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Study on Knowledge, Attitude, Practices and
Sources of Information about Family Planning,
Menstrual Regulation and Post Abortion Care
Services Among Forcibly Displaced Myanmar
Nationals’ (FDMN)

This study assesses knowledge, attitudes, practices, information
sources, and accessibility of Family Planning (FP) and Menstrual
Regulation (MR) services among the FDMN community in Teknaf and
Ukhiya upazila of Cox’s Bazar in Bangladesh. The study followed a
cross-sectional survey among women, men, and adolescent girls in
Rohingya camps, indicates high awareness of contraceptive
methods, with pills and injectables most commonly used and several

misconceptions about FP methods, with
varying beliefs among girls, women, and
men. In the surveyed population, 53% of
couples reported using family planning
methods. Decision-making in FP and MR
often involves joint decisions or male
dominance. Knowledge about Menstrual
Regulation MR is substantial, but access
is hindered by societal factors, such as
unmarried status and lack of male
consent. The study underscores the need
for targeted educational interventions,
especially for girls, to correct
misconceptions. It also highlights the
importance of enhancing access to
healthcare professionals and male
involvement in FP and MR education.
Facility interventions have proven
effective in improving positive
perceptions of FP. The recommendations
emphasize community sensitization to
reduce stigma, address specific barriers
for women and girls, provide financial
assistance for accessing safe MR, and
encourage joint decision-making in FP
and MR to ensure womens’ reproductive
autonomy.



Introduction

Women in Rohingya community residing in
Bangladesh as FDMN are disproportionately affected
by sexual and reproductive health (SRH) hazards,
including sexual and gender-based violence (SGBV),
unexpected pregnancies, and limited access to quality
SRH services' . This situation is exacerbated in
overcrowded camps where SGBV is rampant, and
healthcare access is restricted? . Despite efforts by
humanitarian actors and local health ministries, the
unmet needs for family planning (FP), menstrual
regulation (MR), and post abortion care (PAC)
services remain substantial.

The influx of the Rohingya population from Myanmar
into Bangladesh presents unique challenges in
providing reproductive health services. Although
there has been progress in offering FP, MR, and PAC
services, significant barriers remain due to cultural
and linguistic differences, traditional beliefs, and
limited access to comprehensive SRH services. A
study in 2019 revealed that only slightly more than
half of the Rohingya women in the camps used
contraceptives®. Understanding the sources of
information and decision-making processes used by
the FDMN community to access these services is
crucial for developing strategies to improve access
and quality of care. This study aimed to fill the
knowledge gap regarding the reproductive health
needs and experiences of the FDMN community and
assess the impact of ongoing SRH programs in the
camps.

Study Objectives

To assess current knowledge, attitude, practices,
sources of information and ability to access family
planning, menstrual regulation, post abortion care
services among FDMN community

Explore Reveal
decision- suggestions
making for
processes | improving
for FP, utilization of
MR, PAC FP, MR,
services PAC
services in
terms of

quality

Assess the
level of
knowledge,
attitude and
practice on
FP, MR,
PAC
services

Identify
sources of
information
for FP, MR
and PAC
services in
humanitarian
context

Methodology

This study employs a cross-sectional quantitative

survey methodology focusing on women of
reproductive age (20-49 years), girls (15-19 years), and
men (18-50 years), the research was conducted in all
33 camps across Ukhiya, Teknaf upazila of Cox’s Bazar.
Employing stratified random sampling, the study
conducted interviews with 1,088 participants,
distributed almost evenly among the three groups. The



sampling process involves listing households in each
camp, ensuring no over- or under-enumeration, and
then selecting individuals for interviews through a
systematic random sampling method. Data was
collected using semi-structured questionnaires in
Bangla (asked in rohingya dialect) and analysis was
performed using STATA 15.0. This study was
implemented from February to December’23 with
financial support from UNFPA and Ipas Global.

Scaling and Analysis Techniques

Statistical analysis involved the use of descriptive
analysis to understand the overall knowledge,
attitudes, and practices associated with family
planning (FP) and menstrual regulation (MR). The
impact of certain potential factors on FP perceptions,
FP use, and MR attitudes was examined through
binary logistic regression, with adjustments made for
various socio-demographic factors.

In this study, a four-point Likert scale for evaluating
FP methods and a five-point scale for MR attitudes
were used, having 24 and 22 statements respectively.
For FP, scores for positive responses ranged from 1
(Strongly Disagree) to 4 (Strongly Agree), and for MR,
from 1 (Strongly Disagree) to 5 (Strongly Agree),
including an 'Unsure' option. Negative statements
were scored oppositely. The total FP score was the
sum of 24 statements, up to 96 points, and the MR
score was from 22 statements, up to 110 points. Both

scores were divided into two categories - Negative or
Positive - based on the average score as the dividing
criterion.

The study provides a comprehensive demographic and
social overview of girls, women, and men. Notably, 21%
of girls, 81% of women, and 99% of men were ever
married, with a clear majority of girls never married.
Majority of women and men were 25 years or older. In
terms of education, a significant portion of women
(60%) and men (38%) had no education, with fewer
achieving secondary or higher levels. Regarding
children, a substantial majority of women and men had
three or more children, while most girls had none.
Employment patterns showed that 88% of men worked
only for cash in the past 12 months, compared to 9% of
women and 6% of girls. Income levels varied, with a
large portion of families earning less than 5000 BDT in
income.

Knowledge, Attitudes and Practice on Family
Planning

Contraceptive Awareness: Nearly all participants
were familiar with various contraceptive methods. It
shows a high awareness of pills, injectables, and
implants across all groups, with over 94% of girls and
women and 79% of men familiar with
implants(Figure:1).
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Figure 1: Percentage Distribution of Girls (15-19 years), Women (20-49 years), and Men (18-50 years) Who
Ever Heard about Different Methods of FP

Condoms are well-known among men (90%) and women (65%), but less so among girls (22%). Knowledge of
IUD/Copper-T and emergency contraception is relatively low in all groups, particularly among girls. While male
and female sterilization are quite familiar to women and men, girls are less aware of these methods. Traditional

methods are the least known, especially among girls.

Information Sources: Girls predominantly receive their information from neighbors (85%), a similar trend also
seen in women (80%), but less so in men (60%). Girls also turn to family members (30%) significantly more than
women (13%) and men (23%). Hospitals/clinics are key for adults, with 46% of women and 53% of men using
them, compared to only 15% of girls. Friends are a significant source for men (48%), but rarely for women (2%)

and girls (3%).



Misconceptions about Family Planning: The survey reveals several misconceptions about family planning
methods, with varying beliefs among girls, women, and men. A notable belief that pills can burn the uterus is held
by 43% of girls, compared to 35% of women and 34% of men. The misconception that combined pills can cause
cancer is highest among girls (44%), while it's 38% for both women and men. Regarding condoms, 36% of men
believe condom can cause weakness and impotence, a belief more prevalent among women and girls.
Additionally, the idea that injectables can cause cancer is more common among girls (37%) than women (29%)
and men (31%). The survey also reveals that 45% of girls think obese women should refrain from using implants,
a belief less common in other groups. Furthermore, 35% of women are under the misconception that IlUDs can't
be used immediately post-abortion and 69% think that tubectomy reduces the ability to work hard.

Table 1: Factors Associate with Perception on FP: Results of Binary Logistic Regression

Possible Determinants g:j‘;j:;eac:_io SE P Value 95% ClI

Type of the Respondents (Ref: Women)

Girls 0.29 0.04 <0.001 0.21 0.40
Men 0.51 0.12 0.01 0.32 0.83
Facility type (Ref: Camps without facility intervention)

Camps with facility intervention | 1.66 024 [<0001 [1.25 [219
Ever Attended School or Madrasa(Ref :No)

Yes | 1.01 1013 | 0.96 1077 | 130
Did Any Work in the Last 12 Months(Ref: No, Not Working )

Yes, only cash [1.32 030 |0.22 | 0.84 | 2.07

*Dependent: Perception level- good & poor (ref.)

Girls (OR=0.29, P<0.001) and men (OR=0.51, P=0.01) are substantially less likely to have a positive perception of
FP methods compared to women, facility interventions greatly increase positive perceptions (OR=1.6, P<0.001),
while education and employment show less definitive impacts (Table 1).



Current use of Contraceptives: In the surveyed
population, 53% of couples reported using family
planning methods, while 47% did not use any such
methods.

Non user, 47

User, 53

Figure 2: Percentage of couples using FP Methods

Among those who used contraceptives, the most
Among those who used contraceptives, the most
preferred options were injectables and pills, with 48%
and 43% usage rates respectively. Other methods like
implants and IUDs were less frequently chosen,
accounting for 4% and 3% of users. Interestingly,
methods such as condoms, male and female
sterilization, and emergency contraception pills were
minimally utilized, each representing less than 1% of
the total contraceptive use. This distribution highlights

a significant preference for certain types of
contraceptives over others among the surveyed
couples.

However, Positive family planning perceptions and
having more children significantly increase
contraceptive use, with women holding good
perceptions 1.59 times more likely to use
contraceptives and each additional child raising the
likelihood by 11%, while facility interventions in
camps and education (school or madrasa
attendance) have lesser impacts on contraceptive
use.

Decision-Making in Family Planning: More than
half of the couples made joint decisions regarding
family planning, but husbands/male partners were
often the final decision-makers in case of
disagreement.

Knowledge, Attitudes an
Practice on Menstrual Regulation (MR)

Menstrual
Access:

Over 70% of girls, 80% of women, and 90% of men
knew about menstrual regulation MR (Figure 3), with
nearly all identifying medication MRM as the method

Regulation (MR) Awareness and
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Girls {n=363} Women [n=363) Men [n=362)

Figure 3: Proportion of Respondents who Heard about MR

Source of knowledge on MR: Neighbors are the most common information source for girls (84%) and women
(77%), while men rely more on hospitals/clinics (45%) and doctors (39%). Friends are a notable source for men
(57%) but much less so for women and girls.

