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Abstract

Despite the increasing number of older Syrian refugees in Canada, little is known about
how they manage their health care needs while contending with language barriers, cultural
dissonance, and systemic inequities. This qualitative study explored how older Syrian
refugees in the Greater Toronto Area (GTA) navigate healthcare across Canadian and
transnational contexts. The study was guided by the transnational circulation of care
framework and used an interpretive descriptive design. Following research ethics approval,
20 older Syrian refugees were interviewed by bilingual research assistants. In-depth
individual interviews were conducted in Arabic and analyzed using reflexive thematic
analysis. Four interrelated themes emerged: (1) Navigating a New System; (2) Living in
Two Worlds; (3) Medication Portability, Herbal Practices, and Supplement Culture; and
(4) Digital Health Across Borders. Findings demonstrate that older Syrian refugees actively
construct hybrid care pathways that integrate biomedical, cultural, and transnational
practices. These strategies reflect resilience and adaptability but also expose gaps in the
healthcare system. The study underscores the need for culturally responsive and age-
friendly healthcare practices that acknowledge transnational realities. By illuminating
how care circulates across borders, this study provides actionable guidance for designing
responsive health systems.

Keywords: aging and migration; Canada; cultural competence; equitable care for older
Syrian refugees; transnational healthcare

1. Introduction
Since 2015, more than 100,000 Syrian refugees have resettled in Canada. At the time

of arrival, more than 11% of this group were 45 years of age or older [1]. Because of the

J. Ageing Longev. 2026, 6, 13 https://doi.org/10.3390/jal6010013

https://crossmark.crossref.org/dialog?doi=10.3390/jal6010013&domain=pdf&date_stamp=2026-01-17
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/jal
https://www.mdpi.com
https://orcid.org/0000-0002-6400-0750
https://orcid.org/0000-0003-0599-7180
https://orcid.org/0000-0002-8459-2319
https://orcid.org/0000-0002-2738-0256
https://orcid.org/0000-0002-9255-0362
https://orcid.org/0000-0001-8867-3493
https://orcid.org/0000-0002-8921-0455
https://orcid.org/0000-0003-2938-8363
https://doi.org/10.3390/jal6010013


J. Ageing Longev. 2026, 6, 13 2 of 20

ongoing conflicts and crises that force mass displacement around the world, a large number
of refugee older adults are forced to contend with the complexities of aging in unfamiliar
settings [2]. This, in turn, is forcing refugee older adults to manage their health in an
unfamiliar healthcare system in their new (resettled) country [2].

Canada’s healthcare system is publicly funded and provides universal coverage for
medically necessary physician and hospital services [3]. Access to specialist care is typically
mediated through primary care providers, and while core services are publicly insured,
coverage for medications, dental care, vision care, and allied health services remains
fragmented, particularly for older adults and newcomers [3,4]. Long wait times and
system navigation challenges have been widely documented, shaping how migrants and
refugees experience access to care and motivating alternative and transnational healthcare
practices [3,4]. Limited research available on the topic indicates that older Syrian refugees
encounter various barriers to access to healthcare services, including those related to
language barriers, cost, unfamiliarity with care navigation, cultural differences, fear, and
lack of trust [5]. Language barriers can hinder even basic healthcare access tasks, such as
booking appointments, dealing with phone calls, and completing forms and discussions of
symptoms and treatment options with healthcare providers [6]. Consequently, many older
Syrian refugees rely on their adult children to schedule visits, translate, and navigate the
system, which has implications for privacy, accuracy, and autonomy [6,7]. Low household
incomes further limit access to uncovered services, such as in-home caregiving, and even
when paid caregiving is available, linguistic mismatch can render it useless or ineffective [7].
These challenges can especially drive refugee older adults to look for alternative options
to manage their health needs, including transnational healthcare practices involving their
countries of origin [8–10]. These practices involve blending the local healthcare practices
and services with culturally familiar support from transnational contexts to sustain their
health in the host countries [8,10,11]. Recognizing and integrating these practices within
host countries’ healthcare systems is important for ensuring access, use, and safety in health
care for refugee older adults [12].

Transnational healthcare practices among older adult refugees can include obtaining
advice or treatment from outside the host country, often from the country of origin, via
travel or remote means, and are frequently shaped by cultural fit, economics, and system
navigation [8,10]. For many migrants who sustain cross-border ties, care sought “back
home” can feel more trustworthy and comprehensible because it is language-concordant
and culturally aligned [8,13,14]. Virtual care further extends these practices by enabling
information seeking, consultations, and follow-up with origin-country healthcare providers
at a distance [15,16]. Additionally, virtual care can support care at a distance by connecting
older adults with dispersed family and friends, supporting daily life, and enhancing life
satisfaction in transnational contexts [17]. Using this type of care can address financial
constraints and offer reduced wait times for healthcare provider consultations, assessment,
and/or treatment, motivate cross-border care, while difficulties or discrimination in host-
country systems can reinforce this turn to transnational options, though the link with social
integration is not uniformly linear [15,16].

From a structural vulnerability perspective, transnational healthcare practices emerge
as adaptive responses to institutional constraint, rather than deviations from normative care.
Long wait times, fragmented coverage, and administrative complexity function as structural
pressures that redirect care flows toward transnational and digital channels [18,19]. In this
sense, healthcare seeking among older Syrian refugees is best understood as a relational and
negotiated process shaped by unequal power relations embedded in healthcare systems.

Trust and telehealth are central to transnational healthcare practices among older
Syrian refugees. Evidence suggests that culturally responsive, language-concordant mental
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health services reduce stigma and increase engagement and trust through telemedicine
platforms that incorporate translation and attend to cultural context [9]. Notably, language-
concordant, trauma-informed digital tools have shown symptom reductions in traumatic
stress, anxiety, and depression, and further lower entry barriers where disclosure feels
risky [9]. Beyond mental health, telehealth supports older adult refugees’ care continuity
amid residential mobility by enabling remote follow-up, secure information exchange,
and provider continuity across settings [9,20]. It also widens access to Arabic-speaking
clinicians, embeds real-time translation, and offers discreet pathways to care, especially
in rural or under-resourced areas [9]. As an information-seeking tool, digital health can
also sustain ongoing screening and health behavior monitoring as well as navigating and
tracking health options and modalities [21]. However, these gains are contingent on digital
inclusion, as many older adults face limited device access, low bandwidth, and constrained
e-health literacy [9]. This underscores the need for targeted coaching, simple platforms (e.g.,
WhatsApp, FaceTime, Teams), and clinic-supported onboarding to translate telehealth’s
promise into equitable uptake and aging [9,12].

