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Foreword 
UNICEF Bangladesh has been closely working with Government of Bangladesh (GoB) and 
development partners in the areas of Health, Education, Nutrition, WASH, Child Protection, 
Gender-based Violence (GBV), and awareness generation on services in responding to the 
Rohingya crisis across the border into Cox’s Bazar, Bangladesh. In line with the Core 
Commitments for Children (CCC), UNICEF has been implementing several communications, 
social mobilization, and community engagement interventions aimed at improving access of 
the affected population to key life-saving information, services, and feedback mechanisms. In 
collaboration with sectors and partners from the Communication with Communities (CwC) 
Working Group under the Inter Sector Coordination Group (ISCG), UNICEF has so far 
conducted a desk review1 of the socio-cultural and behavioural context to inform 
interventions; developed and disseminated messages and materials on key life-saving 
behaviours and practices; advocated with government to increase coverage of media 
channels; trained partner frontline workers, community, and religious leaders on Interpersonal 
Communication (IPC) and community mobilization; and commissioned radio broadcasting and 
initiated radio listeners clubs in partnership with the relevant line ministries and international-
national-local NGOs.

To foster the analysis and use of evidence to inform actions and measure progress, UNICEF 
commissioned Innovations for Poverty Action (IPA), a global non-profit organization to conduct 
this baseline survey to determine the current level of Knowledge, Attitudes, Practices, and 
Behaviours (KAPB) in relation to key children and women issues of the Rohingya and host 
communities in Teknaf and Ukhia upazilas of Cox’s Bazar district. The survey was conducted 
between May and August 2018 using structured and semi-structured questionnaires, and sets 
a baseline for follow-up progress tracking through midline and endline studies. IPA 
interviewed adult male and female members of the households of both Rohingya camps and 
host communities. IPA also interviewed Community Mobilization Volunteers (CMVs), model 
mothers of the Information Feedback Centres (IFCs), health workers, volunteers, teachers, 
and religious/community leaders such as Imams and Majhis.

We expect that this baseline survey report will be useful to the policy makers, researchers, 
development partners, and other stakeholders working on Rohingya emergency response to 
understand the Rohingya and host communities better. 

1Social and cultural factors shaping health and nutrition, wellbeing and protection of the Rohingya within 
a humanitarian context, Social Science in Humanitarian Action, Rapid Synthesis Series, UNICEF & IDS, 
October 2017, www.socialscienceinaction.org
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Rohingya boys Mohammed 
Rafique, 8, and his best friend 
Ekram, 5, look out from the 
top of a hill at the Unchiprang 
spontaneous site, Cox's Bazar 
district, 7 January 2018. Both their 
families fled violence in Myanmar 
directed against them and other 
members of the Rohingya ethnic 
group. "We climb this mountain 
two or three times per week," 
says Mohammed, “we like it up 
here because we can see the 
whole camp below us.”

©UNICEF/UN0157346/Nybo
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Child-friendly 

Space (CFS)
Child-friendly Spaces (CFSs) are widely used in emergencies as a first 
response to children’s needs and an entry point for working with affected 
communities. Because CFSs can be established quickly and respond 
to children’s rights to protection, psychosocial well-being, and informal 
education, CFSs are typically used as temporary supports that contribute to 
the care and protection of children in emergencies.

Community 

Health

Worker (CHW)

Community Health Workers (CHWs) are members of a community who are 
chosen by community members or organizations to provide basic health and 
medical care to their community. They are capable of providing preventive, 
promotional, and rehabilitative care to these communities. Other names for 
this type of health care provider include village health worker, community 
health aide, community health promoter etc.

Community 

Mobilization 

Volunteer (CMV)

Community Mobilization Volunteers (CMVs) ensure the day-to-day information 
dissemination through Interpersonal Communication (IPC) on key life-saving 
practices with the families across all the Rohingya camps especially for 
women, children, and adolescent girls and boys. Each of them spending 
about 7 – 8 hours per day CMVs were recruited by BRAC under a UNICEF-
funded initiative. BRAC has a network of CMVs who are trained, supervised, 
and incentivised to disseminate critical messages on health, hygiene, 
sanitation, nutrition, and protections through evidence-based systematic IPC. 

Complementary 

Feeding

Complementary feeding is defined as the process starting when breast milk 
alone is no longer sufficient to meet the nutritional requirements of infants, 
and therefore other foods and liquids are needed, along with breast milk.  

Hafez Khana Formal Islamic educational institution where Muslim students memorize the 
Holy Qu'ran and become Qu'ran-e-Hafiz/Hafiza.

Higher 

Education

Education in a college or university where specialized subjects are studied at 
an advanced level leading to award of an academic degree. Higher education, 
also called post-Secondary education, third-level or tertiary education, is 
an optional final stage of formal learning that occurs after completion of 
Secondary education.

Glossary of Terms 
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Higher 

Secondary 

Certificate (HSC)

Higher Secondary Certificate, also known as HSC or Intermediate or +2 
examination, is a public examination taken by students of intermediate 
college (junior college) after completion of Grade 12. 

Hijab A veil worn by some Muslim women, which usually covers the head and 
chest. The term can refer to any head, face, or body covering worn by Muslim 
women that conforms to Islamic standards of modesty.

Imam Most commonly used as the title of a worship leader of a mosque and 
Muslim community among Sunni Muslims. In this context, Imams may lead 
Islamic worship services, serve as community leaders, and provide religious 
guidance.

Information and 

Feedback Centre 

(IFC)

Information and Feedback Centres (IFCs) are located at the strategic locations 
in the Rohingya and host communities to meet the gap in information 
provision and engagement with affected communities. IFCs ensure two-
way communication by providing key life-saving messages to affected 
communities as well as receiving and responding to complaints, feedback, 
and queries through a digitised community response system. 

Kabiraj An informal primary health care provider, colloquially called Kabiraj who is a 
first line health care provider in the community. Majority of the community 
people, especially people of low socioeconomic status, usually first approach 
Kabiraj with their medical problems before they move to graduate physicians 
for modern treatment. They usually use local medicinal plants based on their 
indigenous knowledge.

Madrasa An educational institution for the study of Islamic religion though this may not 
be the only subject studied.

Majhi A community leader who is in charge of a block of a Rohingya camp. One 
block typically consists of around 100 households. Individuals from Rohingya 
community are appointed as Majhis by the government to support the camp 
management and law and order enforcement authorities.

Maktab Maktab is an Islamic elementary school. 
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Masjid Miking Dissemination of social and other important messages through the public 
announcement loudspeakers in the Masjid.

Modern Device Objects that are usually made of both hardware and software. In this context, 
an electronic device for purifying water. 

Muazzin A Muazzin is a person appointed in a mosque who is responsible for reciting 
the call for prayers (Azaan) from the mosque five times a day, traditionally 
from the minaret of a mosque summoning Muslims for mandatory worship. 
In modern times loudspeakers have been installed on the minarets for this 
purpose. The community depends on him for an accurate prayer schedule.

Paramedic A person working in an auxiliary capacity to a physician for administering 
injections or taking X-rays etc. Paramedics are also trained to give emergency 
medical care to people who are seriously ill with the aim of stabilising them 
before they are taken to health care facility.

Primary 

Education

In Bangladesh Primary education refers to the completion of Grade 5 or 
equivalent and/or passing the Board examination after the completion of 
Grade 5 (i. e., PSC - Primary School Certificate).

Qu'ran-e-Hafiz/

Hafiza

Qu'ran-e-Hafiz is a term used by Muslims for someone who has completely 
memorized the Quran. Qu'ran-e-Hafiza is the female equivalent.

Religious Leader A person who is recognized by a community and/or a religious body having 
authority on religious issues. 

Separated 

Children

Children who have been separated from both parents or from their previous 
legal or customary primary caregivers, but not necessarily from other 
relatives. These may, therefore, include children accompanied by other adult 
family members. 

Shasthya Shebika 

(SS)/Shasthya 

Kormi (SK) 

Community-based female health volunteers or Shasthya Shebikas (SSs) 
introduced by BRAC who conduct health promotion sessions and educate 
families on nutrition, safe delivery, family planning, immunization, sanitation, 
and hygiene. They are trained to treat common medical conditions, to promote 
a wide variety of health behaviours, and to refer patients to preventive and 
curative services as appropriate. They also sell health products, such as basic 
medicine, sanitary napkins, and soap. They are supervised by higher-level 
Community Health Workers (CHWs) called Shasthya Kormis (SKs).
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Skilled Birth 

Attendant

An accredited health care professional such as a midwife or nurse who 
is educated and trained to manage normal (uncomplicated) pregnancies, 
childbirth, and the immediate postnatal period, and in identification, 
management and referral of complications in women and newborns.

Shotin Husband's other wife is called Shotin, a practice where the husband has more 
than one wife at the same time.

Some Primary Studying any class in Primary phase between Grade 1 and 5 or equivalent but 
without completion of Grade 5 Board examination (i. e., PSC).

Some Secondary Studying any class in Secondary phase between Grade 6 and 10 or equivalent 
but without completion of Grade 10 Board examination (i. e., SSC – 
Secondary School Certificate).

Secondary 

School 

Certificate (SSC) 

Secondary education refers to the completion of Grade 10 or equivalent and/
or passing the Board examination after the completion of Grade 10.

Temporary 

Learning Centre 

(TLC)

Temporary Learning Centres (TLCs) are facilities where children have the 
opportunity to learn in a protected environment. Caregivers not only teach 
the basic Primary school subjects through semi-structured learning but also 
encourage artistic expression and recreation, which help the children deal 
with the stress they are under during an emergency. 

Total 

Expenditure

This survey considers ‘total expenditure’ to mean only cash expenditure. 
Consumption on deferred payment was not included.

Traditional Birth 

Attendant

A person who assists a woman during labour and delivery with skills learned 
by apprenticeship or personal experience rather than by formal training.

Traditional 

Healer/Village 

Doctor

An informal primary health care provider and/or drug vendor who usually 
practices allopathic medicine in the rural community. Some of them also 
practice homeopathic or other traditional medicine. They usually attend formal 
or informal courses/training in a doctor’s chamber or in a drug store.

Unaccompanied 

Children

Children who have been separated from both parents and other relatives and 
are not being cared for by an adult who, by law or custom, is responsible for 
doing so.

Source: Internet
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Abbreviations

AIDS Acquired Immunodeficiency Syndrome 

ANC Antenatal Care

CIC Camp-in-Charge

C4D Communication for Development 

CMV Community Mobilization Volunteer

CwC Communication with Communities 

HIES Household Income and Expenditure Survey

HIV Human Immunodeficiency Virus 

KAPB Knowledge, Attitudes, Practices, and Behaviours

MICS Multiple Indicator Cluster Survey

ORT Oral Rehydration Therapy 

PNC Postnatal Care

SBCC Social and Behaviour Change Communication 

REVA Rohingya Emergency Vulnerability Assessment

UNICEF United Nations Children’s Fund

WASH Water, Sanitation, and Hygiene
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EXECUTIVE
SUMMARY

Rohingya adolescent girl Saleha, 
10, looks out of her family's 
shelter in Kutupalong makeshift 
camp, Cox's Bazar district, 
11 January 2018. Across the 
refugee camps in Cox's Bazar 
district, children can be seen 
flying kites. "I don’t know any 
other girls in the camp who fly 
kites. I am the only one,” says 
Saleha, "when I fly my kite, I feel 
joy.” Saleha made her kite using 
discarded materials found in the 
camp. “I made this kite out of 
bamboo sticks and plastic,” she 
says. Saleha attends a UNICEF 
learning centre and is one of 
more than 656,000 Rohingyas 
who fled violence in Myanmar 
beginning August 25, 2017. 
“Many of my neighbours were 
killed in Myanmar,” says Saleha.

©UNICEF/UN0157364/Nybo
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Members of the Rohingya community from Myanmar have sought refuge in 

Bangladesh at least since the 1970s. Increased attacks on the Rohingya community in 

Myanmar, following August 2017, led to a large increase in migration to Bangladesh. 

As of 24 May 2018, more than 905,000 Rohingya individuals have moved to 

Bangladesh and are mostly living in Rohingya camps in Cox’s Bazar.i  The Kutupalong 

camp is now the largest refugee camp in the world with an estimated population of 

609,738.ii     

The international community is 
implementing numerous 
interventions with the purpose of 
protecting the rights and 
improving the well-being of the 
Rohingya and the host 
communities in Bangladesh. 
Rapid assessments conducted by 
multiple stakeholders raise 
concerns about the lack of 
knowledge and inadequate 
practice of different life-saving/
priority behaviours – particularly 
related to childcare – as well as 
limited knowledge of available 
services among the Rohingya 
people. UNICEF is committed to 
bridging this crucial gap by 
implementing focused, 
systematic, and evidence-based 
Communication with 
Communities (CwC) and Social 
and Behaviour Change 
Communication (SBCC) 
campaigns. As such, in order to 
design and implement appropriate 

projects, UNICEF contracted IPA 
to implement a survey to 
understand the current level of 
Knowledge, Attitudes, Practices, 
and Behaviours (KAPB) among 
the Rohingya and host 
communities on topics such as 
health, education, hygiene, 
sanitation, and gender equality. A 
greater depth of understanding in 
these areas will allow the 
development sector to explore 
how best the Rohingya and host 
communities can be served.  

The region where the Rohingya 
camps are situated – Teknaf and 
Ukhia upazilas of Cox’s Bazar 
district – is one of the most 
economically depressed regions 
in the country, and the 
international community has 
agreed to implement 
programming with the Rohingya 
community as well as with the 
host community. As a result, 

Executive Summary

Both quantitative 
and qualitative 
methods were 
employed in this 
survey. The 
quantitative 
survey provides 
the baseline values 
on important 
issues that are of 
interest to UNICEF 
and other 
development 
partners. The 
qualitative survey 
provides a more 
nuanced 
perspective on the 
motivations, 
incentives, and 
socio-cultural 
constraints in 
achieving the 
desired behaviours 
and outcomes
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UNICEF wanted that the host 
community is also included in this 
KAPB survey. This survey was 
conducted from April 2018 to July 
2018 to acquire a comprehensive 
understanding of the current 
scenario of KAPB related to 
critical life-saving practices and 
other well-being issues of the 
Rohingya and host communities. 
The assessment delves further 
into the underlying motivations 
and constraints of desired 
behaviours and outcomes. It 
emphasizes issues related to 
vulnerable groups such as 
mothers and children, 
unaccompanied and lost children, 
and individuals with HIV/AIDS. 
Additionally, the survey aims to 
determine the best ways to serve 
these communities by analysing 
their information consumption 
and sharing patterns.

Both quantitative and qualitative 
methods were employed in this 
survey. The quantitative survey 
provides the baseline values on 
important issues that are of 
interest to UNICEF and other 
development partners. The 
qualitative survey provides a 
more nuanced perspective on the 
motivations, incentives, and 
socio-cultural constraints in 
achieving the desired behaviours 
and outcomes. In the quantitative 
survey, 2,432 respondents from 
152 randomly selected locations 

in the Rohingya camps were 
interviewed. Within these 152 
locations, 16 randomly selected 
heads-of-household were 
interviewed. In the host 
community 37 villages were 
randomly selected and 20 
respondents were randomly 
selected from each village for a 
total of 740.

For the qualitative component,  
12 Key Informant Interviews (KIIs) 
were conducted with the leaders 
and service providers, 24 In-
Depth Interviews (IDIs) with 
people from different age groups 
and genders, and 8 Focus Group 
Discussions (FGDs) to validate  
the findings using all the above-
mentioned methods.   

