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ABSTRACT: The purpose of this study was to (a) 

review the situations faced by refugee children, who 

comprise a significant proportion of the population 

in conflict settings, and the support provided to 

address their mental health needs, as well as (b) 

discuss the difficulties in developing and expanding 

mental health support activities for these children. 

An explanatory case study of the Rohingya refugee 

children in the Cox’s Bazar refugee camps in 

Bangladesh was conducted based on the narrative 

review of published evidence-based factual 

information related to the phenomenon, using 

relational pointers based on the researchers’ 

interpretation of the evidence to understand the case. 

Various support activities executed collaboratively 

by the government of Bangladesh, UN agencies, and 

international and local NGOs were verified to be 

effective. However, dynamic and shifting structural 

contexts made it difficult to sustain cross-cutting 

interventions such as the provision of mental health 

support to children, as the international support 

provided predominantly focused on saving lives. 

This study shed light that a new strategy could be 

considered, such as integrating mental health 

support for children into the delivery of formal 

education.  

 

KEYWORDS: Cox’s Bazar, explanatory, mental 

health, refugee children, Rohingya. 

 

I. INTRODUCTION 
In August 2017, over 750,000 Rohingya 

people, mostly from Myanmar’s Rakhine State, fled 

their homes and crossed the border into Bangladesh 

in the face of violent military crackdowns. These 

evacuees joined the previous influxes of Rohingya 

who had left their home country in the 1970s and 

1990s, resulting in nearly one million Rohingya 

refugees living in Bangladesh, mostly in the Cox’s 

Bazar district, near the border with Myanmar 

(UNHCR, 2023). The settlement of Rohingya 

refugees in Cox’s Bazar is “the largest refugee camp 

in the world” according to the United Nation (UN)’s 

refugee agency, the UNHCR (n.a.). 

The term “Rohingya” refers to the Muslim 

(and in some cases, Hindu) ethnic minority that has 

lived in Rakhine State for centuries (Blakemore, 

2019). They are considered “the most persecuted 

minority in the world” by the UN, as the community 

has endured progressively intensifying 

discrimination over the past 55 years: Myanmar’s 

Citizenship Law denied the Rohingya equal access 

to citizenship, rendering the vast majority stateless, 

and Rohingya children have not been issued birth 

certificates since at least 1990 (UN Human Rights 

Council, 2017). 

Rohingya refugees in Bangladesh do not 

have a formal refugee status, which limits their 

access to job opportunities and increases their 

vulnerability (Nichols, 2024). With restrictions on 

their freedom of movement and right to work, they 

are trapped in their refugee camp and rely almost 

entirely on humanitarian aid. One refugee told a 

news agency that they have none of the proper 

shelter, food, education, and facilities that a human 

being deserves (Hussein & Duggal, 2023). These are 

the conditions they are living in after enduring a 

torturous journey necessary for their survival and a 

former life filled with inexpressible fear, making it 

understandable that people living in the refugee 

camp are suffering from mental health issues (Jahan 

et al., 2024). 

The purpose of this study was to (a) review 

the situations facing refugee children, who comprise 

a significant proportion of the population in conflict 

settings, and the support provided to address their 

mental health needs, as well as (b) discuss the 

difficulties in developing and expanding mental 

health support activities for them. We used the case 

of the Rohingya refugee children in the Cox’s Bazar 

refugee camps in Bangladesh as a reference. 
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II. METHOD 
This narrative review study examined a 

case in which the international community provided 

mental health support to Rohingya refugee children 

who had reached the Cox’s Bazar refugee camps in 

Bangladesh. Case studies can be considered 

exploratory, explanatory, or descriptive (Sadovnik, 

2007); this study approached the case from an 

explanatory angle. While the study was 

predominantly informed by academically rigorous 

sources such as journal articles, due to the ongoing 

nature of the studied phenomenon, we also 

referenced other available print materials, such as 

reports by the UN and other organizations whose 

presence in the field has allowed them to make first-

hand observations, as well as media reports that 

have captured vivid accounts from the people 

concerned through on-site interviews. This approach 

allowed the researchers to capture evidence-based 

factual information related to the phenomenon. On 

the other hand, it lacks precision enabled by 

quantitative review such as systematic review, and 

the researchers recognized this point as one 

limitation of this study. 