These transnational healthcare practices have mixed implications. On the one hand,
culturally familiar, language-matched care can enhance satisfaction and perceived care
quality, supporting continuity with personal health beliefs and routines [8,10]. They may
also sustain social connections and identity as part of broader transnational activities, as
shown among older Chinese and Korean migrants [19,22,23]. On the other hand, juggling
multiple systems can fragment care and complicate coordination, and growing reliance
on digital channels risks excluding older adults with limited access to technology or
digital skills, underscoring a persistent digital divide [17]. While prior studies document
barriers to care among migrant populations, few examine how older refugees actively
construct transnational and digitally mediated healthcare pathways, a gap this study
directly addresses. Despite growing research on older adults, however, no research was
found that focused on how transnational healthcare practices shape health outcomes for
older Syrian refugees. Our study aims to provide a nuanced understanding of how older
Syrian refugees in the Greater Toronto Area manage their healthcare needs across Canadian
and transnational contexts.

2. Theoretical Framework
This study draws from the transnationalism framework, which recognizes that mi-

grants’ lives are embedded in simultaneous social fields spanning origin, transit, and
settlement contexts, foregrounding how resources, care, obligations, and meanings cir-
culate rather than remaining bounded by national borders [24,25]. More specifically, we
use the “circulation of care” perspective [26,27] which helps to focus on how advice,
medicines, money, and health information, for example, move; who mobilizes them; and
which infrastructures enable or constrain flows [13,24–27]. This perspective helps identify
transnational healthcare practices such as medication portability, virtual consultations, and
family-mediated navigation not as deviations from “standard” care but as adaptive strate-
gies sustained by older Syrian refugees [26,27]. The framework offers a venue to convert
participants’ insights into actionable recommendations while preserving the cross-border
ties that many older adults rely on [13,26,27].

The framework motivates ego-centric network prompts, timeline mapping of cross-
border exchanges, and inventories of channels used to obtain medicines and advice, along-
side questions about “co-presence at a distance” [26,27] (e.g., WhatsApp, video calls) and
regulatory interfaces (prescription requirements, customs screening). The selected frame-
work supports migrants’ experiences of what circulates (resources), who/what carries it
(vectors and institutions), how it moves (digital and logistical infrastructures), and when
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flows intensify or stall (life-course events, policy changes) [26,27], enabling comparisons
across sponsorship pathways and time-since-arrival. The framework offers a venue to
convert participants’ insights into actionable recommendations while preserving the cross-
border ties that many older adults rely on [13,14,26,27]. Guided by transnationalism and
the circulation of care framework, this study conceptualizes healthcare seeking among
older Syrian refugees as a relational and cross-border process through which care, advice,
medicines, and meanings circulate across national and digital spaces.

3. Methods
3.1. Study Design and Rationale

An interpretive, descriptive qualitative design [28] was undertaken to generate a
nuanced understanding of transnational healthcare practices and experiences among older
Syrian refugees in the GTA. The design is characterized by its inductive analysis, which
allows researchers to move beyond mere description to provide a deeper understanding
that is relevant for practice and policy change [28,29]. The design is characterized by
its inductive analysis, which moves beyond mere description to provide insights that
are relevant to practice and policy [29]. In particular, this design can help document, in
participants’ own experiences and perspectives [28], how they manage care across Canadian
and transnational contexts.

3.2. Participants and Setting

The study was conducted in the GTA, a large and diverse metropolitan region that
has been home to Syrian refugees since their first major arrival in 2015. The study was
conducted in the GTA, a large, ethnically diverse metropolitan region with one of the
largest Syrian refugee populations in Canada. Participants were community-dwelling older
Syrian refugees who had resettled in the GTA through government-assisted or private
sponsorship pathways and were living in urban and suburban neighborhoods with varying
access to healthcare and settlement services. Participants varied by gender, time since
arrival, sponsorship pathway, employment status, and country of departure, allowing for
diverse perspectives on healthcare navigation and transnational practices in later life.

Individuals who met the following eligibility criteria were included: (1) 55 years
of age or older; (2) born outside of Canada; (3) self-identifying as belonging to Syrian
community; (4) living in the community (i.e., not in institutional settings) in the GTA;
(5) have accessed any form of healthcare or related information or services from their home
country since arriving in Canada [30]. A purposive sampling strategy [31] was used to
identify individuals able to provide rich accounts of navigating healthcare across Canadian
and transnational contexts [30]. Recruitment was carried out through settlement agencies,
community organizations, and faith-based/community networks serving older Syrian
refugees in the GTA. Recruitment materials were provided in Arabic.

3.3. Data Collection

Participants were recruited on a voluntary basis through Arabic and English invitations
shared by GTA settlement agencies, community organizations, and faith-based/community
networks. Interested individuals contacted the study team by phone, WhatsApp, or email
and were screened for eligibility. Two trained Arabic-speaking research assistants with
extensive experience working with refugee communities conducted the semi-structured,
in-depth interviews using a descriptive interpretive qualitative approach. Interviews
were conducted by phone or via secure videoconference (Zoom), according to partici-
pant preference and accessibility. Conversations lasted between 45 and 60 min and were
completed over a three-month period (July 2025–September 2025). All interviews were
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conducted in Arabic, the preferred and primary language of all participants. Interviews
were audio-recorded, transcribed verbatim in Arabic, and subsequently translated into
English for analysis.

All interviews were conducted by two bilingual Arabic-speaking research assistants
with prior experience working with Syrian refugee communities. Neither interviewer
had a prior personal relationship with participants; however, they shared linguistic and
cultural backgrounds, which facilitated rapport, trust, and nuanced communication during
interviews. This cultural and linguistic concordance supported participants’ comfort in
sharing sensitive experiences related to health, migration, and aging. The interviewers
introduced themselves as members of a university-based research team and emphasized
their independent role from healthcare or settlement service provision to minimize power
imbalances and social desirability bias.