Attitudes Towards MR: A significant portion of each group believes a woman who has had MR should be
restricted from religious services (51% of girls, 47% of women, 33% of men) and is committing a sin (73% of girls,
71% of women, 79% of men).
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Figure 4: Percentage of Respondents who Expressed Agreement with Various Attitudinal Measurement
Statements

Regarding marriage and sexual health, 18% of girls, 14% of women, and 30% of men believe a man shouldn't
marry a woman who's had MR due to potential fertility issues. A notable 51% of men, compared to 21% of girls and
21% of women, believe a woman who has had MR cannot be trusted. Finally, societal attitudes toward MR differ
based on marital status, with a notably higher percentage of men (74%) finding it unacceptable among married

women compared to girls (14%) and women (11%).
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Table 2: Factors Associate with Attitude on MR: Results of Binary Logistic Regression

. . Adjusted 95% CI
Possible determinants o djds ratio SE P value o |0
Type of the Respondents (Ref: Men)

Girls 2.30 0.58 <0.001 1.41 3.76
Women 4.35 1.07 <0.001 2.68 7.05
Facility Type (Ref: Camps without Facility Intervention)

Camps with Facility Intervention | 1.82 ‘ 0.26 ‘ <0.001 ‘ 1.38 ‘ 241
Ever Attended School or Madrasa (Ref :No)

Yes | 1.12 1015 | 0.38 | 0.87 | 1.46
Did any Work in the Last 12 Months (Ref: No, not working )

Yes, only cash | 1.31 031 |o0.26 | 082 [2.07

Overall, girls and women were significantly more likely to have positive attitudes than men, with girls 2.3 times
and women 4.35 times more likely. Participation in an intervention notably increased positive attitudes by 1.82
times. Educational background and employment status showed a slight, but not significant, increase in positive
attitudes.

Experienced with Menstrual Regulation (MR): A small percentage of girls (7%) and women (11%) took steps to
terminate unwanted pregnancies, often with the assistance of their male partners (3%). The preferred approach
was consulting medical service providers and using MRM.

Decision-Making in MR Services: Nearly all girls and women believed that the husband's consent is essential
for MR, and the majority of men and women agreed that the husband should make the final decision regarding
MR.

Key Barriers to Accessing Safe MR: The most significant barrier for girls and women is their status as
unmarried (29% and 33%, respectively), while for men, it's the attitude of friends and relatives (36%). Parental
consent is a major issue for both girls and women (29% and 33%), but much less for men (3%). Insults and ridicule

"



by community members affect a substantial portion of
girls and men compared to men. Additionally, a
significant number of men cited financial issues as a
barrier.

Conclusion

The findings from the Rohingya community highlight
critical issues in the domains of menstrual health
management and family planning. Nearly all
participants are aware of any contraceptive methods,
with injectables and pills being the most common.
However, there are widespread misconceptions about
the health risks associated with family planning, such
as cancer and infertility. Information on FP is primarily
obtained from informal sources like neighbors and
friends, particularly among men. Girls and men are
substantially less likely to have a positive perception of
FP methods compared to women. Facility
interventions have been found to significantly improve
positive perceptions towards FP. A clear preference
was shown for injectables and pills as contraceptives
among couples, influenced strongly by positive family
planning perceptions and family size, while educational
have a lesser positive impact.

In terms of MR, most respondents were familiar with
MR, though less so in girls compared to adults. Access
is often hindered by factors like unmarried status, lack
of parental or husband's consent, and financial
constraints. Over half of the girls and women, and a

third of the men, are aware of the legality of MR in
Bangladesh, and nearly all girls and women believe
that the husband’s consent is crucial for MR.
Decision-making in family planning and MR services
often involves joint decisions or is dominated by male
partners, with a majority believing that men should
have the final say. This dynamic reflects the cultural
and patriarchal influences on reproductive health
decisions within the community. Girls and women are
significantly more likely than men to have a positive
attitude toward menstrual regulation, and this
likelihood increases further with participation in the
intervention. Since men often make key decisions but
tend to have more negative attitudes towards MR,
this can majorly hinder safe MR access for women
and girls. However, the use of contraceptives and
attitudes toward MR and FP are influenced by these
societal norms, highlighting the need for more
targeted, gender-sensitive educational and
healthcare interventions.

1. Targeted Educational Interventions: Implement
educational programs tailored to each group’s
specific needs and misconceptions, with a special
emphasis on informing girls about MR, and dispelling
prevalent misconceptions regarding both FP and MR
as they show a significant lack of awareness and
understanding in these areas.

12



2. Increase Access to Healthcare Professionals:
Encourage individuals, especially girls to seek
information from healthcare providers rather than
relying predominantly on neighbors and family
members, as misinformation is common in informal
networks

3. Enhance Male Involvement and Education: Since
men are key decision-makers in FP and MR and tend
to have negative attitudes towards MR than others,
initiatives should focus on educating them about the
benefits of FP and addressing their misconceptions,
especially regarding MR.

4. Facility Interventions: Scale up facility
interventions in camps as they have been shown to
greatly improve positive perceptions towards FP and
MR. This could include counseling services,
information sessions, and accessible medical care.

5. Community Sensitization: Conduct community
awareness programs to reduce the stigma
associated with FP and MR, particularly targeting
men and influential community members.

6. Joint Decision-Making Encouragement: Promote
joint decision-making in FP and MR between
partners to ensure women’s autonomy and
involvement in decisions affecting their health

7. Focus on Unmarried Women and Girls: Address
the specific barriers faced by unmarried women and

girls in accessing FP and MR services, including
societal stigma and the need for parental consent.

8. Financial Assistance Programs: Implement financial
assistance or subsidy programs to alleviate the financial
barriers to accessing safe MR.
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Study on Knowledge, Attitude, Practices &
Sources of Information about Family
Planning, Menstrual Regulation, & Post
Abortion Care Services among Forcibly

Displaced Myanmar Nationals FDMN




Background

9

Overview of Rohingya Crisis

Rohingya women
in Bangladesh,
particularly FDMN,
face
disproportionate
challenges in
sexual and
reproductive
health (SRH),
including SGBV,
unexpected
pregnancies, and
limited access to
quality services

Reproductive Health Challenges

Overcrowded
camps worsen the
situation, with
rampant SGBV and
restricted
healthcare access,
leading to
substantial unmet
needs for family
planning,
menstrual
regulation, and
post-abortion care

Understanding of
knowledge,
attitude, practices
and sources of
information within
the FDMMN
community is
crucial for
developing
strategies to
improve access
and quality of care

Aim of the Study ‘

This study can
help to identify
strategies for
improving their
access to FP, MR,
PAC services and
contribute to
filling the gap in
knowledge
regarding their
reproductive
health needs and
experiences
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Objectives

To assess current knowledge, attitude, practices, sources of information and ability to access
family planning, menstrual regulation, post abortion care services among FDMN community

Assess the level of e - Reveal suggestions
knowledge, attitude information for FP, Explore decision- _for improving
and practi;:e on FP. MI_H and PAL‘._ ser_'wces making prclcesse? for utlllzathn nf_FP, MR,
MR, PAC seruices’ in humanitarian FP, MR, PAC services PAC services in terms
! context of quality
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Methodology
Study Approach
Study Population

Sampling Method
Sample Size Calculation

Sampling Procedure

Listing Techniques

= Cross-sectional guantitative survey

* Rohingya women (20-49 years), adolescents (15-19 years), and men(18-
50 years)

+ Stratified random sampling

= 363 per group, totaling 1089

» Applied Cochran's (1977) formula with a prior prevalence of 38.5% for
contraceptive use, considering 5% level of significance and 5% margin of
error. The calculated sample size of 353 per group, increased to 363 to
compensate for potential non-responses

* In each camp, list 150 households; select 11 for each group (women,
adolescents, men) using systematic random sampling without
replacement

* Interview household heads, use sketch maps, focus on systematic and
thorough listing without duplication
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Study Site

33 Camps in Ukhiya and Teknaf Upazilas of Cox’s Bazar district

b




Findings




Background Characteristic

Girls (n=363) Women (n=363) Men (n=362)
Variables
n % n % n %

Marital Status

Currently Married 77 21.2 295 81.2 360 99.5

Deserted/Divorce/Widow 11 3.0 53 14.6 2 0.5

Newver Married 275 75.8 15 4.2 0 0.0
Age

<20 years 363 100.0 0 0.0 1 0.3

20-24 years 0 0.0 98 26.9 70 19.3

25+ years 0 0.0 266 73.1 291 80.4
Educational Status

None 110 303 218 60.1 138 38.1

Less than Primary 212 58.4 109 30.0 107 29.5

Primary 23 6.3 17 4.7 29 8.0

Secondary or Higher 18 5.0 19 5.2 88 24.3
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Background Characteristic

e Girls (n=363) Women (n=363) Men (n=362)
n | % n | % n | %
Number of Living Children
None 22 29.7 4 1.2 12 35
1 43 58.1 45 13.4 48 13.8
2 7 9.5 71 21.2 70 20.1
3+ 2 2.7 215 64.2 217 62.5
Mean Child 0.9 3. 3.4
Did any Paid Job in Last 12 Months (All Respondents)
Yes, only cash 21 5.8 33 9.1 320 88.4
No, not working 341 93.9 331 0.9 42 11.6
Intervention Status
m:rzinwt::nfad“w 264 72.7 263 72.5 263 72.6
ﬁi:’::nw:iﬂ’:"t T 99 27.3 100 27.5 99 27.4
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Marriage and Childbearing




.'I.Early Marriage

Percentage of women aged 20-24 years married before age 16and 18

50

27
17

In Rohingya community Mational (BDHS 2022)
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Teenage childbearing

Percentage of girls (15-19 years) who have ever been pregnant

204 =

Rehingya Community MNational (BDHS 2022)
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Knowledge and Practice of

Family Planning
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IUD/Copper-T Female Emmnq Mrrh-lﬂuunll
mrluﬂm Sterilization Contraception

© Girls (n=359) © Women (n=357) © Men (n=359)

*Multiple Response
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Source of Knowledge on FP Methods

85

MNeighbor

*Multiple response

Percentage of Respondents by their Sources of Information on Family Planning*
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Girls (n=359) Women (n=357) Men (n=362)

**Others include TBA trained, ISC materials, Pharmacists
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Perception/Myth on Pill

Respondents’ Agreement Rates on Pill Related Myths/Perception*

43 44
35 34 38 38
29
25 e
20
4 3
Pills burn the uterus Pill can cause infertility Women with no child should Combined Pill can
take pill cause cancer

Girls {(n=336) Women (n=354) Men (n=351)

*Among those who ever heard about the pill

41

25

If you stop taking pill
you can't take them again
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Perception/Myth on Condoms )

Respondents’ Agreement Rates on Condom-Related Myths/Perception*

68
57

51 50 52

II | II

Condom can cause a man to become weak and impotent Condom may reduce the pleasure of sex

© Girls (n=79) © Women (n=231) © Men (n=323)

*aAmong those who ever heard about the condoms
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Perception/Myth on Injectable | )

Respondents’ Agreement Rates on Injectable-Related Myths/Perception*

84 L2 84
37
29 31 29 30
. . . “ .

Injectables can cause cancer Injectables can cause infertility Injectables can help to gain weight

© Girls (n=353) © Women [n=355) © Men [n=357)

*Among those who ever heard about the Injectable
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Perception/Myth on Implant