Some key findings of the 
assessment are presented below:

DEMOGRAPHIC 
PROFILE

On average, the Rohingya have 
larger families and a younger 
population compared to the host 
community. Eight percent of 
households among the Rohingya 
and 10% in the host community 
have at least one person with at 
least one type of disability. Both 
the Rohingya and the host 
communities have lower levels of 
education compared to the 
Bangladeshi national average. For 

On 19 September 2017, a 
young boy walks with other 
newly arrived Rohingyas from 
Myanmar walk through paddy 
fields and flooded land after they 
fled over the border into Cox's 
Bazar district in Bangladesh.
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example, about 75% of adult 
Rohingya women, and about 40% 
of women in the host community 
are illiterate. The level of illiteracy 
is also high even among adult 
male members: 61% among the 
Rohingya and 35% in the host 
community. The aspirations of 
women regarding education are 
also low; for instance, if there 
were no constraints, about 33% 
of Rohingya women and 25% of 
women in the host community 
report that they would have 
chosen to forgo education.  

The reports indicate that about 
28% of men in the Rohingya 
camps are working, mostly as 
agricultural and non-agricultural 
day labourers. The majority of the 
men in the host community, 69% 
of them, are also working. This is 
lower than the national average of 
82% indicating the availability of 
fewer jobs and higher 
unemployment in this region. 
Rohingyas are only allowed to 
work within the camp, which 
helps explain the discrepancy in 
the labour force participation 
rates for Rohingya and host men. 
Female participation in the labour 
force is low among both 
communities. Labour market 
participation, particularly of 
female children, is all but non-
existent; however, investigation 
into the chores performed by 
children was not within the scope 

of this survey, so this figure likely 
underestimates the actual 
prevalence of child labour in these 
communities.    

REPRODUCTIVE HEALTH

Rohingya women, on average, 
have more children and more 
pregnancies compared to the 
women in the host community. 
About 25% of the Rohingya 
respondents have six or more 
children while just under 10% of 
the host community respondents 
had such a number of children. 
This is also consistent with each 
group’s aspirations about how 
many children they would like to 
have in their lifetime. Almost 30% 
of the respondents in the 
Rohingya camps said they want 
six or more children; the rate is 
close to 9% in the host 
community. Half of the 
respondents in the Rohingya 
camps are also not aware of the 
five maternal danger signs; to 
expand on this finding, we 
observed that the knowledge level 
of women is about 10 percentage 
points higher than that of men 
among both the Rohingya and the 
host communities. 

The practices related to childbirth 
such as ANC, delivery, and PNC 
were analysed based on the 
country in which respondents or 
their spouses delivered their 

of Rohingya men 
in the camps are 
working, mostly as 
agricultural and 
non-agricultural 
day labourers

28% 
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youngest child. Compared to 
those who delivered their 
youngest child in Myanmar, many 
more Rohingya women who 
delivered in Bangladesh have 
received maternal health care 
services. More than 67% of the 
Rohingya women who delivered in 
Bangladesh received ANC 
compared to about 50% of those 
who delivered in Myanmar. For 
women who delivered in 
Myanmar, 96% delivered at home 
while this figure is 76% for those 
women in the camps who 
delivered in Bangladesh. In the 
qualitative interviews it was found 
that women in both Rohingya and 
the host communities may avoid 
facility-based ANC, PNC, and 
delivery for many reasons –
existing social norms related to 
women’s mobility, negative 
perception about facility-based 
delivery, and lack of privacy in the 
health facilities.    

NEWBORN CARE 

The majority of the people in the 
Rohingya camps as well as in the 
host community are aware of the 
basic steps of newborn care. 
Over two-thirds of the camp 
respondents mentioned the need 
to dry and wrap a baby, 45% in 
the camps and 37% in the host 
community mentioned the need 
for immediate skin-to-skin 
contact with the mother. About a 

third of the Rohingya and host 
respondents mentioned the need 
for immediate breastfeeding; 
however, since the respondents 
were not prompted with options 
in this question, the actual rates 
of their knowledge may be 
higher. For example, when we 
asked specifically about the best 
time to start breastfeeding, a 
large majority replied that the 
baby should be breastfed 
immediately. Just under a tenth 
of the Rohingya and host 
respondents are aware of the 
need for delayed bathing of the 
baby until after 72 hours. 

BREASTFEEDING AND 
COMPLEMENTARY 
FEEDING 

As mentioned above, knowledge 
of the need for immediate 
breastfeeding is quite high, but 
knowledge on the age of 
exclusive breastfeeding is 
comparatively lower. While very 
few respondents said that the 
child needs to be exclusively 
breastfed until less than 6 
months, a third in the Rohingya 
camps and a quarter in the host 
community mentioned more than 
6 months. About 94% of all the 
female respondents with children 
under 5 in both groups mentioned 
that they breastfed/are 
breastfeeding their youngest 
child. About 72% of the women 

More than 67% of 
the Rohingya 
women who 
delivered in 
Bangladesh 
received ANC 
compared to about 
50% of those who 
delivered in 
Myanmar

67% 
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in the camps and 66.7% in the 
host community mentioned that 
they first attempted 
breastfeeding their youngest 
child within the first hour after 
birth, which is consistent with 
their knowledge level. However, 
most women are not aware that 
the child needs to be breastfed 
until they are 24 months old. 
44% of women in the camps and 
45% in the host community said 
that they breastfed or wish to 
breastfeed their children for less 
than 24 months.    

It was found that 81% of the 
children between ages 6 to 24 
months receive complementary 
food in the Rohingya camps; the 
rate is 86% in the host 
community. Yet, 25% of the 
respondents in the camps and 
24% in the host community did 
not feed their children aged 
between 6 months and 24 
months, any food from the 
following food categories –  
pulses, fish and meat, vegetables 
and semi-solid food (such as 
khichuri) fortified with micro-
nutrient powder (e. g., Monimix, 
Pushtikona). The majority, 84% in 
the camps and 80% in the host 
community, give rice to their 
children. Many children – 27% in 
the camps and 42% in the host 
community – are also fed 

commercial infant formula.     

VACCINATION 

Nearly everyone in both Rohingya 
and host communities know 
about vaccination and why it is 
administered. Despite that, many 
do not necessarily know about 
the number of times a child 
should get vaccinated before the 
age of 15 months, and it appears 
that a majority of the children 
(more than 95% in the Rohingya 
camps and about 85% in the host 
community) did not receive the 
Expanded Programme on 
Immunization’s (EPI’s) 
recommended 6 visits by the age 
of 15 months. Misinformation 
may be prevalent since nearly half 
of the Rohingya parents and 63% 
of the parents in the host 
community believe that their 
children under two years old 
received all the necessary 
vaccinations. In the qualitative 
survey, it was found that some 
Rohingya people have 
misconceptions about the impact 
of vaccination. For example, 
participants in an FGD camp 
session stated their belief that 
children who did not receive 
vaccinations are healthier than 
those who did.   

BIRTH REGISTRATION 

Above 90% of respondents in the 
Rohingya camps and in the host 
community are aware of the birth 

of women in 
Rohingya camps 
and 45% in the 
host community 
said that they 
breastfed or wish 
to breastfeed their 
children for less 
than 24 months

44% 
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registration process for newborn 
children. Also, virtually everyone 
in both communities is aware of 
where to get the birth registration 
documentation of their children. 
In the Rohingya camps, close to 
90% of respondents mentioned 
that they have registered the birth 
of their child at the camp. The rate 
is much lower, 47%, in the host 
community. 

WATER, SANITATION, 
AND HYGIENE (WASH) 

A majority of the respondents, 
96% in the camps and 91% in the 
host community, mentioned 
procuring their drinking water from 
a tube well. However, since 
roughly 80% of respondents 
perceived their drinking water to 
be safe, almost 75% of them do 
not treat their drinking water 
before consumption. Practically 
everyone in the Rohingya camps 
claimed of using latrines for 
defecation. The rate is slightly 
lower in the host community, 
where about 4% of respondents 
mentioned about practicing open 
defecation. Despite this, the 
survey illustrated that a quarter of 
respondents in the camps and 
30% of respondents in the host 
community throw the faeces of 
their children outside. Further, 
respondents in both Rohingya and 
host communities report problems 
with garbage disposal – 79% of 

respondents in the camps and 
84% in the host community 
mentioned throwing the garbage 
outside the dwelling. About a third 
of the Rohingya women and 27% 
of women in the host community 
also throw their used sanitary 
products into the latrine. 

When asked on what occasions 
they should wash their hands with 
soap, over 90% of respondents in 
both groups mentioned “after 
defecation,” while about 85% 
mentioned “before handling food” 
and “before cooking.” More than 
two-thirds in both groups could 
mention “before feeding the 
baby” and about half could 
mention “after cleaning the baby 
who defecated.” When asked 
about their practice, more than 
90% of respondents in both 
groups mentioned that they wash 
their hands with soap during the 
above-mentioned occasions. 
However, in the qualitative survey, 
it was found that actual practice 
levels may not be as high for a 
number of reasons – long waiting 
time to use the latrine and then 
the tube well for handwashing 
afterward, not prioritising 
handwashing, etc. Many in the 
camps also admitted selling the 
soap they receive as aid. Use of 
any other materials, such as ash 
and or sand, is minimal in both 
Rohingya and the host 
communities. 

Above 90% of 
respondents in the 
Rohingya camps 
and in the host 
community are 
aware of the birth 
registration 
process for 
newborn children

90% 
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DIARRHOEA AND 
PNEUMONIA 

About three-quarters of the 
respondents in both groups 
mentioned commercial Oral 
Rehydration Therapy (ORT) when 
asked what steps should be 
taken if a child has diarrhoea. In 
practice, about three-quarters of 
the respondents in both groups 
reported having given commercial 
ORT to a child with diarrhoea, 
about half brought their children 
to a hospital, and a similar 
percentage of respondents fed 
Zinc tablets to their sick children 
in the past two weeks. Almost 
45% of respondents in the 
Rohingya camps and 50% in the 
host community also fed a 
mixture of water and salt to the 
children with diarrhoea, which 
indicates their ignorance about 
making oral saline at home. 
Parents reported that 22% of the 
children in the Rohingya camps 
and 16.5% of children in the host 
community had diarrhoea in the 
last two weeks.  

When asked whether any child 
under 5 in their household had 
pneumonia or other acute 
respiratory diseases in past two 
weeks prior to the interview, 26% 
of respondents in camps 
responded in affirmative. The rate 
is 18% in the host community. 
These estimates are self-reported 
and the data collectors did not 

verify any medical document to 
validate the claims of the 
respondents. 

CHILD EDUCATION AND 
PROTECTION

Close to 57% of respondents in 
the Rohingya camps said that 
they have children who are 
currently participating in learning 
activities in an educational 
institution outside the house. The 
rate is slightly higher in the host 
community, at 61%. About 
one-third of the respondents in 
the camps who have at least one 
child between the ages of 6 and 
17 years (inclusive), do not send 
their children to any educational 
institution. Temporary Learning 
Centres (TLCs) are reported as 
the most frequently used 
educational space for children by 
the Rohingya community. Almost 
57% of respondents with children 
in the camps mentioned that their 
children go to TLCs. One-quarter 
of those in camps who stated 
that their children participate in 
activities at educational 
institutions, mentioned "schools".
Given that the children in the 
camps are legally prohibited from 
attending schools, in the 
qualitative survey it was found 
that camp-dwellers often refer to 
TLCs as 'schools'. Respondents 
in the camps as well as in the 
host community expressed 

Almost 57% of 
respondents with 
children in the 
camps mentioned 
that their children 
go to TLCs

57% 
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satisfaction with the quality of 
education provided by these 
institutions. In the qualitative 
survey it was found that most 
people desire for their children to 
receive the equivalent of a Grade 
10 education or become Qu'ran-e-
Hafiz/Hafiza – memorising the 
entire Qu'ran – particularly in the 
camps. There was an indication of 
reluctance among parents, both 
in Rohingya and the host 
communities, to educate their 
female children, mainly because it 
is at odds with existing social 
norms and due to perceived 
security risks in transit to and 
inside of the educational 
institutions.   

LOST AND 
UNACCOMPANIED 
CHILDREN

In the Rohingya camps, 36% 
reported that they have known of 
an unaccompanied and/or 
separated child in their 
community since arrival. The 
incidence of lost or missing 
children is also prevalent in the 
Rohingya community – 44% of 
respondents in the camps 
mentioned that they know of lost 
or missing children in their 
community since their arrival. In 
both cases, respondents believe 
that they should inform the 
Majhi, religious leader, and 
community volunteer about 

unaccompanied, separated, lost, 
and missing children.

CHILD MARRIAGE AND 
EARLY CHILDBEARING

The vast majority of respondents 
in both Rohingya and the host 
communities agreed that 
marriage and childbearing, under 
the age of 18, is harmful for the 
physical and psychological 
well-being of a woman. That 
being said, in reality, a majority of 
all female respondents stated 
that they were married by the age 
of 18 – this was true for 62.1% of 
female respondents in the camps 
and 58.7% in the host 
community. Almost 19% of 
female respondents in the camps 
and 24% in the host community 
reported being married by the age 
of 15 years. In the qualitative 
survey there was an indication 
that the rate of child marriage 
may increase in the camps; the 
prohibition of child marriage was 
strictly enforced in Myanmar, but 
implementation of this law 
appears to be less stringent in the 
camps. During the qualitative 
survey, camp-dwellers also 
indicated that current economic 
distress and a lack of perceived 
security for women in the camp 
might serve as a catalyst for child 
marriage.     

The vast majority 
of respondents in 
both Rohingya and 
host communities 
agreed that 
marriage and 
childbearing, 
under the age of 
18, is harmful for 
the physical and 
psychological well-
being of a woman
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MENSTRUAL HYGIENE

Among all options, sanitary 
napkins were reported as the 
most popular choice for 
menstrual hygiene management 
among women both in Rohingya 
and host communities. One-third 
of women in the camps and 37% 
of women in the host community 
responded that they throw their 
used sanitary napkins in the 
latrine, a practice that can 
potentially clog latrines. 

GENDER-BASED 
VIOLENCE (GBV)

Due to fear of harassment by 
men and because of cultural 
taboo, Rohingya women usually 
stay either inside or close to 
house, while men enjoy relative 
freedom, at least within the 
camp. Women do not usually 
collect relief from the distribution 
centres; instead, households 
without adult family members 
typically collect aid from the 
Majhi. The mobility situation for 
women in the host community is 
relatively better, but much like 
Rohingya women, the hours they 
can go outside is restricted to 
before late afternoon. Additionally, 
women in the host community 
mentioned facing sexual 
harassment from the newly 
arrived Rohingyas. During FGDs 
and IDIs, some respondents from 

the host community mentioned 
that they stopped sending their 
daughters or irregularly sending 
them to schools due to increased 
risk of sexual assault from the 
Rohingya men.   

About 37% of respondents in the 
camps reported that they are 
aware of GBV in their community. 
In the host community, the 
frequency is 45%. When asked 
about the types of GBV 
happening in their community, 
91.2% of respondents in the 
camps and 82% in the host 
community mentioned milder 
forms of physical violence such as 
slapping/punching, fisting, 
pushing, and pulling hair. More 
severe forms of physical violence 
such as, intentional suffocation, 
shocking, burning, etc. were 
mentioned by a large number of 
respondents – 38.5% in the 
camps and 45.6% in the host 
community. Moreover, 44% of 
respondents in the camps and 
38.1% in the host community 
also reported psychological 
violence such as scolding, 
belittling, humiliating, and verbally 
abusing. Many respondents 
noted experience with extreme 
forms of psychological GBV such 
as controlling behaviour that 
includes hindering contact with 
others, forcing women to wear 
hijab, obstructing work, 
forbidding departure from the 

Around 67% of 
women in the 
Rohingya camps 
and 44% in the 
host community 
reported that they, 
or other women in 
their household, 
use sanitary 
napkins

67% 
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house for recreation, and 

shaming the woman for giving 

birth to a daughter. Very few 

mentioned sexual harassment. 

