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A B S T R A C T   

Introduction: Since the start of the Syrian conflict in 2011, Jordan and Lebanon have hosted large refugee pop-
ulations, with a high pre-conflict burden of non-communicable diseases (NCDs). We aimed to explore NCD 
service provision to Syrian refugees in these two host countries and to identify lessons learned that may inform 
the global response to the changing health needs of refugees. 
Methods: Between January 2017 and June 2018, we conducted 36 in-depth interviews with stakeholders from 
Jordan and Lebanon, as well as global stakeholders, to understand the context, the achievements, gaps and 
priorities in the provision and uptake of NCD prevention, testing and treatment services to Syrian refugees. 
Findings: Both countries succeeded in embedding refugee health care within national health systems, yet 
coverage and quality of NCD health services offered to Syrian refugees in both contexts were affected by under- 
funding and consequent policy constraints. Changes in policies relating to cost sharing, eligibility and vulner-
ability criteria led to difficulties navigating the system and increased out-of-pocket payments for Syrians. 
Funding shortages were reported as a key barrier to NCD screening, diagnosis and management, including at the 
primary care level and referral from primary to secondary healthcare, particularly in Lebanon. These barriers 
were compounded by suboptimal implementation of NCD guidelines and high workloads for healthcare pro-
viders resulting from the large numbers of refugees. 
Conclusions: Despite the extraordinary efforts made by host countries, provision and continuity of high quality 
NCD services at scale remains a tremendous challenge given ongoing funding shortfalls and lack of prioritization 
of NCD care for refugees. The development of innovative, effective and sustainable solutions is necessary to 
counter the threat of NCDs.   

1. Introduction 

As the numbers of forcibly displaced people reach historic highs, 
displacement has become an increasingly protracted phenomenon. By 
2019, 77% of all refugees had been displaced for more than five years 
(UNHCR, 2020), a situation worsened by the COVID pandemic (Al-Or-
aibi et al., 2021; Yadav et al., 2020). The United Nations High 
Commissioner for Refugees (UNHCR) defines protracted refugee situa-
tions as those where at least 25,000 refugees have been in exile ‘for five 

years or more after their initial displacement, without immediate pros-
pects for implementation of durable solutions’(UNHCR Executive 
Committee of the High Commissioner’s Programme, 2009). An esca-
lating number of people find themselves in this limbo, unable to return 
home but without the rights of permanent residence abroad. 

Protracted displacement has a significant impact on health systems, 
health services and humanitarian responses. As the epidemiological 
transition advances in many low-income countries, and more middle- 
income countries are prone to humanitarian crises, the non- 
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communicable diseases (NCDs) burdens are increasing in populations 
affected by forced displacement (Spiegel et al., 2010). People living with 
NCDs are at greater risk of vulnerability given disruptions in access to 
adequate nutrition, medications and follow-up, leading to long-term 
social and health implications (Demaio et al., 2013). The traditional 
humanitarian architecture did not consider NCDs in its standard re-
sponses, however this increasing burden calls for integrating prevention 
and continuity of care for NCDs into humanitarian responses (Perone 
et al., 2017). 

The Syrian armed conflict which began in 2011 has displaced 6.7 
million people, most of whom are chronically residing in neighbouring 
countries (UNHCR, 2020). Jordan and Lebanon host the largest numbers 
of refugees relative to their national populations in the world; 1 in 14 
people in Jordan and 1 in 7 people in Lebanon is a refugee (UNHCR, 
2020). The large influx of Syrian refugees placed significant pressures on 
existing national services in these neighbouring countries, particularly 
in health. In Jordan and Lebanon, Ministries of Health and the UNHCR 
coordinated with a diverse group of healthcare providers including in-
ternational and local non-governmental organisations (NGOs) to deliver 
health services to Syrian refugees (Akik et al., 2019). 

Given the context, complexity and chronicity of displacement 
(UNHCR, 2018b; UNHCR et al., 2020), the Jordanian and Lebanese 
healthcare systems were confronted with the need to provide far more 
than emergency and basic health services to Syrian refugees. Prior to the 
war, 77% of deaths in Syria were attributed to NCDs, with cardiovas-
cular diseases (CVD) being the leading cause of all-age mortality (World 
Health Organization, 2011). Unsurprisingly, Syrian refugees in neigh-
bouring host countries have a high prevalence of NCDs, including hy-
pertension, CVD, diabetes, renal disease, chronic lung disease and 
cancers (Akik et al., 2019; Al-Oraibi et al., 2022). Providing displaced 
people with continuity of care for chronic NCDs is programmatically, 
logistically and financially challenging (Akik et al., 2019; Alawa et al., 
2019a; El Arab and Sagbakken, 2018). 

