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Abstract

The Rohingya people have been forcibly displaced from Myanmar, a country with a conservative
abortion law, to Bangladesh, a country that allows menstrual regulation (MR) up to 12 weeks of
pregnancy. At present, about 1 million Rohingya are residing in the refugee camps in Cox’s Bazar. Very
little is known about how these Rohingya women are managing unintended pregnancies.

We will be gathering mixed method pilot data in Q3 2021 to improve our understanding of the
management and consequences of unintended pregnancies in this population via surveys with providers
of MR or postabortion care (PAC) in and around the camps; a household-based sample of women of
reproductive age in the camps with varying degrees of health care access; and qualitative interviews
with men, informal providers (traditional birth attendants, drug sellers, Burmese non-medical doctors),
and community leaders (imams, teachers, mahjis). The pilot data will be used to inform the modification
of the study design and instruments before full study implementation.

Results from the pilot study will include preliminary evidence, fieldwork experiences, strategies for how
to collect data on this sensitive behavior among this fragile population, necessary modifications to the
tools as a result of the pilot experience, and surprising findings.

Summary of study plans

The Rohingya people have been forcibly displaced from Myanmar, a country with a conservative
abortion law, to Bangladesh, a country that allows menstrual regulation (MR) up to 12 weeks of
pregnancy. At present, about 1 million Rohingya are residing in the refugee camps in Cox’s Bazar. The
Ronhingya are living under very difficult conditions in refugee camps after experiencing extreme
disruption to their communities and families. Very little is known about how Rohingya women are
managing unintended pregnancies.

We are conducting a study to understand whether the current supply of services is meeting demand,
whether the formal providers who are providing MR in the camps are experiencing difficulties in
meeting the demand, what medications informal providers are offering to women to terminate
pregnancies, what women may be doing on their own without any interaction with any type of provider,
how they are accessing those methods, what kinds of complications they are getting as a result of these
methods and whether they are accessing care for those complications. In addition, we intend to include
the perspectives of men who serve as heads of household and gatekeepers on women’s movements and
many family decisions. The study will be getting ethical approval from the Guttmacher Institute’s
Institutional Review Board as well as BRAC's JPG School of Public Health Ethics Review Board.



The first phase of the study will be to conduct a rigorous pilot of the study protocol and instruments in
Q3 2021. Part of the reason to conduct such a rigorous pilot is because abortion is always a sensitive
subject to study, all the more so in conservative societies such as that of the Rohingya. Gathering
reliable data on abortion relies on thoughtful study design, drawing on the latest evidence about how to
increase the likelihood of capturing abortion experiences. Furthermore, as this is a population is living in
a fragile context, capturing such data may be even more complex than in other locations. The pilot will
give us a chance to experiment with different field protocols, test different survey modules, and assess
how both are impacting the quality of data that we are able to collect.

In addition to the core questions on menstrual regulation, abortion and PAC, we will also be using the
household survey to explore how those experiences intersect with health literacy, desire to avoid
pregnancy, sexual autonomy, numeracy, chronic stress and violence at the individual level.

The sample size we will be aiming for in the pilot are as follows:

SUMMARY OF PILOT SAMPLE SIZE PER STUDY COMPONENT
Informal
provider Men IDIs
Formal .
. Household Community (Burmese
provider
surve survey leader IDIs doctors/drug
v sellers/TBAs)
IDIs
Total 10 40 4 6 4

After the pilot, and still in Q3 2021, we will conduct preliminary analyses of the pilot data, taking into
consideration possible effects of the protocol on the quality of data collected. The findings from the
pilot study will include both reflections on what worked well in the study protocol (recruitment strategy,
location of interviewing, duration of interview, remuneration offered) as well as examining how word
choice and question placement impacted respondents’ answers including what they were willing to
disclose. The study team will hold an advisory panel meeting in Q3 to share the pilot results with the
experts who serve on the advisory panel to solicit their feedback and guidance on how the pilot results
should impact the design of the full study. This paper will present pilot findings on menstrual regulation
(MR), abortion and postabortion care (PAC) services which are available to and being used among
Rohingya women in refugee camps in Bangladesh.

The fielding experience as well as the results from the implementation of the study tools will be used to

inform the design of the full study which will begin either in Q4 2021 or Q1 2022. The sample sizes of the
full study are as follows:

SUMMARY OF SAMPLE SIZE PER STUDY COMPONENT
Formal Informal
. . Household | Community [ provider Men IDIs
Study site provider
surve survey leader IDIs | (Burmese
y doctors/drug




sellers/TBAs)
IDIs
More health care access points TBD 700 6 18 6
Camp A - 350 3 9 3
Camp B - 350 3 9 3
Fewer health care access points TBD 700 6 18 6
Camp X - 350 3 9 3
CampY - 350 3 9 3
Rest of the camps TBD -- -- -- --
Total 75 1400 12 36 12

Data triangulation from providers and women in need of reproductive health services, as well as in-
depth interviews with men, community leaders and informal providers will allow us to examine
management of unintended pregnancy from various critical angles in the community. We expect that
this approach will enrich our understanding of women’s and men’s decision-making around pregnancy
termination and possible care-seeking for complications. The full study will provide information that will
help fill in current gaps in knowledge on women’s experiences getting MR, abortion and postabortion
care in refugee camps in Cox’s Bazar, Bangladesh as well as formal and informal providers’ experiences
serving the abortion-related needs of this population. These results will provide much-needed evidence
on Rohingya women'’s access to and use of MR, abortion, and PAC both to inform the situation in the
camps as well as to improve our knowledge base about collecting data on pregnancy termination in
humanitarian crisis contexts. The results of the full study will point to information and service priorities
required to support Rohingya women to control the number and timing of their children in the
extremely precarious situation in which they are living.