Reporting sexual harassment is 

sensitive and requires 

administration of specially crafted 

surveys so that the respondents 

and the interviewer can establish 

a trusted relationship before 

collecting data. Measuring sexual 

harassment was not a major 

focus of this survey, therefore, 

the estimate on the sexual 

harassment can be considered 

biased downward due to non-

reporting. Moreover, the low rate 

of sexual harassment does not 

indicate that the community is 

safe for the women. Many of our 

respondents mentioned that they 

heard of GBV in their 

communities. Both in the 

Rohingya and the host 

communities, most of the 

women also mentioned about 

their low mobility as they do not 

feel safe outside. The probability 

of sexual harassment to women 

will be lower if they do not go 

outside. Therefore, the low rate 

of sexual harassment might 

indicate the prevailing gender 

mobility as well as a lack of 

safety for women to go outside 

and interact with other men.

About half of the respondents in  

the camps as well as 57.7% of 

respondents in the host 

community, stated that victims of 

GBV in their community seek 

help. According to the Rohingya 

respondents, specialized, 

confidential, and supportive 

services available to Rohingya 

women, girls, men, and boys 

suffering from GBV are not 

sufficient. In the qualitative 

survey, most female participants 

affirmed that there was no place 

to go to either report or seek any 

kind of support after an incident 

of GBV. In the FGD and IDI, some 

respondents also mentioned that 

they do not have trust on the 

available GBV services. It is 

evident that a lack of information, 

a lack of sufficient supply, and a 

lack of trust in the providers are 

key barriers to seeing GBV 

services.  

The qualitative component also 

reveals that even though 

domestic violence is widespread 

in both the Rohingya and the host 

communities, many are rather 

indifferent to this issue. 

Respondents in both groups 

agreed that a woman who has 

the patience to tolerate the harsh 

behaviour of her husband is a 

good woman.

Therefore, from the quantitative 

and qualitative components 

combined, three major findings 

have emerged in this section that 

Measuring sexual 
harassment was 
not a major focus 
of this survey and 
therefore the 
estimate on the 
sexual harassment 
can be considered 
biased downward 
due to non-
reporting
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are cross-cutting issues across 
knowledge, attitudes, practices, 
and behaviours. The first is the 
presence of a knowledge gap. 
Respondents are aware of certain 
types of sexual harassment, such 
as physical harm and some 
mental forms of sexual 
harassment as GBV, but do not 
consider some serious forms of 
sexual violence such as rape, 
especially when it is committed 
by their own partner, as GBV. 
These findings also highlight 
serious restrictions on women’s 
mobility. Women on average do 
not leave their households for lack 
of security and fear of sexual 
harassment, yet they suffer this 
same abuse within their own 
households. The second major 
finding is related to the capacity 
for women to report abuse. 
Among those respondents that 
have adequate knowledge of the 
different forms of GBV – and 
often are aware that they have 
experienced it – many cannot 
demand proper medical or 
psychological support. Social and 
cultural norms serve as a barrier 
that prevent women from 
speaking out, and there are not 
enough services available to them 
to seek help. Most rely on 
confiding in friends and family for 
support, however, there is a lack 
of availability and access to 
immediate professional support. 
The third, a lack of trust in the 

provider’s capacity to offer skilled 
and confidential services may 
discourage the victims from 
approaching and seeking 
services.  

HIV/AIDS

Of the respondents surveyed, 
28% of men and 13% of women 
in the Rohingya camps reported 
knowledge of HIV/AIDS; these 
rates are 62% and 53% 
respectively in the host 
community. Less than 10% of 
male and female respondents in 
the camps could mention 
specific modes of transmission 
such as unprotected sex and use 
of unsafe needles. Between 
17% and 28% of men and 
women in the host community 
could mention these 
transmission modes. About 14% 
in both Rohingya and host 
communities mentioned 
knowledge of HIV/AIDS patients 

in their community. 

SOURCES OF 
INFORMATION AND 
SERVICE DELIVERY

Most people in the camps (68%) 
mention gathering information 
on health and other important 
issues through Masjid 
loudspeakers. One-third of the 
respondents also cited mobile 

Around 67% of 
women in the 
camps and 44% in 
the host 
community 
reported that they, 
or other women in 
their household, 
use sanitary 
napkins
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phones as a source of 
information. Masjid loudspeakers 
appear to be trusted by 52% of 
the respondents in the camps. 

About 88% of the respondents 
in the camps referred to Majhis 
as a source of information in the 
community. One-fifth also 
mentioned religious leaders, and 
about 28% mentioned 
Community Mobilization 
Volunteers (CMVs). Similarly, 
Majhis appear to be trusted by 
74% of the respondents in the 
camps.

Face-to-face communication is 
used by 78% of respondents for 
sharing critical information. 
About 28% also use mobile 
phones. In the camps, about 
64% of people have access to 
mobile phones and the most 
popular provider is Robi. 

Surveyors provided the 
respondents with the names of 
each type of service available in 
the camps and received an 
answer as to whether they were 
aware of the service. The 
majority of respondents seem to 
be aware of the Temporary 
Learning Centres (82%) and 
Child-friendly Centres (72%). 
One-quarter of the respondents 
are aware of Health Service 
Centres (23%) and Phychosocial 
Counseling Services (23%). 
Awareness of all other types of 

services is below 15%. Only 
12% of the respondents are 
aware of Information and 
Feedback Centres (IFCs).

It was found that a critical reason 
for service exclusion is a lack of 
information, particularly among 
women. Women, on average, do 
not leave their house at all during 
the day – certainly less than men 
thus have less diverse sources 
of information. As a result, they 
do not know about many 
available services, and even if 
they do, they often cannot 
access those services because 
of their limited mobility.  

About 88% of the 
respondents in the 
camps referred to  
Majhis as a source 
of information in 
the community

88% 
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This section highlights some recommendations in light of the quantitative and 

qualitative research results that would ensure several key assistance gaps affecting the 

health and well-being of the Rohingya and the host communities.

Two salient issues regarding the 

KAPBs that were consistently 

found to be true for the Rohingya 

and the host communities are:

• People lack knowledge and 

information regarding 

desired practices and 

behaviours; and

• Knowledge and information 

itself is not sufficient to 

invoke the desired practices 

and behaviours. 

In general, people from the 

Rohingya and the host 

communities lack knowledge of 

the maternal and newborn care. 

This can partially explain why 

people from both communities 

rarely utilize formal facilities for 

the maternal care and the delivery 

of babies. But knowledge itself is 

not sufficient to reinforce desired 

behaviour. Many of our 

respondents are aware of the 

benefit of facility-based delivery 

but they did opt out as they 

believe that one should only go to 

a facility if one has a pregnancy 

complication. Some male 

respondents also mentioned that 

visiting facilities is disgraceful for 

a Muslim woman. Some also 

mentioned that they do not trust 

people who work in the formal 

facilities. Therefore, it is important 

to consider prevailing social 

norms and trust issues while 

designing knowledge and 

awareness intervention. Instead 

of administering stand-alone 

knowledge and awareness 

campaigns, it may be better to 

deliver a bundle of services that 

addresses knowledge gap, 

affordability, social norms, and 

habit formation at the same time. 

The interdependence between 

knowledge, social norms, 

affordability, and habit formation 

can be seen from the findings in 

education and health. The 

education level, particularly 

among women, is low. Therefore, 

it is important to disseminate the 

importance of education for 

Conclusion and Recommendations 

Moreover, the 
providers of GBV 
services should 
earn the trust of 
the victim and the 
community
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children in general and put an 
emphasis on the importance of 
education for female children. It 
was also found that people send 
their children to the nearest 
educational institution – a fact 
that shows the importance of 
affordability. Many, however, do 
not send their girl children to 
schools as they think their girls 
may lose honour by engaging in 
extra marital affairs while in 
schools. 

This interdependence is even 
prominent in the health related 
issues. Many believed that water 
that they drink is safe and there is 
no need to treat it. Many of those 
who do not believe that water 
that they drink is safe do not treat 
it because they do not know how 
to treat water or cannot treat it as 
they cannot afford the technology. 
Most of the respondents know 
when to wash hands but do not 
do so as washing hands is not a 
priority in a time when they are 
facing so many other problems.  
It was found that the number of 
pregnancies, childbirth, living 
children as well as their aspired 
number of children is high in both 
communities. In the qualitative 
survey, it was found that women 
do not feel comfortable about 
accessing essential services such 
as education and health, 
particularly maternal health 

because of existing social norms 
and perceived lack of security.

However, when the 
complementarity between 
knowledge, social norms, and 
affordability exist, good practice 
and behaviour evolves. For 
example, high incidence of 
diarrhoeal disease in the Rohingya 
and the host communities could 
not cast a havoc as people know 
about the affordable ORT and 
Zinc tablets and these are 
available in the community.  

GBV is found to be closely linked 
with socio-cultural norms in both 
Rohingya and the host 
communities. For example, 
women’s mobility is usually 
restricted, and they are expected 
to tolerate the violence 
perpetrated by their spouse. 
These issues cannot be solved 
quickly. Creating educational and 
economic opportunities 
specifically addressing the 
obstacles faced by the women 
can bring gradual change. In the 
qualitative survey women also 
expressed their lack of knowledge 
of where they can seek support. 
More support services for 
women should be established (e. 
g., Women-friendly Centres) and 
women should be made aware of 
these services. 

On 6 September 2017, a boy 
stands on a hill in the Kutupalong 
makeshift camp for Rohingyas in 
Ukhia, an upazila (sub-district) of 
Cox's Bazar district, Bangladesh.

©UNICEF/UN0120411/Brown
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Moreover, the providers of GBV 
services should earn the trust of 
the victim and the community. 

There is a large variation of KAPB  
among Rohingya and host 
communities across different 
thematic areas. Even within a 
thematic area, for example, 
WASH, there are large variations. 
This suggests that focusing on 
selected C4D interventions 
related to the well-being and 
life-saving practices based on the 
needs of the specific target group 
(e. g., Rohingya camp vs. host 
community, male vs. female) is 
likely to have a higher payoff than 
implementing the same 
programme with the entire 
community.

Rohingya children play in front of 
a mural outside of a UNICEF-
supported Child-friendly Space 
(CFS) as part of a public art 
exchange organized by Artolution 
in participation with UNICEF in 
Balukhali camp for Rohingyas, 
Cox's Bazar district, 30 May 
2018.

©UNICEF/UN0213500/Sokol
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Rohingyas endure a heavy rain 
in Balukhali camp, in Cox's Bazar 
district, 4 May 2018.

©UNICEF/UN0205666/Sokol
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BACKGROUND AND 
LITERATURE REVIEW
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Since at least the mid 20th century, the Rohingyas have suffered displacement and the 

need to flee Myanmar en masse – primarily to Bangladesh. By 1978, about 200,000 

Rohingya entered Bangladesh seeking refuge, many were later repatriated back to 

Myanmar. In 1982, the military government of Myanmar passed the controversial 

Burmese Citizenship Law, which effectively denies citizenship rights to the Rohingya 

population. Under this law, Rohingyas are considered 'resident foreigners' – limiting 

their access to education, public employment, and freedom of movement.iii

In the beginning of the early 
1990s, a quarter million 
Rohingyas fled once again to 
Bangladesh, fearing persecution 
by the Myanmar authorities and 
the Buddhist majority. Despite 
the threat to their livelihood, a 
large majority of Rohingyas were 
again sent back to Myanmariv 
before a severe military 
crackdown in August 2017 by 
Myanmar authorities. This has 
resulted in the most recent 
mass exodus of Rohingyas from 
Myanmar to Bangladesh, and as 
of May 24, 2018, nearly all the 
Rohingya population (905,000 of 
an estimated one millionv) have 
moved to Bangladesh, 
specifically to the Rohingya 
camps in Cox’s Bazar.    

Rapid assessments in the 
Rohingya camps conducted by 
multiple stakeholders have 

raised concern about the lack of 
knowledge and inadequate 
practice of different life-saving/
priority behaviours among the 
Rohingyas; this applies 
particularly to issues of childcare 
as well as limited knowledge of 
available services among the 
Rohingya population. Therefore, 
it is important to gain a thorough 
understanding about their 
current level of Knowledge, 
Attitudes, Practices, and 
Behaviours (KAPB) related to 
important aspects of well-being 
such as health, education, 
hygiene, sanitation, and gender 
equality. With this information, 
organizations hoping to support 
the Rohingyas can explore how 
to serve them most effectively     
(e. g., determine how they 
receive information, what 
sources of information they 
trust, etc.).

Background and Literature Review

it is important 
to gain a 
thorough 
understanding 
about their 
current level of 
Knowledge, 
Attitudes, 
Practices, and 
Behaviours 
(KAPB) related 
to important 
aspects of 
well-being such 
as health, 
education, 
hygiene, 
sanitation, and 
gender equality
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The region where the Rohingya 

camps are situated – Teknaf and 

Ukhia upazila of Cox’s Bazar 

district -- is one of the most 

underprivileged and 

environmentally vulnerable areas 

in the country. The large-scale 

migration of Rohingyas is likely to 

have a profound and complex 

impact on the host community. 

Any humanitarian response, 

especially related to longer-term 

development, must also consider 

these communities, and as such, 

it was essential that the host 

community is included in the 

KAPB survey. 

To date, there is very little 

research on these communities; 

however, the following is a 

review of the few assessments 

already conducted on the 

Rohingya population.

EDUCATION AND CHILD 
PROTECTION 

Literacy among the adult 

Rohingya population is just 20%vi. 

The Joint Education Need 

Assessment conducted in June 

2018 revealed that prior to 

displacement, 50% of Rohingya 

girls and 58% of Rohingya boys, 

eight years old and above, 

reported to have graduated from 

at least Grade 1 in Myanmar.vii 

These figures indicate that a large 

proportion of Rohingya children 

have not had access to education 

while in Myanmar. 

A Joint Rapid Assessment 

conducted in December 2017 on 

education and child protection 

among Rohingya community, 

revealed that, according to 30% 

of respondents (mostly Rohingya 

teachers), the majority of 

Rohingya children who have 

arrived after August 2017 have not 

attended a proper school in the 

last 12 months.viii Further studies 

show that among Primary school-

aged children (between 6 and 14 

years old), 57% of girls and 60% 

of boys have attended learning 

centres since arriving in 

Bangladesh.ix Only 57% of 

children who attended school in 

Myanmar have attended a 

learning centre since arriving.x 

Reports suggest that there are 

many barriers to education for the   

Rohingya children living in camps. 

The distance to and from learning 

centres has been noted as a key 

barrier; this factor was 

predominantly mentioned by the 

parents of younger children.xi 

There are also perceived safety 

and security threats at learning 

centres – reported mainly by 

female students.xii Other concerns 

were raised about the lack of 

gender-segregated classroom 

spaces and the inability of the 

On 23 September 2017, a 
Rohingya man carries water 
in the Kutupalong makeshift 
refugee camp, in Cox’s Bazar 
district.