An explanatory study is intended to explain 

the phenomenon studied through the contextual lens 

of the researchers and is different from a factual 

description of the evidence observed (Maxwell & 

Mittapalli, 2008). This study placed an emphasis on 

the researchers’ interpretation of the evidences in 

determining relational pointers with which to 

understand the case. In order to look into the 

complexities that surround Rohingya refugee 

children in the Cox’s Bazar camp managed by the 

joint effort of the government of Bangladesh, UN 

agencies, and international and local NGOs, the 

study employed socio-ecological model to guide the 

synthesis of findings. 

 

III. FINDING 
Link Between Refugee Status and Mental Health 

Research has indicated that experiences of 

torture and other potentially traumatic events are 

associated with an increased risk of mental health 

issues among populations exposed to mass conflict 

and displacement (Steel et al., 2009). For people 

who reach and reside in refugee camps in low-

income countries where the facilities and amenities 

are limited, it has been reported that these highly 

stressful conditions take a further toll on their fragile 

mental state, resulting in a high prevalence of 

anxiety and depression (Alfadhli & Drury, 2016). 

Miller and Rasmussen (2016) explain this 

phenomenon by stating “distress within displaced 

populations is as likely to be related to ongoing 

stressors in their social ecology as it is to prior war 

exposure” (p. 135). 

The significance of social factors as 

determinants of physical and mental health has been 

well established, for example, by the World Health 

Organization (WHO) (WHO & Calouste 

Gulbenkian Foundation, 2014; WHO Commission 

on Social Determinants of Health, 2008). These 

social factors shape an individual’s access to power, 

material resources, and other opportunities, and 

without these, members of less favorable segments 

of society face higher risks for developing mental 

disorders and poorer mental health. Hynie (2018) 

made a convincing argument that while refugees are 

influenced by the same social determinants as the 

general population, the nature of the refugee 

migration experience results in a greater likelihood 

of prolonged exposure to negative social conditions. 

 

Fate of Children Who Become Refugees 

Based on the results of a study on Syrian 

refugee children living in a Turkish refugee camp, 

Selcuk and Lauren (2015) were alarmed that the 

children showed high levels of trauma and distress 

resulting from their harrowing experiences: Of the 

311 children (with a mean age of 12) in a camp that 

housed 8,360 refugees, 79% had experienced a 

death in their family; 60% had seen someone be 

kicked, shot at, or physically hurt; and 30% had 

themselves been kicked, shot at, or physically hurt. 

Almost half (45%) displayed symptoms of post-

traumatic stress disorder (PTSD), a rate ten times 

higher than the worldwide prevalence among 

children, and 44% reported symptoms of depression. 

The authors further remarked that the prevalence of 

PTSD in these Syrian refugee children was 

comparable to that in other children who had 

experienced war, such as Palestinian and Bosnian 

refugees. 

Fazel and Stein (2003) examined the rates 

of psychological disturbances in a sample of 

children schooled in Oxford in the United Kingdom 

who were either refugees or asylum seekers and 

compared them with a group of children from an 

ethnic minority but who were not refugees and a 

group of indigenous white children. The study used 

a strengths and difficulties questionnaire (SDQ) to 

assess children’s level of emotional and behavioral 

adjustment at six schools in Oxford, with a sample 

size of 303 children. The regions of origin for the 

refugee children included the Balkans (48), Kashmir 

(16), and Afghanistan (10) and for the ethnic 

minority children included Pakistan (64) and 

Bangladesh (28). The results showed that more than 

a quarter of the refugee children experienced 



 

  

International Journal of Humanities Social Science and Management (IJHSSM) 

Volume 5, Issue 6, Nov.-Dec., 2025, pp: 439-448                           ISSN: 3048-6874 

www.ijhssm.org                                                      

 

 

 

| Impact Factor value 7.52 |                                    ISO 9001: 2008 Certified Journal                                Page 441 

significant psychological disturbances, a prevalence 

greater than that in both the control groups and three 

times higher than the national average. These 

refugee children showed particular difficulties with 

emotional symptoms. 

The trauma and transitional stress 

experienced by refugee children thus have a serious 

impact on their mental health. In particular, the high 

prevalence of emotional symptoms suggests that the 

psychological burden they carry is large and that 

these issues are likely to develop into long-term 

mental health problems if these children are not 

provided with the appropriate care, support, and 

interventions. Their resulting behavioral difficulties 

could lead to impaired social adjustment even if 

they have the chance to migrate to a safer space. 

How, then, can we prevent affected refugee children 

from becoming trapped in such a negative cycle?   