Respondents’ Agreement Rates on Implant Related Myths/Perception*

45 45 47

37 37

27 30

21 22

Implant can cause cancer Obese women should refrain from using implant Implant breaks down,/displaced
Girls (n=315) Women (n=337) Men (n=283)

*Among those who ever heard about the implant
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Perception/Myth on IUD/Copper-T

Respondents’ Agreement Rates on IUD/Copper T Related Myths/Perception*

83
71
34 34 35
16 16
11
1]
IUD users can not conceive after having their IUD  Women of all age can not use IUDfCopper-T One can not use/adopt IUD immediately after
removed abortion

Girls (n=58) Women (n=129) Men (n=76)

*Among those who ever heard about the IUD/Copper T
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FP Perception Level by Respondents’ Type*

Descriptive Statistics of Perception Score on FP
Methods(Total Score=96)

m#::: " Mean SD P value
{nfz:g} 47.9 14.0
T:S;E 58.4 12.7 <0.001
[nT:ETQ} 53.2 12.2

*Among those who have ever heard about FP

Respondent With Good Understanding on FP Methods**

(-1
36
Girls Women
(n=359) (n=357)

56

Men
(n=359)

**(lassified scores into two categories (Poor vs Good) based on the overall mean

[53) as the cutoff value
**significant at 5% level of significance
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Perception/Myth on Tubectomy

Respondents’ Agreement Rates on Tubectomy Related Myths/Perception*

29 28
21

Tubectomy affects sexual power Tubectomy reduces ability to work hard
Girls (n=215) Women (n=313) Men (n=317)

*Among those who ever heard about the Tubectomy
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FP Perception Level by Respondents’ Type* & Intervention

Descriptive Statistics of Perception Score on FP
Methods (Total Score=96)

. Without
Intervention
Respondent Intervention
Type P Value
Mean(SD) Mean(SD)
Girls
(n=359) 49.2 (13.6) 44.6 (14.6) 0.01
il 59.3(12.5) | 56.0(12.8) 0.03
(n=357) ' : : : .
Men
(n=359) 53.8 (11.7) 51.3(13.1) 0.09

*Amaong those who have ever heard about FP

Respondent With Good Understanding on FP Methods By

Intervention™***

56 58
51

40

26

Girls**(n=359) Women**(n=357) Men(n=359)

Camps with facility intervention (n=784)
Camps without facility intervention{n=291)

**Significant at 5% level of significance

***Classified scores into two categories (Poor vs Good) based on the overall mean

(53) as the cutoff value
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Factors Associated with Perception of FP Methods*

Girls &
Men's
Perception

Impact of
Facility
Intervention

Education's
Influence

Role of
Employment

Girls are 71% less likely, and men are 49%
less likely to have a positive perception of
FP methods compared to women

Camps with facility interventions have a
66% higher likelihood of a positive
perception of FP methods

No significant difference in FP perception
for those who attended school or
madrasa

Being employed shows a potential 32%
increase in positive FP perception, though
this is not statistically significant

Results of Logistic Regression™

Adjusted 95% Cl
Possible determinants Odds SE |Pvalue
ratio Lower | Upper
Type of the Respondents (Ref: Women)
Girls 029 | 0.04 |<0.001| 0.21 | 0.40
Men 0.51 0.12 | 0.01 0.32 | 0.83
Facility Type (Ref: Camps without facility intervention)
fﬂi::ﬂ;ﬂ:‘nm”iw 166 | 0.24 |<0.001| 1.25 | 2.19
Ever attended school or madrasa (Ref :No)
Yes 1.01 013 | 096 | 0.77 | 1.30
Did any work in the last 12 months (Ref: No, not working )
Yes, only cash 1.32 0.30 | 0.22 0.84 | 2.07

*Among those who ever heard about the condoms

*Dependent: Perception level level- good & poor (ref.)
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 to issues like cancer, infertility

gt
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Use of any FP Method

Percentage Of Couples* Using FP Methods(n=681)

Non user, 47

*Ever married/unmarried non-pregnant

User, 53
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Contraceptive use by Methods

0.6

Condom

*among current user

Percentage of Couple Use Contraceptive by Methods (n=364)

47.5
43.4
a.4
25
_— 0.3 0.6
Pills Injectables o Implant Male sterilization Female
sterilization

0.3
Emergency

Contraception
Fills

a1



Reason for Not Using FP methods

‘Percentage Distribution of Reasons for Not Using Contraceptives among Non User (N=317)

35
15 15
11
m B *
T

Want children  Against religion Hawe Sub Health concerns
breastferding fecund/infecund
newborm

*multiple response

4
=

Fears side

effects

26

I =
—

Infrequent sex  Other family
members
opposed

13
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Contraceptive use by Perception and Intervention status*

Percentage of Couples Using FP Methods Percentage of Couples Using FP Methods
by Perception Level on FP by Intervention
58 55
50
I “
I Camps with Facility Camps without Facility
Good perception Poor Perception Interventio{n=442) Interventiojn=168)

*Ever married/unmarried non-pregnant
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Factors Associated with Use of FP*

Results of Logistic Regression®*
95% CI
Adjusted
Women with a good perception of family Possible determinants | Odds | SE [Pvalue
' planning are 1.61 times more likely to i Lower |UPP
~ useit, a statistically significant finding er
y FP Perception level (Ref: Poor)
Good 1.59 0.26 | 0.01 1.14 |2.21

*Ever married/unmarried non-pregnant

Facility Type (Ref: Camps without fa

cility intervention)

Camps with facility

o 104 | 019 | 079 | 0.73 |150
Ever attended school or madrasa (Ref :No)

Yes 138 | 022 | 005 | 0.99 |1.80

No. of children 111 | 0.04 | 0.01 | 1.03 |1.20

**Dependent: FP usage- User & Non-user (ref.)
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Decision-Making on Family Planning

Decision-Making Patterns in FP Usage among the Ifﬂ;} {wngﬂi'; A
current user of FP methods % % %

Who usually decides about the use of FP

Woman 16.7 9.9 11.2

Husband/Partner 16.7 34.8 19.5

Both 66.6 55.3 68.7

Other 0.0 0.0 0.5
Who usually makes the final decision in case of disagreement

Woman/Self 16.7 16.3 14.6

Husband/Partner £3.3 83.7 84.4

Other 0.0 0.0 1.0
Who should take the final decision about the use of FP

Waoman/Self 16.7 19.2 18.5

Husband/Partner 77.8 80.1 80.5

Other 5.6 0.7 1.0
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Knowledge, Attitudes and
Practice of Menstrual Regulation
(MR)



Girls (n=363) Women [n=363) Men [n=362)




*Multiple response

s53 82 o5,
27
183 I 18.8
33
. . ﬂ.‘_ —— o
MRM MVA

© Girls [n=257)

D&C*

© Women (n=334)

04 12 18

Others

= Men (n=336)

4.3 4.2
By
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Source of Knowledge on MR

Neighbor

*Multiple response

Percentage of Respondents by their Sources of Information on MR

57
45
39
= 35 35
24
20 20
17
14
g 7 10 11 g
2 0
Family Member Friend Hospital/clinic  Doctor/Mid Level CHW Women's Group
Provider

Girls (n=257) Women (n=334) Men (n=336)
**Others include TBA(trained), pharmacists, CIC office meeting etc.

1
.'115

Others®
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Access Points for MR Services in the Community

Respondents' knowledge of the places for MR in the Community™®

o1 95
81
i
T
T}
o
=
a
)
I 37
I 31
26
® 2
17
6 3 5 ]
Health facility inside camps Health facility outside camps Pharmacy Others**

Axis Title
Girls [(n=257) Women (n=334) Men (n=336)

* Multiple response ; among those who heard about MR **Others include TBA, TBA(trained), pharmacists, Self-made traditional remedies etc.
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Perceptions of the Legality of MR

Percentage of respondents who thought MR is legal

in Bangladesh
B4
54
35
Girls [n=257) Women [n=334) Men (n=336)

*among those who heard about MR

Men
Knowledge on Legitimate Girls | Women | . 10)
Timeframe for Menstrual | (1=139) | (n=212)
Regulation in Bangladesh
% % %
=12 weeks 62.6 54.3 71.8
12 weeks 27.3 37.3 24.6
13-24 weeks 6.5 7.1 3.6
Don't Know 36 1.4 0.0
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Barrier to Accessing Safe MR

Girls Women Men
Barrier to Accessing Safe MR* (n=257) (n=334) (n=336)
% % %
Status as unmarried girls 29.2 32.6 8
Parental consent 29.2 326 3.3
Insults and ridicule by community members 30.4 23.9 83
Attitude of friends and relatives 26.5 17.6 36
Fear of pregnancy being exposed 206 16.5 24
Distance to facilities 1.2 12.3 9.8
Lack of knowledge of where to go 3.1 7.5 1.8
Financial difficulties 1.2 5.1 13.7
Attitude of health care providers 1.6 1.5 0.9
Inconvenient hours at facilities 0.4 1.8 17
Don't know 22.2 22.5 18.8

*Multiple response and among those who heard about MR
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Decision-Making in MR Services*

Percentage of Respondent Believing Husband's Consent
is Required for MR

Women

(n=334) 2
Girls
(n=257) ==

*among those who heard about MR

Respondent's View on the Ultimate Decision-maker for

10

Women

Girls [n=257)

MR

B g5

87

Husband/Partner

Women (n=334)

0o 0

Other
Men [n=336)

4
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Experienced with MR*

-

-

Experience with the Providers for MR Services Different Methods Attempted for MR
91 =
BO MRM 73
E 71 82
=
c 20
2 MVA* 11
= i
= & = k)
£ B 20 2
F| P 6 13 § Took medicine from 2'324
= wa
g 2 3 0 0 g a pharmacy/drug seller g
H Service Provider  Traditional Self Other & 0
2’ [Doctor/MLP) remedies D&C 8
2 which | made o
E myself
O 1]
2 ora Other 3
£ friend/relative o
5o gave me
a2
E Girls (n=5) Women [n=37) Men [n=11) Girls [n=5) Women (n=37) Men (n=11})
-

S (6.8%) girls and 37 (11.1%]) women took steps to terminate an unwanted pregnancy and 11 (3.2%) men assisted their
partners.