©UNICEF/UN0127188/Brown
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facilities to prevent intrusion by 
outsiders, particularly men. This 
exposure to outsiders often led to 
feeling of shame among children 
attending school.xii Around 40% of 
parents of adolescent girls and 
33% of adolescent boys have 
reported that education was not 
appropriate for children in their 
age group.xiv

The Joint Rapid Assessment 
conducted in December 2017 also 
revealed the following insights 
into communal difficulties within 
the Rohingya population: 

• More than 20% of all 
respondents were aware of 
child trafficking in their 
community, and 62% 
reported being aware of a 
high number of children 
living without either of their 
parents or both parents. 
Typically, these children are 
housed by relatives, or 
neighbours, or Majhis.xv

• Increasing levels of domestic 
violence, both emotional and 
physical, as well as 
substance abuse among 
children were reported.xvi

• An increase in child marriage 
rates among girls, which is 
considered to be a barrier to 
education among children.xvi   

• A widespread change in 
behaviour among Rohingya 

children, manifested in: 
crying/sadness, disrespectful 
behaviour, unwillingness to 
participate in everyday 
activities, preference for 
solitude, and increased 
aggression.xviii

• Children with disabilities, 
particularly those in female-
headed households, are 
among the most vulnerable 
and have been subjected to 
a comparatively higher level 
of suffering.xix 

• Almost three-quarters of the 
respondents mentioned the 
existence of child labour, 
both paid and unpaidxx – a 
major barrier to education for 
children. 

• Fourteen percent of all girls 
were involved in transitionary 
sexual practices. This rate 
was significantly lower at 
4% for boys.xxi 

DISABILITY

Even though vulnerable groups 

such as the elderly and people 

with disabilities require greater 

assistance, their participation in 

camp activities and their access 

to services within the camps are 

very limited. Furthermore, the 

physical setup of the camp sites 

do not cater to the needs of the 

old or disabled – they struggle to 

move around and access services 

Around 40% of 
parents of 
adolescent girls 
and 33% of 
adolescent boys 
have reported that 
education was not 
appropriate for 
children in their 
age group

40% 
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within sites. These problems are 
exacerbated by the general lack 
of knowledge of their rights as 
refugees, disabled, or elderly 
people. 

WATER, SANITATION, 
AND HYGIENE

Access to safe drinking water and 
hygienic sanitation services in the 
Rogingya camps is a matter of 
great concern around the world.
xxiii A 2006 review of water and 
sanitation situations in camps 
worldwide found that, while the 
average and median values of 
water supply and latrine coverage 
across UNHCR camps are 
satisfactory, a large number of 
individual camps do not have 
acceptable levels of these 
services.xxiv As of November 5, 
2017, the assessment of water, 
sanitation, and hygiene quality in 
the Rohingya camps in Cox’s 
Bazar determined that the 
conditions were unsatisfactory, 
mainly due to overcrowding.xxv 
There was also a prevalence of 
water-borne diseases such as 
Acute Watery Diarrhoea (20%), 
which could be due to high level 
of drinking water contamination 
along with poor household 
hygiene practices.xxvi Cholera, 
bloody diarrhoea, typhoid, and 
hepatitis E have also been 
identified as major concerns in 
the camps.xxvii However, according 

to the Rohingya Emergency 
Vulnerability Assessment (REVA), 
more than 96% of newly arriving 
Rohingyas in Cox’s Bazar were 
able to access usable water 
sources because of immense 
efforts to establish hand pumps 
and tube wells by various 
agencies involved in WASH. 
Nonetheless, the concern of 
water contamination remains a 
priority due to the close proximity 
of communal latrines and the low 
water table of catchment areas.xxviii 

VACCINATION

Historically, the Rohingya people 
have been deprived of basic 
necessities while living in 
Myanmar, and they were not 
offered vaccination services for 
women and children. It is 
suspected that this population 
has very low vaccination coverage 
as a result. The state of living in 
cramped quarters in camps with 
inadequate sanitation facilities 
only increased the chance of 
outbreak of vaccine-preventable 
contagious diseases such as 
cholera, measles, rubella, and 
diphtheria.xxix “Vaccine-
preventable diseases such as 
measles, polio, and tetanus are 
on the rise while diphtheria has 
recently re-emerged. As of Feb 
14, 2018, there were 5,710 
suspected diphtheria cases and 
35 deaths in the camps.”xxx

More than 96% of 
newly arriving 
Rohingyas in Cox’s 
Bazar are now able 
to access usable 
water sources 
because of 
immense efforts to 
establish hand 
pumps and tube 
wells by various 
agencies involved 
in WASH

96% 
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WOMEN’S 
EMPOWERMENT 

A 2015 Gender Analysis Survey 
conducted Focus Group 
Discussions (FGDs) and Key 
Informant Interviews (KIIs) of 
3,000 Rohingyas living in Cox’s 
Bazar’s official Rohingya camps. 
Findings from the survey revealed 
that 94% of female respondents 
did not have a choice in their 
current marriage and 45% were 
married off as children. Of the 
Rohingya men and women 
interviewed, 95% believed that 
the main role of a woman is 
cooking, while 53% believed that 
women should not be allowed to 
leave the house (42% of women 
reported spending an average of 
21 to 24 hours a day inside their 
houses).xxxi  There was some 
indication that women and 
children are turning to negative, 
undesirable coping mechanisms, 
like selling their remaining assets, 
participating in the illegal drug 
trade or engaging in transactional 
sex, to mitigate economic and 
food insecurity. “Women and 
children are also at heightened 
risk of becoming victims of 

human trafficking, sexual abuse, 
and forced marriage for the same 
reasons.”xxxii  The problem is 
far-reaching, and the number of 
children at risk is staggering –  
according to the Daily Star (an 
independent Bangladeshi 
newspaper), “14,740 orphan 
Rohingya children have been 
identified by the Bangladesh 
Social Service Department since 
September 20, 2017 in the camps 
in Ukhia and Teknaf.”1

of female 
respondents did 
not have a choice 
in their current 
marriage and 45% 
were married off 
as children

94% 

1“Rohingya Orphans: 14,740 and Counting,” The Daily Star, October 16, 2017, https://
www.thedailystar.net/backpage/myanmar-refugee-crisis-rohingya-orphans-14740-and-
counting-1476958

Rohingya children play on a 
structure in Jamtoly camp,  
Cox's Bazar district, 25 April 
2018.

©UNICEF/UN0205100/Sokol
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Rohingya girl Sajeda Begum, 14, 
sits next to the bamboo frame 
of her family’s new shelter 
in Balukhali makeshift camp, 
Cox's Bazar district, 17 January 
2018. Her father is building 
the shelter with the help of 
neighbours in the camp. Once 
the frame is completed, they will 
stretch plastic sheeting over the 
bamboo to protect the family 
against the elements. Sajeda 
and her four siblings will share 
the shelter with her parents. 
“I am sad because soldiers 
in Myanmar shot and killed 
my older sister Jaheda,” says 
Sajeda, “she was only 17. I miss 
her every single day.”

©UNICEF/UN0157493/Nybo
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This survey was conducted between April 2018 and August 2018 to gain a 

comprehensive understanding of the KAPB related to critical life-saving practices and 

other well-being issues in Rohingya and host communities. The survey delves further 

into the underlying motivations and constraints of desired behaviours and outcomes. 

It emphasizes issues of vulnerable groups such as mothers and their children, people 

with disabilities, and HIV/AIDS patients. Additionally, the survey attempts to discover 

the best ways to serve these communities by analysing their information consumption 

and sharing patterns.

Another objective of the survey 

was to provide a baseline for a 

potential evaluation of a 

community mobilization 

intervention implemented by 

UNICEF in collaboration with 

BRAC. UNICEF Bangladesh C4D 

Section in collaboration with 

BRAC and in alignment with the 

overall humanitarian response 

plan, has launched a network of 

Community Mobilization 

Volunteers (CMVs) across all the 

Rohingya camps in Teknaf and 

Ukhia upazilas of Cox’s Bazar 

district to disseminate information 

on key life-saving practices. This 

survey is expected to be used to 

assess all baseline values of the 

issues that the CMV intervention 

will address. Therefore, this 

survey has been designed in such 

a way that in addition to assessing 

the overall KAPB scenario, it also 

distinguishes between those 

Rohingya camp residents who are 

receiving direct service from the 

800 CMVs spread across the 

camps and those who are not 

receiving direct service. By 

comparing the change in KAPB 

between these two groups living 

in the camps, it may be possible 

to estimate the impact of the 

CMV intervention. However, the 

data segregated by direct service 

recipients and indirect service 

recipients are not presented. 

Since this is a baseline and the 

sample was drawn randomly from 

these two groups, it is not 

expected to see any significant 

difference between the KAPB in 

both. In this report the KAPB of 

Rohingya and host communities 

has been compared and shown.

Both quantitative and qualitative 

methods were employed in this 

survey. The quantitative survey 

Methodology 

In this report the 
KAPB of Rohingya 
and host 
communities has 
been compared 
and shown 
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establishes the baseline values 
for the important issues of 
interest to UNICEF, while the 
qualitative survey provides with a 
deeper perspective on the 
motivations, incentives, and 

socio-cultural constraints to 
achieving the desired behaviours 
and outcomes. 

QUANTITATIVE METHOD 
Issues Addressed:

TABLE 1: ISSUES ADDRESSED IN THE QUANTITATIVE SURVEY

Issue Description

Knowledge The survey was conducted among Rohingya 
and the host communities to determine 
their level of knowledge on newborn care; 
management of communicable diseases        
(e. g., diarrhoea); Water, Sanitation and Hygiene 
(WASH); Infant and Young Child Feeding (IYCF) 
Practice; harmful and undesirable practices    
(e. g., child marriage); where and how to 
access services (e. g., information); education; 
and health care.   

Attitudes The attitudes and perceptions of Rohingya and 
the host communities about the importance of 
education, availability and quality of essential 
services, information, and health care, etc.   

Practices and 
Behaviours

People’s self-reported practices and behaviours 
related to newborn care, breastfeeding, care of 
young children, and WASH, etc. 

Additionally, the survey identified 
the level of access to services 
such as hygiene, sanitation, 
maternal and newborn care, 
nutrition, education, and child 
protection. The survey also 
identified the barriers and 

motivational factors for promoting 
life-saving practices and 
behaviours. Further, the survey 
investigated the information 
seeking behaviour of the Rohingya 
population related to media habits 
and information sharing. 

On 6 September 2017, a 
Rohingya family from Myanmar 
who had crossed the border 
into Bangladesh are waiting to 
be transported to the nearby 
Balukhali makeshift camp 
for Rohingyas in Cox's Bazar 
district, Bangladesh.

©UNICEF/UN0135700/Brown
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TABLE 2: SURVEY COVERAGE AND TARGET GROUPS

TABLE 3: SAMPLE ALLOCATION

Target areas Rohingya camps and villages in Ukhia and Teknaf 

Target groups Households in the Rohingya camps and their host community

Age groups Males and females aged 15+ 

Designation Number

Number of sample Rohingya camps 35

Number of sample blocks (defined by BRAC for the CMV programme) 152

Number of sample villages 37

Number of Rohingya population samples per block  16

Total number of Rohingya population samples  2,432

Total number of host community samples 740

SAMPLING PLAN

In order to draw a sample that 
would be representative of the 
Cox’s Bazar Rohingya population,  
the following sampling method 
was proposed:

A two-stage cluster sampling was 
employed for selecting samples 
from the 39 camps as well as 

selecting samples from the host 
community. In the first stage, 
clusters were selected randomly: 
for Rohingya population sampling, 
a cluster represents a camp, for 
the host community, a cluster 
represents a village. The second 
stage was the selection of 
households within the clusters.

Sample Size and 
Sampling Distribution:

As mentioned above, the primary 
objective of this survey is to 
assess the true state of KAPB on 
key life-saving behaviours in the 
Rohingya and host communities. 
As such, the primary objective of 
the sampling was to draw a 
representative sample of the 

Rohingya and the host 
communities. The detailed 
sampling distribution for the 
KAPB survey is outlined below:
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Rohingya Camp Sampling:

In order to collect a 
representative sample of the 
Rohingya camps, it was 
necessary to ensure that the 
samples were drawn from a 
sampling frame that includes all 
the target population (in this case, 
all the Rohingya households). 

Since the CMV intervention of 
UNICEF divided all the camps into 
800 blocks – of roughly equal size 
in terms of population – it created 
an opportunity to randomly select 
these blocks as sampling units. 
This enabled the enumerators to 
conduct a representative survey 
of the KAPB for the Rohingya 
population. 

The number of CMVs deployed 
per camp was proportional to the 
population size in each camp. 
Each camp was then divided into 
equal-sized blocks so that it 
matched the number of CMVs 
allocated per camp. Next, a CMV 
was selected whose household 
was located near the centre of 
each block. The CMVs directly 
serve 50 households surrounding 
their house, thus this CMV 
intervention created two groups 
of Rohingya participants within a 
block – 50 households that would 
receive the CMV intervention and 
approximately 150 households 
that did not directly receive the 
CMV intervention. Given the 

funding limit, sampling 152 blocks 
from all camps was proposed. 

The following are the sampling 
steps used for surveying the 
Rohingya camps:

• Distribute the 152 sample 
CMV blocks across 39 
camps in the same 
proportion as the distribution 
of 800 CMVs in the 
programme.   

• In each camp, randomly 
select the allocated number 
of CMV blocks.

• Use simple random sampling 
to select 8 households out of 
50 households receiving 
direct CMV intervention in 
each selected block. 

• Using systematic random 
sampling, select another 8 
households out of 150 
households not receiving 
direct CMV intervention from 
each block. Through this 
systematic method, the 
enumerator starts from a 
random household outside 
the boundary of the 50 
households in the CMV 
working area and then 
surveys a household in every 
eighth dwelling unit.xxxiii Upon 
entering every eighth 
dwelling unit, the 
enumerator surveys the 
male or female head of the 

This enabled the 
enumerators to 
conduct a 
representative 
survey of the 
KAPB for the 
Rohingya 
population



52

household, whose member 
answers the door.  

• Total Rohingya population 
sample size is 2,432 
households. 

Host Community 
Sampling:

UNICEF has also expressed a 
desire to compare KAPB 
proportions between the host 
community and Rohingya camps. 
A random selection of 37 villages 
from a list of host community units 
and then 20 households from each 
village using systematic random 
sampling was proposed. IPA had 
already prepared a full list of 
villages in the Cox’s Bazar district 
with host and Rohingya camp 
population density. A sub-set of 
villages from Ukhia and Teknaf was 
segregated in consultation with 
UNICEF and then 37 villages from 
that sub-set of the village list were 
randomly selected.    

The following were the sampling 
steps used for surveying the host 
community:

• Prepare a list of host 
community villages in Ukhia 
and Teknaf in consultation 
with UNICEF. This list was 
prepared considering 
Rohingya population/host 
population density or 
geographic distance from 
camps.

• Randomly select 37 villages 
from the list.

• Using systematic random 
sampling, select 20 
households from each 
village. 

• Total host community 
sample size is 740 
households. 

In all households, enumerators 
were given instructions to survey 
either the household head or his/
her spouse. They were also 
instructed that 75% of the 
respondents must be female and 
25% must be male. In practice, 
this process occurred as follows: 
if an enumerator surveys the 
male head-of-household in the 
first interview, the enumerator 
then surveys three female 
heads-of-household (or the 
spouse of the male head-of-
household) after that. The 
decision to oversample female 
respondents was made in order 
to account for the large number 
of issues covered in this survey 
that pertain to maternal and 
childcare. As variation in ages was 
expected naturally, emphasis on 
surveying different aged 
respondents was not put. Also, 
who make decisions on 
household matters (e. g., whether 
to vaccinate) were surveyed, thus 
limited to surveying either the 
head-of-household or the spouse.

of female 
respondents did 
not have a choice 
in their current 
marriage and 45% 
were married off 
as children 

94% 
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When an enumerator encounters 
a refusal to participate, the 
household residing in the 
immediate right dwelling unit of 
the originally sampled household 
was used for the survey. Within 
the sample that are receiving 
direct CMV treatment, if the 
household in the immediate right 
dwelling unit is already a part of 
the sample, the enumerator went 
to the second right dwelling unit.