With consent, interviews were audio-recorded, transcribed verbatim in Arabic, and
translated into English; identifying details were removed, and field notes were documented
after each session [32]. Interviews opened with brief rapport-building and demographic
questions (e.g., age, gender, year of arrival, sponsorship pathway, place of residence,
employment status). Guided by the transnational care-circulation framework, the inter-
view guide explicitly mapped cross-border “care circuits” (who/what/how/when advice,
medicines, and information move) [26,27]. The interview guide examined transnational
practices; barriers and facilitators (language, costs, transportation, waiting times); tradi-
tional/alternative care; cross-border medicines and supplements; Arabic online/virtual
consultations; and the roles of family, community, and settlement services in care navi-
gation. The guide was informed by the literature on aging migrants and transnational
care and was refined by experts in aging and Syrian refugee research to ensure cultural
and contextual relevance (See Table 1). Participants received a CAD $50 honorarium as
reimbursement for their time and participation.

Table 1. Interview Guide.

1. What is your experience using healthcare services in the Toronto Area (where you
seek care, access to a regular provider, satisfaction, language or cultural barriers, costs,
convenience, and the influence of cultural beliefs and practices)?

2. Do you use traditional or alternative healthcare providers in Toronto (such as
herbalists, acupuncturists, or chiropractors), and what are your main reasons and
experiences with these services?

3. Have you ever used healthcare services or health-related information from your
home country (including online, virtual, or social-media-based consultations), and how
do you combine these with healthcare received in Canada?

4. Have Canadian healthcare providers acknowledged or integrated your traditional or
transnational health practices into your care, and what would you like them to
understand better about your preferences?

5. Have you experienced any barriers when accessing healthcare services in Canada,
and how have you managed or coped with these challenges?

6. Besides prescribed medicines, what other remedies, herbs, teas, or supplements do
you take on your own, and how do you obtain them (from family, friends, or through
travel)?

7. Have you sought or received healthcare services in your home country after
migrating to Canada, and what influenced your decision to do so (e.g., cost, quality,
availability, satisfaction)?
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Table 1. Cont.

8. Do you use social media or chat applications to communicate with doctors, nurses, or
healthcare providers from your home country, and how have these platforms supported
your health?

9. How do you stay connected with family, friends, or others from your home country,
and what role does social media or digital communication play in maintaining these
relationships?

10. Do you think staying connected with your home country through social media has
influenced your well-being or health management, and in what ways?

11. What government, community, or refugee supports are available for accessing
healthcare in the Toronto Area, and how do these supports affect your need to seek care
transnationally?

12. How would you describe your current health status and any changes since arriving
in Canada (physical or mental health, lifestyle, and healthcare use compared to before
migration)?

3.4. Data Analysis

Data were analyzed using reflexive thematic analysis following Braun and Clarke’s ap-
proach [33]. Guided by the transnational care-circulation framework, the analysis applied
complementary deductive codes [33] alongside inductive coding. The process entailed:
(1) familiarization with the transcripts through repeated reading and note-taking; (2) in-
ductive coding to capture patterned meanings related to transnational healthcare practices;
(3) collating and organizing codes into initial thematic clusters; (4) reviewing and refin-
ing these across the full dataset to ensure internal coherence and analytic distinctiveness;
(5) defining and naming of themes/subthemes with clear scope and boundaries; and
(6) producing the analytic narrative with illustrative quotations [33]. Memos were kept to
document decisions and enhance transparency [34]. Bilingual team members (AA &YY)
cross-checked codes across Arabic and English datasets to capture culture-specific terms
and concepts for semantic and cultural nuance [35]. Reflexive discussions within the re-
search team considered how shared language and cultural familiarity may have shaped
data generation and interpretation. Analytic decisions were documented through memos
and team discussions to ensure that themes remained grounded in participants’ accounts
rather than interviewer assumptions. NVivo (Qualitative software V.14) was used to sup-
port data management. Additionally, a word cloud of the most frequently occurring codes
was generated in NVivo to aid familiarization and visualization of codes (see Figure 1).

 

Figure 1. Word Cloud of Key Codes Rigor.
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The study followed the Consolidated Criteria for Reporting Qualitative Research
(COREQ) guidelines [36] to ensure methodological rigor and trustworthiness. Two trained
interviewers conducted all interviews to maintain procedural consistency, summarizing
key points during each session for immediate verification [37]. Member checking [38]
was conducted with eight original participants for feedback on the study findings; seven
affirmed that the final themes aligned with their experiences, and one did not respond. A
detailed audit trail was developed to document protocol decisions, codebook iterations,
contextual notes, and challenges during data collection [39]. Field notes and a reflexive
journal were kept [40] that captured analytic decisions and researcher assumptions to ensure
grounding interpretations in participants’ accounts. To ensure accuracy and validity, an
independent bilingual reviewer performed a back-translation [41] of a subset of transcripts
into Arabic; discrepancies were discussed and resolved by consensus.

3.5. Ethical Considerations

Ethics approval was obtained from an institutional research ethics board (Approval
number 2024-468, approved on 2 April 2025). Study participants received clear informa-
tion about the study’s purpose, procedures, potential risks/benefits, and their rights to
withdraw from the study and the voluntary nature of participation. Written or verbal
informed consent was obtained prior to data collection. Participants selected a pseudonym
to protect their anonymity [42]. To protect confidentiality, transcripts were de-identified,
and any personal identifiers were removed [43]. Audio recordings were stored on an en-
crypted password-protected drive, then deleted after verbatim transcription; de-identified
transcripts and related files were stored securely and will be retained for five years.

4. Findings
Characteristics of Participants

The final study sample comprised 20 older Syrian refugees (age 50–63, mean = 56 years),
with more than half of the sample being women (13/20). Most participants clustered
in Scarborough, Oakville, and Mississauga (four participants in each), with additional
participants in Burlington, Brampton, and Oshawa. Their year of arrival to Canada spanned
anywhere from 2016 to as recent as 2025, capturing both longer- (2016–2019) and more
recent entrants (2023–2025), offering rich contrasts in system navigation by time-since-
arrival. Immigration pathways were mixed: privately sponsored refugees with permanent
residency (8) and government-assisted refugees with permanent residency (6), alongside
Canadian citizens from both streams (6 in total). Twelve people were unemployed, and the
remaining participants reported performing household work (4), part-time jobs (2), being
retired (1), and full-time (1). Nearly all were born in Syria (18/20), but countries of departure
reflected common secondary-migration hubs: Turkey (7), Saudi Arabia (5), United Arab
Emirates (5), and Jordan (3); (see Table 2). The analysis identified four interrelated themes:
Navigating a New System; Living in Two Worlds; Medication Portability, Herbal Practices,
and Supplement Culture; and Digital Health Across Borders. (See Table 3). Across themes,
participants’ accounts reveal patterned forms of care circulation in which advice, medicines,
and health knowledge move across borders through specific actors and infrastructures,
illustrating how older Syrian refugees actively construct hybrid care pathways rather than
relying on a single healthcare system.
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Table 2. Summary of Participant Characteristics.