Bolton et al. (2007) assessed the 

effectiveness of interventions for depression 

symptoms among adolescents aged 14 to 17 who 

had survived war and displacement in northern 

Uganda. A randomized controlled trial (RCT) was 

conducted with a pre-screened sample of 314 

participants, sub-divided into a group of 105 who 

received creative play sessions, a second group of 

105 who received group interpersonal 

psychotherapy, and a control group of 104. The 

results showed that girls who received group 

interpersonal psychotherapy exhibited a substantial 

and significant improvement in their depression 

symptoms compared with the controls. While 

further investigation is needed into the applicability 

of creative sessions for this age group and the 

reasons behind the insignificant results for the male 

participants, the study demonstrated the value of the 

tireless support efforts of international organizations 

and NGOs in these difficult situations. 

 

Mental Health Challenges of Rohingya Refugee 

Children in Cox’s Bazar 

In 2017, against the backdrop of the chaos 

following the Rohingya military coup, organized 

violence against the Rohingya increased in 

Myanmar, leading to the destruction and 

displacement of many Rohingya villages in Rakhine 

State. Hundreds of thousands of women and 

children were threatened with sexual assault and 

murder. To escape, they crossed the border, mainly 

by boat or on foot, and took refuge in camps set up 

in the Cox’s Bazar district of Bangladesh. In the 

process of escaping, they faced harsh natural 

conditions and the dangers of human trafficking, 

and many tragically lost their lives. Of 860,000 

Rohingya refugees, 55% of the Rohingya accepted 

by Bangladesh were children (relief web, 2020).  

UNHCR (2019) reported that nearly 16% 

of Rohingya parents raising children were single 

mothers and 1% were single fathers as of the end of 

July 2019. Moreover, 1% of Rohingya child 

refugees were orphans, the most vulnerable 

members of the Rohingya community. These 

children left their motherland for a life in cramped 

temporary shelters in inhumane conditions. While 

they might be considered the lucky ones as so many 

of their fellow refugees did not manage to complete 

the journey, the dire conditions of the camp awaited 

them. Therefore, these children have not had the 

opportunity to enjoy a typical childhood or their 

rights to a healthy environment (Article 24) and 

access to education (Article 28), as stipulated by the 

UN Convention on the Rights of the Child 

(UNCRC) (UN Human Rights Office of the 

Commissioner, 1989). 

Although Rohingyas have been labeled by 

the UN as the world’s most persecuted minority, 

Bangladesh is neither a signatory to the 1951 

Refugee Convention or the 1967 Protocol, the main 

international legal instruments governing refugee 

rights, nor does it have a national policy or specific 

domestic law dealing with the protection of refugees 

(Hasan & Reza, January 10, 2025). Consequently, 

the Rohingya, stateless people who have entered 

Bangladesh mostly undocumented, are regarded by 

the government of Bangladesh as forcibly displaced 

Myanmar nationals (FDMNS) (Inter Sector 

Coordination Group (ISCG) Secretariat & UNHCR, 

2022). 

On health, inadequate vaccination 

coverage, malnutrition, overcrowding, unsanitary 

conditions, and a lack of access to safe water pose 

serious risks to the health of children (Hossain et al., 

2019). On education, it was found that over 39% of 

children aged 3 to 14 years old and 97% of 

adolescents and youths aged 15-24 years were not 

attending any type of education facility in 2019. The 

limited space in the camps and the need to provide 

more urgent life-saving supplies contributed to the 

insufficient allocation of spaces for learning 

facilities. 

This unhealthy environment and the lack of 

proper educational opportunities have certainly 

triggered unstable mental states in these children. In 

2018, a team of child development professionals, 

physicians, psychologists, and developmental 

therapists screened 622 children up to 16 years of 

age in clinics within the refugee camps using age-

appropriate neurodevelopmental disorder (NDD) 

screening tools. They found that 52% of the children 
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scored in the abnormal range for emotional 

symptoms on the SDQ (Khan et al., 2018). The 

mental health assessment conducted from July 2019 

to May 2021 by Hope Foundation, a US-based 

nonprofit organization who was one of the first 

humanitarian organizations to provide health 

services for Rohingyas in Cox’s Bazar, derived 

similar results. Of the 207 child patients (up to the 

age of 18) who were seen at the Hope Field 

Hospital’s mental health clinic during the mentioned 

period exemplified a variety of mental health-related 

diagnoses, such as neurodevelopmental disorders 

(22.71%), somatic symptoms (17.38%), disruptive, 

impulse-control and conduct disorders (16.91%), 

and schizophrenia spectrum and other psychotic 

disorders (13.04%) (ElRayes et al., 2025). A dataset 

collected in 2023 out of a longitudinal study of 834 

young people (a composite group consisting of an 

adolescent sub-group with the mean age of 16 years 

and a young adult sub-group with the mean age of 

20.5 years) living in Cox’s Bazar further confirmed 

that more than a quarter (29%) of Rohingya youth 

indicated mild to severe depression (Guglielmi et 

al., 2024). 