QUALITATIVE METHOD

Rationale of the 
Qualitative Survey and 
Issues Addressed: 

The broad goal of the qualitative 
survey was to gather in-depth 
information, perspectives, and to 
identify underlying drivers related 
to life-saving/priority behaviours 
and practices. Specifically, the 
objectives of the survey were: 

• To understand the 
perceptions and attitudes of 
Rohingya and host 
communities about life-
saving/priority behaviours 
and practices in areas such 
as health, hygiene, 
sanitation, maternal and 
newborn care, nutrition, and 
education.

• To understand the underlying 
drivers of and barriers to 
desired practices on hygiene, 

sanitation, maternal and 
newborn care, nutrition, and 
education of Rohingya and  
host communities.

• To understand access and 
barriers to seeking/receiving 
information among Rohingya 
and host communities as 
well as the motivation 
behind these factors. 

• To analyse these perceptions 
and behaviours from a 
gender and social inclusion 
perspective.

• To learn how Rohingya and 
host communities spend 
their time and who they 
interact with regularly.

Sample Size and 
Sampling Distribution:

Data was collected through three 
different methods – In-Depth 
Interviews (IDIs) with Rohingya 
population of both sexes and of 
varying ages; Key Informant 
Interviews (KIIs) and Focus Group 
Discussions (FGDs) with adult 
Rohingyas of both sexes.

In-Depth Interviews (IDIs): IDIs 
provided us with comprehensive 
information on issues such as  
health care, sanitation, 
vaccination, hygiene, maternal 
and newborn care, breastfeeding, 
complementary foods, diseases, 
and education facilities. It was 
also possible to identify some key 

The broad goal of 
the qualitative 
survey was to 
gather in-depth 
information, 
perspectives, and 
to identify 
underlying drivers 
related to life-
saving/priority 
behaviours and 
practices
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desired behaviours and practices 
from the perspective of gender 
and social inclusion. These 
interviews helped map the daily 
life and social interaction patterns 
of respondents, and by proxy, the 
community. 

Key Informant Interviews (KIIs): 

The aim of the KIIs was to 
account for the perspectives of 
service providers and leaders on 
relevant issues.  

Focus Group Discussions (FGDs): 
Shifting from individual in-depth 
interviews to group interviews, 
the FGDs helped reach 
consensus, verify consistency, 
and validate generalizations. The 
FGDs helped gather collective 
information on key desired 
behaviours related to hygiene, 

sanitation, maternal and childcare, 
and education. In the FGDs, 
collective knowledge and 
perception on how households 
respond to and cope with shocks 
were learnt. This will be 
particularly interesting for the 
Rohingya population as can be 
seen later in the discussions 
under the child marriage section. 

SAMPLING PLAN

With the help of local 
organizations, participants for IDI, 
KII, and FGD were selected using 
a purposive sampling method.

TABLE 4: DISTRIBUTION OF PARTICIPANTS

Tools
Sample 

size
Target group Age group 

No. of 
participants

Key 
Informant 
Interviews 
(KIIs)

12

Community leaders (Imams/Muazzins) 40-60 2

Service providers (teachers/health/information 
service providers)

20-45 4

Camp leaders (e. g., Majhis) and host community 
leaders (e. g., UP Chairman, UP Member) 

30-60 2

Female leaders (Qu'ran-e-Hafizas in the camps 
and host community, female UP Member or if 
available, UP Chairman) 

30-60 2

Representatives of vulnerable groups in the 
camps (at least one representative of persons 
with disability, if any, and one representative of 
Hindu Rohingya minority, if available) 

30-60 2

These interviews 
helped map the 
daily life and social 
interaction 
patterns of 
respondents, and 
by proxy, the 
community 



A Report on Findings from the Baseline Survey

55

SURVEY LIMITATIONS

One of the major limitations of 
this survey was related to the 
level of detail per topic. Since 
there was a broad list of topics to 
cover for the survey, it was not 
possible to cover all sections of 
the survey in detail due to time 
constraints. Rather, it was 
possible to provide an overview 
of knowledge, attitudes, 
practices, and behaviours in all 
sections. Another limitation of 
this survey is the lack of privacy 
during interviews. Due to the high 
population density in the camps, 
complete privacy of the 
respondents could not be 

ensured while conducting 
interviews which might induce 
some social desirability bias. 
Finally, the camp sample over-
represents households living 
closer to the CMVs.

In-Depth 
Interviews 
(IDIs)

24

Younger adults (4 males + 4 females) equally 
distributed in the camps and host community

20-35 8

Older adults (4 males + 4 females) equally 
distributed in the camps and host community

36-50 8

Adolescent boys equally distributed in the camps 
and host community

15-19 4

Adolescent girls equally distributed in the camps 
and host community

15-19 4

Focus 
Group 
Discussions 
(FGDs)

8

Younger adult males in the camps 20-35 6-8

Older adult males in the camps 36-50 6-8

Younger adult females in the camps  20-35 6-8

Older adult females in the camps 36-50 6-8

Younger adult males in the host community 20-35 6-8

Older adult males in the host community 36-50 6-8

Younger adult females in the host community   20-35 6-8

Older adult females in the host community 36-50 6-8

One of the major 
limitations of this 
survey was related 
to the level of 
detail per topic
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ANALYSIS AND 
RESULTS
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On 24 September 2017, newly 
arrived Rohingyas stand on a hill 
where several men are clearing 
the land to build a shelter, in the 
Kutupalong makeshift refugee 
camp, in Cox’s Bazar district.

©UNICEF/UN0127185/Brown
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Demographics and Socioeconomic Profile 

The average household size in the Rohingya and host communities is approximately 

the same – 5.8 and 5.9 respectively. These numbers, however, are higher compared 

to the average household size in rural Bangladesh, which is 4.43.xxiv Both the adult 

population (18+) and children in the host community households are older than those 

in the camps. 

Analysis and Results

TABLE 5: HOUSEHOLD SIZE AND AVERAGE AGE

Designation Camp Host 
community P-value*

Average number of household 
(HH) members

5.8 5.9 0.066

Average age of adults (18+) in HH 31.0  33.1 0.00

Average age of children in HH 5.9 6.8 0.00

*P-value signifies the statistical difference between the two groups, in this case 
the Rohingya and host communities. A larger P-value (typically greater than 0.05) 
signifies a weak evidence of statistical difference, while the smaller P-value 
(typically smaller than 0.05) signifies a stronger evidence of statistical difference.  

The majority of the population in 
both Rohingya and host 
communities is under 18. 
Children form a larger proportion 
of the population in the camps 
compared to the host community, 
but the real difference between 
the Rohingya and host 
communities lies in the details. 
For example, 33.4% of Rohingya 
household members are children 
under 5, which is more than 10 
percentage points higher than 
that of the host community. 
Sixteen percent of women, aged 

18 or below, are already married 
in the Rohingya camps, while the 
rate is just 10% in the host 
community. These figures indicate 
a higher prevalence of child 
marriage and higher fertility rate 
among the Rohingya women 
compared to the women in the 
host community. The focus of this 
analysis was on female 
respondents and not male 
respondents since females are 
predominant target of this 
practice.

16% of women 
aged 18 or below, 
are already 
married in the 
Rohingya camps, 
while the rate is 
just 10% in the 
host community

16% 



A Report on Findings from the Baseline Survey

59

TABLE 6: AGE DISTRIBUTION 

Designation Camp (%) Host 
community (%) P-value

% of children under 18 59.0 51.4 0.000

% of children under 5 33.4 24.1 0.000

% of children under 2 16.3 11.4 0.000

% of adolescent population 
(10-19)

17.3 18.7 0.051

% of women (18 and under) 
who are currently married

18.1 10.9 0.006

% of women (20 and under) 
who are currently married

32.2 30.1 0.000

% of women (25 and under) 
who are currently married

66.1 58.49 0.000

Disability Classified by Type: 

We followed the methodology 
used in the Household Income 
and Expenditure Survey (HIES) of 
Bangladesh, 2010 to understand 
the frequency of different types 
of disabilities in the community. 
We asked whether each member 
of the household has 1) difficulty 
seeing; 2) difficulty hearing; 3) 
difficulty walking or climbing 
steps; 4) difficulty concentrating 
or remembering; 5) difficulty with 
self-care such as washing, 
dressing, feeding, using the toilet, 
etc.; and 6) difficulty 
communicating such as 
understanding what others are 
saying or explaining themselves. 

The survey found that the most 
prevalent disability is difficulty 
with vision and movement in both 
Rohingya and host communities. 
We also found that 8% of the 
population in camps and 10% of 
the population in the host 
community have at least one 
form of disability. According to 
the HIES 2010, 9.1% of the 
population in Bangladesh has 
some kind of disability. 

On 9 September 2017, a 
Rohingya man clears land to 
build a shelter in the Balukhali 
makeshift refugee camp in Cox’s 
Bazar district.

©UNICEF/UN0127198/Brown



60

Level of Education:

The vast majority of adult 

household members in the 

camps are illiterate – the literacy 

rate among adult women is only 

25.6%; that means 74.4% of the 

camp women are illiterate. The 

literacy rate among males is 

38.7% and the illiteracy rate is 

61.3%. Literacy rate among the 

host community members are 

substantially higher – 65.5% 

among males and 60.3% among 

female community members. 

However, these numbers are 

much lower than the national 

averages, which are 75.6% for 

males and 69.9% for females.xxxv   

TABLE 7: PERCENTAGE OF HOUSEHOLDS WITH DISABILITY IN CAMPS AND HOST COMMUNITIES

Types of disability Camp (%) Host community (%) P-value

Vision 4 6.4 0.000

Hearing 2.4 3.2 0.010

Walking 4.8 4.4 0.596

Concentration 2.2 3.1 0.003

Self-care 1.1 2.6 0.000

Communication 2 2.4 0.066

FIGURE 1: LEVEL OF EDUCATION AMONG ADULT MALE HOUSEHOLD MEMBERS 
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FIGURE 2: LEVEL OF EDUCATION AMONG ADULT FEMALE HOUSEHOLD MEMBERS

Educational aspiration by 
gender 

It was found that the overall level 
of education, especially among 
the Rohingyas, is very low in 
absolute terms, and also lower 
than that of the host community 
in comparison. Therefore, the 
survey wanted to understand 
whether this lower level of 
education, particularly among the 
Rohingyas, is because of their lack 
of opportunity back in Myanmar. 
The respondents were asked how 
far they would have liked to study 
if they did not have any 
constraints. Responses show that 
educational aspiration within 
these communities are also quite 
low. To illustrate this point roughly 

13% of male respondents said 
they would have liked to study 
beyond the Higher Secondary 
level. This rate is higher in the 
host community, at 18%.

Responses show 
that educational 
aspiration within 
these 
communities are 
also quite low
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FIGURE 3: ASPIRATION FOR EDUCATION AMONG FEMALE AND MALE HOUSEHOLD MEMBERS
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It was also observed that even 
though the respondents in the 
host community, both male and 
female, have slightly higher 
aspiration about their own 
education, their aspiration is not 
very different from those in the 
camps. Both the communities 
have, on average, low 
educational aspiration.  

In addition, a gender gap is clearly 
visible in these figures. More than 
31% of female respondents in 
the camps said that even if they 
had a choice, they would not 
want any education at all. This 
rate is slightly lower in the host 
community, but even so, a 
quarter of female respondents in 
this group stated that they would 
not want any education if given a 
choice. On the other hand, if 
given the choice, almost every 
male respondent in both 
Rohingya and host communities 
would like to have at least some 
education. 

A consistent theme that emerged 
from the qualitative survey is a 
lack of mobility and opportunity 
for women, particularly for 
Rohingya women. It was found 
that, due to stringent beliefs on 
appropriate behaviour for women, 
they report that they usually do 
not find it comfortable to leave 
their houses, even to access 

necessary services such as  
health care, education, and aid. 
Women virtually never work 
outside, as evinced in the next 
section. The very low aspiration of 
Rohingya could indicate a 
manifestation of this gender 
inequality observed in the 
Rohingya population.  

Livelihoods and Main 
Occupations by Gender 
and Age Group:

It was asked whether each 
household member had been 
involved in any kind of income 
generating activities within the 
last seven days. Responses 
showed that 27.8% of adult males 
in the camps and 68.5% of adult 
males in the host community are 
active participants in the labour 
market. Participation by women 
and children (below 18 years) is 
very low in both areas. It is worth 
mentioning that the Rohingyas  
are not allowed by the authorities 
to engage in formal work or any 
employment outside the camps. 
However, some jobs inside the 
camps may be allowed by the 
authorities as many Rohingya 
men are seen to be working as 
labourers inside the camps. This 
helps contextualise why labour 
force participation of the 
Rohingya men is very low 
compared to that in the host 

More than 31% of 
female 
respondents in the 
camps said that  
even if they had a 
choice, they would 
not want any 
education at all

31% 



64

TABLE 8: CURRENT EMPLOYMENT BY GENDER AND AGE GROUP

% Currently 
employed Male Female

Camp (%) Host (%) P-value Camp (%) Host (%) P-value

Adults (18+) 27.8 68.5 0.000 1.6 5.0 0.000

Children 
(under 18)

2.6 4.7 0.000 0.7 0.3 0.000

community. Labour market 
participation also does not 
account for the chores performed 
by these people. As a result, this 

data do not provide a complete 
picture about the overall workload 
of men, women or children. 

Among those who are 
participating in the labour market, 
a majority of adult men (59.2%) 
currently work as agricultural or 
non-agricultural day labourer; 
these rates are 45.6% in the host 
community.'Cash for Work' is 
another important source of 
income for male adults in both 
Rohingya and host communities. 
One-fifth of the male adults in the 
host community are also involved 
in business. Labour market 
participation by women, in both 
Rohingya and host communities, 
is extremely low (Annex Table 56 
and 57). 

In the qualitative survey, it was 
repeatedly found that women, 
particularly Rohingya women, do 
not find it comfortable to go 
outside due to cultural beliefs 
about what behaviours are 

appropriate for women. Because 
of this, a vast majority of 
Rohingya women are likely to be 
illiterate, which has been noted 
earlier in this report. Such beliefs 
also explain why participation of 
women in the labour market is so 
low. The situation of gender 
inequality in the workforce is also 
pronounced within the host 
community, yet it is slightly less 
severe compared to that in the 
Rohingya camps.

Household Income and 
Expenditures:

Total reported household income 
for the last seven days in camps 
is BDT 440 while it is BDT 4,689 
in the host community. Total 
reported household expenditure 
for the last seven days in the 
camps is BDT 1,646, and in host 
community it is BDT 3,040. There 

these rates are 
45.6% in the host 
community. 'Cash 
for Work' is 
another important 
source of income 
for male adults in 
both camps and 
the host 
community

45.6% 
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appears to be a significant 
difference between income and 
expenditure in the camps in 
relation to the host community 
with expenditures exceeding their 
income. This may indicate that 
camp-dwellers are using their 
savings to meet their needs. 
Another possible explanation of 
this could be that the Rohingyas 
are selling some of their assets or 
relief items they are receiving in 
the local market and using this 
money to buy other items of their 
preference. For example, from 
the qualitative interviews it was 
found that many Rohingyas sell 
the soap they receive as part of 
their relief package.