Participant # Place of Residence Age (Years) Self-Identification
Current

Employment
Status

Year of
Arrival in Canada

Refugee/Immigration
Status Country of Birth Country of

Departure

1 Scarborough
(Toronto) 55 Woman Unemployed, 2024

Government-assisted
refugee/Permanent

Residency
Syria Turkey

2
Oakville,
Halton
Region

55 Woman Household work 2024
Government-assisted
refugee/Permanent

Residency
Syria Turkey

3
Oakville,
Halton
Region

55 Woman Household work 2023
Privately sponsored
refugee/Permanent

Residency
Syria Saudi Arabia

4
Halton
Region

(Burlington)
59 Man Household work 2016

Government-assisted
refugee/Canadian

Citizenship
Syria Turkey

5 Halton Area
(Burlington) 62 Woman Retired 2016

Government-assisted
refugee/Canadian

citizenship
Syria Turkey

6
Oakville,
Halton
Region

55 Man Employed
(part-time) 2023

Privately sponsored
refugee/Permanent

Residency
Syria Saudi Arabia

7 Oshawa 55 Woman Employed
(part-time) 2018

Government-assisted
refugee/Permanent

Residency
Jordan Jordan

8 Burlington, (Halton
Region) 55 Woman Unemployed 2024

Government-assisted
refugee/Permanent

Residency
Syria Jordan

9
Burlington

(Halton
Region)

55 Man Unemployed 2024
Privately sponsored
refugee/Permanent

Residency
Syria UAE

10 Brampton 62 Woman Employed,
Full-time 2025

Privately sponsored
refugee/Permanent

Residency
UAE UAE

11
Mississauga

(Peel
Region)

55 Woman Unemployed 2017
Privately sponsored
refugee/Canadian

Citizenship
Syria Saudi Arabia

12
Oakville,
Halton
Region

62 Man Unemployed 2024
Privately sponsored
refugee/Permanent

Residency
Syria UAE

13 York 60 Woman Household work 2024
Privately sponsored
refugee/Permanent

Residency
Syria UAE

14
Mississauga

(Peel
Region)

55 Woman Unemployed 2017
Privately sponsored
refugee/Canadian

Citizenship
Syria UAE

15 Scarborough
(Toronto) 63 Man Unemployed 2024

Privately sponsored
refugee/Permanent

Residency
Syria Saudi Arabia

16 Durham 62 Man Unemployed 2024
Government-assisted
refugee/Permanent

Residency
Syria Turkey

17
Mississauga

(Peel
Region)

57 Woman Unemployed 2018
Government-assisted

refugee/Canadian
Citizenship

Syria Jordan

18 Scarborough
(Toronto) 59 Man Unemployed 2023

Privately sponsored
refugee/Permanent

Residency
Syria Saudi Arabia

19 Scarborough
(Toronto) 56 Woman Unemployed 2023

Government-assisted
refugee/Permanent

Residency
Syria Turkey

20
Mississauga

(Peel
Region)

55 Woman Unemployed 2019
Government-assisted

refugee/Canadian
Citizenship

Syria Turkey

Table 3. Thematic Analysis.

Theme Sub-Themes Description Supporting Quotes/Examples

1. Navigating a New
System: Public

Healthcare, Access, and
Structural Barriers

1.1 Access and System
Navigation (Waits,

Language, Coverage,
Affordability)

1.2 Expectations, Trust
and Community

Mediation

Experiences accessing
and understanding the

Canadian healthcare
system, with specific

concerns around
coverage gaps and

institutional mistrust.

“The specialist wait took months; without
coverage the medications were costly, and I
needed my daughter to translate.” (woman,

55 years, privately sponsored refugee, 2 years
in Canada).

“Back home tests were same day but here it’s
wait and will call you; I still feel that no one

really care”
(Man, 59 years, Government-assisted refugee,

9 years in Canada).
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Table 3. Cont.

Theme Sub-Themes Description Supporting Quotes/Examples

2. Living in Two
Worlds: The “New

Syria” vs. Canadian
Realities

2.1 Uncertainty of
return and

comparative
healthcare

experiences
2.2 Shifting habits
through Canadian

exposure

Emotional, practical,
and political

uncertainty around
the idea of returning

to Syria for healthcare,
and how daily life in

Canada reshapes
health-related

behaviors.

“In Syria I trust my old doctor, but travel
isn’t safe and costly; here visits are

covered butt waits are long and medicines
add up.” (woman, 55 years,

Government-assisted refugee, 2 years in
Canada).

“Seeing Canadians walking every day, I
started doing the same for my health; I
read labels for calories and ingredients
now, but I still brew my herbal teas and
trying to be healthy here without losing

who I am.” (Man, 55 years, privately
sponsored refugee, 3 years in Canada).

3. Medication
Portability, Herbal

Practices, and
Supplement Culture

3.1 Cross-Border
Medication Practices
(Portability, Access,

and Trust)
3.2 Integrative Health
Promotion Practices

(Herbal and
Supplement Use)

How older Syrian
refugees maintain

medication and
supplement routines

across borders, mixing
biomedical and

traditional
approaches.

“I still bring a few medicines or ask my
friends to bring them for me, some brands

I trust including antibiotics,
anticoagulants and my sensitive skin

creams. I can buy without a prescription,
but here they are pricey without coverage,

so I ask for generics.” (woman, 62 yrs,
Government-assisted refugee, 9 years in

Canada).
“I take vitamin D and fish oil (Omega 3),
but I also keep my chamomile and thyme

teas, mixing what the doctor says with
what I grew up with.” (woman, 55 years,
privately sponsored refugee, 8 years in

Canada).