 

Key Mental Health Targeting Interventions for 

Rohingya Refugee Children in Cox’s Bazar 

For the refugee children in the Cox’s Bazar 

camps, on-site interventions delivered by 

international organizations, such as UN agencies 

and NGOs, provide essential care that children 

normally receive but that is otherwise unavailable 

under these circumstances. These children are frail 

both mentally and physically, and these programs 

are their only contact with the outside world, 

showing them a potential future outside the refugee 

camp to dream about. 

Through the collaborative efforts of the 

government of Bangladesh, UN agencies, 

international NGOs, and local NGOs, the Mental 

Health and Psychosocial Support (MHPSS) 

Working Group for Cox’s Bazar was officially 

created in December 2017. It structurally comes 

under the Health Sector but has close ties to other 

sectors and sub-sectors: for example, the Protection 

Sector and its Child Protection Sub-Sector (Elshazly, 

Mahmudul Alam, et al., 2019). 

In late January 2019, a workshop was 

organized in Cox’s Bazar by MHPSS working group 

members to determine their top ten strategic 

priorities for the next twenty-four months as part of 

their overall response to the MHPSS needs of the 

registered and non-registered Rohingya refugee 

camp populations. This prioritization process was 

inspired by that of similar services provided by the 

UNHCR and the International Federation of Red 

Crescent Societies Reference Centre for 

Psychosocial Support (IFRC PS Centre) in Turkey 

in 2016, as well as in Iraq in 2016 and 2017. 

Through the workshop, a final list of ten priority 

areas was created, including one that was child-

specific: child-focused mental health and 

psychosocial support services (Harrison et al., 2019). 

In the subsequent sections, we discuss 

carefully designed and exemplary efforts by these 

organizations to meet the MHPSS needs of 

Rohingya refugee children (where applicable, 

through engaging with their parents) and what 

empirical results each intervention derived. 

UNHCR: Integrating mental health 

services into primary health care. The UN 

Refugee Agency is dedicated to protecting people 

forced to flee their homes because of conflict and 

persecution on a global scale. The UNHCR has 

organization-wide MHPSS programming in its 

health facilities (UNHCR, 2025), which was applied 

in the case of the Rohingya refugee population in 

Bangladesh. Here, the UNHCR scaled up its mental 

health services by increasing the medical staff 

capacity in its refugee health facilities; this enabled 

staff to identify and manage people with mental, 

neurological, and substance use conditions by 

integrating mental health care into primary health 

services (Tarannum et al., 2019). 

By 2023, it was reported that 100 

community counselors, 80 of them refugees, had 

been trained by the UNHCR and its partners to 

provide mental health and psychosocial support. 

They were supported by 182 community 

psychosocial volunteers, 87% of whom were 

Rohingya refugees, while the rest were from local 

Bangladeshi communities (Majumdar, 2023). While 

the community counselors provided one-on-one 

counseling, the psychosocial volunteers ran group 

awareness sessions on topics such as better 

parenting and anger management. The UNHCR 

acknowledged that with the limited mental health 

care capacity in Bangladesh, these volunteers 

formed the backbone of the UNHCR’s mental health 

and psychosocial support provision (Majumdar, 

2023). 

BRAC: Use of Humanitarian Play Lab 

(HPL) to heal and learn through play. BRAC is 

an internationally operational development 

organization that was founded in Bangladesh in 

1972 and partners with over 100 million people 

living with inequality and in poverty to create 

opportunities to realize their human potential 

(BRAC, 2025). BRAC’s HPL model is an early 

childhood program that uses a play-based 
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curriculum integrating learning and developmental 

activities tailored to the cultural and societal 

contexts of the particular setting. The model has 

been used since 2015 in Bangladesh, Uganda, and 

Tanzania (Mariam et al., 2021). The HPL model 

was adapted for the Rohingya refugee children in 

Cox’s Bazar with the assumption that using 

activities from their own culture would give these 

uprooted children a sense of pride and belonging, 

which in turn would help them to heal.  