This study explores NCD service provision to Syrian refugees in 
Jordan and Lebanon. We used qualitative methods to identify factors 
that influenced the ability of host country health systems to ensure that 
Syrian refugees had access to high-quality NCD-related health services 
in 2017–2018, and identify lessons learned that may inform the global 
response to the changing health needs of refugees. 

2. Methods 

Thirty-six in-depth interviews were conducted with stakeholders 
from Jordan (n = 13), Lebanon (n = 18) and global institutions (n = 5) 
between January 2017 and June 2018. Participants were selected via 
purposive followed by snowball sampling and included representatives 
of national governments, managers and health providers from local and 
international NGOs, staff from United Nations (UN) agencies and aca-
demic institutions. Data collection was concluded when theoretical 
saturation was achieved with no new themes emerging from interviews. 

The interview guide included 25 questions focused on understanding 
the context, achievements, gaps and priorities in the provision and up-
take of NCD services to Syrian refugees (Supplemental file 1). Interviews 
were conducted either in person or via phone/Skype, in Arabic or En-
glish depending on participant preference, and took approximately 
35–45 min. All interviews were audio recorded and transcribed by 
research staff with native-level fluency in Arabic and/or English. We 
adopted the interpretative approach for data analysis. Transcripts were 
analysed using thematic analysis. Both inductive and deductive ap-
proaches were used by applying predetermined codes to the data, and 
allowing for new codes to emerge. Two researchers discussed conver-
gent and divergent aspects of the analyses in order to obtain a final 
thematic framework. We used the WHO system framework to analyze 
the data. The six WHO health systems building blocks – service delivery; 
health workforce; information; medical products, vaccines and tech-
nologies; financing and leadership/governance – contribute to the 

strengthening of health systems by improving coverage and quality of 
care provided, which in turn improves health outcomes (World Health 
Organization, 2010). We identified relationships among and between 
these categories/blocks, and used these to describe barriers and facili-
tators in the coverage and quality of NCD services provided to Syrian 
refugees. Illustrative quotes were extracted to provide examples of key 
themes. The results were reviewed at an expert meeting convened in 
Beirut, Lebanon, in August 2018. Stakeholders working with Syrian 
refugees from Jordan and Lebanon discussed and validated the results of 
the thematic analysis, and these exchanges contributed to the discussion 
points presented here. The Institutional Review Boards of Columbia 
University (protocol #AAAQ9688, #AAAQ9704), the American Uni-
versity of Beirut in Lebanon and the King Hussein Cancer Center in 
Jordan approved the research study protocol. Verbal informed consent 
was given by all participants. In order to ensure confidentiality of study 
respondents, no identifying information was collected and all data was 
kept confidential. Audio files were kept in password-protected folders 
and erased following transcription. Transcripts did not include identi-
fying information. 

3. Findings 

The 36 in-depth interviews (Table 1) highlighted that the key to 
successful provision of NCD services to Syrian refugees in Lebanon and 
Jordan was the inclusion of refugee care into existing national health 
care systems and structures. Although eligibility varied over time, and 
equity issues remained, the main providers of NCD prevention, diagnosis 
and treatment were the hosting Ministries of Health, through various 
humanitarian funding mechanisms largely led by UNHCR. Key themes 
are illustrated in Table 2; coverage and quality of NCD health services 
offered to Syrian refugees in Jordan and Lebanon were affected by 
under-funding and consequent changing health-access related policies. 

3.1. Policies affecting health access of Syrian refugees in Jordan and 
Lebanon 

3.1.1. Eligibility of Syrian refugees to access national health systems 
By channelling its health care assistance through the public health 

system, UNHCR aligned with Jordanian and Lebanese governmental 
policies that endorsed Syrian refugees’ access to health care in the 
context of existing national systems which include government sup-
ported NGO-managed primary healthcare centers. This approach was 
perceived by most respondents to be a success in the refugee response: 

“Integration [of Syrian refugees] within the primary health care system 
was quite successful, actually much more successful than the integration 
of the Lebanese population in the primary health care centers. […] The 
Syrian population is accustomed to going to governmental centers that 
[provide] primary health care.” – Academic key informant, Lebanon 

Syrian refugees’ access to healthcare was, by default, limited to 
services available for nationals of Jordan and Lebanon. This was high-
lighted by respondents from both countries who mentioned the lack of 
screening for some NCDs in Jordan and lack of regular follow-up for 
patients suffering from NCDs in Lebanon as health service gaps for both 
nationals and Syrian refugees: 

Table 1 
Interview respondents by country and type of institution.   