4. Digital Health
Across Borders:

Navigating Health
through Social Media,

Technology, and AI

4.1 Social Media and
AI Tools as Healthcare

Platforms and
Practices

4.2 Intergenerational
Support, Risks, and

Empowerment

The use of digital
tools, online

platforms, and
AI-powered resources

to seek, share, and
interpret health

information.

“I use WhatsApp to message a doctor
back home, watch YouTube and Instagram

for health advice, and I download
symptom checker; translation apps help at

appointments.” (woman, 55 years,
privately sponsored refugee, 8 years in

Canada).
“My son books online and explains results;

he even downloaded ChatGPT on my
phone so I can ask anything in Arabic. It’s

really good. Sometimes the internet is
confusing, but it gives me confidence to

ask better questions.” (Man, 63 years,
privately sponsored refugee, 2 years in

Canada).

5. Navigating a New System: Public Healthcare, Access, and
Structural Barriers

Older Syrian refugees in the GTA described negotiating a complex public healthcare
system that is impacted by long wait times, language barriers, lack of clarity regarding
eligibility for certain healthcare services such as medication coverage, and out-of-pocket
expenditures. This theme illustrates how structural barriers in the Canadian healthcare sys-
tem shape the direction and intensity of care circulation, prompting older Syrian refugees
to activate family members, settlement workers, and transnational clinicians as alternative
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vectors of care. Expectations formed in Syria for availability, patient–physician interactions
clashed with the realities of the current Canadian healthcare system climate. These experi-
ences reveal how transnational consultation functions as a mechanism of trust repair when
expectations of timely, language-concordant care are unmet in the host system.

5.1. Access and System Navigation (Waits, Language, Coverage, Affordability)

Many participants described the healthcare system as challenging to navigate, with
many unexpected ‘out-of-pocket’ expenses; long wait times for specialist appointments,
short interactions with healthcare providers that were impacted by limited English language
ability, and limited support to manage out-of-pocket expenses for medications. These
frictions shaped when and where care was sought and often required family members or
settlement staff to manage these concerns.

Participant 4, a 59-year-old man, government-assisted refugee, nine years residing in
Canada, shared, “The referral took months; without coverage the medicine was too expensive, so
the pharmacist found a cheaper generic and my son handled the calls because I couldn’t follow the
English.” This statement illustrates multiple, compounding barriers such as long wait times
for referrals, which delays refugee ability to access care and achieve wellness and contribute
to the erosion of trust in the healthcare system. These experiences also highlight the policies
where there is ‘patchy’ healthcare coverage for older refugee patients, which results in
shifting costs to patients, searching for generic substitutions for prescribed medications,
and the reliance on family as interpreters reflects gaps in formal language access and raises
safety risks. Together, these factors complicate the referral, prescription, and follow-up care
processes, making care contingent on family mediation and the patient’s ability to pay or
afford it.

Participants described how communication barriers, distance, and transport costs
compounded to result in delays in receiving treatment. Participant 5, a 62-year-old woman,
government-assisted refugee, nine years residing in Canada, shared, “I went back twice
because I didn’t understand the doctor the first time. The clinic is far, buses are slow, and I can’t
afford taxis by the time I get an appointment; the pain is worse.” This statement illustrates
how communication, geography, and affordability converge to delay care. This pattern
underscores how language access, spatial accessibility, and out-of-pocket transport costs
jointly shape effective access not merely whether services exist, but whether they are
reachable, understandable, and timely for older Syrian refugees.

5.2. Expectations, Trust & Community Mediation

Expectations shaped in Syria and other transnational health settings included rapid
testing, more thorough consultations, and direct physician contact, which often clashed
with local practice norms, affecting trust in the system or with healthcare providers and
prompting reliance on community and settlement mediators to interpret advice and navi-
gate appointments. Participants described that these challenges motivated them to explore
transnational health practices such as virtual consultations in Arabic to reconcile gaps
in care.

Participant 10 (a 62-year-old woman who had resided in Canada for one year) shared,
“Back home the doctor ordered tests the same day. Here they say, wait and see. I asked my cousin’s
cardiologist on WhatsApp, and he explained everything in Arabic, and I felt more confident after
that.” This sense of a mismatch in expectations (immediate testing vs. watchful waiting)
appears to undermine trust and trigger transnational advice.

Many participants illustrated how brief medical/health encounters eroded trust and
triggered both local mediation and transnational verification. One participant explained,
“The clinic visit was five minutes, and I left with more questions. Our settlement worker booked a
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longer appointment and helped me prepare, but I also messaged a doctor in Syria to check the plan.”
(woman, 55 years of age, Government-assisted refugee, 2 years residing in Canada).

Many participants shared that brief encounters prompted community mediation to
optimize local care, while transnational consultation was used as a parallel safety check
which illustrates complementary roles rather than simple substitution. Community support
helped bridge gaps, but reliance on informal mediation underscored structural barriers in
availability, affordability, and communication.

6. Living in Two Worlds: The “New Syria” vs. Canadian Realities
This theme captures how older Syrian refugees weigh the emotional pull and practical

politics of returning to Syria to seek care against the everyday reshaping of health in Canada.
Participants’ narratives highlight how healthcare seeking unfolds across overlapping social
fields, where emotional ties, trust, and uncertainty influence when and how care is sought
locally versus transnationally. Uncertainty about safety, affordability, and system reliability
in the “new” Syria coexists with evolving routines in Toronto, including walking paths,
scheduled exercise, food label reading, and dietary shifts, while cultural foods, remedies,
and family norms remain anchors of identity. This tension produces a continual dilemma:
whether to seek medical care or consultation “back home,” rely on Canadian healthcare
providers and coverage, or blend both, as participants negotiate trust, cost, and convenience
alongside belonging and loss living in the host country. Maintaining connections to “back
home” care reflects not nostalgia, but an effort to preserve moral continuity and identity
while adapting to Canadian health norms.

6.1. Uncertainty of Return and Comparative Healthcare Experiences

Several participants described continually recalibrating whether, when, and how to
seek care “back home”. They shared how they factored in shifting reports about safety,
clinic functionality, medication availability, and out-of-pocket costs in Syria alongside
Canada’s longer wait times, transportation burdens, and language barriers. This compar-
ative weighing was an ongoing risk–benefit calculation that continued to be shaped by
new symptoms, family advice, and prior experiences with both systems. In practice, many
adopted a hybrid strategy: initiating diagnostics and prescriptions locally while using
transnational networks for rapid explanations, second opinions in their native language, or
guidance on specific medications and tests. A 55-year-old man who had been in Canada
for 3 years) shared, “My brother says clinics reopened in Damascus, but I don’t know if it’s safe or
affordable now. Here I can see a doctor, but tests take time, so I ask back home for advice and wait
here for the results.”