The HPL curriculum for the Rohingya 

refugee children in Cox’s Bazar included 

approaches and play activities drawn from a 

continuous series of observations, interviews, and 

focus group discussions with the Rohingya 

community. Young Rohingya women served as 

facilitators, acting as Play Leaders for children aged 

two to six and Mother Volunteers for children aged 

zero to two. The model for children aged two to six 

was implemented in child-friendly spaces set up 

within the camps, and the model for children aged 

zero to two was implemented at their mothers’ 

homes. Both interventions were delivered within the 

Child Protection Sub-Sector by the Protection 

Sector Working Group coordinating the national and 

international agencies that worked in the camps 

(Mariam et al., 2021; Tanvir et al., 2021). This was 

different from the Health Sector within which the 

MHPSS intervention was delivered. 

Save the Children: Cross-sectoral 

MHPSS programming with the child at the 

center. Save the Children’s MHPSS Programme 

Guidelines (2022) defines an MHPSS intervention 

as a set of activities that are selected to improve the 

mental health and psychosocial well-being of 

children, their caregivers, and their communities. 

These interventions aim to support the development 

of coping mechanisms and resilience and can be 

carried out in conjunction with interventions by 

other organizations or as a stand-alone program.  

In Save the Children’s response to the crisis 

facing Rohingya refugees, trained psychosocial 

support (PSS) professionals conduct sessions with 

caregivers and community members to build their 

capacity to identify signs of distress in children. 

These sessions are delivered in child- and 

adolescent-friendly spaces and through outreach, 

with support from community mobilizers. PSS focal 

points also work closely with social case workers 

and case managers, who provide more focused 

support to children and their caregivers regarding 

their specific needs, such as difficulties coping. 

Children, their caregivers, and community members 

determined to need specialized services are referred 

to MSF, the International Committee of the Red 

Cross (ICRC), the International Organization for 

Migration (IOM), or the UNHCR for appropriate 

treatment (Borja et al., 2019). 

 

Impact of Mental Health Targeting Interventions 

for Rohingya Refugee Children in Cox’s Bazar 

The previous sections illustrated that even 

amidst chaos, well-structured MHPSS activities 

have been implemented based on the solid 

knowledge base and experience of the organizations 

concerned. The programs these organizations 

provided were not makeshift but theoretically 

planned and globally tested efforts that strived to 

train health care personnel who could respond to 

mental health concerns of Rohingya refugee 

children in the camp. On these concerted efforts by 

the involvement of international community, impact 

evaluations have been conducted by multiple teams 

of experts. Highlighted below describe one such 

evaluation that covered children up to the age two 

and another that was focused on children aged five 

to 12. Both results indicate that the interventions 

provided meaningful support to Rohingya children 

at the camp. 

Focused mother–child (up to age of two) 

intervention involving BRAC’s HLP. In 

collaboration with BRAC, a group of researchers 

from across the world conducted a large-scale RCT 

on mothers and children participating in an HPL 

intervention. They examined the effectiveness of a 

multifaceted psychosocial program in improving the 

mental health of refugee mothers and fostering 

growth and development among children under the 

age of two in Cox’s Bazar (Islam et al., 2024). 

A home-based HPL program was 

implemented, designed to both provide mental 

support for Rohingya mothers and facilitate quality 

interactions with their children. The intervention 

included psychoeducation and support with 

parenting, including counseling on psychosocial 

stimulation provided to the mothers by trained 

community peer volunteers. The mother and child 

pairs also engaged in culturally appropriate play 

activities during the treatment sessions. The 

treatment was provided weekly for a year, from 

October 2019 until September 2020, through 44 

weekly sessions involving 3,500 mother-child pairs. 

The participants in the control group attended 

unstructured social gatherings on a weekly basis but 

were not given the psychoeducation treatment. Due 

to the COVID-19 pandemic, the last 20 sessions 

were delivered over a mobile phone. 

The researchers found improvements in the 

mental health of both the mothers and children, 

including (i) reductions in the severity of 
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psychological trauma and depression among both 

the mothers and children, (ii) improvements in the 

children’s communication, gross motor, and 

problem-solving skills, and (iii) reductions in the 

prevalence of stunting and severe stunting among 

the children. 