Jordan Lebanon Global 

National Governments 2 1 0 
Local NGOs 4 6 0 
International NGOs and UN agencies 7 10 2 
Academic institutions 0 1 3 
Total 13 18 5  
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“Breast examination, mammography, screening for cancers are not 
available because they are not available for the nationals. […] there is no 
systematic screening system.” – Local NGO key informant – Jordan 

Most respondents perceived services to be equally available to host 
populations and refugees, although in Lebanon, many citizens have 
additional private health insurance and national health insurance that 
enables access to the private healthcare system, not available to refu-
gees. In Jordan, one respondent expressed a perception of Syrians 
receiving better quality services than locals: 

‘’Are we comparing this [Syrian refugees ‘access to NCD health services] 
to our population? Or are we comparing this to [the] absolute? Or are we 
comparing this to what the system should be? […] I think Syrian refugees 
in Jordan get much more advanced public health and primary care than 
the Jordanians.’’ – Local NGO key informant – Jordan 

Access to universal health coverage for nationals and non-nationals 
was suggested by some respondents as the way forward in the health 
response to this protracted crisis as it would help address many access 
barriers: 

“We were able to integrate [Syrian refugees] in diabetes and cardiovas-
cular system because the system was there and able to be integrated. So, at 
this point Syrian refugees and all refugees have been in Lebanon long 
enough to start posing their problems as part of the problems of health care 
in general in Lebanon. […] We need to demand universal health care 
coverage for everybody in Lebanon.” – Academic key informant – 
Lebanon 

3.1.2. Changing policies relating to health access 
Difficulty navigating the system: Throughout the protracted Syrian 

crisis, the health response in Jordan and Lebanon underwent several 
policy changes. These changing policies resulted in a health system that 
was difficult to navigate, not only by Syrian refugees but also by NGOs, 
as described by several respondents: 

“[Navigating the system] is still an issue [for patients]. […] A while ago, I 
had someone over the phone from [an international NGO] […] it’s hard 
even for the NGOs to catch up with the system.” – UN key informant, 
Jordan 

Major governmental policy changes in Jordan: Despite their eligibility 
to access national healthcare systems, Syrian refugees in Jordan 

witnessed two major policy changes affecting the set of criteria that 
allows them to access health services. As a result, between November 
2014 and February 2018, Syrian refugees moved from accessing primary 
and secondary healthcare services free of charge to having to pay the 
rates of “foreigners” to access healthcare (see Fig. 1). 

These policy changes were perceived as a major barrier to accessing 
care. Informants reported an increased need for Syrian refugees to pay 
for health services out of pocket, leading to an unsurprising drop in the 
number of Syrian refugees accessing healthcare services and a greater 
dependence on support from aid agencies: 

“The fact that they’ve lost their free medical services […] has disad-
vantaged a lot of the refugees from getting the care and it is now dependent 
on the international NGOs and the UN agencies to be able to cover up for 
that and provide for that.” – Local NGO key informant, Jordan 

UNHCR policy changes: cost sharing, eligibility and vulnerability criteria: 
The under-funding of the regional appeal over the years forced UNHCR 
to implement a healthcare cost-sharing scheme, raising worries among 
the interviewed national and international NGOs about refugees’ ability 
to access care and more specifically diagnostic tests, one of the main 
pillars of NCD detection: 

‘’We have the list of the issues that are covered so we tell the patients: go 
there and you will most likely be accepted by the UN so go and manage 
with the 75%. […] We still have to work on getting the 25% that remain.’’ 
– International NGO key informant, Lebanon 

“There are many diagnostic procedures that need to be available but 
we’re unable to cover them.” – International NGO key informant, 
Lebanon 

3.2. Financing: the main barrier to quality NCD healthcare coverage? 

3.2.1. Prioritization and financing of NCDs 
Most implementers and decision makers reported the need for NCDs 

to be acknowledged as a public health priority, both within the limits of 
the refugee response and outside: 

‘’NCDs and chronic diseases are very important, whether to Syrian ref-
ugees or Jordanians. […] In Jordan; it should be a [priority] issue, 
regardless of the nationality. […] Unfortunately, it all boils down to … 
financial allocation on the policy side, and … the struggling priorities. […] 
This needs to be pushed up the priority ladder.” – Local NGO key 
informant, Jordan 

Resource allocation for NCDs was reported to be difficult for various 
reasons including policymakers and/or programme developers not 
having a good understanding of the complexity of NCDs, and weak 
advocacy: 