Many participants framed returning home for health care as conditionally attractive
due to familiarity and continuity but one that was constrained by political and financial risk.
Within this context, a hybrid healthcare strategy was seen as more efficient and effective.
Another 55-year-old, woman who had been in Canada for two years) shared, “If travel is
easy, I will do a quick check-up in Aleppo. Doctors there know our history. But I worry about safety
and costs, so I start tests here and message my nephew’s friend, a doctor in Syria, to explain the
results in Arabic.”

6.2. Shifting Habits Through Canadian Exposure

Several participants described adopting Canadian health routines such as daily walk-
ing, reading nutrition labels, and scheduled exercise while retaining culturally familiar
foods and remedies, illustrating hybrid day-to-day practices shaped by life in Canada and
tempered by a conditional openness to return care. A 55-year-old woman who had been in
Canada for eight years shared, “In Canada I started walking every day and checking calories on
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food labels, but I still make our soups and herbal teas. If Syria were stable, I might go for a quick
check-up until then, I mix both worlds.” This statement underscores that older Syrian refugees’
everyday routines are reshaped by Canadian health norms while cultural practices are kept.
The imagined possibility of returning to the home country functions as a conditional option
rather than a fixed plan.

A 60-year-old woman who had been in Canada for one year) shared, “My neighbors
walk after dinner, so I joined them and started to go with them to the community center class; I check
salt and nutritional facts on labels now, but I still cook our dishes and drink my thyme tea.” There
seems to be incremental change driven by local Canadian cues and accessible programs
while some of cultural practices are maintained.

7. Medication Portability, Herbal Practices, and Supplement Culture
Study participants described medication and supplement routines that span borders,

blending biomedical regimens with long-standing cultural practices. This theme demon-
strates how medications and health practices circulate across borders through informal
and formal channels, revealing older refugees’ active negotiation of safety, familiarity, cost,
and regulatory constraints. Participants reported bringing trusted brands from Syria or
transit countries, navigating Canadian prescriptions and coverage by substituting generics,
and relying on family/friends’ couriers, and travel to bridge cost and availability gaps. In
integrative and health promotion practices, daily management often combines prescribed
therapies with herbal teas and home remedies (e.g., thyme, chamomile) and widely used
supplements (vitamin D, fish oil (Omega 3), calibrated to symptoms, the season, and advice
from both Canadian and Arabic-speaking healthcare providers online. Together, these
strategies form a practical, transnational toolkit for managing chronic conditions in later life.
Medication portability and integrative practices reflect older refugees’ active risk–benefit
calculations, balancing cultural familiarity with biomedical safety.

7.1. Cross-Border Medication Practices (Portability, Access, and Trust)

Older Syrian refugees often managed costs and uncertainty by bringing medicines
across borders and substituting locally when this was needed. Medication portability was
often enabled by family or friends’ couriers during periodic travel, while Canadian access
was shaped by prescriptions, formularies, and out-of-pocket costs. These cross-border
flows were subjected to legal and safety considerations (e.g., customs limits, expiry dates).
Participant 12 (a 62-year-old man who had been in Canada for two years) shared, “I still
bring antibiotics and my usual skin care from Syria or other transit countries. There I can buy them
without a prescription. Here they are expensive without coverage or insurance.”

Similarly, a 61-year-old man who had been in Canada for two years), shared, “My
sister sends my blood thinner pills from Turkey because I trust that brand. At the clinic here, the
doctor matched the ingredient, and the pharmacist explained the dose is different. Now I use the
Canadian one but keep the Turkish box as backup.” This account shows how brand loyalty
and cross-border supply are reconciled with local prescribing, including the equivalence
checking, dose adjustment, and pharmacist counseling to convert a trusted foreign drug
into a clinically aligned Canadian regimen, while a retained “backup” maintains a sense
of security.

7.2. Integrative Health Promotion Practices (Herbal and Supplement Use)

Many participants described blending prescribed therapies with herbal teas and over-
the-counter supplements. Participant 18 (a 59-year-old man who had been in Canada
for two years) stated, “My doctor gave me pills for blood sugar control, and I still use black
seed oil and cinnamon tea; my son asked the pharmacist about interactions, so I take them at
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different times.” This statement reflects that participants’ herbal use is integrated, not op-
positional, and the pharmacist’s guidance structures timing and safety alongside ongoing
diabetes management.

Many participants described layering clinic-recommended supplements with familiar
herbal remedies, often influenced by cultural norms and perceived preventive benefits.
For instance, participant 13 (a 60-year-old woman who had been in Canada for two years)
stated, “They started me on vitamin D and told me to keep moving; I also drink ginger turmeric tea
for my joints and honey lemon when I’m sick. I see many people here using omega-3, so I bought a big
bottle and started taking it too for general health, my heart, and immunity.” This account shows
how social cues and accessibility shape integrative health promotion self-care practices
where biomedical advice (i.e., vitamin D, activity) coexists with culturally familiar teas
and community-influenced adoption of omega-3, producing a pragmatic, layered regimen
attentive to prevention and symptom relief.

8. Digital Health Across Borders: Navigating Health Through Social
Media, Technology, and AI

Older Syrian refugees described an expanding digital usage for their health manage-
ment that spanned borders, languages, and generations. Digital platforms functioned as
key infrastructures of care circulation, enabling the rapid movement of medical advice,
interpretation, and reassurance across linguistic and geographic boundaries. Using com-
munication platforms like WhatsApp and voice notes, participants consulted relatives and
Arabic-speaking healthcare providers abroad. Social media platforms like YouTube and
Instagram were used for exercise and diet tips among participants. Finally, translation
and symptom-checker applications were used to prepare for visits, and patient portals for
results and booking. Intergenerational support, risks, and empowerment emerged as adult
children installed and coached participants to use and navigate these tools (including Chat-
GPT assistant) and helped evaluate online advice. Several participants navigated mixed
benefits, including greater confidence, faster answers, and language-concordant guidance,
alongside challenges such as misinformation and uneven digital literacy. Digital and AI-
mediated tools emerge as informal infrastructures of transnational aging, simultaneously
enhancing autonomy while introducing new forms of vulnerability and inequity.