The predominant choice for both groups was to consult service providers/Doctor/MLP and use MRM for the procedure.
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Self-efficacy to Seek MR

Respondent’s agreement rates on the self efficacy indicators

Girls Women Men
Indicators (n=257) (n=334) Indicators (n=338)
% % %
If i h MR with
If | wanted to have MR I could 75.5 74.0 my wife wanted to have a MR without my 2.4
consent she could
- I ki h if MR i
| know where to get MR in my community 78.6 80.8 s w. A T in my 94.1
community
I am able to pay the cost to travel to get MR 75.1 72.5 | amm able to pay the cost to travel for riy 92.3
pay & ‘ ’ partner/wife to get an MR '
- " | Id k with MR ider doctor,
| could speak with MR provider doctor, nurse, Ll SI?EE'_ w'_ - i provicer of
= 89.1 90.4 nurse, midwife if my wife wanted to have 98.5
midwife if | wanted have MR MR
—_ I Id tell my famil bers if wif
I could tell my family if | wanted to have MR 74.3 64.1 e I STV ISR ERs S WHE 67.6
wanted to have MR
| know the difference between a safe MR 24.7 13,7 | know the difference between a safe MR 98.8
provider and an unsafe MR provider ' : provider and an unsafe MR provider '
I could tell my husband if | wanted to have MR 91.4 92.5

*among those who heard about MR

56




Attitudes Toward MR

Agreement rates regarding statements on religious believes

79
73 71
51
a7
EE]
15
11

A woman who has had a MR should be & woman who has MR is committing a sin A woman who has MR can make other people
prohibited from going to religious services fall ill or get sick

* Girls (n=257) * Women (n=334) = Men (n=336)

*among those who heard about MR
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Attitudes Toward MR

Agreement rates regarding statements on some misconceptions

30
20
18 14 15 15 13 15 o 16
9
1
A man should not marry a woman  If a man has sex with a woman who  Having menstrual regulation with an Menstrual regulation causes
who has had MR because she may not has had an abortion, he will become  untrained provider does not result in infertility:
be able to bear children: infected: severe complications for women,
including death.

Girls (n=257) Women (n=334) Men (n=336)

*among those who heard about MR
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Attitudes Toward MR

Agreement rates regarding statements on Social Stigma

63
51
25
21 21 20
L 118 13 1 14 13
4
A woman who has had | would try to disgrace a A woman who hasa MR | would stop being In this community,
MR cannot be trusted woman in my brings shame to her  friends with someone if |  menstrual regulation
community if | found out community found out that she had among unmarried
she'd had MR MR women are usually
treated as being
unacceptable

Girls (n=257) © Women (n=334) = Men (n=336)

*among those who heard about MR

74

14 11

In this community,
menstrual regulation
among married women
usually treated as
unacceptable.
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Attitudes Toward MR* by Respondents’ Type*

Descriptive Statistics of Attitude Score on MR

Total Score=110

Resg:::ent Mean sD P value
{nEi;_:'l:f?} 58.0 s
1":‘:;;”} 87.5 13.2 <0.001
[nT:;E}I 753 163

*Among those who have ever heard about MR

Percentage of Respondents with Positive Attitude**

72 71
39
Girls Women Men
(n=257) [n=354) (n=336)

**(lassified attitude scores into two categories Negative vs Positive based on the
overall mean (84) as the cutoff value
**Significant at 5% level of significance
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Attitudes Toward MR by Respondents’ Type* & Intervention*

Percentage of Respondents with Positive Attitude**

1]
73
64
47
39 38
Girls***(n=257) Women[n=334) Men (n=336)
Camps with facility intervention [n=687) Camps without facility intervention (n=240)

*Among those who have ever heard about MR
**Classified attitude scores into two categories Negative vs Positive based on the overall mean (84) as the cutoff value
**=significant at 5% level of significance
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Factors Associate with Perception on MR*

Girls &
Women's
Perception

Impact of
Facility
Intervention

Education’s
Influence

Role of
Employment

Girls are 2.3 times, and women 4.35
times more likely to have a positive
attitude toward MR compared to men

Participation in the intervention increases
the likelihood of a positive attitude by
1.82 times

Attending School or Madrasah indicates a
slightly higher, yet non-significant,
tendency towards a positive attitude
(1.12 times more likely)

Being employed shows a 1.31 times
higher chance of a positive attitude,
|though not statistically significant

Results of Logistic Regression
Adjusted 95% CI
Possible determinants Odds SE | Pvalue
ratio Lower |Upper
Type of the Respondents (Ref: Men)
Girls 2.30 0.58 0.00 1.41 3.76
Women 4,35 1.07 | 0.00 268 | 7.05
Facility Type (Ref: Camps without facility intervention)
L 182 | 026 | ooo | 138 | 241
intervention
Ever attended school or madrasa (Ref :No)
Yes 1.12 0.15 0.38 0.87 1.46
Did any work in the last 12 months (Ref: No, not working )
Yes, only cash 1.31 0.31 0.26 0.82 | 2.07

*Among those who have ever heard about MR

*Dependent: Perception level level- good & poor (ref.)
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Summary Findings: Knowledge, Attitude and Practice of MR

Over 70% of Girls, 80% of women, and 20% of men knew about menstrual regulation MR, with nearly all identifying medication
MRM as the method

Owver half of the Girls and women and a third of the men were aware that menstrual regulation MR is legal in Bangladesh.
Among them, approximately 27% Girls,37% of women and 25% of men knew the legitimate limit is 12 weeks

Unmarried status and lack of parental consent were the main hurdles for accessing MR, according to women.
Additionally, a significant number of men cited financial issues as a barrier

' Nearly all Girls and women believed that husband's consent is essential for MR, and the majority of men and women
_ agreed that the husband should make the final decision regarding MR

6.8% (5) of girls and 11.1% (37) of women sought to terminate an unwanted pregnancy, with 3.2% {11) of men helping
their partners. The preferred method for both was consulting service providers and using Menstrual Regulation
Medication (MRM)

" Girls and women are significantly more likely (2.3 and 4.35 times respectively) to have a positive attitude than men,
interventions notably boost positive attitudes(OR=1.82,P<0.001), education and employment show a higher but not significant
tendency towards positivity
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Recommendation

Targeted Educational
Interventions

Increase Access to
Healthcare Professionals

Enhance Male Involvement
and Education

Facility Interventions

* Implement educational programs tailored to each group's specific needs
and misconceptions, with a special emphasis on informing girls about
MR, and dispelling prevalent misconceptions regarding both FP and MR
as they show a significant lack of awareness and understanding in these
areas.

* Encourage individuals, especially girls to seek information from
healthcare providers rather than relying predominantly on neighbors
and family members, as misinformation is common in informal
networks

= Since men are key decision-makers, initiatives should focus on educating
them about the benefits of FP and addressing their misconceptions,
especially regarding MR

= Scale up facility interventions in camps as they have been shown to
greatly improve positive perceptions towards FP and MR. This could
include counseling services, information sessions, and accessible
medical care

64



Recommendation

Community Sensitization

Joint Decision-Making
Encouragement

Focus on Unmarried
Women and Girls

Financial Assistance
Programs

* Conduct community awareness programs to reduce the stigma
associated with FP and MR, particularly targeting men and influential
community members

* Promote joint decision-making in FP and MR between couples to ensure
women's autonomy and involvement in decisions affecting their health

» Address the specific barriers faced by unmarried women and girls in
accessing FP and MR services, including societal stigma and the need for
parental consent

* Implement financial assistance or subsidy programs to alleviate the
financial barriers to accessing safe MR
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Exploring Availability,
Acceptability,
Misconceptions, Myths and
Social Barriers Related to
Family Planning, Menstrual
Regulation and Post Abortion
Care Services Among Forcibly
Displaced Myanmar
“Nationals’ (FDMN)

This study focuses on optimizing Sexual and
Reproductive Health (SRH) services, specifically
Family Planning (FP), Menstrual Regulation (MR), and
Post-Abortion Care (PAC), for Forcibly Displaced
Myanmar Nationals (FDMN) in humanitarian settings.
The study addresses cultural influences,
misconceptions, and social barriers impacting SRH
services among FDMN, aiming to improve
reproductive health outcomes.

The study employs a participatory qualitative
research approach involving Rohingya women, men,
religious leaders, local leaders, SRH service providers,
and key stakeholders. Findings reveal existing
misconceptions/myths, preferences, and barriers
related to FP, MR, and PAC services. Cultural and
religious factors influence attitudes, with myths
affecting service acceptability. Barriers include
societal pressures, religious restrictions, and
facility-level challenges.

To enhance ongoing SRH services, the study
recommends targeted awareness campaigns led by
religious leaders, precise information dissemination in
local languages, and initiatives to engage men in open
discussions. It advocates for accessible facilities,
comprehensive referral support, an expanded
Community Health Worker network, and incentives
for community participation. The report emphasizes
policy development, coordination, and research
initiatives to ensure a sustainable and inclusive
reproductive health service system tailored to the
unique needs of the FDMN community.
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Introduction

Understanding the cultural beliefs of the Forcibly
Displaced Myanmar Nationals (FDMN) is crucial for
optimizing the delivery of Sexual and Reproductive
Health (SRH) services, particularly Family Planning
(FP), Menstrual Regulation (MR), and Post-Abortion
Care (PAC) services in humanitarian settings. Cultural
influences significantly shape attitudes toward SRH
services, and unaddressed misconceptions and
barriers can lead to unintended pregnancies and
adverse reproductive health outcomes, impacting
both individuals and communities in the long term.
Despite the patriarchal nature of the FDMN
community, there is a notable gap in knowledge
regarding perceptions and social barriers related to
SRH services, underscoring the need for
comprehensive information to address current and
future service demands. This research aims to
document misconceptions, myths, and social barriers
among FDMN women, explore FDMN men's
perspectives, and engage key stakeholders, including
religious and local leaders, in designing effective and
sustainable SRH programs. By raising awareness,
dispelling myths, and mitigating social barriers, the
research seeks to reduce unintended pregnancies and
improve reproductive health outcomes among FDMN
in humanitarian settings, contributing to the overall
well-being of the population. Understanding and
addressing existing misconceptions and barriers are
essential steps in designing impactful SRH programs
tailored to the unique needs of the FDMN
community.dispelling myths, and mitigating social
barriers, the research seeks to reduce unintended

pregnancies and improve reproductive health outcomes
among FDMN in humanitarian settings, contributing to
the overall well-being of the population. Understanding
and addressing existing misconceptions and barriers are
essential steps in designing impactful SRH programs
tailored to the unique needs of the FDMN community.