“It is not that sexy to fund for NCDs and it is much more pulling at the 
heartstrings to fund for things for pregnant women and children. And we 
are guilty of [that] as well because we are responsible for prioritizing these 
populations and the funds required to cover those diagnostic costs… but if 
one thing has to be cut, it has to be NCDs.’’ – International NGO key 
informant, Lebanon 

An international academic highlighted the problem with comparing 
the financing of NCDs to financing of care for maternal and child health 
and communicable diseases: 

“We get into these dreadful arguments about “the cost” of doing X. […] 
When you start plotting out the cost of doing a fine-needle aspiration for a 
breast lump, […] in comparison to treating a child with diarrheal diseases 
[…], the costs […] are vastly more. And the problem is, we’re comparing 
apples with oranges, […] it’s very easy to deprioritize by simply 
[focusing] on the macro costs, without doing any of the balanced costs 
utility analysis that’s required.” – Global key informant 

Table 2 
Facilitators and barriers in the coverage and quality of care provided to Syrian 
refugees in both contexts unless specified.   

Facilitators Barriers 
Service delivery Eligibility of Syrian 

refugees to access 
national health systems 

Difficulty navigating the 
health system 
Lack of guidelines and 
standard operating procedures 
for NCDs in emergency settings 

Health workforce Training/capacity 
building of healthcare 
workers  

Medical products, 
vaccines and 
technologies  

Shortages due to poor 
management at the health 
centre level (Lebanon) 
Unavailability of some 
medications for either 
nationals or refugees (Jordan) 

Financing  Limited funding for diagnostics 
and medications 
Out of pocket cost to patients 
with NCDs 

Leadership/ 
governance 

Coordination between 
health partners (Jordan) 

Changing eligibility policies 
Limited advocacy for/ 
prioritization of NCDs 
Lack of coordination between 
key stakeholders (Lebanon)  
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In fact, several interviewees suggested a more coordinated funding 
approach where the effectiveness and costs of interventions should be 
evaluated at the decision-making level, and channelled directly to the 
programmatic level: 

“There needs to be a more coordinated funding approach to allow a […] 
more rational approach to allocation of these resources […]. Given the 
scale of the costs of NCD care, we need to take a […] more thorough 
approach to how we cost it. […] We know that most crises are protracted, 
and that ideally we should be taking a longer-term approach to care […] 
by bringing in longer-term intervention studies, evaluation studies, cost- 
effectiveness studies.” – Global key informant 

“It is about being more efficient about the funding also because a lot of it is 
being consumed in intermediaries, so money is passing from an interna-
tional donor or from the UN to an NGO to a service provider. What needs 
to be done in the long term is to remove the middleman, [and] start direct 
financing to the provider. We could have an efficiency of around 30%.” – 
UN key informant - Lebanon 

3.2.2. Implications for continuity of NCD care 
Financial barriers at primary healthcare level: Several local and inter-

national NGOs expressed their dissatisfaction with their inability to 
screen for NCDs, confirm diagnosis or provide regular NCD management 
follow-up due to lack of funding: 

‘’There is no support for the center when it comes to the diabetes testing 
machines. The strips […] are expensive. Most of the centers are stopping 
[the screening] because they can’t purchase [the strips].’’ – Local NGO 
key informant, Lebanon 

“There are periodical lab tests to do, and this requires a lot of where-
withal. Currently we are not able to provide them all as required. If we 
have consumables and more lab equipment then we can do them really at 
the right time for the follow up” – International NGO key informant, 
Jordan 

Secondary and tertiary healthcare levels: Several respondents from 
Lebanon mentioned lack of funding as one of the challenges for referral 
from primary to secondary healthcare levels. This observation came out 
as a concern particularly in the Lebanese context rather than the Jor-
danian one: 

“This level between primary care and cases [requiring referral] in hos-
pitals, there is this kind of difficult area where people maybe have to come 
up with money, if it is to have a CT or an MRI scan to confirm the 
diagnosis. […] In terms of additional funding for this at the moment […] 
it is definitely another gap.” – UN key informant, Lebanon 

Lack of funding for hospital care for NCDs, such as cancer and 
chronic renal failure, was reported by several respondents: 

“There are huge gaps [for hospital care] and this is due to funding. […] 
Although we are [able] to cover some cancer cases, it is usually cases that 
need a surgical intervention [that] will lead to good outcome, but 
chemotherapy [or] radiotherapy [is] not covered; and the big one is renal 
dialysis for chronic renal failure. Some NGOs have been able to step in 
and provide some support, but the sustainability is very precarious 
because the funding is never even guaranteed on an annual basis. [It] is a 

huge challenge to try [and] program when your outlook on funding is so 
short.” – UN key informant, Lebanon 