8.1. Social Media and AI Tools as Healthcare Platforms and Practices

Participants shared that several programs or applications have been used since COVID-
19 to connect Syrian refugees to Syrian healthcare providers, such as Google Meet, What-
sApp, FaceTime, Microsoft Teams, and other various messaging platforms. A 55-year-old
woman who had been in Canada for eight years) shared,

“Since COVID-19, I used to use technology or online advice from back home. I send
voice notes to my cousin the cardiologist on WhatsApp, watch YouTube for the exercises
he recommends, use a translator to write my questions, and ask ChatGPT in Arabic to
explain the medical words before my appointment.”

This quote illustrates how social media, translation, and AI tools have been stitched
together by participants to prepare, decide, and follow up on care to turn dispersed digital
resources into a practical, language-concordant pathway across borders. Similarly, A
61-year-old man who had been in Canada for two years) shared, “I use a symptom checker
and Google Translate to draft questions. I also message a doctor in Syria on WhatsApp to compare
advice.” This account shows coordinated use of different platforms, including symptom
checkers, translation, and cross-border messaging, to manage healthcare needs. Participants
reported linking institutional tools with informal, transnational resources into one workable
care pathway.
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8.2. Intergenerational Support, Risks, and Empowerment

Several participants described learning to use AI tools with help from their children. A
63-year-old man who had been in Canada for two years explained, “My son showed me how to
use ChatGPT. It’s interesting, and it answers my questions in Arabic very quickly. I ask it to explain
my blood test before I see the doctor and to give me advice based on my symptoms.” This statement
underscores how intergenerational coaching mitigated the barrier to AI use, turning rapid,
language-concordant explanations into a preparation tool that complemented but did not
replace clinical encounters and offered an online self-care resource.

On the other hand, several participants emphasized that digital tools are a double-
edged sword in that while they can offer rapid, language-concordant guidance and confi-
dence, they also expose participants to misinformation and privacy concerns. Participant
19 (a 56-year-old woman who had been in Canada for three years) explained, “Using online
applications and ChatGPT, I can ask in Arabic and get answers fast. It helps me know what to ask the
doctor. But sometimes videos contradict each other, and I worry who is reading my messages.” This
account captures simultaneous empowerment narratives, including pre-visit preparation,
confidence, and autonomy, as well as risk, including conflicting advice and data privacy.
This statement underscores the need for clinician-guided digital literacy and clear safety
checks when integrating social media and AI into care.

9. Discussion
This study offers insight into the healthcare experiences of older Syrian refugees in

the GTA, illuminating how transnational healthcare practices intersect with displacement-
related challenges to shape health in later life. This study advances the literature by
conceptualizing older Syrian refugees’ healthcare practices as hybrid care pathways, includ-
ing intentional, meaning-laden assemblages of local, transnational, cultural, and digital
resources. Rather than passive responses to barriers, these practices represent active strate-
gies through which older refugees negotiate trust, continuity, and control in later-life health
management across borders. The findings point to how older Syrian refugees actively
assemble care across countries. Navigating healthcare systems, language, and access
barriers in Canada alongside cross-border medications, traditional remedies, and virtual
consultations were reported by our study participants.

Our findings on how older Syrian refugees navigate a new healthcare system, ability
to receive public healthcare, access, and structural barriers mirror existing literature where
older refugees face compounded obstacles such as language discordance, limited cultural
competence in clinical encounters, and socioeconomic constraints that delay or deter care
and widen disparities [18,44,45]. Social isolation and low health literacy further impede sys-
tem navigation, even when family or community groups provide some support [46,47]. In
our study, long wait times, health coverage confusion, and reliance on informal interpreters
reproduced these dynamics in the GTA, while settlement agencies and pharmacists partially
mitigated access gaps. Addressing these structural barriers through language-concordant
care, clearer coverage pathways, and community navigation remains essential to equitable
aging for refugee older adults [12].

Interpreting our findings through intersectionality and structural vulnerability [48]
deepens understanding of why older Syrian refugees engage in transnational healthcare
practices. Participants’ reliance on family mediation, origin-country clinicians, digital
platforms, and medication portability reflects not individual preference alone, but the
intersection of aging, refugee status, and language marginalization [49] especially within
the Canadian healthcare system [30]. These intersecting forces shape both access to care
and perceptions of legitimacy, trust, and belonging in later life [50,51].
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The study findings around how older Syrian refugees living in two worlds and
navigating the “new Syria” vs. Canadian realities echo prior research that shows resilience
and constraint. Many older Syrian refugees maintain frequent contact and supportive
community ties to buffer isolation [52]. Yet limited English proficiency continues to hinder
system navigation and heighten reliance on family, despite strong efforts to learn the
language [6]. The mental and physical health of older Syrian refugees is shaped by age,
service satisfaction, and stress exposure, and socioeconomic and structural inequities
further affect their health outcomes, underscoring the need for age-inclusive, trauma-
informed support [53,54].

The study findings indicate that older Syrian refugees manage chronic disease
through layered, cross-border transnational healthcare practices. They sought second
opinions through virtual care from home-country clinicians [55]. Alongside, they used
herbal/supplemental health products [56] that align with regional evidence, and medica-
tion reviews [57]. Previous research also underscored the need for structured, pharmacist-
supported management [57]. In our GTA sample, participants described bringing familiar
brands of medications, including antibiotics, from abroad and substituting locally with
pharmacist guidance when coverage or availability was limited, mirroring these needs.
Consistent with biomedical regimens, culturally familiar remedies (e.g., chamomile, thyme,
sage) and common supplements (vitamin D, omega-3) remain integral and consistent with
research showing widespread, culturally embedded herbal use among older adults [56].
Taken together, these patterns suggest healthcare plans should anticipate cross-border
sourcing, proactively reconcile ingredients and dosing, and discuss herb–drug interac-
tions, preserving cultural continuity while safeguarding medication and patient safety and
adherence [57].

