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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 
e�ective 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.

Summary

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)
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Introduction

Women in Rohingya community residing in 
Bangladesh as FDMN are disproportionately a�ected 
by sexual and reproductive health (SRH) hazards, 
including sexual and gender-based violence (SGBV), 
unexpected pregnancies, and limited access to quality 
SRH services¹ . This situation is exacerbated in 
overcrowded camps where SGBV is rampant, and 
healthcare access is restricted² . Despite e�orts 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 o�ering FP, MR, and PAC 
services, significant barriers remain due to cultural 
and linguistic di�erences, 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 
contraceptives³. 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

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

Explore 
decision-
making 
processes 
for FP, 
MR, PAC 
services

Reveal 
suggestions 
for 
improving 
utilization of 
FP, MR, 
PAC 
services in 
terms of 
quality 

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 
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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.

Findings
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.

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).

Knowledge, Attitudes and Practice on Family
Planning
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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 Di�erent 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%).
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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 IUDs can't 
be used immediately post-abortion and 69% think that tubectomy reduces the ability to work hard.

Possible Determinants Adjusted
Odds Ra�o  SE P Value 95% CI 

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 interven�on) 
Camps with facility interven�on 1.66 0.24 <0.001 1.25 2.19 
Ever A�ended School or Madrasa(Ref :No) 
Yes 1.01 0.13 0.96 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 

 

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

*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).
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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.

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

Knowledge, Attitudes an
Practice on Menstrual Regulation (MR)

Menstrual Regulation (MR) Awareness and 
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
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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 di�er 
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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Possible determinants Adjusted
Odds ra�o SE P value 95% CI 

Lower Upper 
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 Interven�on) 
Camps with Facility Interven�on 1.82 0.26 <0.001 1.38 2.41 
Ever A�ended 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 

 

Table 2: Factors Associate with Attitude on MR: Results of Binary Logistic Regression

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

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 

Conclusion

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.

Recommendations
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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 a�ecting 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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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 
a�ecting 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.

Summary
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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 e�ective 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.

Introduction

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 
the 
language 
and local 
terminology 
used by 
FDMN to 
talk about 
FP, MR, 
PAC 
services in 
the camp

Explore 
availability, 
acceptability, 
misconceptions, 
myths and 
social 
barriers 
related to 
demand and 
utilization of 
FP, MR and 
PAC services 

Identify 
approaches 
for 
overcoming 
existing 
barriers 
and 
improving 
SRH care 
seeking 
behaviors 
for FP, MR, 
PAC 
services 

Identify 
approaches 
for 
attaining 
sustainabili
ty of 
quality 
SRH 
services 
particularly 
for FP, MR 
and PAC 
services



73

Research Design

POPULATION

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 
o�cials from UNFPA and relevant NGOs, Key stakeholders 

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

DESIGN
Cross sectional study design following participatory
qualitative research.

STUDY
 PERIOD February’23 to October’23

ETHICAL
APPROVAL

EEthical approval from Bangladesh Medical Research Council

FUNDED BY UNFPA and 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 (KIIs): 11 interviews were conducted with FDMN women and men; Religious leader 
(imam) and local leader (majhi); O�cials 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).

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 o�cials, UN agencies 
and NGOs working for SRH services.
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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 o�ering quality 
care without extended waiting times and costs.

Findings

“আসেল এটা হে� ক�াে�র একটা িনয়ম। মােন হে� ওরা েমেয়েদরেক 
একট�  ইয়া করেত চায় আরিক। ফ�ািমিল ��ািনং েযটা আেছ েসটা েমেয়রা েবিশ
ইউজ কের। েছেলরা ইউজ করেত চায় না” (“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.”)

“�থম েয অব�া িছল, আেগর েথেক অেনক অেনক পিরবত�ন হেয়েছ। 
িনেজর েথেকও অেনক সেচতন হেয়েছ….তারপেরা এটা পুেরাপুির েয ইয়া 
হইেছ েতমন িক�, না” ("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”)

Availability & Acceptability of FP, MR &
PAC Service

In the camp, FP services, locally termed "Azadur," o�er 
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 

Desk review: Existing literature, published/unpublished reports, articles and other documents related to FP, MR, 
PAC related services in humanitarian context

Key Informant Interviews (KIIs): 11 interviews were conducted with FDMN women and men; Religious leader 
(imam) and local leader (majhi); O�cials 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).

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 o�cials, UN agencies 
and NGOs working for SRH services.

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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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

Implant
-Sinful Act
-Burns the womb/uterus.
-Could have adverse body e�ect
-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

IUD
-Sinful Act
-Could have adverse body e�ect
-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

“খাইেত খাইেত েপড’র আত �িল যাইিল, বা�া ন 
হ, জা�ােম যাইেবা” (”Taking the pill 
regularly will burn the uterus. Can't 
get pregnant anymore, will go to 
hell”)

- েরািহ�া নারী (FDMN Woman)

"ইতারা গার িভতের, গায় বাইেরর ত� ন িচজ 
গলাই িদেল ইয়ার বেল এবাদত কবুল ন হ, 
নামাজ কবুল ন হ। ইয়ান হইত�  চায় মায়ােপায়া 
ইন িদ। …ইয়ার গার েভতের িকন েডই�া গলাই 
রাখখেস। উ�া গার িভতের গলাই থাকিল, 
ইয়ান িদেল ইবাদত কবুল ন হয়। ইয়া মাইরযু� 
েয, নামাজ ন পড়?" (“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
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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 di�culties 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
 

Barriers Related to FP & MR Services

Barriers Related to Receive FP, MR and PAC 
Services

Barriers Related to Providing FP & MR Services

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

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
-Di�culties in hiding method
-Limited understanding and discomfort with the 
method
-Fear of judgment, particularly for unmarried men

• Resistance from husbands and in-laws

• Community-wide opposition and restrictions on 

facility access despite counseling e�orts

• 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 e�ects 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

• Comprehensive e�orts needed to address these 
challenges for e�ective reproductive health 
service delivery.