KNOWLEDGE, 
ATTITUDES, PRACTICES, 
AND BEHAVIOURS 

Reproductive Health: 

In Bangladesh, Total Fertility Rate 
(TFR) among women between 
ages 25 and 49 fell nationally 
from 6.3 in 1975 to 2.3 in 2011 
and has remained stable since 
then.xxxvi In Chittagong division, 
the rate was higher than the 
national average, at 2.5 in 2014. 
The average number of childbirths 
among parents is 2.08, while the 
average number of living children 
among parents is 1.89.xxxvii 

Number of wives of male 
respondents/spouses of female 
respondents

A majority of men and women in 
both Rohingya and host 
communities are in 
monogamous relationships. Only 
about 2% of male respondents 
mentioned having more than 1 
wife. About 6% of female 
respondents in the camps and 
4% in the host community 
mentioned having a co-wife. 

How many children do couples 
aspire to have in a lifetime?

Respondents were asked how 
many children in total they would 
like to have in their lifetime. Close 
to 30% of respondents in the 
host community said that they 
would want 3 children, and 28.2% 
said that they would want 4. A 
large number of respondents, 
particularly in camps, mentioned 
wanting more than 4; almost 12% 
of respondents in the camps 
mentioned that they want as 
many as 6 children while almost 
17% mentioned wanting more 
than 6. These rates are 5.4% and 
3.5% in the host community. 
These expectations are 
consistent with the actual number 
of pregnancies, live-births, and 
living children, as shown in the 
next section.  

almost 12% of 
respondents in the 
camps mentioned 
that they want as 
many as six 
children while 
almost 17% 
mentioned 
wanting more 
than six

12% 
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FIGURE 4: EXPECTED NUMBER OF CHILDREN IN A LIFETIME

Number of pregnancies and 
living children by age group 

From the following tables, a clear 
difference between the Rohingya 
and host communities is seen. In 
the camps, 25.6% of female 
respondents (or the wives of 
male respondents) had 6 or more 

pregnancies; this number is 
below 10% in the host 
community. More than two-thirds 
of female respondents (or wives 
of male respondents) in the 
camps had 3 or more 
pregnancies; the rate is 54.5% in 
the host community. 

FIGURE 5: DISTRIBUTION OF NUMBER OF PREGNANCIES AND NUMBER OF LIVE BIRTHS 

AMONG FEMALE RESPONDENTS
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TABLE 9: KNOWLEDGE OF FIVE DANGER SIGNS

Rohingya women in the camps 
also have much higher numbers 
of children, on average, than 
those in the host community. 
Nearly 20% of female 
respondents (or wives of male 
respondents) have 6 or more 
children. This rate is only 6% in 
the host community. About 40% 
of women in the camps, and 
26.9% in the host community, 
have 4 or more children. Many 
women in the camps have 
children between 9 and 12 years. 

Knowledge and perception 
about types of maternal care 
during pregnancy, delivery, and 
after delivery  

Fifty-one percent of respondents 
in the camps, and 60% of 

respondents in the host 
community mentioned that they 
know the five signs of danger for 
the mother during pregnancy, 
delivery, and after delivery. There 
is a clear difference in knowledge 
between male and female 
respondents. Female 
respondents are more likely to 
know about the danger signs in 
both groups. Sixty-four percent of 
the women in the host 
community said that they know 
the danger signs during 
pregnancy, delivery, and after 
delivery. This rate is 53% in the 
camps. Even though the 
knowledge of the host 
community males is higher than 
those in the camps, the 
difference is not significant. 

Knowledge of Five Danger Signs Camp (%) Host 
community (%) P-value

Male 44.4 49.0 0.247

Female 53.3 64.0 0.000

These findings are consistent 
with the findings of the qualitative 
survey, where community 
members' knowledge of the 
kinds of food or medical care that 
expecting or lactating mothers 
may need was investigated. 
During IDIs at the Unchiprang and 
Kutupalong camps, most of the 

pregnant Rohingya women stated 
that healthy food and regular 
health check-up are important 
during pregnancy, while most of 
their male counterparts did not 
know much about it. This is 
equally applicable in the host 
community (e. g., in Hangorghona 
and Hakimpara).

Nearly 20% of 
female 
respondents (or 
wives of male 
respondents) have 
6 or more children 

20% 
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“It is women’s matter, we 

do not know about it.”

- Male FGD, Camp

Those who said that they knew 
the warning signs of potential 
health risks during pregnancy 
were asked to recount details of 
the signs. About 47% of 
respondents in the Rohingya 
camps and 53% respondents in 
the host community mentioned 
fluid retention, headache, and 
blurred vision. Thirty-one percent 
of respondents in the Rohingya 

camps and 42% in the host 
community mentioned heavy 
vaginal bleeding and retained 
placenta. Though about one-third 
of the host community 
respondents mentioned seizures 
as a warning sign, very few 
respondents in the Rohingya 
camps were aware of this 
symptom – about 9% of 
respondents mentioned seizure.

The total level of knowledge of 
the number of danger signs 
among respondents show that 
awareness is even lower. Among 
those who mentioned that they 
know the danger signs, only 
about a quarter in the Rohingya 

camps and a third in the host 
community could mention 3 
signs. Almost no one in any of 
these communities could 
mention all 5 signs. 

TABLE 10: KNOWLEDGE OF FIVE DANGER SIGNS DURING PREGNANCY, DELIVERY, AND AFTER 

DELIVERY

Danger signs Camp (%) Host 
community (%) P-value

Heavy vaginal bleeding and retained 
placenta

31.0 42.1 0.00

Fluid retention, headache, blurred 
vision

46.9 53.1 0.04

Seizure 8.6 19.7 0.00

Prolonged labour, any part of the 
body other than head coming out first 
during delivery

23.6 27.3 0.83

Fever for more than 3 days and foul 
smelling vaginal discharge

19.7 18.0 0.00

Other 0.3 0.4 0.94
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“Being Muslim women, 

we do not want to go 

outside particularly 

during our pregnancy; 

other men will see our 

belly. This is shameful   

for us.”  

- Female FGD, Camp

“Doctors say health 

centres are good for 

mother and child health, 

and safe for delivery but 

society says home 

delivery is good for us.  

We accept what our 

society allows.” 

- Female FGD, Host

What is the perception of the 

community about seeking 

facility-based service before, 

during, and after childbirth? In 
the qualitative interviews in the 
Rohingya camps, it was found 
that Rohingyas are comfortable 
with traditional midwives whom 
they have known for years – they 
trust in their midwife’s skill and 
reliability. Respondents also 
expressed that they prefer going 
to clinics/hospitals only if there is 
a complication and preferably 
accompanied by a male guardian. 
Rohingya women do not feel 
comfortable at health care 
centres, particularly during 
pregnancy, because they feel 
exposed. For the same reason, 
Rohingya women also objected to 
the lack of privacy in the health 
facilities and the delivery rooms, 
which makes them uncomfortable 
and discourages uptake of 
maternal care services. 

The perception is not very 
different in the host community. 
Though the host community 

women know the importance of 
facility-based services, often they 
cannot actively seek or receive 
these services because of social 
customs. They said that their 
community does not recognize 
the need for hospital-based 
delivery. Often the family 
members do not approve of a 
woman going to a health facility. 
For example, a woman in the 
host community stated that, “if 
my husband takes us to the 
hospitals for health check-ups, 
our in-laws and other family 
members do not like it.” Some 
women also believe that the  
health care facilities are meant 
for 'weaker' women. To that 
point, a female participant in the 
host community said, “the 
hospital is not a good sign for the 
women; a healthy woman does 
not need to go to hospitals, a 
physically weak woman needs 
hospital or health care.”

In general, it was found that 
women are dependent on their 
male counterparts for bringing 

TABLE 11: NUMBER OF DANGER SIGNS MENTIONED CORRECTLY

No. of signs Camp (%) Host 
community (%) P-value

3 Signs 25.5 32.6 0.000

5 Signs 1.2 2.6 0.007

N - Camp: 1,240; N - Host: 443
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them medicine or taking them to 
the hospital. It was also found that 
women are usually taken to the 
hospital only if they are seriously ill. 

Another common fear among the 
Rohingya and host communities, 
as revealed in the qualitative 
survey, is the over-prescription of 
caesarean (C-section) delivery. 
They indicated that, whenever 
they opt for facility-based delivery, 
the doctors prefer caesarean 
delivery even if it is not 
necessary.   

It appears that the experience of 
Rohingyas in Myanmar may 
prevent many of them from 
opting for facility-based delivery. 
Because of their experience in 
Myanmar, some fear that, if the 
newborn is a boy, it may be killed 
by the authority or they may be 
forbidden from implementing 
their ritual of reciting the 'Azan' or 
the call for prayer when a boy is 
born, even though these fears are 
unfounded in the Rohingya 
camps. In the qualitative survey, it 
was found that there are some 
prevailing misconceptions about 
facility-based delivery. Rohingya 
men and women in an FGD 
agreed with one participant who 
said, “we want to go to the health 
centres. But many do not go in 
fear of losing a kidney from 
mother and child, particularly 
during caesarean operation.”

Health-care practice during 
pregnancy, delivery, and post-
delivery

The following questions were 
asked to the parents of children 
under the age of 5, specifically 
regarding the pregnancy, delivery, 
and post-delivery practices 
adhered to with their youngest 
child. It was expected that the 
practices would differ based on 
the country where the child was 
delivered, therefore, the following 
results were analysed with 
reference to the country where 
the child in question was born. 
Almost 30% of the Rohingya 
women with children under the 
age of 5 gave birth to their 
youngest child in Bangladesh in 
the Rohingya camps. 

Antenatal Care: Women who 
were pregnant within the last 5 
years

Did she receive Antenatal Care 

(ANC)? From the following table 
we can see that about 50% of 
the women who delivered their 
youngest child in Myanmar 
received some form of antenatal 
care (ANC). The rate jumps to 
67.6% among the Rohingya 
women who delivered in 
Bangladesh. By comparison, 
72.8% of women in the host 
community mentioned receiving 
ANC.  

of women in the 
host community 
mentioned 
receiving ANC  

72.8% 
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Where did she receive ANC? 

Among the women in Rohingya 
camps who received some sort 
of ANC in Myanmar, about 38% 
received facility-based ANC 
(Annex Table 64). However, only 
those who have given birth in 

Bangladesh are considered, it is 
found that 71.9% of women in 
the camps who received some 
sort of ANC received facility-
based ANC. This rate is 70.1% in 
the host community. 

TABLE 12: PERCENTAGE OF WOMEN WHO RECEIVED ANC DURING LAST PREGNANCY 

TABLE 13: PLACES OF RECEIVING ANC AMONG THOSE WHO GAVE BIRTH IN BANGLADESH

Percentage of women who received 
ANC during last pregnancy Camp (%) Host 

community (%) P-value

Those who delivered in Myanmar 
receiving ANC

49.8 N/A 0.061

Those who delivered in Bangladesh 
receiving ANC

67.6 72.8 0.040

N - Camp: 2,100; N - Host: 661

Location Camp (%) Host 
community (%) P-value

Health facility at camp 6.0 0.2 0.000

Government health facility (inside camp) 21.2 1.9 0.000

Government health facility (outside camp) 7.9 32.3 0.000

Private health facility (inside camp) 24.9 3.0 0.000

Private health facility (outside camp) 10.9 26.5 0.000

Home-based 27.9 29.9 0.510

Other 1.2 6.2 0.000

N - Camp: 708; N - Host: 725
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Delivery: Women who were 
pregnant within the last 5 years

Again, of the women who 
delivered their youngest child in 
Myanmar, 96% delivered at home 
(Annex Table 65). Among those 

who delivered in Bangladesh, 
76.4% of deliveries were home-
based in the camps. This rate is 
68% in the host community.    

If the delivery was home-based, 

why did they not go to a health 

facility? For the majority of those 
who delivered at home both in 
Rohingya and host communities 
mentioned that there is no need 
to go to a facility for child delivery 
– 55.8% in the camps and 61.8% 
in the host community. This is 
again consistent with our 
qualitative finding that women do 
not feel comfortable about going 
to health centres because of 
prevailing social norms and 
beliefs. One-third of the 

respondents in both groups also 
mentioned that the baby came 
too quickly to take the mother to 
a facility. Moreover, many 
respondents in both groups noted 
the high cost of delivery services 
in a medical facility as a barrier to 
usage. This shows evidence of 
lack of proper and accurate 
information regarding the cost of 
health care services among the 
Rohingya population, since there 
is no cost for medical services in 
the camps.

TABLE 14: PLACES OF DELIVERY IN BANGLADESH 

Where did they deliver the baby? Camp (%) Host 
community (%) P-value

Health facility at camp 1.3 0.1 0.010

Government health facility (inside camp) 5.6 0.8 0.000

Government health facility (outside camp) 4.0 15.0 0.000

Private health facility (inside camp) 7.6 1.2 0.000

Private health facility (outside camp) 4.2 10.9 0.000

Home-based 76.4 68.0 0.000

Other 0.8 3.9 0.000

N - Camp: 541; N - Host: 493

...women do not 
feel comfortable 
about going to 
health centres 
because of 
prevailing social 
norms and beliefs
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Who assisted with the delivery 

in Bangladesh? For the women 
who delivered their youngest 
child in Myanmar, only one-
quarter had a skilled birth 
attendant present during their 
delivery (Annex Table 66). Among 
those who delivered in 
Bangladesh, 38.8% had a skilled 
birth attendant present during 
their delivery. Still, almost 60% of 

the deliveries among Rohingya 
women delivering in Bangladesh 
and 44.1% of deliveries among 
women in the host community 
are assisted by traditional birth 
attendants. Friends and family 
members assist in the delivery in 
46.8% cases in the camps and 
37.3% cases in the host 
community. 

TABLE 15: REASONS FOR DELIVERY AT HOME

TABLE 16: ASSISTANCE DURING DELIVERY IN BANGLADESH

Reasons Camp (%) Host 
community (%) P-value

Distrust the facility 10.7 4.6 0.000

High cost 18.7 17.6 0.565

Distance/inconvenience 16.9 16.2 0.694

Husband/family insisted 5.6 5.8 0.870

Didn't know where to go 3.2 2.4 0.335

Baby came too quickly/not enough 
time

34.8 37.8 0.207

No need to go to a health facility 55.8 61.8 0.015

Religious problem 6.1 6.0 0.915

Other 2.2 1.2 0.152

N - Camp: 708; N - Host: 725

Present during delivery Camp (%) Host 
community (%) P-value

Doctor 6.4 26.0 0.000

Nurse 6.5 27.1 0.000

Friends and family 
members assist in 
the delivery in 
46.8% cases in the 
camps and 37.3% 
cases in the host 
community  
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Present during delivery Camp (%) Host 
community (%) P-value

Paramedic 1.0 0.4 0.109

Traditional birth attendant 58.2 44.1 0.000

Skilled birth attendant 20.7 13.2 0.000

Community health worker 2.1 2.4 0.606

Relative/friend 46.8 37.3 0.000

No one 1.1 0.0 0.004

Other 0.2 0.1 0.694

N - Camp: 708; N - Host: 725

Additionally, it was found that in 
the case of Rohingya women 
who delivered in Bangladesh, 
38.8% of deliveries were assisted 
by skilled birth attendants that 
include doctors, nurses, and 
trained midwives. Less than 
one-quarter of the women who 
delivered in Myanmar received 
the assistance of skilled birth 
attendants during delivery. This 
rate is 46.8% for the women in 
the host community. 

