiring less medical intervention, particularly in the context of religious and
end-of-life beliefs.

“They do not think that elderly people need a whole lot of medication to keep sustaining
their life. Simply put, elderly medication is not a priority for them.” (P1)

4. Discussion
This study explored healthcare providers’ perspectives on barriers to cardiovascular

disease and diabetes care among elderly Rohingya refugees in Cox’s Bazar, Bangladesh. The
findings identified three broad categories of barriers: physical and environmental barriers,
service delivery barriers, and socio-cultural barriers. Collectively, these findings suggest
a mismatch between humanitarian healthcare delivery models, which have historically
focused on acute and communicable diseases, and the long-term management needs
of ageing refugee populations living with chronic diseases. The interaction between
service delivery limitations, environmental constraints, and socio-cultural factors creates
substantial challenges for elderly refugees requiring ongoing care for cardiovascular disease
and diabetes, highlighting the need for humanitarian health systems to evolve beyond an
acute-care model to better address the long-term needs of ageing refugee populations.

4.1. Service Delivery Barriers

Participants consistently identified limitations in healthcare infrastructure, diagnostic
capacity, medication availability, and continuity of care as major barriers to chronic disease
management. These findings are consistent with previous research demonstrating that non-
communicable disease services are often underdeveloped within humanitarian settings,
where resources are typically prioritised towards acute and infectious diseases [23,24].

A particularly important finding was the limited availability of diagnostic investi-
gations and disease monitoring tools. Participants described difficulties accessing inves-
tigations such as electrocardiography and HbA1c testing, limiting both diagnosis and
long-term monitoring of chronic disease. These observations are consistent with previous
research among refugee populations in Palestine and other humanitarian settings, where
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inadequate diagnostic capacity has been associated with poorer disease control and delayed
treatment [23,24]. These findings highlight the importance of strengthening the diagnostic
infrastructure as part of efforts to improve chronic disease management in refugee settings.

Medication availability also emerged as a significant challenge. Participants reported
restricted access to a range of cardiovascular medications and difficulties storing insulin
because of unreliable electricity supplies and limited refrigeration capacity. Effective
management of cardiovascular disease and diabetes requires consistent access to medication
and monitoring, and interruptions in treatment may contribute to disease progression and
avoidable complications [25]. Together, these findings reinforce the need for humanitarian
health systems to move beyond episodic acute care towards integrated models capable of
supporting long-term management of non-communicable diseases.

Participants also highlighted the lack of specialist expertise and integrated systems of
care. The absence of electronic medical records and the ability of patients to access multiple
providers created challenges for continuity of care. Similar concerns have been identified
in other refugee settings, where fragmented healthcare delivery can lead to duplication of
services, inconsistent treatment, and reduced treatment adherence [25,26]. Given the chronic
nature of cardiovascular disease and diabetes, continuity of care is essential for achieving
favourable health outcomes. Without mechanisms to ensure continuity of care, chronic
disease management becomes fragmented, increasing the risk of poor disease control and
avoidable complications among elderly refugee populations. Although healthcare services
within the camps were provided free of charge, participants suggested that concerns regarding
future treatment costs remained a barrier to healthcare utilisation. Previous studies have
similarly demonstrated that financial uncertainty can influence healthcare-seeking behaviour,
even where services are subsidised or provided free at the point of access [27]. This finding
highlights the importance of addressing both actual and perceived financial barriers when
designing chronic disease services.

4.2. Socio-Cultural Barriers

The findings demonstrate that socio-cultural factors play an important role in shaping
access to healthcare among elderly Rohingya refugees. Language barriers were consistently
identified as a major challenge, affecting communication between healthcare providers and
patients and limiting the effective delivery of health information. Comparable challenges
have been reported across refugee populations globally, where language differences have
been associated with poorer understanding of disease, reduced adherence to treatment,
and lower engagement with healthcare services [15,28–30]. Although interpreters and
Rohingya community workers were used within the camps, participants reported that
communication difficulties remained common.

Limited health literacy also emerged as a significant barrier. Healthcare providers con-
sistently described low levels of understanding regarding cardiovascular disease, diabetes,
and the need for long-term treatment. This may contribute to delayed presentation, poor
treatment adherence, and difficulties engaging with preventative health measures. Simi-
lar associations between health literacy and health outcomes have been reported among
refugee populations and other socially marginalised groups [31–33]. Participants further
highlighted the prevalence of behavioural risk factors, including tobacco use and high
dietary salt intake, suggesting that culturally appropriate health education interventions
may be beneficial.

Trust and healthcare-seeking behaviours were also important influences on access
to care. Participants reported that some refugees preferred traditional healers, spiritual
remedies, or informal pharmacists rather than healthcare professionals. This aligns with
evidence from other refugee and migrant populations, where trust in familiar community
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members may outweigh trust in formal healthcare systems [34]. Delayed presentation to
healthcare services was frequently attributed to these beliefs, as well as limited awareness
of chronic disease symptoms.