The study findings on digital health across borders echo evidence that culturally re-
sponsive, language-concordant telehealth can reduce stigma, build trust, and improve care
engagement, especially when platforms embed translation and trauma-informed design [9].
Beyond mental health, telehealth supports older Syrian refugees’ continuity of care amid
moves, enables remote follow-up and secure information sharing, and expands access
to Arabic-speaking healthcare providers and discreet care pathways [9,20,21]. However,
telehealth and technology adoption among refugees depend on digital inclusion [9]. The
limited device access, connectivity, and e-health literacy among older adult refugees ne-
cessitate targeted coaching, simplified platforms (e.g., WhatsApp, FaceTime, Teams), and
clinic-supported onboarding to support equitable access and aging [9,12].

This study engages with and advances healthcare-seeking by situating older Syr-
ian refugees’ practices within transnationalism and the circulation of care framework.
Conventional healthcare-seeking models often assume linear, host–country–bound path-
ways driven by individual choice, availability of services, or perceived need. Our find-
ings challenge these assumptions by demonstrating that healthcare seeking among older
refugees is relational, cross-border, and iterative, shaped by aging, displacement, trust, and
structural constraints.

Participants did not seek care in a singular or sequential manner; rather, they mobi-
lized circulating resources—including family networks, medications, herbal knowledge,
digital platforms, and origin-country clinicians—to construct hybrid care pathways that
span Canada and transnational contexts. By analytically tracing the flows, vectors, and
infrastructures through which care circulates, this study demonstrates that transnational
healthcare among older Syrian refugees is not merely descriptive of parallel practices but a
structured, adaptive system of care shaped by aging, displacement, and digital transforma-
tion. Healthcare seeking thus functioned not only as access to services, but as an ongoing
process of meaning-making, where trust, cultural familiarity, and perceived safety were
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actively negotiated. By applying the circulation of care lens, this study extends healthcare-
seeking to account for how care, advice, and therapeutic authority move across borders and
technologies, particularly in later life. Importantly, our findings show that transnational
healthcare seeking is not a residual or temporary practice, but a durable and adaptive
strategy that enables older refugees to preserve autonomy, continuity, and identity while
navigating fragmented systems. In doing so, this study contributes to a more inclusive
theoretical understanding of healthcare seeking that reflects the lived realities of aging in
conditions of forced migration. Together, these findings shift the literature from describing
transnational healthcare as fragmented or compensatory toward understanding it as a
meaningful, adaptive, and evolving form of later-life health management among forcibly
displaced older adults.

Finally, situating these findings within broader transnational healthcare scholarship
extends existing theory by foregrounding aging and digital mediation as central dimensions
of care circulation. Unlike earlier work that emphasized mobility and episodic cross-border
care [58], this study shows how older refugees sustain durable, hybrid care pathways that
combine local services with transnational advice, trust networks, and technologies. These
pathways illuminate how “medical citizenship” [59] is not solely conferred by legal status,
but continuously negotiated through everyday healthcare encounters across borders [59,60].

9.1. Study Implications

The study findings point to practical steps that can improve care for older Syrian
refugees in the GTA across clinical practice, policy design, education, and research. In prac-
tice, primary care teams should embed strategies to overcome language barriers and access
issues, such as trained interpreters and translated after-visit summaries [47]. Healthcare
providers should adopt clear medication reconciliation and counseling that anticipates
cross-border medication brand differences [61], and brief “transnational care check-ins and
cross-border contracting” [62] that normalize discussion of online or overseas consultations
and imported medicines. These counseling sessions align with person-centered, cultur-
ally responsive care models and are associated with better access and trust for migrant
populations. Community health centers and family health teams can also integrate digital
navigation support, such as help with patient portals, translation applications, and safe
information-seeking. Additionally, leverage family mediators without replacing profes-
sional interpretation, thus harnessing intergenerational strengths while minimizing safety
risks. The findings can inform practice changes by legitimizing virtual second opinions
within primary care [55], strengthening safe and legal medication pathways, and partner-
ing with settlement agencies to stabilize fragile segments of these transnational healthcare
practices. Recognizing hybrid care pathways legitimizes transnational practices within
clinical encounters and supports the integration of “transnational check-ins” into routine
primary care for older migrants.

At the policy level, results support expanded public drug coverage and clearer eligi-
bility pathways for older refugees, streamlined access to specialist care, and funding for
settlement [50]. Health partnerships that provide navigation, transportation, and medi-
cation affordability support are key priority areas repeatedly identified in migrant-health
frameworks. From an education perspective, continuing professional development should
incorporate case-based modules on transnational healthcare practices, including virtual
second opinions from home-country healthcare providers [55], herbal/supplement use
and drug supplement interactions [56] and useful AI tools. For research, future studies
should examine how sponsorship pathway, time-since-arrival, and digital literacy interact
to shape transnational healthcare trajectories; mixed-methods designs, and longitudinal
studies can trace changes as policy or coverage shifts occur. Collaborative approaches
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that include community partners and engage people with lived experiences to achieve
successful practice modifications and service improvement based on evidence-based and
best practice guidelines. The study findings call for strengthening and harmonizing border
regulations that include clear import rules, routine screening, and traveler education to
reduce uncontrolled/unsafe cross-border medication transport and enhance patient safety.

9.2. Study Limitations

This study has limitations that warrant consideration. First, the purposive sample
(N = 20) was relatively small given the diversity of the Syrian diasporas in the Greater
Toronto Area. Second, recruitment through community and health organizations may
have resulted in the inclusion of individuals who are more connected to services. Lastly,
although interviews were conducted in Arabic, subtle linguistic and cultural nuances
may have been lost in translation both during the interviews and the translation of the
recorded interviews.

10. Conclusions
The study explores how older Syrian refugees in the GTA accessed and used healthcare

across Canadian and transnational contexts. Results show that participants managed
language barriers and medication coverage gaps and costs by supplementing local care with
cross-border medications, herbal remedies, and virtual consultations. Digital tools, such
as WhatsApp, translation apps, and AI, were used to seek information and appointments,
but these also posed risks of misinformation. Daily practices reflected a balance between
Canadian health norms, dietary changes, and preserving cultural identities. The study
calls for practice and service modifications, including transnational check-ins, proactive
language access supports, medication counseling that anticipates brand substitutions, as
well as partnerships with settlement service providers to promote the health of older
Syrian refugees. Policy actions to expand drug coverage and streamline specialist access,
along with healthcare provider education on transnational and culturally grounded care,
are warranted. Future research considerations include following different arrival cohorts
and sponsorship pathways to pilot refugee-centered, community-engaged, and practical
interventions to manage transnational healthcare practices.
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