Study Objectives

To understand existing misconceptions, myths and
social barriers related to family planning, menstrual
regulation and post abortion care services and
availability, acceptability status of the services
among FDMN community in humanitarian context

Understand | EXPlore Identify Identify
the availability, | approaches| approaches
language ac?ceptabl.llty, for for
and local misconceptions, | overcoming| attaining
terminology myt.hs and existing sustainabili
used by social barriers ty of
FDMN to barriers and quality
talk about | related to improving | SRH
FP, MR, demand and | SRH care | services
PAC utilization of | seeking particularly
servicesin | TP MRand | pehaviors | for FP, MR
the camp | PAC services | for FP, MR, | and PAC
PAC services
services
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Research Design

f

Cross sectional study design following participatory

DESIGN qualitative research.
4 SITE Camps in Ukhiya and Teknaf Upazilas of Cox’s Bazar district
/ Rohingya women and girls of reproductive age (15-49 years), Rohingya men, Rohingya religious leaders
(Imam) and local leaders (Majhi), SRH service providers; community health workers/volunteers; relevant
POPULATION | officials from UNFPA and relevant NGOs, Key stakeholders
/~ STUDY , ,
PERIOD February’23 to October’23
4 . . .
ETHICAL EEthical approval from Bangladesh Medical Research Council
APPROVAL
FUNDED BY | UNFPAand Ipas Global

Data Collection Methodology

Desk review: Existing literature, published/unpublished reports, articles and other documents related to FP, MR,

PAC related services in humanitarian context

Key Informant Interviews (Klls): 11 interviews were conducted with FDMN women and men; Religious leader
(imam) and local leader (majhi); Officials from DGFP, UNFPA and relevant NGOs working in SRH sector in the

humanitarian context.

Focus Group Discussions (FGDs): 11 group discussions were conducted with SRH Service providers in the

camps; Community health workers/volunteers; Religious leaders (Imam) and local leaders (Majhi).
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Community Dialogue Meetings (CDMs): 12 CDMs
were conducted with FDMN women, girls and FDMN
men.

Stakeholder Consultation @ Workshop: One
stakeholder consultation workshop was conducted
with Representatives from GOB officials, UN agencies
and NGOs working for SRH services.

Availability & Acceptability of FP, MR &
PAC Service

In the camp, FP services, locally termed "Azadur," offer
various methods, including Pills, Injectable, Implant,
IUD for women, and Condom for men. MR and PAC
services, known as "Gagosol Bondho," and "Khunjari"
provide MRM and MVA procedures, with traditional
approaches (holy water, amulet, roots) also used.
Attitudes towards FP, MR, and PAC are influenced by
misconceptions about Islamic principles, but positive
shifts include increased awareness and independent
service utilization by Rohingya women. Challenges
persist, with some seeking clandestine abortion
services from traditional healers. Usually, the
responsibility for family planning has fallen on women.
Method use is hindered by male reluctance,
discomfort and cultural stigma. The community favors
short-term FP methods, hesitates on long-term
options. Traditional methods initially prevail in MR and

PAC services, with a preference for MRM over MVA.
Information-seeking  primarily involves service
providers, community leaders, and religious leaders,
with a preference for service centers offering quality
care without extended waiting times and costs.

“RSTCE BT ROBR FICF JP0I [HIN| WH (R &1 (NIACHACS
PG 2 FACO I WM | e i~ (BT 761 (AT ([
200 | (AT 206G FICO GBI |17 (“Actually, there is a rules
in the camp. Means, they want women to use it. Women
mostly use family planning methods. Men do not want to
use the methods mostly.”)

AN (Y WY Bel, TR (AT NP WA NGO AR
G (AFS ARS GO ATCR... OFTAE 467 AAAfE (T 20
23y (OWA &, " ("There has been a lot of change from
what it was before." A lot more self-aware....But it does not
mean that it has changed completely”)

Misconceptions and Myths Related to FP, MR, PAC
Services

Misconceptions and Myths Related to FP Services

Pills

-Sinful Act

-Creates wounds in the stomach.

-Burns the womb/uterus.

-Leads to permanent infertility.

-Consumption of pills implies having a disease.
-Killing fetus before Pregnancy

-Enough to take during the day of intercourse only
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“YIRCS YIRS (ANG7S ST Gfe] 12, A1
%, GIAN WRE” ("Taking the pill
regularly will burn the uterus. Can't
get pregnant anymore, will go to
hell”)

- @fEsIa (FDMN Woman)

Injectable
-Sinful Act

-Creates wounds in the stomach.

-Burns the womb/uterus.
-Causes heart disease

-Causes cancer

-Leads to permanent infertility
-One dose could work up to one
year

Condom

-Considered as child's toy
-Cause pain and infection for
men

-Used by non-religious individu-
als

-Associated with non-Muslims
(Bedini)

-Used by Christians.

-Contains pork oil

IUD

-Sinful Act

-Could have adverse body effect
-Could lost or misplaced,

-Could insert into stomach
-Create problems during
intercourse

-Exclusive Method for No More
Children

-Leads to permanent infertility
-Last funeral prayer cannot be
performed

-Prevents the entry into heaven
-To be deprive from the intercede
of Prophet on the final day

-To be deprived of the acceptance
of prayers

"Bl N fowid, MY A3EIT 9 B
e fRtel BNF 0T G9Me FIT W X,
FIG A N 7| BA 2R B NACHT
2 3R R (TelE ﬁﬂ (G2AT el1R
YAY| B&al SNF foord SR Arpled,
2 e M I ¥ =T | 2T WRAD
(I, NG N 12" (“The people of the
society say) if any outside object
enters the body, the prayer is not
accepted, and the namaz is not
accepted. They say, women do it to
stay young. They say... Why did you
enter them into the body? If they are
inside the body, the prayer will not
be accepted. You have taken this
method, do you not pray?!”)

-FDMN Woman

Implant

-Sinful Act

-Burns the womb/uterus.

-Could have adverse body effect
-Could lost or misplaced

-Could insert into the muscle.
-Leads to permanent infertility
-Last funeral prayer cannot be
performed

-Prevents the entry into heaven
-To be deprive from the intercede
of Prophet on the final day

-To be deprived of the acceptance
of prayers
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Misconceptions and Myths Related to MR and PAC Services

-Unforgiveable sin, alike to taking a life

-Requires cutting the abdominal

-MVA syringe could suck the entire blood from the
body

-Requires inserting hands into the belly/uterus
-Causes excessive bleeding

-Burns the womb/uterus

-Causes cancer

-Causes difficulties in conceiving later on

-Leads to permanent infertility

-Last funeral prayer cannot be performed
-Prevents the entry into heaven

-To be deprive from the intercede of Prophet on
the final day

-To be deprived of the acceptance of prayers
-Lead to divorce or anything worse due to the sin

“N2JCET G-I N 22| GINIRCY W20 W Mg «, 24 @12 | 39 9%
A oI (“Funeral prayer will not be held after
death... Husband will not forgive after death. That
would be sin. Because of this sin the family will be
broken”)

- @fzs =t (FDMN Woman)

Barriers Related to FP & MR Services

“2J1 e QIS I, NG FATN..... 4T GICIG T, AT
QNG 1| <1 QIS L.” (“These processes are not
religiously legal, it is haram in Islam...these are
not legal, these are not legal in Islam ”)

- @z (FDMN Woman)

Barriers Related to Receive FP, MR and PAC
Services

Barriers Related to Providing FP & MR Services

e Women's barriers to accessing FP and MR
services:
-Familial restrictions, requirement of husband's

¢ Resistance from husbands and in-laws

e Community-wide opposition and restrictions on
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Barriers Related to Receive FP, MR and PAC
Services

Barriers Related to Providing FP & MR Services

permission and fear of divorce

-Societal pressures and negative attitudes from
neighbors and community members

-Religious leaders' discouragement, associating it
with sin

-Fear of defamation for unmarried girls
-Misconceptions about the services

-Practical obstacles such as long wait times and
facility distance.

® Men's barriers to accessing FP services:
-Embarrassment and societal stigma associated
with collecting methods

-Objections from parents and wife

-Difficulties in hiding method

-Limited understanding and discomfort with the
method

-Fear of judgment, particularly for unmarried men

facility access despite counseling efforts

¢ Traditional Birth Attendants discouraging the
use of Family Planning (FP)

¢ Client misuse of methods, leading to
complications, or resorting to traditional abortion
methods

® Reluctance towards potential side effects of FP
methods

¢ Resistance to follow-up visits and unwillingness
to make adjustments

® Barriers faced by community health
workers/volunteers:

-Humiliation

-Opposition from family and community leaders
-Potential legal threats

-Community hostility

-Poor service quality

-Restrictions on discussing specific topics

e Comprehensive efforts needed to address these
challenges for effective reproductive health
service delivery.
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“S[ TN GO N20Ge] 51T 4T (IUD) S3ATH Gy GINIRF 12 GFIE XN Gt | S WA @157 Rl (T ™R O 8 12
g@ *[fNw fGf|S1..” (“The product (IUD) that is used in the secret (uterus) parts is considered very
embarrassing to the husbands. And it is disgraceful to the Rohingya womenfolk as well”)

- (1257 2% (FDMN Men)

“NTNAT AT, STOIZG K1 IS T STHACE (MTY VNG N NNy 2(J N1 | SR A FAT JAT (RLETHI SN FT IATD
NCOIR A" (“Imam says that those CHW try to make them understand, namaz (prayer) will not be accepted, if
you see their face. It's a sin to talk with these girls like talking to boys...”)

- @z Wdt (FDMN Woman)

Suggestions from the Respondents for Improving Ongoing FP, MR, PAC Services

and Attaining Sustainability of FP, MR, PAC Service

Improving Ongoing FP, MR, PAC Services Attaining Sustainability of FP, MR, PAC
Service

¢ Increasing the number of dedicated facilities * Regular counseling sessions with religious

e Establishing separate centers near communities leaders to overcome stigma

or blocks ® [nvolving religious leaders in community

* Effective communication in local languages outreach

¢ Respectful treatment of clients * Creating awareness through

e Provision of supplementary medicines for client demographic-specific meetings

satisfaction ® Emphasizing couple and family counseling

» Offering transport services ® Appointing dedicated Community Health

* Providing incentives for long-term methods Workers (CHWs)

* Ensuring 24/7 facility availability e Generating interest by offering incentives and

e Streamlining referral processes refreshments _ _ o

* Increasing the number of Community Health ® Enhancing services by increasing facilities
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Improving on-going FP, MR, PAC Services Attaining Sustainability of FP, MR, PAC
Service

Workers (CHWSs) ¢ Ensuring 24/7 availability of services

e Setting up facilities in or near camps

e Strengthening the entire system through policy
development

¢ Establishing institutional linkages with existing
government facilities

e Coordinating among service providers

¢ Avoiding program duplication in camps

® These focused strategies collectively contribute to
a sustainable and inclusive reproductive health
service system.

® Providing short-term methods at home to
improve community outreach

® Simplifying withdrawal services

® Ensuring comprehensive support during referrals
® Taking essential steps to enhance the
accessibility and effectiveness of reproductive
health services.

e Targeted Awareness Campaigns: Recognizing prevalent religious misconceptions surrounding FP, MR, and
PAC services, it is crucial to initiate community-based awareness programs led by religious leaders. This effort
aims to dispel misconceptions while emphasizing the compatibility of these services with Islamic principles.