Postnatal Care: Women who 
were pregnant within the last 5 
years

Did she receive Postnatal Care 

(PNC)? Among the women who 
delivered their youngest child in 
Myanmar, 45.5% received some 
form of postnatal care (PNC). 
Among the women in camps 
delivering in Bangladesh, the rate 
is 58.5%. Almost 66% of women 
in the host community mentioned 
receiving some sort of PNC. 

TABLE 17: PERCENTAGE OF WOMEN WHO RECEIVED PNC DURING LAST PREGNANCY

PNC by country Camp (%) Host 
community (%) P-value

Those who delivered in Myanmar 
receiving PNC

45.5 N/A N/A

Those who delivered in Bangladesh 
receiving PNC

58.5 65.8 0.004

N - Camp: 2,395; N - Host: 735

38.8% of 
deliveries were 
assisted by skilled 
birth attendants 
that include 
doctors, nurses, 
and trained 
midwives
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Where did she receive PNC? 
There is a large difference in the 
places of receiving PNC 
depending on the country in 
which she delivered. In Myanmar, 
72.2% of PNC was home-based 
among the Rohingya women with 

children under 5. This number 
drops to 43.5% for Rohingya 
women who delivered in 
Bangladesh. The rate of home-
based PNC is 43.8% in the host 
community.  

TABLE 18: PLACES OF RECEIVING PNC AMONG THOSE WHO GAVE BIRTH IN BANGLADESH

Location Camp (%) Host 
community (%) P-value

Health facility at camp 6.3 0.4 0.000

Government health facility (inside 
camp)

15.2 1.3 0.000

Government health facility (outside 
camp)

5.6 22.9 0.000

Private health facility (inside camp) 21.7 2.5 0.000

Private health facility (outside camp) 7.2 24.9 0.000

Home-based 43.5 43.8 0.919

Other 1.7 4.2 0.003

N - Camp: 414; N - Host: 477

Overall Status of ANC, Delivery, 
and PNC: Women who were 
pregnant within the last 5 years

Looking at the overall status of 
ANC, Delivery, and PNC services 
across all female respondents 
who received ANC, Delivery, and 
PNC services in Bangladesh, it 
was found that less than half 
across Rohingya and host 
communities received facility-
based ANC and PNC and only 
19% in the camps and 28% in the 

host community received facility-
based delivery. For the purposes 
of analysis, facility-based service 
includes government and private 
facilities inside and outside camps 
and skilled birth attendants 
include doctors, nurses and 
trained midwives. This can be 
seen in the following figure.
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FIGURE 6: OVERALL STATUS OF ANC, DELIVERY, AND PNC

TABLE 19: TYPES OF VACCINATION RECEIVED 

Female vaccination during 
reproductive age (15 – 49) 

In the camps, 70.1% of female 
respondents mentioned being 
vaccinated between the age of 15 
and 49; the rate within the host 
community is much higher, at 
90.1%. Among those who 
mentioned receiving vaccination, 
about 36% of respondents in the 
camps confirmed receipt of a 

Tetanus Toxoid (TT) vaccine – this 
compares to 52% in the host 
community. However, a majority 
of female respondents in the 
camps could not remember what 
vaccinations they had received. 
Within the host community, the 
percentage of respondents 
unable to recall their vaccination 
history is 47.6%.  

Vaccination history Camp (%) Host 
community (%) P-value

TT (for pregnancy) 36.6 51.8 0.000

Don't remember 60.0 47.6 0.000

N - Camp: 1,277; N - Host: 481

70.1% of 
female 
respondents 
mentioned being 
vaccinated 
between the age 
of 15 and 49
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TABLE 20: KNOWLEDGE OF STEPS THAT SHOULD BE TAKEN IMMEDIATELY AFTER THE BABY   

IS BORN

Childcare: 

Newborn Care: Knowledge on 
practices to encourage the 
health of a newborn child 

Most respondents in both the 
groups correctly noted that it is 
important to clean and dry the 
baby. Covering the baby properly, 
however, was mentioned by less 

than half of the respondents in 
both areas. Still fewer recalled the 
need to cover the baby’s head –  
15.7% in the camps, and 19.7% 
in the host community. About 
one-third of respondents recalled 
starting breastfeeding 
immediately.

The survey wanted to determine 
the level of knowledge of both 
basic and advanced steps that 
should be taken following 

childbirth. The data indicate that 
about one-quarter of respondents 
could recount at least 5 steps out 
of the above 10 steps. At least 2 

Newborn care knowledge Camp (%) Host 
community (%) P-value

Clean the baby 89.6 86.1 0.007

Dry the baby 70.6 72.7 0.269

Cover the baby properly 47.5 45.3 0.280

Cover the baby's head 15.7 19.7 0.009

Start breastfeeding immediately (within 1 
hour of birth)

34.7 37.4 0.181

Skin-to-skin contact 44.9 42.0 0.168

Instrument boiled before the cord was cut 10.2 8.6 0.227

Nothing applied to the umbilical cord after 
it was cut and tied/or Chlorhexidine care

20.4 12.0 0.000

Dry the baby within 0-4 minutes of birth 10.3 10.4 0.947

Delayed bathing (bathed 72+ hours after 
delivery)

8.9 9.5 0.631
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out of the 4 basic steps – namely 
cleaning the baby, drying the 
baby, covering the baby properly, 
covering the baby’s head – were 
mentioned by more than 95% of 
respondents in both groups.  
About three-quarters of the 
respondents in both groups were 
also aware of at least 3 out of 6 
advanced steps – specifically, 
starting breastfeeding 

immediately (within one hour of 
birth), skin-to-skin contact, boiling 
the instrument before cutting the 
umbilical cord, applying nothing to 
the umbilical cord after it is cut 
and tied/or Chlorhexidine care, 
drying the baby within 0-4 
minutes of birth, and delaying 
bathing of the child (bathed 72+ 
hours after delivery). 

TABLE 21: KNOWLEDGE OF BASIC AND ADVANCED STEPS TO BE TAKEN AFTER THE BABY IS 

BORN

Newborn care steps identified Camp (%) Host 
community (%) P-value

At least 5 out of all 10 steps  26.1 23.1 0.105

At least any 2 out of the 4 basic steps* 80.2 82.2 0.163

 At least 3 out of 6 advanced steps** 13.5 10.9 0.835

Aleast 5 out of 6 advanced steps to keep 
a baby healthy after birth

0.2 0.1 0.105

*Basic steps include: cleaning the baby, drying the baby, covering the baby properly, covering the baby’s head. 
**Advanced steps include: starting breastfeeding immediately (within 1 hour of birth), skin-to-skin contact, boiling 
the instrument before cutting the umbilical cord, applying nothing to the umbilical cord after it is cut and tied/or 
Chlorhexidine care, drying the baby within 0-4 minutes of birth, and delaying bathing of the child (bathed 72+ hours 
after delivery).

After further analysis of the 
knowledge of individual steps, it 
was found that more than 70% of 
the respondents in both groups 
are aware of the need to dry and 
wrap the baby as well as cover its 
head. But less than half of the 
respondents know about the 
need for immediate skin-to-skin 
contact with the mother. 

Knowledge of delaying the bath 
of the baby is the lowest among 
those surveyed – less than 10% 
of respondents mentioned 
delaying the baby’s bath. 

But it should be considered that 
in the above question, the 
respondents were not prompted 
with options. As such, it is 

...less than 10% of 
respondents 
mentioned 
delaying the 
baby’s bath 
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TABLE 22: KNOWLEDGE OF NEWBORN SKIN-TO-SKIN CONTACT WITH THE MOTHER

TABLE 23: KNOWLEDGE OF WHEN TO BATHE THE NEWBORN

possible that they forgot to 
mention many steps that they 
know about. So, their knowledge 
on specific aspects of newborn 
care were specifycally asked and 
discussed below.

When asked exactly when the 
baby should receive skin-to-skin 
contact with the mother, a 

majority responded that one 
should wait at least 10 minutes.  
A newborn baby should have 
skin-to-skin contact with the 
mother immediately or within 0-4 
minutes of being born.

As noted earlier, general 
knowledge of when to bathe a 
newborn is also very low. When 
asked precisely when a newborn 
should be given a bath, the 

majority of respondents – 77.3% 
in the camps and 61.4% in the 
host community stated that the 
baby must be bathed between 0 
and 5 hours after birth.  

No. of minutes before                    
skin-to-skin contact Camp (%) Host 

community (%) P-value

0-4 min 10.1 15.5 0.000

5-9 min 3.1 5.5 0.002

10+ min 82.8 73.2 0.000

I don't feel that it is required 0.1 0.0 0.435

Don't know 3.9 5.7 0.044

No. of hours before bathing Camp (%) Host 
community (%) P-value

Don't know 2.3 5.5 0.000

0-5 hours 77.3 61.4 0.000

6-11 hours 3.2 5.7 0.003

12-23 hours 1.6 1.6 0.973

24-71 hours 1.1 3.6 0.000

72+ hours 13.4 19.5 0.000
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Regarding treatment of the 
umbilical cord after a woman has 
given birth, very few respondents 
were knowledgeable of proper 
internationally accepted 
procedure. The table below 
shows that while 18.4% in the 
camps and 25.7% in the host 

community stated that they 
should use Chlorhexidine to clean 
the umbilical cord after giving 
birth, almost 50% of respondents 
in the sample are unaware of the 
need to properly treat the 
umbilical cord to prevent 
infection.

Knowledge of the signs of 
acute malnutrition of children 
after age 5

A Nutritional Assessment 

conducted in November 2017 

among Rohingya children found 

the rate of acute malnutrition 

among children under the age 5 

to be 7.5%. This finding is double 

the rate determined in May 2017, 

indicating a worsening trend.xxxviii  

Given this development, the 

survey sought to understand 

whether the Rohingya and host 

communities know how to 

identify a malnourished child. To 

test this, respondents were asked 

whether they knew the signs of 

malnutrition among children 

under age 5. Survey results show 

that 46.3% of respondents or 

less than half in the camps and 

59.7% in the host community 

indicated knowledge of the signs.  

What are the signs? Those who 

answered “yes” to the previous 

question were asked to elaborate 

on the signs they knew; almost 

everyone was able to identify low 

weight as a symptom of 

malnutrition. Low height was 

mentioned by 63.2% of 

respondents in the camps and 

TABLE 24: KNOWLEDGE OF HOW TO CLEAN AND TAKE CARE OF THE UMBILICAL CORD AFTER 

GIVING BIRTH

Form of treatment for umbilical cord Camp (%) Host 
community (%) P-value

With Chlorhexidine 18.4 25.7 0.000

With traditional materials 11.0 6.8 0.001

With water 14.4 11.1 0.020

Not treated 47.8 47.0 0.720

Other 2.5 3.2 0.278

Don't know 14.3 15.4 0.442

This finding is 
double the rate 
determined in May 
2017, indicating a 
worsening trend
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Knowledge of the time to start 
breastfeeding after delivery 

This question was asked only to 
female respondents and the vast 
majority of them – 76.8% in the 
camps and 77.2% in the host 
community were aware that the 
child should be breastfed 
immediately or within 1 hour after 
birth. In the camps, 15.9% of 
female respondents believed the 
baby should be breastfed within 1 
day, while in the host community, 

18.7% of respondents believed 
this. From the graphs below, we 
can see that the practice of 
starting breastfeeding, among 
women with children under 5, 
correspond to their knowledge of 
the best time to start 
breastfeeding. 

FIGURE 7: KNOWLEDGE OF SIGNS OF MALNUTRITION

69.9% in the host community 
noted this sign. About one-third of 
respondents in both the groups 
cited nutritional edema as a sign 
characterised by swollen feet, 

face, and limbs. One-fourth of 
respondents in the Rohingya 
camps and one-fifth in the host 
community identified severe 
muscle wasting. 



82

However, knowledge of the age 
of exclusive breastfeeding is not 
very accurate. Though few 
mentioned that the child should 
be exclusively breastfed for less 
than 6 months, one-third of 

respondents in the camps and a 
quarter of the respondents in the 
host community stated that the 
time of exclusive breastfeeding is 
longer than 6 months. 

FIGURE 8: KNOWLEDGE AND PRACTICE OF TIMING OF STARTING BREASTFEEDING – CAMP VS. 

HOST

TABLE 25: KNOWLEDGE OF AGE OF EXCLUSIVE BREASTFEEDING

Months of exclusive breastfeeding Camp (%) Host 
community (%) P-value

Less than 6 months 5.4 1.7 0.000

6 months 60.1 71.7 0.000

More than 6 months 32.0 26.2 0.011

Don't know 2.6 0.4 0.002

N - Camp: 1,808; N - Host: 534
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Breastfeeding practice: Women 
with children under age 5 by 
gender   

Did a mother breastfeed her 

youngest child? If not, why? 

About 94% of all female 
respondents with children under 
age 5 in both the groups 
mentioned that they breastfed 
their youngest child. Among those 
who said they did not breastfeed 
their youngest child, the majority 
cited sickness of the mother or 
lack of breastmilk as the main 
reason (Annex Table 71). 

When did a mother first 

attempt breastfeeding her 

youngest child? About 72% of 
women in the camps and 66.7% 
women in the host community 
answered that they first 
attempted to breastfeed their 
youngest child within the first 
hour after the birth. Only 8.1% in 
the camps and 15.1% in the host 
community tried breastfeeding 
their child immediately after birth.  

What are other practices 

related to breastfeeding? In the 
qualitative survey, it was found 
that the host community 
members practice giving 

colostrum to the newborn. 
However, findings in the camps 
are mixed. Some give colostrum 
to their children, but some think 
that it is not good for their child. 
Many also feed sugar water or 
honey to the newborn before 
starting breastfeeding. Giving 
honey to a newborn can be 
dangerous as honey may contain 
bacteria which causes Botulism, a 
rare but potentially fatal disease.2   
However, they are aware that an 
infant should be given breastmilk 
even if the mother or child is sick 
unless the mother or the child has 
a contagious disease.   

Until what age do they wish to 

breastfeed or breastfed their 

child under age 5? A knowledge 
gap was identified when 
respondents were asked till what 
age did they breastfed or wish to 
breastfeed their youngest child. It 
was found that 45.4% of women 
in the camps breastfed or would 
want to breastfeed their youngest 
child for less than 24 months; this 
rate is also high 44.3% in the 
host community. Ideally, a child 
should be breastfed until 24 
months.  

2“Infant Botulism: Advice on Avoiding Feeding Honey to Babies and Other Possible Risk 
Factors - ProQuest,” accessed September 26, 2018, https://search.proquest.com/openview/
a77e6c0d8a85a1abc2832361f209232b/1?pq-origsite=gscholar&cbl=47216

About 94% of all 
female 
respondents with 
children under age 
5 in both the 
groups mentioned 
that they breastfed 
their youngest 
child

94% 
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FIGURE 9: DURATION OF OVERALL BREASTFEEDING

Complementary feeding 
practice: Women with children 
under age 5 by gender  

What solid/semi-solid food did 

women give their youngest 

child when they were between 

6 and 24 months? Women with 
children were asked about the 
practice of giving complementary 
food to their children aged 
between 6 and 24 months. 
Responses showed that 81% in 
the camps and 86% in the host 
community currently give or gave 
solid/semi-solid/soft food to their 
children between those ages. 

When questioned about the type 
of complementary foods given to 
children aged between 6 and 24 
months, 84% in the camps and 
79.6% in the host community, 
respectively, mentioned rice. 
Fifty-seven percent of 

respondents in the camps and 
60.3% in the host community 
mentioned protein-rich food such 
as pulses, fish, and meat. About 
27% of respondents in the 
camps, and 41.5% in the host 
community also mentioned 
commercial infant formula. 