One respondent from Lebanon explained the dilemma faced by 
decision-makers with regards to funding allocation, in settings where 
resources are scarce: 

“This is the grey zone… when you have very limited resources. Do you 
channel it, do you take it away from the people who need more advanced 
life-saving care and push it all to primary health care?” – UN key 
informant, Lebanon 

These funding gaps have led some international NGOs to look for 
alternative strategies to cover the costs of some specific under-funded 
diagnostic tests or health conditions, such as short-term grants for ver-
tical programs: 

“We have different programs from different grants so [with] certain 
programs we are able to cover for chronic patients. […] This is the dif-
ference from one center to another; the coverage for diagnostic test of 
chronic patients [varies] from one grant to another.” – International 
NGO key informant, Lebanon 

Individual-level repercussions: Not having enough financial support 
meant that some Syrian refugees could not access health services nor 
undergo necessary diagnostic testing, even if that only required paying a 
relatively small amount of money, as reported by respondents: 

“The continuity of treatment for NCDs […] Who pays for the big issues: 
access so the transport, […] investigations and […] medications. Even if a 
doctor’s consultation is free there is a lot more that needs to be paid for. 
[…] If you have to choose you are not going to spend [money] for hy-
pertension because you have to use the money elsewhere.” – Global key 
informant 

It also meant that healthcare providers felt powerless when they 
found themselves face-to-face with a patient who was unable to pay out- 
of-pocket to cover the cost of healthcare: 

“We tell the patient: You do have a heart problem, but in order to know 
what the problem is, we need to run this or that test. But the patient is 
unable to pay and we are unable to find the right funding.” – Local NGO 
key informant, Lebanon 

3.3. Coordination: a strength or a weakness? 

The complexity of the health response was further aggravated by 
insufficient coordination among health actors, as described by re-
spondents from Lebanon: 

“People will prefer to go to international NGOs rather than go to the 
existing system in place and then this NGO stops the program and people 
will be left with no follow up. The complexity of the situation and complex 
diversity of the interlocutors on the ground make it difficult to have one 
system and one flow.” – UN key informant, Lebanon 

On the other hand, coordination in Jordan was perceived to be 
generally positive: 

“There’s coordination on the ground between all agencies. The Ministry of 
Health is on the top of this health system […] [and] the coordination 

Fig. 1. Major governmental policy changes affecting healthcare access in Jordan between 2014 and 2018.  
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between health partners. They were able to come up with health systems 
for the refugees at the level where they work.” – Local NGO key infor-
mant, Jordan 

Yet this perception differed around coordination outside camps 
compared to inside camps. One respondent working outside camps in 
Jordan thought that poor coordination was the reason behind the lack of 
follow-up for patients with NCDs and consequent inadequate continuity 
of care: 

“There are no NGOs that do [follow-up investigations] or follow-up on 
medication provision and if possible systematic prevention of the com-
plications. […] This is a big gap.” – UN key informant, Jordan 

3.4. NCD management in emergencies: poorly implemented guidelines or 
lack of evidence-based/adapted response models? 

Guidelines for NCD management exist in both host countries where 
Syrian refugees can access national health systems; yet their content, 
dissemination among health providers and implementation remain 
questionable 

“There is no NCD for emergency. This is a new science that was created, 
[based] on [the] Syrian crisis. There was an essential package that was 
not recommended to be used. It needs a lot of update, creating new tools, 
manuals and other things. […] NCDs for the Syrian [crisis] were a very 
bad experience.” – Local NGO key informant – Jordan 

“Integration of NCD management within the primary health care setting 
for the NGOs. […] We organized trainings for doctors and nurses at 
primary health care centers. We got [people] from the Ministry of Health 
and NGOs. This is also a success story.” – UN key informant, Jordan 

“The [NCD] guidelines are in existence but how much are they actually 
implemented and monitored and followed is another question. […] 
Several trainings were done but for implementation to stick you need 
supervision, you do need regular follow up, you need orders to see if 
guidelines are being followed” – UN key informant, Lebanon 

Yet an academic respondent highlighted challenges in the develop-
ment of NCD guidelines in humanitarian crises settings 

“[Development of NCD guidelines] is obviously fairly new for the hu-
manitarian community. […] The new Sphere standards […] will include 
expanded NCD section, but generally they’re never very detailed any-
way… I think work is improving in that area. One area is probably still 
weak, the prevention of NCDs.” – Global academic key informant 

3.5. Access to medication 

While some local NGOs in Jordan and Lebanon reported shortages in 
medication supply due to poor inter-agency coordination around re-
ferrals, decision makers concluded that shortage of medication was not a 
major issue in the health response but rather due to poor quantification 
and stock management at the health center level in Lebanon, and the fact 
that some medications were not available for either nationals or refugees 
in the case of Jordan: 