¢ Local Language Information: Given linguistic differences within the Rohingya community, precise information
dissemination in local languages is essential. Implementation of this strategy, facilitated by community and
religious leaders, ensures accurate communication and addresses language barriers.

e Men's Engagement Initiatives: Acknowledging that reluctance from men poses a barrier to service uptake,
proactive campaigns are needed. Engaging men in open discussions, addressing cultural stigma, and promoting
method use through targeted initiatives will help overcome this challenge.

¢ Accessible Facilities: Recognizing that distance and time constraints deter people from availing services, it is
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crucial to expand facilities and establish local/block based centers. This step aims to provide convenient access
to FP, MR, and PAC services, minimizing travel and wait times.

e Comprehensive Referral Support: To mitigate complications, optimizing the referral process is essential.
Offering thorough support and emphasizing the importance of follow-up visits will contribute to a more effective
healthcare system.

e Expand Community Health Worker Network: Acknowledging the accessibility and acceptance of community
workers, expanding their involvement is necessary. Increasing Community Health Worker (CHW) outreach will
provide better access to information and support within the community.

* Incentives for Participation: Recognizing that participation in awareness programs is voluntary and
time-consuming, providing incentives and refreshments at community meetings will encourage interest and
active involvement.

® Policy Development and Coordination: Addressing the lack of coordination among stakeholders, there is a need
for comprehensive policy development. This includes formulating policies for a coordinated approach,
establishing government linkages, and preventing program duplication for a sustainable reproductive health
system.

¢ Research Initiatives: Acknowledging the lack of adequate information about men's views on FP, MR, and PAC
services, rigorous research initiatives are required. This study aims to explore cultural and religious factors,
providing valuable insights to address existing gaps in knowledge and perception.

Conclusion

The study on Rohingya reproductive health highlights progress in awareness and shifting attitudes, yet persistent
myths hinder service utilization. Short-term Family Planning methods are preferred, but socio-cultural barriers
persist. To improve, focus on dispelling myths, addressing barriers faced by women and men, and enhancing
service delivery is crucial. Sustainable changes involve increased facility accessibility, community engagement,
targeted education, and inclusive strategies to overcome stigma and strengthen the reproductive health service
system.
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Exploring Availability, Acceptability,
Misconceptions, Myths and Social Barriers
Related to Family Planning, Menstrual
Regulation and Post Abortion Care Services

Among Forcibly Displaced Myanmar
Nationals (FDMN)




Overview of Rohingya

Crisis

Forcibly Displaced
Myanmar Nationals
(FDMMN) in
Bangladesh has
introduced an
unigue challenges in
delivering
reproductive health
services, including
family planning (FP),
menstrual regulation
(MR), and post-
abortion care (PAC)
services

Reproductive Health

hallenges

The often-neglected
domain of Sexual
and Reproductive
Health (SRH) faces
an urgent need for
effectiveness,
hindered by cultural,
religious, and

U linguistic barriers
specifically affecting
the FDMMN
community

A clear
understanding of
knowledge, attitude,
practices, sources of
information and
ability to access the
SRH services along
with existing
misconceptions,
myths, and social
barriers within the
FOMM community is
vital for effective
SRH service delivery
and planning.

Significance and Impact ‘

Bridge knowledge
gaps to design
effective
interventions,
aiming to reduce
unintended
pregnancies and
enhance
reproductive health
QuUtCOmes amaong
FDOMM.
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Objectives

To understand existing misconceptions, myths and social barriers related to family planning,
menstrual regulation and post abortion care services and availability, acceptability status of
the services among FDMN community in humanitarian context

Explore availability,

Understand the acceptability, Identify approaches Identify approaches
language and local misconceptions, for overcoming for attaining
terminology used by myths and social existing barriers and sustainability of
FDMN to talk about barriers related to improving SRH care quality SRH services
FP, MR, PAC services demand and seeking behaviors for particularly for FP,
in the camp utilization of FP, MR FP, MR, PAC services MR and PAC services

and PAC services
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Study Design

ML

» Cross-
sectional
study design
following
participatory
qualitative
research

@ Ethical approval by BMRC

e Rohingya women and

girls of reproductive
age (15-49 years);
Rohingya men;
Rohingya religious
leaders (Imam) and
local leaders (Majhi);
SRH service providers;
community health
workers/volunteers;
relevant officials from
UNFPA and relevant
NGOs; Key
stakeholders

Study Site
Camps in Ukhiya and Teknaf Upazilas of
Cox's Bazar district
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Methodology
|

s :
1 io
J D o

=
o
B

vy
e

2 Free Listing and Ranking

| -
= Community Action Flan

“ LA
2 «Existing £ | =Numberof KIi: 11 £  »Number of FGD: 8 | *Number of B *Number of COM:
= literatures, 2 oTypesof 7 11 2 Workshop: 1 = 12
e published/unpubli E Respondents: § * Types of .E * Types of E * Types of
@ | shed reports, € | .FDMNwomen & £ Respondents: ?o. Respondents: = Respondents:
% 3""':"35 and other -.E men a  *SRHService p * Representatives = = FDMN women
g re:;;tller;etl;tip R = » Religious leader E providers in the 8 from GOB E’ and girls
S | PACrelated 5 (imam) & local w comps 3 officials, UN 2 * FDMN men
s = leader (majhi) n « Community 5 agencies and a
e é_ = Officials from = health £ NGOs working ‘E
context &  DGFP UNFPA & workers/volunte S for 5RH services 5
and relevant ers 5 E
NGOs working in » Religious leaders o £
SRH sector in (Imam) and local 2 L=
the leaders (Majhi) k- |
humanitarian E
context |
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Findings




Availability & Acceptability of FP, MR &

PAC Service




Available FP Services in the Camp

A Oral Pills

(Dabaif Mashik Card /Maya
(ocecscd) Card / Mayaborif Shukhi
W Femicon)

Injectable
(Depo/ Depo Card/Futa)

Condom
{Fadana/ Baskondul)

FP Methods

Implant

(Phuish/ Neddle/ Rubber)

up

Tar/ Kabati/ Suta/ 10 Years
Method/ Shoromor Jagat
Puja Porai

20



Available MR & PAC Services in the Camp

 MRM
./ (Tablet, Dabai)

P

MVA

(Wash, Injection, Operation,
Machine)

/" g+ \ Holy Water
\& =/ (Pora Pani)

' Amulet
O’ {Tabij)

,)')f . Root
A (Shekor)

/ \

MR and PAC Service
(Khunjari, Gagosol) !
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Attitudes Towards FP, MR, PAC Services

Mixed attitudes persist
towards FP, MR, and PAC
services

Women are usually
perceived as solely
responsible for family
planning

Women are increasingly
accessing FP, MR, and PAC
services independently,
often without informing
others

Some still believe these
services are prohibited in
Islam

The community's attitude
has shifted positively over
time, with increased
knowledge about FF, MR,
and PAC services

Service utilization is
shifting from drug stores
to dedicated service
centers

Misconceptions
contribute to confusion
and indecisiveness among
people regarding service
utilization

More individuals are using
FP services compared to
previous periods

Despite progress, some
individuals still seek
abortion services secretly
from traditional healers or
birth attendants
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Attitudes Towards FP, MR, PAC Services

“ BTG FOIFI] IH TIGIT AT G, IR '
Y. Wﬂ?ﬁ@ﬁﬁi‘wwmﬁiﬁriﬁr 4 '
7 WA (ZETTEE BT M| AT [Pg 207 [
LT (T UET G2 (7 wraa-?ﬁ?%wgw bty Rt g dniedlushag
7 g (RS O S
(O (2% §399 91 SI8LT 0% + N0 7 [F5 ' STWE. GO AT OO B T (o 7
I 305 TGO OIG O T WA Z5e] [FE A (“There has been a lot of change

from what it was before. 4 lot more self-

P ("These are forbidden in Islam. Using these will be a sin ] :
and hove to be occountable to Allah. Imams forbid using these. T s does I e that it has
Many people don't use these for that. Many others want to changed completely”)

have children, many children. They want to hove as many
children as Alfah gives them. What will they do then? Then they
won't use these. Some people do not use these because of the
fear that they might be considered as bad by society”] N
~FIONMN Man

N
£2
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tive methods in the community.
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l?’refm:.-rta'nce for Pills and Injectables

Familiarity
with Short-
Term Family
R Planning in
i Myanmar
Appreciation Comfort and
for Discreet Habituation in
Usage Method Usage
Reason for
Preferring Pills
Emphasison — gpdnjectable ——  Prevalent
Ensuring " Willingness for
Regular Unrestricted
Menstruation Conception
Preference for Openness to
Easy-to-Use Alternatives in
Methods with Case of
Minimal Pain Complications

ST ST WIS S q191%, R0 (Tg=ro A =,
JgS 1% HICA|I A HEANT &Y (AT 2/0 AH
61 {4 B4 (FEUT W, WEF S THE 1 (4T
TE 661 (G Bl SIS (“Regular menstruation occurs
(by taking it). You can get pregnant whenever you want. "By
these for 2 to 3 months, can prevent pregnancy for that time and
again can conceive a baby by not taking it for week”™)

-FDMMN Woman

SHIEl WA BCa 56 4rg| @ﬁ‘ﬂfﬁmmmmm
m,mmm,mﬁwm, 349 (B8 04
(T | AR ZATGEAA (suit) B A1 ST
foE (=g ("Suppose they use pills. If they suffer from
headache, nousea or fatigue, then they change the method.
Then they take injection. Those who are toking injection and do
not suit, they change it with pills”)
-CHW
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Preference for Condom

Reason for not Preferring Condom

« Unfamiliarity

» Limited Application Understanding

* Discomfort

* Reduction of Sexual Pleasure

* Shyness in Collection and Usage

¢ Concerns about Bursting and Potential
Pregnancy

» Privacy Challenges for Storage and
Disposal

* Misconceptions

* Fear of creating the wrong impression

PG U4 AU (P GIM (F2 ] 26G $41
CFEATE (1 G (21 T BT 85T *160s =3 |
9 G 250 FAS HTH N1 | AGET (RUT 851 JH6!1
Egl

“Da not have o place in the home to keep and throw out the condom. Thot
is why feel shame. Thot is why do not wont to use it If children see it that
is @ very shameful feeling.”