Gender norms represented an additional barrier to healthcare access, particularly for
older women. Participants described reluctance among some female refugees to consult
male healthcare providers, although they also reported improvements over time through
community engagement and awareness programmes. Similar gender-related barriers
have been identified among refugee populations in other settings [35]. These findings
highlight the importance of culturally sensitive healthcare delivery models that recognise
the influence of social and gender norms on healthcare utilisation.

A novel finding of this study was the influence of beliefs surrounding ageing and the
end of life. Participants suggested that some elderly refugees perceived medical treatment
as less important in later life, particularly when viewed through religious or cultural
understandings of mortality. These beliefs may contribute to reduced prioritisation of
chronic disease management and lower treatment adherence. Further research exploring
elderly refugees’ own perspectives on ageing, chronic disease, and healthcare utilisation
would be valuable.

4.3. Physical and Environmental Barriers

Healthcare providers consistently described physical and environmental character-
istics of the refugee camps as significant barriers to healthcare access. Difficult terrain,
overcrowding, limited transportation, and the remote location of the camps were all per-
ceived to reduce access to healthcare services, particularly for elderly refugees with mobility
limitations. These environmental barriers frequently interacted with service delivery limita-
tions, further restricting access to chronic disease care among older adults. These findings
are consistent with previous studies demonstrating that physical accessibility remains an
important determinant of healthcare utilisation among displaced populations and individ-
uals living with disabilities [36–38].

The absence of home-based healthcare services was identified as a particular challenge
for frail and bedridden patients. Even where healthcare facilities were geographically close,
physical barriers could prevent elderly refugees from attending appointments. These find-
ings suggest that healthcare accessibility should be considered not only in terms of service
availability but also in relation to the ability of vulnerable populations to physically reach
and utilise those services. Outreach services, community-based care models, and targeted
support for individuals with mobility limitations may help reduce these barriers [39].

4.4. Strengths and Limitations

This study provides insight into barriers affecting cardiovascular disease and dia-
betes care among elderly Rohingya refugees from the perspective of healthcare providers
working directly within the refugee camps. The qualitative design allowed for an in-depth
exploration of healthcare delivery challenges within a complex humanitarian setting. To
our knowledge, few qualitative studies have specifically explored healthcare providers’ per-
spectives on barriers to cardiovascular disease and diabetes care among elderly Rohingya
refugees, providing novel insight into chronic disease management within a protracted
humanitarian setting.

Several limitations should be acknowledged. The study included a small sample of
six healthcare providers from a single organisation, which may limit the transferability
of findings to other humanitarian contexts. In addition, only healthcare providers were
interviewed; the perspectives of elderly Rohingya refugees themselves were not explored.
Consequently, some barriers identified by providers may differ from those perceived
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by patients. Future studies incorporating refugee perspectives would provide a more
comprehensive understanding of healthcare access challenges.

Furthermore, the interviews were conducted in 2019. The interval between data
collection and publication reflects the first author’s completion of undergraduate medical
training, subsequent postgraduate clinical training, and redevelopment of the original
dissertation into a manuscript suitable for publication. Although healthcare provision
within the camps has evolved over time, many of the structural barriers identified remain
consistent with the more recent literature on chronic disease management in humanitarian
settings. The findings should therefore be interpreted within the context of the study period.

4.5. Implications for Practice and Future Research

The findings highlight the need for humanitarian healthcare systems to adapt to the
growing burden of non-communicable diseases among ageing refugee populations. While
humanitarian responses have traditionally prioritised communicable diseases and acute
healthcare needs, the findings of this study suggest that greater attention should be given to
strengthening long-term chronic disease management within refugee settings. Improving
diagnostic capacity, ensuring reliable access to essential medicines, enhancing continuity
of care through integrated medical records, and expanding culturally appropriate health
education programmes may improve the management of cardiovascular disease and
diabetes. Consideration should also be given to outreach and home-based healthcare
services for older adults with reduced mobility, together with workforce development
and investment in primary healthcare infrastructure capable of supporting long-term
management of non-communicable diseases.

Future research should explore the perspectives of elderly Rohingya refugees them-
selves, evaluate interventions designed to improve chronic disease care in humanitarian
settings, and examine how humanitarian health systems can better respond to the growing
burden of non-communicable diseases among ageing displaced populations.

5. Conclusions
This study explored healthcare providers’ perspectives on barriers to cardiovascular

disease and diabetes care among elderly Rohingya refugees in Cox’s Bazar, Bangladesh.
The findings identified multiple interconnected barriers, including limitations in healthcare
infrastructure and resources, restricted diagnostic and treatment capacity, physical barriers
to accessing services, and socio-cultural challenges such as language differences, low health
literacy, and healthcare-seeking behaviours.

The findings highlight a mismatch between humanitarian healthcare systems, which
have traditionally focused on acute and communicable diseases, and the long-term man-
agement needs of ageing refugee populations living with chronic disease. Addressing
these challenges will require strengthening diagnostic capacity, improving medication
availability, enhancing continuity of care, and developing culturally appropriate health
education strategies. Consideration should also be given to outreach and home-based
services for elderly refugees with limited mobility.

As the burden of non-communicable diseases continues to rise within displaced
populations, greater attention must be given to integrating chronic disease management
into humanitarian healthcare responses to ensure that older refugees are not left behind.
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