Focused intervention with children aged 

five to 12. To assess whether a multifaceted 

intervention would increase the prosociality of 

conflict-affected children, pre- and post-intervention 

assessments using a battery of behavioral and 

cognitive–affective measures were conducted 

between November 2021 and January 2022 by a 

group of Rohingya researchers (Callaghan et al., 

2024). 

The intervention included collaboration, 

emotion perspective-taking, and executive function 

(EF) skills training. The participants were recruited 

from the two UNHCR-administered Rohingya 

refugee camps (Nayapara, Kutupalong) located 

within Cox’s Bazar. A total of 152 children (N= 76 

female) were recruited across two age groups 

(children of five to eight years old in the younger 

group and nine to twelve years old in the older 

group). Approximately 42% of the children were 

born in the camp after their families had been forced 

to leave Myanmar, with the remainder born in 

Myanmar. 

The researchers examined the children’s 

pre-intervention scores for a battery of six prosocial 

behavior and cognitive-affective tasks, then assessed 

the intervention protocol’s effectiveness in boosting 

prosociality by examining the differences in the pre- 

and post-intervention scores. 

Their research revealed that the Myanmar-

born children initially had lower EF levels than the 

camp-born children, and though their EF levels did 

improve following the intervention, they benefited 

less than the camp-born children. The researchers 

found significantly positive intervention-related 

changes in many of the outcome variables through 

conditional latent change analyses, with the 

children’s age and birthplace predicting specific 

patterns of change.  

“Even when experiencing the darkest side 

of humanity, Rohingya children retained their 

prosocial nature, and grew it in response to an 

intervention that focused on collaboration, emotion 

perspective-taking, and EF skills training,” the 

research concluded (p. 86). 

 

Voices from the field. As discussed in the 

previous section, the effectiveness of on-the-ground 

interventions addressing children’s mental health 

issues has been scientifically verified. However, 

seven years after the crisis that prompted the influx 

of Rohingya refugees into Cox ’ s Bazar, the 

situation does not seem to be stabilizing. Rather, 

voices from the field are crying out for further help. 

Save the Children (2025) described how 

over the course of these children’s residency at the 

camp, they have become more vulnerable to death 

and injuries from large-scale fires, flooding, and 

rising insecurity. Speaking for these children, who 

were worried about their future, the organization 

emphasized the need to create hope for them. 

Likewise, BRAC USA (2024) has shared positive 

stories of Rohingya refugees’ lives within the camp, 

showing children at an HPL and learning center, a 

community health worker, and a hygiene promotion 

volunteer, yet has also stated that these refugees still 

need support, skills development initiatives, and 

hope. 

While it is unlikely that these organizations 

simply mean they need money when calling for 

support, a funding shortfall for the MHPSS program 

was publicized by the UNCHR in 2023 (Majumdar). 

The resulting uncertainties have left even Rohingya 

volunteers, who work side by side with the 

UNHCR’s MHPSS officers, feeling hopelessness 

and fear for their future. One MHPSS officer stated 

that continued funding is vital for Rohingya 

refugees to lead healthy, dignified, and productive 

lives, not only now but also into the future.  

More formally, the UNHCR (2024) called 

for sustained commitment from their international 

partners to the protection of the Rohingya hosted by 

Bangladesh and securing lasting solutions to bring 

the situation to an end. The UNHCR emphasized 

that 52% of the refugee population was under 18 

years old, with many of these children having been 

born in asylum or grown up in refugee camps, and 

mentioned the need to step up funding for the 

response to the Rohingya refugee crisis. 

 

IV. DISCUSSION 
A group of experts with first-hand 

experience from their work with Rohingya refugees 

in the Cox’s Bazar camps (Jahan et al., 2024) gave a 

succinct account of the development of the mental 

health landscape and its different stages. Challenges 

such as stigmas and language and cultural barriers 

were prevalent early on and have received 

considerable attention; however, they are now 

considered persistent but well-known challenges. 