“ইবা িনেল জােয়জ না, ইসলামত্ হারাম…এবা জােয়জ না, ইসলােম 
জােয়জ না। এবা জােয়জ না…” (“These processes are not 
religiously legal, it is haram in Islam…these are 
not legal, these are not legal in Islam ”)

- েরািহ�া নারী (FDMN Woman) 

 “মইরেল জানাযা ন হইবু। জামাইেয় মইরেল মাফ িদত�  ন, ইন �নাহ। ইন �নাহ 
পিরবার ভাি�” (“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”)

  - েরািহ�া নারী (FDMN Woman)
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• Women's barriers to accessing FP and MR 
services:
-Familial restrictions, requirement of husband's 

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
-Di�culties in hiding method
-Limited understanding and discomfort with the 
method
-Fear of judgment, particularly for unmarried men

• Resistance from husbands and in-laws

• Community-wide opposition and restrictions on 

facility access despite counseling e�orts

• 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 e�ects 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

• Comprehensive e�orts needed to address these 
challenges for e�ective reproductive health 
service delivery.
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• Increasing the number of dedicated facilities
• Establishing separate centers near communities 
or blocks
• E�ective communication in local languages
• Respectful treatment of clients
• Provision of supplementary medicines for client 
satisfaction
• O�ering transport services
• Providing incentives for long-term methods
• Ensuring 24/7 facility availability
• Streamlining referral processes
• Increasing the number of Community Health 

• Regular counseling sessions with religious 
leaders to overcome stigma
• Involving religious leaders in community 
outreach
• Creating awareness through 
demographic-specific meetings
• Emphasizing couple and family counseling
• Appointing dedicated Community Health 
Workers (CHWs)
• Generating interest by o�ering incentives and 
refreshments
• Enhancing services by increasing facilities

“শরম জাগাত মাইে� গের এবা (IUD) অইলে� িনজ জামাইর লাই এ�ার শরম �জিনস। আর আরার েরািহ�া মিহলা েয আেছ উন ওর লাই 
এ�ান শরিম�া �জিনস…” (“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”)
- েরািহ�া পু�ষ (FDMN Men)

“ইমামরা বুঝায়, িসডাি�উ যারা বুঝােত যায় ওেদরেক েদেখ নামাজ পরেল নামাজ হেব না। তােদর সােথ কথা বলা েছেলেদর সােথ কথা বলার 
মেতাই �না” (“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...”)
- েরািহ�া নারী (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

Workers (CHWs)
• 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 e�ectiveness of reproductive 
health services.

• Ensuring 24/7 availability of services
• Setting up facilities in or near camps
• Strengthening the entire system through policy 
development
• Establishing institutional linkages with existing 
government facilities
• Coordinating among service providers
• Avoiding program duplication in camps
• These focused strategies collectively contribute to 
a sustainable and inclusive reproductive health 
service system.
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• Increasing the number of dedicated facilities
• Establishing separate centers near communities 
or blocks
• E�ective communication in local languages
• Respectful treatment of clients
• Provision of supplementary medicines for client 
satisfaction
• O�ering transport services
• Providing incentives for long-term methods
• Ensuring 24/7 facility availability
• Streamlining referral processes
• Increasing the number of Community Health 

• Regular counseling sessions with religious 
leaders to overcome stigma
• Involving religious leaders in community 
outreach
• Creating awareness through 
demographic-specific meetings
• Emphasizing couple and family counseling
• Appointing dedicated Community Health 
Workers (CHWs)
• Generating interest by o�ering incentives and 
refreshments
• Enhancing services by increasing facilities

Improving on-going FP, MR, PAC Services Attaining Sustainability of FP, MR, PAC 
Service

Workers (CHWs)
• 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 e�ectiveness of reproductive 
health services.

• Ensuring 24/7 availability of services
• Setting up facilities in or near camps
• Strengthening the entire system through policy 
development
• Establishing institutional linkages with existing 
government facilities
• Coordinating among service providers
• Avoiding program duplication in camps
• These focused strategies collectively contribute to 
a sustainable and inclusive reproductive health 
service system.

 Recommendation

• 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 e�ort 
aims to dispel misconceptions while emphasizing the compatibility of these services with Islamic principles.

• Local Language Information: Given linguistic di�erences 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.

• 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 

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.

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

• 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.
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• 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 e�ort 
aims to dispel misconceptions while emphasizing the compatibility of these services with Islamic principles.

• Local Language Information: Given linguistic di�erences 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.

• 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 

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.

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

• 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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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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