-FDMMN Man

5 GNE PRGHE MW B
WAIEdl JHAa2 [W0e 5l /1 SrEy
TGS FAR0S WECST F BT (“Husband
and wife do not get real pleasure if they use it
Husband don't want to use it at. Husbands don't want
to go to the center to collect it”)

-FDMN Woman
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Preference for Implant & IUD

Reason for not Preferring Implant & IUD

» Short-Term Contraceptive Preference
* Limited Knowledge about the methods

* Concerns about Pregnancy Intervals and Family
Conflicts

* Religious Objections

* Anxiety about the Procedures

* Fear of Misplacement

» Cultural Modesty and Discomfort, Especially with
D

* Requirement for Experienced Provider Services

* Concerns about Withdrawal Complications

» Concerns about Removal Uncertainty

» Apprehension of Potential Side Effects and
Infertility

- » Husband's Obstruction

“Zergl 99 foerd, 9 A2ET oA o 9wz
Y4 (1 A9MS o &5, G $E A |
B2g B WECH 34 ). 2919 919 (eerd
(GRET 518 A | BT 51e fSera senrs arsfe,
B MG 290 $ge1 + 29| 23 MEFY) (G, AA0G

LY [“The people of the society say) if any outside object enters
the body, the prayer is not accepted, and the namaz is not accepted.
They say, women do it to stay young. They say... Why did you enter
them into the body? If they are inside the body, the prayer will not be
accepted, You have taken this method, do you not pray?!”)

-FDMN Woman

EES

“ETHT SATF R we Y11 || 96l =09
=11 ST (ATS B 1 SE S (& ST 1es1
W2 B4 A1M0E | WrH] =018 (91 S9re o A1
{"There are still many people who have misconceptions. Think that,
may never be able to conceive again. Don't want to take because it
takes too much time. They are suspicious. They do not want to believe
even if we say”)

-CHW
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Preference of MR & PAC Services

* Convenient to take
like regular
medicine.

» Quick service with
minimal time.

= Avoidance of MVA
procedure due to
fear.

+ Allows discreet use
without informing
others.

&
>

AN

+ Painful and

Not troublesome
Preferring procedure.

MVA = Associated risk of
exposure,

“S71 JUTOE (WG @R [ TS g™ S|
o9 FIRE0 (14t 941 oF 4| (g 7841
AU TIZE Fd00 =W @61 891 ©F ATHI
ffFres otia WI=e W81 831 WS «Tes
Tl &g (M= QIS (P S gdr?
ST ("They prefer to take medicine. They get scared when
they see the MVA syringe. Some equipment is used here which

they fear. They also have many objections to PP They are very shy.
Why do we see their secret place? Like this...")

-Service Provider

G 10 W 1331 = IR I [ = B [ B 1 | i T [
WP STUH SHF P00 197 209 23| 2@ [
(v, 1S (BIFTH (ATY 9 G AP OF 0o
{“There is fear of pain. If the medicine does not work, then has
to do wash. (Service providers) put their hands in, see by
putting the torch; because of this, it is very scary™)

-FDMMN Woman
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Sources to Get FP, MR & PAC Related Information

NGO
Facilities

Neighbors |
& Friends

Sources

Family
Members

Religious
Leaders
(Imam)

Meeting &
Sessions

Communit
y Health
Workers/
Volunteers

! Communit
. yleaders
 (Majis)
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Preference of Sources for FP, MR & PAC Related Information

* Provide effective
counseling and
suggestions

NGO
Facilities

* Provide clear
understanding,
and suggestions

CHWs/
Volunteer

Have trust on
them

* Lack of proper
knowledge
Neighbors W[ iTe -0
information
sharing

(o e Hesitancy in
& openly discussing
Sessions these issues
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Place to Get FP, MR & PAC Related Services

Most Preferred Place to get Service ‘ Least Preferred Place to get Service

NGO Facilities

Women Friendly Space

Service providers communicate effectively
in the local language

Some facilities offer transport support

Women dedicated service (WFS)

Free of cost

Certain NGO Facilities
Drug Store
Facilities outside Camp

Lengthy waiting times.
Lack effective communication of service
providers

Inadequate treatment by service
providers.

Reluctance to obtain medication due to
associated costs (drug store)

Services outside the camp are expensive
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Summary Findings (Availability & Acceptability of FP, MR & PAC Services)

Availability & « Diverse methods of FP, MR, and PAC services are available
Acce55ibility * Community has access to the services
Attitude * Positive shifts in attitudes, particularly among women- but

challenges persist

Trzimanas * Short-term FP methods preferred due to familiarity
¢ Traditional methods initially preferred for MR
Reliable Information * Service providers, Majhis (community leaders), Imams
Sources (religious leaders)

Preferred Service Center « qQuality service provision, friendly service providers, no
Attributes cost incurred & minimal waiting time
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Misconceptions, Myths and Social
Barriers Related to FP, MR, PAC

Services
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Misconceptions and Myths about Pills

Sinful Act
Killing fetus LI;;E;;jlzﬁyfsr:
before
the day of
Pregnancy intercourse
Consumption Creates
of pills implies ds in th
having o wounds in the
L stomach
oermanent i
infertility wombyuterus

“YRC WY (FGT W Gl I
6T N 3 GIRICN FIZG (“Taking the pil
regularly will burn the uterus. Can't get pregnant
anymore, will go to hell”)

- FDMIN Woman

#
,

“B1E1 WA 4 (J, e Lremg =
B M@ 50 SIHE ®5E e
25N FAl" ("They think that taking the pill

means killing the baby before it even comes '\-\.\

into the womb™)
-CHW
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Misconceptions and Myths about Injectables

Sinful Act
Single dose ==
effective for up wounds in
. tooneyear the stomach
Injectable
Leads to Burns the
permanent womb/
infertility y uterus
Causes ' Causes heart
cancer disease

(G Gfel WI512 e =, 9102 T2
afF =%, O30 W AEHI WE A
" [“The uterus will burn, there will be i
sores. Then won't have children anymore™) =
-FDMN Woman

“STEl WA A (S [T @6 =1 =0
(STGT (ST TS| THGI NI 912 S0
&= (&I T TTL” (“They think that fasting
will not be accepted if they take Depo. The fast will
be broken. 5o they stop taking Depo during the
month of Ramadan™)

-Service Provider
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Misconceptions and Myths about Condoms

/f"' Generating
y thoughts of  Considered

an illicit as child'stoy
relationship e

: Cause pain
Co ntalr:-s pork . and infe‘;tiun
oil Y um for men
_'_H_'_'_,_,_.-'-" g n\ ---------"'
..--_,_,_.-o—'-"" . s
Associated [\ pirinishes
] \ sexual
Ml_xs_llms . \ pleasure
(Bedini/Chris
tan) Used by non-
/ religious
individuals %

SIS Q&5 (FYTSS H1fE A1, Zro8 512 A1 | WAL 9
FAGLIE THT (T (e Y AT i FEd (o1 M

(Sfd [*I do not even like to see the condom. | do not like to touch it The oil
that is used for the ciliness of condoms, many peaple said that it is made from

pork oil"}
-FDMMN Woman

“(51 MIENTT 210 2™ TGLH 6 | ZME1°1 W2AE 241
Al (@ F921d 9299 BRI 24 ©esl G o5&l *id
AEE (¥ IEE ETE NI A2 9T A
CATHTA| m CIGE][ | of =3 (“Everyone looks down on it. Bad

people use it. Those who rape must use condoms. It has to be used secretly.

It causes sores”)
-FDMN Man
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Sinful Act

Burns the womb/uterus

Could have adverse body effect

Could lost or misplaced

Could insert into the muscle

Leads to permanent infertility

Last funeral prayer cannot be performed
Prevents the entry into heaven

Deprive from the intercede of Prophet

Deprived of the acceptance of prayers

Misconceptions and Myths about Implants

531 et WfE wIfeTsrE fers = A
I /% =49© (9N @IZ 220Q1 F4)
S{{1E%1 S0 11" (“If dies while having it in

the body, it cannot be removed after death.

Burial with it will be 2 sin. The Prophet will not

intercede”™)
-FDMMN Woman

'

~#[ditad foeq 3@?{ ﬂiﬁﬂ fﬁﬁ'ﬁl a4 9% BCE" ("It runs inside

the body, It sucks the blood from the body”)

-FDMN Man
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Misconceptions and Myths about IUD

Sinful Act
Could have adverse body effect

Could lost or misplaced,

-Create problems during intercourse
-Exleusiue Method for No More Children
Eeads to permanent infertility

Last funeral prayer cannot be performed

Prevents the entry into heaven B

To be deprive from the intercede of Prophet on the final day

To be deprived of the acceptance of prayers

“*TY GINE WEGE N 49 (UD) I |G

GRS 2 JHIF GH [GIA>T O e {25
YR (Y WY G 8F T2 GHW AH T [GI. 29T
GF  WFE (VL. GO DENEY WEEm
T COTIA Y 989 TS IF R ]
COTIIFENE P BE... G TGIT VEE WA WA
IG GV BT BIfG8 CESZ (“The product (IUD)
that is wsed in the secret (uterus] parts is considered very
embarrassing to the husbands. And it is disgroceful to the
Rohingya womenfolk as well..They are not here ot all. They are
completely forbidden in Islom. If you stop conceiving for 10 yeors,
why do | need you? If this method is wsed, many times the

hushond divarces the wife”)
-FDMN Man
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Misconceptions and Myths (MR & PAC Services)

8 E[EE 4] S SHE WE, e [F sAimee afse

S29g BIAEl (F1 291 WEAR @1%, [FIared Iee Il .
W%ﬁnw%%@ﬁ%ﬁmmm@m

(er e, CeTan A0 &S SRS (7| (T 2410

92 Y srieeni| e HES (IR B
mﬂ%ﬁm—ﬁﬂmﬁ—mrﬁﬁwﬁﬂﬁﬁﬁi‘ﬁmw Wmﬂzﬂﬁum P /
(SR (I 291 W= WieTed 9t [6d 29+ A3 (“on ®Hg" ("Taking this drug destroy

Allah! Those who obey Allah will never do this. Doing so would be a sin. You the fetus. It is a sin to spail the .

will be accountable to Allah on the Final Day. Allah will say, | gave you a child, fetus. This will cause sin”) h
why did you damage it? You killed that child. Why did you kill it? That child RN
will not allow his parents to enter Heaven...If the child is killed in this way,
the child will raise complain in the court of God that day™)
-FDMN Woman L '
-
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=
Barrier Related to Receive FP Services for Women

- Family Barrier

Social Barrier

Religious
Barrier, Stigma
&
Misconception

\\ Service Related

/ Barrier

Obstruction from
husband and in-laws

Megative attitudes from
neighbors/community

Discouragement of

religious leaders by : DE:;: t{-]tnf -
associating it with . g
sin
- Unfriendly
Long waiting \
times and behi:'::ig the
facility distance oroviders

Required approval from
husband and in-laws

Fear of divorce or
husband’s remarriage

Risk of disclosing method use to
husbands or in-laws by neighbors

Fear of Concerns about
defamation for side effects or
unmarried girls FUMOrS

Communicatio Withdrawal
n or language CG"'I"PhEatlc-n of
i ong term
barrier
methods
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Fﬁa rrier Related to Receive FP Services for Women

&S S @a%| TAEE [re W w9 G610 | SEE
Ty« s WIACAETE 661 fHT92 201" (“It is an act of sin. It
says that the husband will not be allowed to take it. When Allah gives us,
we have to have children™)

-CHW

GRS STACT WIRSHE 7419 5149 5 #1101 85105m
I 51T [ W2 19209 SR | Graraed =20% [ =z
21 21 51201 51241 20 « WAE11” (“Women cannot
use the method because of their husbands. Women want to use the
method. But, men do not allowed them to use the method.”)