“A shortage could occur for one or two days due to the supply because 
[…] we originally assume that there is X number of patients. However, 
due to the referral between the organisations without coordination [actual 
numbers are higher].” – Local NGO key informant, Jordan 

“When refugees go to the Ministry of Health, they claim they have 
shortages in medications. […] There are things that are not available even 
for the average Jordanians at the Ministry of Health.’’ – UN key infor-
mant, Jordan 

3.6. Health workforce: size and technical capacity 

Many respondents considered capacity building of healthcare pro-
viders in Jordan and Lebanon to manage NCDs as one of the successes of 
the response: 

“We were able to strengthen the key institution […] we are training key 
staffs to providing logistics and the resources, opening new wards […] 
providing […] specialized and sophisticated equipment” – UN key 
informant, Lebanon 

However, even with their strong technical capacity, the limited 
number of healthcare providers compared to the high workload result-
ing from the influx of refugees was perceived to have a negative impact 
in both contexts on the quality of health services provided and the 
quality of NCD behavioural counselling specifically 

“The lack of time maybe and capacity of doctors who see too many people 
… in the same day. They don’t have the time or energy to sit with the 
patient and explain to them … how to take their medicine, what to eat, the 
importance of physical activity and how to control their smoking, and all 
of that.’’ – Local NGO informant, Jordan) 

4. Discussion 

This qualitative research with stakeholders from Jordan and 
Lebanon, as well as global stakeholders, revealed that both countries 
succeeded in embedding refugee health care within national health 
systems. However, coverage and quality of NCD health services offered 
to Syrian refugees in both contexts were reported to be suboptimal and 
affected by under-funding and consequent policy constraints. Changes in 
policies relating to cost sharing, eligibility and vulnerability criteria led 
to difficulties navigating the system and increased out-of-pocket pay-
ments for Syrians. Funding shortages were also reported as a key barrier 
to NCD screening, diagnosis and management, including at the primary 
care level and referral from primary to secondary healthcare, particu-
larly in Lebanon. These barriers were compounded by suboptimal 
implementation of NCD guidelines and high workloads for healthcare 
providers resulting from the large numbers of refugees. 

The eligibility of Syrian refugees to access national health systems 
was perceived as a successful approach in the refugee response. Yet as 
reported in the literature, ongoing challenges in both contexts such as 
the multiplicity of health system actors and increasing out of pocket 
payments highlight the need for continued efforts for improved inte-
gration of refugee communities (Saleh et al., 2022). In fact, strength-
ening existing national health systems and striving for universal health 
coverage for both nationals of host countries and refugees would facil-
itate health system resilience as well as improved health outcomes and 
efficiencies via early access to preventive and curative services (World 
Health Organization Regional Office for Europe, 2019). Given that 
reducing modifiable risk factors is one of the key components of NCD 
control (World Health Organization, 2013), adopting preventive ap-
proaches in combination with curative ones should be a key pillar of 
NCD responses both for host communities and for refugees in protracted 
humanitarian crises. Only strong and resilient health systems could have 
accommodated the huge influx of people needing health services that 
occurred with the Syrian crisis. 

However, our findings revealed that changing governmental and UN 
agencies led- policies had an impact on health access and more specif-
ically coverage, including drops in the number of refugees accessing 
healthcare services and difficulty in navigating the system. The latter is 
in line with available literature that highlights the reported lack of clear 
guidance on eligibility criteria, referral processes and cost of health 
services among others in Jordan and Lebanon (Amnesty International, 
2014; Ay et al., 2016; Strong et al., 2015; Akik et al., 2019). The navi-
gation challenges have also been reported among Syrian refugees in 
Turkey who may not be well informed about available services and what 
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services they are entitled to (Alawa et al., 2019b). In Jordan, the im-
plications of the 2014 governmental policy change were highlighted by 
Amnesty International, revealing a 27% increase in the number of pa-
tients seeking treatment at the Jordan Health Aid Society, an organi-
zation which assists vulnerable Syrians in getting access to care 
(Amnesty, 2016). More recent evidence revealed that these policy 
changes have made care in the public sector largely inaccessible to 
Syrian refugees (McNatt et al., 2019). Furthermore, in a context where 
the regional emergency appeal has consistently been under-funded 
(United Nations High Commissioner for Refugees, 2020), UNHCR has 
had to make changes over the years to their Standard Operating Pro-
cedure (SOP) for the referral care program in both host countries, 
including its healthcare cost sharing scheme. In Lebanon, 75% of costs 
exceeding the first 100 USD paid by the beneficiary is covered by 
UNHCR; and if the patient share reaches 800 USD, UNHCR covers all 
subsequent costs (UNHCR, 2018a).This cost-sharing scheme has been 
reported to affect access to care/coverage. Health service underutiliza-
tion as a result of reduced subsidies has been reported in a study on 
cancer care among both Syrian and Lebanese patients in Lebanon where 
79% of patients from both nationalities did not seek care for their con-
dition due to lack of funds (Alawa et al., 2019a). In Jordan, the World 
Bank noted a 60% decrease in health service utilization two years after 
the co-payment policy was implemented (World Bank, 2017). 