On the other hand, new challenges have emerged as 

the crisis has evolved, including the poor 

availability of skilled human resources and 

specialized mental health services for different 

target populations.  
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These experts considered it crucial to 

acknowledge the changing needs for mental health 

care provision and address these emerging 

challenges with targeted interventions. To address 

the shortage of emergency mental health services for 

children, these experts echoed previous 

recommendations (Harrison et al., 2019; Tarannum 

et al., 2019; Ullah et al., 2023) for the emergency 

sector to strategically strengthen its partnerships 

with government health systems, particularly the 

Ministry of Health and Family Welfare (MoHFW), 

and leverage services provided by existing 

government facilities. To do that, the perspectives of 

26 health care professionals who worked with 

Rohingya refugees at the camp from August 2017 

and August 2020 captured by Green et al. (2025) 

through semi-structured interviews offer a starting 

point: Health care workers, through their clinical 

assessment and interactions with numerous patients, 

felt that they can provide invaluable data to support 

further effort as they learned first-hand the 

overarching patterns and trends in these refugees’ 

experiences which caused the symptoms. 

Another group of professionals with on-

the-ground expertise (Elshazly, Budosan, et al., 

2019) identified nine challenges facing MHPSS 

programming for the Rohingya population, 

including the coordination of MHPSS services. For 

the situation examined, these experts concluded with 

the recommendation to take a long-term perspective 

from the onset of a humanitarian response, anchor 

that response in community support systems, and 

link MHPSS to health and protection services. 

We add another dimension to these 

perspectives based on our interpretation that the 

sheer number and extent of the evolving challenges 

make the mainstreaming and penetration of MHSPP 

on the ground difficult. In the context of shifting and 

competing demands, MHPSS tends to become 

buried under other priorities, which is well 

demonstrated by this topic not having come up in 

the annual reporting series on the Rohingya 

humanitarian crisis, which captures the strategies 

and activities of the international community and the 

government of Bangladesh (Inter Sector 

Coordination Group (ISCG) Secretariat & UNHCR, 

2017, 2018, 2019, 2020, 2021, 2022, 2023, 2024, 

2025). Examining this annual report series over the 

years, the shift in the stance of the donors is evident: 

the donor community now positions itself as 

supporting the government of Bangladesh, which is 

graciously providing temporary shelter for the 

Rohingya. This contextual shift is key to 

understanding the difficulties involved in trying to 

provide care beyond temporary relief. 

Nonetheless, for children, these temporary 

relief measures have fortunately come to provide 

formal education, thanks to the tireless efforts of the 

international community, the government of 

Bangladesh, and the Rohingya themselves. For these 

interventions to take effect, children’s mental health 

issues should be addressed, as they cannot learn well 

without mental stability. This is one key reason to 

advocate for MHPSS provision for the children at 

the camp.  

The idea of integrating MHPSS into other 

sectors was suggested back in 2019 (Harrison et al., 

2019). However, at that time, the reason for this was 

to avoid the stigma, ignorance, myths, and 

discriminatory practices that people associate with 

MHPSS. As the study confirmed the effectiveness 

of the focused and culturally nuanced interventions 

for Rohingya children at Cox’s Bazar, we 

recommend to integrate MHPSS for children into 

education sector with a fresh justification: 

integration of MHPSS for children allows these 

challenged cohort, who lacks sufficient preparation 

to learn due to their unstable upbringing, to start to 

absorb what is offered in the classroom. The 

implication of the study provides a re-affirmation to 

the involved parties, the government of Bangladesh, 

UN agencies, and international and local NGOs: 

with this alignment, each party can continue to carry 

out their original mandate of education while 

MHPSS will provide children’s support structure 

from mental aspect for better outcome in education, 

to which each party has a shared responsibility. The 

study found that systemic and structural barriers are 

difficult to reform unless there is a common agenda. 

Thus, this alignment is considered a practical policy 

step in order to open a new avenue for strengthened 

collaboration as the joint-effort would benefit each 

party concerned without changing the mandate of 

each party. 

 

V. CONCLUSION 
With reference to the case of the Rohingya 

refugee children in the Cox’s Bazar refugee camps 

in Bangladesh, this study (a) reviewed the situations 

facing refugee children, who comprise a significant 

proportion of the population in conflict settings, and 

the support provided to address their mental health 

needs. It also (b) discussed the difficulties in the 

development and expansion of mental health 

support activities for them. Although the activities 

were verified to be effective, dynamic and shifting 

structural contexts make it difficult to sustain cross-

cutting interventions such as MHPSS, as the 

international support provided predominantly 

focuses on saving lives. To enable policy makers 
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and the authorities concerned to make informed 

judgments regarding the way forward, this study 

concluded that a new strategy could be considered, 

such as integrating mental health support for 

children into the delivery of formal education. The 

ability of children to achieve better educational 

outcomes depends on their mental stability, which is 

supported by MHPSS. 
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