-Maji

WA 2 w91 (39 (7 F =2mEm
g3t qemE TeEreE GAIRed A Al
ST g+ Ol *AuE 8
3 G DIE] + STAl. WEDT @
BE(J, WF 661 w2041 A" T92E
A [actually that's not the thing. they are not
afraid of religious restriction. there afraid of the
people of neighbourhood. they made them feel
shy. they think people will gossip about that,
they also want to take child, that's why they
don't want to take the service.)

-FDMMN Man
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Barrier Related to Receive FP Services for men

Family Barrier

Embracement
& Discomfort

Stigma

Religious &
Social Barrier

Lack of
~knowledge and
misconception

Obstruction from parents Obstruction from wife

Embarrassment Difficulties for
collecting storage and Uncomfortable
: to use
condoms disposal of condom

Fear of creating impression of
having illicit relationship

Fear of judgment for
unmarried men

Suspecting the use of
religiously inappropriate
material

MNegative attitudes from
neighbors/community

Concerns about side Limited understanding about the
effects method
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W

~(FIG 451 T B e w5 oo, H Y g
1 TTHIAT SAHT (e, a1 % YT 9 4 (People
make fun of men, why do they need Fodaono to sleep
with his wife, they talk like this”)

= FRMMN Man

*[F0ET FAIEH TG T TECHE FEUY 95 5 A N9 FAny 99 a9
e, @7 3 = = (A man's biggest obstacle is his wife, Wife doesn't
want husband to use condom because they don't feel pleasura”)

= FDMN Man

arrier Related to Receive FP Services (Men)

“Hf rHiE ITEE " T TE0NE e A,
W (AR FE FE, (T (FTAE (A
ATEG] HEE S, W (%] S SR 9 o

(505" (“If the wife does nat have a child for any
method, people ask his husband that, why he is
not having child while my wife is having another
child”)

<FDIMN Man
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'Barrier Related to Receive MR and PAC Services

. - Obstruction from Required approval from Fear of divorce or
Family Barrier husband and in-laws husband and in-laws husband's remarriage
MNegative attitudes from . . .
neighbors/community Risk of public exposure during disputes
Discouragement of Concerns
L Fear of Fear of
religious leaders by s : about
associating it with mm;\;lttmg ﬂm:?d" ::; consequence
sin 8 or rumors
Long waiting times and Fm?:::" Lig;t:g:ﬂ;:der Fear of legal
facility distance P o obligations
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r’_Tiiarrier Related to Receive MR and PAC Services

Y
] WIETEETH SIS 5% GIR PI0GE WAE Gl S| F0GE T+ 341 A7 %)
R WA A, A G, AW T XS (U A AL WEATH (@ oD ‘hﬂﬁﬁﬁgﬁf@%ﬁﬁwﬁ
BAMHE =@ 251 e S, WA [ 0, S G A 6, T . %’*‘W*mi S| W_m
T SAGTE CETET 2178 (U, W71 7S Fa, Gt ATaTs (RO o SIS0 | 1 710 Ty WA @R SR GUA A A G A J
wif=ren = A FET R S e fE OO (i any young girl wants to take that CGF=T == = ("Deing s0 would be a sin.

Doing abortion, spoiling the fetus would

be a sin. A life will be wasted. They refrain

from doing this out of fear of Allah. Killing \
= lifeis not a good thing")

service then everyone will call her fazera. Fazira means they do not have any value.

Everyone will consider her as a bad girl....Everyone will call her bed girl. They will not care

to her... if the girl visit neighbourhood, then her head will be saved, the dust remaover will .

be tied in their neck, this is how they will be taken from door to door. Everyone will know A
~FDMN Waoman 1

that she is a bad girl. They finish her life”) \
=-FDIIN Wornan

b

A
\

3
—
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Barriers Related to Providing Services at Facility

b

(@ e STIE 2(P= 811 [ATe 6rF F8, e wE “HiferHd TQATY 5l 4.

@il AzArel fATS (79 AL SIS AR 4= FELES SIS WS

W AP6! (G NI “d SLNP ST AP 5 A0S | L e T A SRl S )
RIEG =1 201 S @eite b1 W11 (HEE6 2 wbE WG B ®=0S BT A /
WE | WG WA SR, (@ F130 5249 S99 ("They left in the middle of the

CIA=E &g IS0 7T AT, AP A AT ) (“Most of service...Even if when asked to come for

the time they want to take it but the husband and mother-in-law don't ~— follow-up, they don't come. They

allow it...Many people have the idea that menstruation stops after taking basically don't want to listen to us”) \
depo. They do not want to come if not getting the period again. After -Service Provider

getting period then comes. There are also many people who take only
one pill on the day of intercourse and do not take it for the rest of the =
day”)

-Service Provider
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Barriers Related to Providing Services at Community

Requests for
transportation
support and
incentives from
health workers.

Community Legal threats for Restrictions on
humiliation for aiding MR service discussing certain
discussing FP, MR & without family methods during
PAC services consent counseling

Confrontation from
the client's family Potential backlash
and leaders, for service-related
especially if iS5Ues or rumors
unmarried

Prohibition on
community health
waorkers engaging in
conversations
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Barriers Related to Providing Services at Community

“EYIHFT JA PICIFE 7 JA0C T AP Y
NG SEE AT IT AT SRS Y FEET FET
(Ble T TS T I E’Zﬁf? BT [“imam says that those
CHW try to make them understand, nameaz (prayer) will not be accepted, if
you see their face. It's a sin to talk with these girls like talking to boys...")

- FDMN Woman

someone do not get the service as promised”)

« <% U1 TG IEGar (@f = | 821 94+ (5[ § (o1d
1Y, FGESEl STHE ST S L% 9929 S|
YT SIEE MENEGS FE | SWAS FF S0E T

WIRAAT STHATE GBS (RH 1" (“CSWs face this abstacle more.
When they go door to door, the husbands treat them badly. They also
abuse them in unspeakable language. There are many blocks where smajis

do not allow them to enter”)
-Service Provider

:L

— “ @ YATS 1 AT OF WAHATE SR $d| 61 ($EF FA0S 2| SHS
A YA 20S | FY S G A O A J0F 2 SWRacs 2

b b TG | ﬂ‘ilﬁq =0 =" (“1f they can't manage to withdraw the method, they attack us. We have to
face it. Many questions have to be faced. We have to face these questions when we go to the block after

-CHW
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Summary Findings (Misconceptions, Myths and Social Barriers)

Misconceptions .

Barrier to get
service

Barrier to .
provide service

FP, MR, and PAC services hindered by societal misconceptions and
barriers

Beliefs range from viewing services as sinful to fears of divine
consequences

» Familial restrictions, societal pressures, religious misconceptions

and the need for permission obstruct women from seeking services

Societal stigma and embarrassment impede men from seeking
services

Societal resistance, misguidance, discouragement, clients’ misuse of
methods and reluctance towards side effects complicate service
delivery
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Attaining Sustainability Related

to FP, MR, PAC Services




Attaining Sustainability (Suggestions from Stusd Participants)

Enhance and oversee Majis and Imams' involvement in community counseling
Intensify targeted community meetings

Prioritize couple and family counseling at facilities
Appoint CHWs for home-based counseling
Emphasize counseling for male members

Provide refreshments during sessions

Incentivize long-term methods (Implant & IUD)
Introduce incentives for small families

Expand facilities and service providers

Ensure 24/7 service availability

Develop policy for government linkage

Establish coordination with stakeholders

Prevent program duplication in the camp
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Improving on-going Services (Suggestions from Study Participants)

Scale up facilities and sincrease ervice providers

Establish local centers (near blocks) for increased accessibility
Ensure 24/7 facility availability

Improve communication in local languages

Ensure respectful client treatment

Provide supplementary medicines

Offer transport services

Provide short-term methods at home for community outreach
Simplify withdrawal services for IUD and implements
Streamline referral processes

Increase the number of Community Health Workers (CHWSs)
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Study Recommendation

Recognizing prevalent religious misconceptions surrounding FP, MR, and PAC services, it is crucial to
Targeted Aw 1 . initiate community-based awareness programs led by religious leaders. This effort aims to dispel
misconceptions while emphasizing the compatibility of these services with Islamic principles

Given linguistic differences within the Rohingya community, precise information dissemination in local
languages is essential. Implementation of this strategy, facilitated by community and religious leaders,
ensures accurate communication and addresses language barriers

Acknowledging that reluctance from men poses a barrier to service uptake, proactive campaigns are
Men's Engagement Initiatives  needed. Engaging men in open discussions, addressing cultural stigma, and prometing method use
through targeted initiatives will help overcome this challenge

Recognizing that distance and time constraints deter people from availing services, it is crucial to expand
facilities and establish local/block based centers. This step aims to provide convenient access to FP, MR,
and PAC services, minimizing travel and wait times

To mitigate complications, optimizing the referral process is essential. Offering thorough support and
emphasizing the importance of follow-up visits will contribute to a more effective healthcare system
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Study Recommendation

Acknowledging the accessibility and acceptance of community workers, expanding their involvement is
Expand Community Health necessary. Increasing Community Health Worker (CHW) outreach will provide better access to
Worker Network information and support within the community

Recognizing that participation in awareness programs is voluntary and time-consuming, providing
Incentives for Participation incentives and refreshments at community meetings will encourage interest and active involvement

Addressing the lack of coordination among stakeholders, there is a need for comprehensive policy
Policy m'““p“;nt and development. This includes formulating policies for a coordinated approach, establishing government
Coordination

linkages, and preventing program duplication for a sustainable reproductive health system

Acknowledging the lack of adequate information about men's views on FP, MR, and PAC services,
rigorous research initiatives are required. This study aims to explore cultural and religious factors,
providing valuable insights to address existing gaps in knowledge and perception
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