This study also highlighted the lack of prioritization and financing of 
NCDs in the Syrian refugee response and NCD healthcare provision due 
to limited understanding of the complexity of NCDs, weak advocacy as 
well as the focus on immediate needs such as maternal and child health 
and communicable diseases. These findings are in line with other studies 
where lack of prioritization of NCD healthcare provision was reported to 
be due to the focus on immediate needs especially injuries and control of 
infectious diseases within Syria; and other health services being 
considered more cost-effective (Garry et al., 2018). There was also a lack 
of a coordinated overall strategy to tackle NCDs on a national level 
(Garry et al., 2018). Our findings are also in line with a qualitative study 
where global experts reported that NCD care was underfunded and that 
provider organizations perceived NCD care as costly influencing their 
engagement in NCD care, and what they include in their package of NCD 
care (Ansbro et al., 2022). 

As financial barriers are responsible for limiting refugees’ access to 
NCD care, and more specifically continuity of care, and in alignment of 
health emergency responses with the Sustainable Development Goals 
vision of ‘leaving no one behind’, innovative financing solutions need to 
be envisaged (Abubakar and Zumla, 2018). In fact, these innovative 
solutions are a component of the ‘Grand Bargain’, a global-level agree-
ment that aims at increasing the total amount of funding available for 
humanitarian crises by increasing the proportion of direct multi-year 
funding of local and national actors (Inter-Agency Standing Commit-
tee, 2020). An example of these funding modalities is the ‘pay--
for-performance’ approach where service providers are funded directly 
and are required to achieve certain targets to ensure subsequent renewal 
of funding. This approach is especially relevant in protracted refugee 
settings as it optimizes the value of health services in addition to 
improving their quality, efficiency and effectiveness (Spiegel et al., 
2018). This would also translate into better efficiency in management of 
funds and thus allocation of funds to needed NCD services. 

These innovations in financing models need to be coupled with 
increased advocacy for funding and prioritization of NCD care for ref-
ugees. Lessons can be drawn from HIV programs in resource-limited 
settings on successful advocacy efforts that led to aid funds targeted at 
health services for refugees, namely the Global Fund for AIDS, Tuber-
culosis and Malaria and the US President’s Emergency Fund for AIDS 
Relief (Rabkin et al., 2018). 

Our study also revealed that the guidelines for NCD management 
exist in both settings yet their content, dissemination among health 
providers and implementation remain questionable, thus affecting the 
quality of care provided. These findings are not surprising as current 

humanitarian response standards tackle the issue of NCDs, but not to the 
level of detail needed, especially when compared with the detailed 
guidelines available for communicable diseases (Jobanputra et al., 
2016; Demaio et al., 2013). And as reported by Perone et al., when 
national guidelines for NCD management exist, they have to be fol-
lowed; otherwise guidelines validated from the World Health Organi-
zation, Sphere and humanitarian organizations such as Medecins Sans 
Frontieres could be considered (Perone et al., 2017), as evidence-based 
clinical guidance on the management and follow-up of diabetes in hu-
manitarian settings is not available (Kehlenbrink et al., 2019). 

As such, intervention packages for NCDs remain under-defined and 
tested implementation models are lacking (Perone et al., 2017), causing 
tremendous challenges for effective provision of NCD care by humani-
tarian actors in protracted emergency settings with increasing burdens 
of NCDs. 

In fact, the emerging protracted nature of crises explains the scarcity 
of evidence on the effectiveness of interventions for NCDs in humani-
tarian crises (Blanchet et al., 2017; Ruby et al., 2015) and confirms the 
need for more research on successful implementation models for NCD 
care in humanitarian settings, which in turn can increase the level of 
accountability of humanitarian actors responding to these emergencies 
(Jobanputra et al., 2016; Jaung et al., 2021). Several models for NCD 
care have been piloted whether in Jordan, Lebanon or other contexts 
such as the Democratic Republic of the Congo (Saleh et al., 2018; 
Murphy et al., 2017; Kayali et al., 2019). In Lebanon, the E-Sahha 
project used, in one of its segments, low-cost e-health tools for diabetes 
and hypertension detection and referrals in rural settings and refugee 
settlements. Results from this community participatory-based research 
project showed the effectiveness of using this e-health model in the 
identification and appropriate referral of new NCD cases (Saleh et al., 
2018). Another model of care tested by Medecins Sans Frontieres (MSF) 
which adopted a multidisciplinary approach including case manage-
ment of diabetes and hypertension, patient support and education 
counselling, integrated mental health and health promotion, also led to 
improved quality of care provided to Syrian refugees in a Palestinian 
refugee camp (Kayali et al., 2019). MSF piloted a similar model of care in 
a conflict-affected zone in DRC through its Integrated Diabetic Clinic 
within an Outpatient Department model. This new nurse-led, multi--
disciplinary intervention for diabetes was based on a set of 
context-adapted clinical guidelines and Standard Operating Procedures, 
coupled with patient counselling and support materials, in addition to 
specialist training for staff (Murphy et al., 2017). Key factors to be 
considered when planning NCD interventions in complex humanitarian 
emergencies included decentralization of treatment provision, reduced 
appointment frequency and increased focus on patient education 
(Murphy et al., 2017). In order to deliver good quality hypertension and 
diabetes care in humanitarian settings, future models of care should 
adopt a “health system strengthening approach, use patient-centered 
design, and should be co-created with patients and providers” (Ans-
bro et al., 2022). The design of these models would be facilitated if more 
comprehensive WHO clinical and operational guidance were put in 
place (Ansbro et al., 2022). 

4.1. Strengths/limitations 

This study interviewed a large number of stakeholders, representing 
diversity from both countries, ranging from decision makers to health-
care providers, at governmental, NGO and UN levels. Including stake-
holders from various decision making and implementation levels led to 
the triangulation and enrichment of the findings, and the filling of 
important gaps in the narrative. Inputs from regional and international 
stakeholders provided further insight and depth to the analysis of the 
situation and allowed for interpretation of the situation from a global 
perspective. Additionally, a stakeholder consultation meeting facilitated 
the validation and strengthening of findings. 

The study is limited by its sole focus on health systems actors, rather 
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than the perceptions of Syrian refugees themselves. It is likely that ref-
ugees’ perceptions regarding their own access to NCD care will help 
examine the situation from a new angle. Future research should include 
these perspectives, which have been briefly explored in Jordan 
(Al-Rousan et al., 2018). Although saturation was reached and attempts 
were made to diversify the stakeholders included, it is possible that 
certain perspectives were not represented. 

5. Conclusion and recommendations 

The Jordanian and Lebanese governments were moderately suc-
cessful in their attempts to provide health services to the huge influx of 
Syrian refugees through their existing national health systems. Howev-
er, the coverage and quality of care remain suboptimal and continuity is 
often interrupted due to lack of funding, inadequate dissemination and 
implementation of national NCD guidelines, refugees’ difficulty navi-
gating health systems, major government policy changes and UNHCR 
policy changes in cost sharing, eligibility, and vulnerability criteria. The 
latter are related to the lack of prioritization of and financing for NCDs at 
the global level. 

Considering the fact that Syrian refugees remain in both countries, 
and that health systems have been overburdened by the COVID-19 
pandemic in both Lebanon and Jordan, and the economic crisis in 
Lebanon and exodus of Lebanese healthcare personnel, the challenges 
posed here have been exacerbated and call for even urgent and inno-
vative action. 

Research from Lebanon confirms the presence of an informal 
network of healthcare provision among Syrian refugees; and recom-
mends their inclusion in the formal health care system to decrease pa-
tient load on primary healthcare centres and other healthcare workers in 
the overcrowded and understaffed areas (Honein-AbouHaidar et al., 
2019). 

Effective provision of NCD care in protracted emergency settings 
with increasing burdens of NCDs requires evidence-based guidelines and 
effective implementation models for continued NCD care. Innovative 
financing solutions need to be envisioned along with increased advocacy 
for funding and prioritization of NCD care for refugees in light of the 
need to strengthen the “humanitarian-development nexus” and ensure 
continuity of care for NCDs. Strengthening existing national health 
systems and striving for equity in achieving universal health coverage 
for both nationals of host countries and refugees would improve health 
outcomes. Within such systems, ensuring early access to high quality 
preventive and curative services as well as continuity of care can only be 
achieved if all the components of the high quality health system 
framework are in place (Kruk et al., 2018). 
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