84% in the camps 
and 79.6% in the 
host community, 
respectively, 
mentioned rice as 
complementary 
food given to 
children

84% 
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FIGURE 9: DURATION OF OVERALL BREASTFEEDING TABLE 26: COMPLEMENTARY FEED TYPE

Complementary foods Camp (%) Host 
community (%) P-value

Commercial infant formula 26.8 41.5 0.000

Plain water 16.0 19.1 0.148

Other milk (powdered or animal) 18.7 22.9 0.067

Fruit juice 27.3 49.1 0.000

Solid food (e. g., rice) 84.0 79.6 0.043

Pulses, fish and meat 57.0 60.3 0.250

Vegetables 47.4 62.6 0.000

Semi-solid food (e. g., khichuri) 
fortified with micro-nutrient powder   
(e. g., Monimix, Pushtikona)

21.0 14.0 0.002

Water with honey 2.2 1.5 0.432

Water with sugar 6.7 3.1 0.007

Other 2.2 0.3 0.011

N - Camp: 1,539; N - Host: 457

The survey determined how 
many respondents did not 
mention any complementary 
foods from the nutritious groups 
above including, pulses, fish and 
meat, vegetables and semi-solid 
food (e. g., khichuri) fortified with 
micro-nutrient powder (e. g., 
Monimix, Pushtikona). It was 
found that of those who 
mentioned giving complementary 
food, 25% of respondents in the 
camps and 20% in the host 
community respectively, did not 
give any food from these above 
food groups. This suggests that 
the children of these women are 

not receiving (or did not receive) 
adequate nutrition from 
complementary foods between 6 
and 24 months of age. When 
asked why women gave certain 
complementary foods to their 
children, a majority in both the 
groups said that the baby enjoyed 
the food (Annex table 72). 

If women did not give any 

complementary food to their 

children aged between 6 and 24 

months, why not? Among those 
who did not give complementary 
food to the baby between 6 and 
24 months of age, 42.5% in the 

...25% of 
respondents in the 
camps and 20% in 
the host 
community 
respectively, did 
not give any food 
from these above 
food groups
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camps and 31.3% in the host 
community stated that it is not 
good for the baby. About 52% in 
the camps and 62.5% in the host 
community noted other reasons. 
The majority of respondents who 
mentioned "other reasons", said 
the child is not old enough. It is 
important to consider that this 
sample consists of only children 
of 6 months or older. As such, it is 
clear that most respondents who 
do not give complementary food 
to children in this age group are 
not aware of the need for 

complementary food. Also, a 
small percentage of women cited 
financial constraints that 
prevented them from providing 
complementary food. However, in 
the qualitative survey, many 
Rohingya women mentioned that 
they understand the necessity of 
a balanced complementary diet 
for children between the age of 6 
and 24 months, but they cannot 
afford it.   

Vaccination 

What is the knowledge and 

perception of vaccines? 

Knowledge level about 
vaccination is very high among 
both groups. In the camps, the 
rate is 97.4%, and in the host 
community, the rate is 99.1%. 
Even though a majority of 
respondents in both groups – 
92.2% in the camps and 92.9% in 
the host community know that 

vaccines are administered to 
children to prevent diseases, it 
seems there are some 
misconceptions about the action 
of a vaccine. About three-quarters 
of the respondents of the 
qualitative survey said that 
“vaccines cure diseases,” while 
more than half said that it 
“protects their children from 
weakness.” 

TABLE 27: REASONS FOR NOT GIVING COMPLEMENTARY FOOD

Reasons Camp (%) Host 
community (%) P-value

Not good for baby 42.5 31.3 0.098

Health educator said not to 6.2 6.3 0.980

Doctor forbade 4.1 6.3 0.456

Other 51.7 62.5 0.118

N - Camp: 292; N - Host: 64
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In the qualitative survey it was 
found that the Rohingyas are not 
very inclined to vaccination. 
Particularly the older members in 
the FGDs in camps expressed 
their disapproval about 
vaccination, as one participant in 
the FGD with older Rohingya 
community members (ages 
36-50) expressed, “vaccination is 
not always good for health. 
Children who are never 
vaccinated are healthier than 
those who are vaccinated.”   

Knowledge of the times a child 

needs to be vaccinated before 

the age of 15 months. Despite 
the high general knowledge of 
vaccination, specific knowledge 
of the number of times a child 
should be vaccinated before 15 
months varies across groups. 
Respondents in camps 
mentioned less than 4 times, on 
average, whereas host 
community respondents 

mentioned almost 5 times. 
Considering the table below, one 
can see that almost one-third of 
the respondents in the camps 
and 11% in the host community 
do not know the number of times 
a child needs to be vaccinated. 
Only 22.1% of respondents in the 
camps mentioned 5 times, while 
the rate is 48% in the host 
community. Almost no 
respondents in the camps knew 
the correct number of times (6 
times), while only 12.3% in the 
host community could correctly 
recount the number. One-third of 
the respondents said they do not 
know the number of times a child 
needs vaccination. Further, it was 
found in the qualitative survey 
that many Rohingya women 
believed that the vaccination of 
children starts when the baby is 3 
months old, a clear case of 
misinformation. 

TABLE 28: KNOWLEDGE OF REASONS FOR VACCINATION OF A CHILD UNDER TWO

Function of vaccines Camp (%) Host 
community (%) P-value

To protect from diseases 92.2 92.9 0.606

To cure diseases 72.2 75.4 0.185

To protect from weakness 55.8 51.1 0.088

Other 1.3 0.5 0.179

Don't know 5.7 5.6 0.929

N - Camp: 1,664; N - Host: 411

“Vaccination is not always 

good for health. Children 

who are never vaccinated 

are healthier than those 

who are vaccinated.”

-  Female FGD, Camp 
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Vaccination practice for 
children under 2 years 

Approximately 82% of children 
under the age of 2 years in the 
camps received vaccination, and 
95% received vaccination in the 
host community. Beyond this 
information, it is also critical to 
know how many times a child 
received vaccination by the age of 
15 months. To determine these 
numbers the following analysis 
was conducted on households 
with children older than 15 
months. The findings of the 
survey show that only 2.8% of 

the children older than 15 months 
had received 6 vaccines in the 
camps, the recommended 
number according to the 
Expanded Programme on 
Immunization (EPI) Bangladesh; 
this rate is relatively higher, but 
still quite low, at 15.4% in the 
host community. 

FIGURE 10: KNOWLEDGE OF NUMBER OF TIMES A CHILD NEEDS  VACCINATION BY  

15 MONTHS
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Despite the prevalence of under-
vaccination, when parents were 
asked whether they believed that 
their child received all the 
necessary vaccinations, 47.9% in 
the camps answered in 

affirmative. The rate of affirmation 
is 67% in the host community. 
Evidently, there is a broad gap in 
knowledge regarding how many 
times a child should be 
vaccinated.

TABLE 29: BELIEF OF WHETHER THE CHILD RECEIVED ALL NECESSARY VACCINATION

Response Camp (%) Host 
community (%) P-value

Don't know 24.9 6.4 0.000

Yes 47.9 63.0 0.000

No 27.2 30.6 0.192

N - Camp: 1,370; N - Host: 389

FIGURE 11: NUMBER OF TIMES CHILDREN RECEIVED VACCINATION BY 15 MONTHS
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Vitamin-A supplementation

Did children under 5 years 

receive Vitamin-A capsule in 

last 6 months? 74.2% of 
respondents in the camps and 
85.8% in the host community 

stated that their under 5 children 
received Vitamin- A capsule. The 
rate is more than 11 percentage 
points higher in the host 
community. 

Birth registration

Are they aware of birth 

registration for a newborn? In 
the camps, 90.3% of respondents 
were aware of birth registration 
for newborn children. In the host 
community, 90.5% of 
respondents were aware. 

Do they know where to get a 

birth registration? Nearly all of 
the respondents know where to 
get a birth registration – 95.7% in 
the camps and 97.9% in the host 
community. 

If yes, did they register the 

birth of their child? In the 
camps, 89% of respondents 
mentioned that they have 
registered the birth of their child. 
The rate is much lower in the host 
community, at 47.2%. 

FIGURE 12: PERCENTAGE OF UNDER 5 CHILDREN WHO RECEIVED VITAMIN-A CAPSULE 

Camp Host
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TABLE 30: REASONS FOR NOT COMPLETING THE BIRTH REGISTRATION OF YOUNGEST CHILD

If not, why? Those who have not 
registered the birth of their 
newborn mentioned several 
reasons. Many said that the child 
is too young, while some spoke 
to their inability to take the child 
for registration. One-fifth of 
respondents in the camps and 
44.6% in the host community 
also noted their lack of 
information regarding where and 
how to get the birth certificate as 
a reason for not doing it. The fact 

that many respondents 
mentioned the young age of the 
child as a reason, which indicates 
a lack of awareness that a child 
must be registered within 45 days 
of birth for Bangladeshi nationals. 
In the camps, the Camp-in-
Charges (CICs) and the Majhis are 
responsible for finding the 
newborns in the camps and 
register them, and there is no 
time limit for such registration. 

Water, Sanitation, and 
Hygiene (WASH): 

Drinking water 

Source of drinking water? Is it 

safe? Respondents were asked 
where they collected their 
drinking water on the day of the 
interview. A vast majority in the 
Rohingya camps as well as in the 
host community mentioned that 

they collected it from a tube well 
or hand pump. The rate is slightly 
lower in the host community – 
some respondents reported 
collecting water from taps and 
tube wells. 

Reasons for not registering Camp (%) Host 
community (%) P-value

Child was too young 41.9 23.2 0.000

Unable to take child 29.9 26.3 0.336

Child was sick 19.1 7.9 0.000

Other (not aware of birth registration 
location and services)

21.2 44.6 0.000

Don't know 6.6 4.8 0.337

N - Camp: 241; N - Host: 354



92

TABLE 31: SOURCES OF DRINKING WATER

TABLE 32: PERCEPTION OF RESPONDENTS ABOUT SAFE DRINKING WATER  

Drinking water sources Camp (%) Host 
community (%) P-value

Bottled water 0.1 0.5 0.012

Tap 1.1 4.5 0.000

Well 0.3 1.8 0.000

Tube well/hand pump 96.3 91.6 0.000

Water treatment plant 1.6 0.7 0.051

Water tanker 2.6 2.6 0.924

River/canal/lake/pond 0.5 0.0 0.067

Other 0.7 1.6 0.030

Don’t know 0.1 0.0 0.435

When respondents were asked 
whether they perceived their 
drinking water as safe for 
immediate consumption, about 

80% in the camps and 85% in 
the host community answered in 
affirmative. 

Treatment of drinking water  

Slightly over one-quarter of the 
respondents in the camps 
reported treating their drinking 
water. The rate is much lower in 

the host community – only 
one-tenth of respondents noted 
such treatment. 

Is the water safe for drinking? Camp (%) Host 
community (%) P-value

Yes 79.4 84.6 0.002

No 16.4 10.4 0.000

Don’t know 4.2 5.0 0.375
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FIGURE 13: PERCENTAGE OF HOUSEHOLDS TREATING DRINKING WATER

TABLE 33: REASONS FOR TREATING DRINKING WATER

Those who stated that they treat 
their drinking water, appear to 
know why the drinking water 
needs to be treated. Survey 
results determined that 95% of 
respondents in the camps and 
100% of respondents in the host 
community know that treating 

water helps avoid diseases. In the 
camps, 39.6% of respondents 
also cited the recommendations 
by an NGO as a source of 
knowledge, whereas 21.4% of 
respondents in the host 
community mentioned NGO 
recommendation. 

Reasons Camp (%) Host 
community (%) P-value

Avoid disease 93.6 100.0 0.33

Taste 5.4 14.3 0.180

Recommended by friend 8.4 14.3 0.456

Recommended by NGO 39.6 21.4 0.178

Other 1.5 0.0 0.000

N - Camp: 639; N - Host: 75

Camp Host
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Almost 65% of the respondents 
who mentioned treating their 
drinking water in the camps 
reported using a 'medicine,' most 
likely Chlorine, to treat their 
drinking water. In comparison, 
boiling, using modern devices, and 
filtering with a cloth are the most 
common methods of water 
treatment in the host community.  
(Annex Table 75)

An overwhelming majority of 
those who do not treat drinking 
water either think that it is not 
necessary or that the water 

already comes treated. Many 
respondents in all three groups of 
the qualitative survey also 
reported that the treated water 
does not taste good. About 
one-third of respondents in the 
camps and 30.2% in the host 
community, talked about their own 
lack of knowledge in treating 
water. Close to 50% of Rohingyas 
in the camps and one-quarter of 
the host community members 
cited their lack of resources for 
treating water. 

Sanitation and Hygiene: 

Defecation

Nearly everyone in the camps 
uses latrines for defecation. The 
rate is slightly lower in the host 

community, where about 4% 
practice open defecation. Those 
who do not use a latrine 
mentioned that they do not have 
access to a latrine or the latrine is 
too far.

TABLE 34: REASONS FOR NOT TREATING DRINKING WATER

Reasons Camp (%) Host 
community (%) P-value

The water I have is already treated 5.6 4.8 0.79

It is not necessary to treat water 49.2 63.5 0.049

Treated water does not taste good 17.4 28.6 0.056

Don't know how to purify 33.3 30.2 0.642

Don't have enough resources 48.7 25.4 0.001

Other 2.6 3.2 0.796

N - Camp: 1,777; N - Host: 641
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TABLE 35: PLACES OF DEFECATION

FIGURE 14: CHILD FAECES MANAGEMENT PRACTICE

Places Camp (%) Host 
community (%) P-value

Open defecation 1.4 3.6 0.000

Latrine 98.5 96.1 0.000

Other 0.1 0.3 0.378

Respondents were asked how 
they handle the faeces of a child, 
to which a majority answered that 
their children either always use 
the latrine or the faeces of the 
children is thrown into latrine. 
Many mentioned burying the 

faeces of the young children. 
However, about one-quarter of 
respondents with children in the 
camps and 30% in the host 
community, reported throwing 
the faeces of the children outside 
their house.

Garbage disposal  

Survey responses have indicated 
a major problem with garbage 
disposal both in camps and host 

communities – 79% of 
respondents in the camps and 
83.8% of respondents in the host 
community reported throwing 
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Handwashing

Knowledge of handwashing 

best practice. When the 
respondents were asked about 
the occasions when they should 
wash their hands with soap/ash/
sand, more than 90% of all 
respondents both in camps and 
host communities noted “after 
defecation.” Over 80% of 
respondents in both the groups 
also mentioned the need for 
handwashing before handling 
food or eating. In the camps, 

72.2% of respondents stated the 
need for handwashing before 
feeding the child; in the host 
community, 66.1% of 
respondents mentioned this. Only 
about half of all the respondents 
pointed out the need for 
handwashing after cleaning a 
baby that has defecated. Overall, 
knowledge of handwashing 
practice seems to be better 
among respondents in the camps 
compared to those in the host 
community. 

FIGURE 15: GARBAGE DISPOSAL PRACTICE

garbage outside their dwelling. 
One-quarter of respondents in the 
host community also mentioned 
burning the garbage – a troubling 
source of air pollution. In the 

camps, 23% of respondents 
cited throwing garbage into a 
disposal bin. 
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FIGURE 16: HANDWASHING KNOWLEDGE AND PRACTICE – CAMP

FIGURE 17: HANDWASHING KNOWLEDGE AND PRACTICE – HOST
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However, the survey also wanted 
to check the extent to which the 
communities use other things 
such as ash and sand instead of 
soap. It was found that the 
Rohingyas know the importance 
of using soap for handwashing, 
and almost all of them 
mentioned that they use soap 
after defecation and before 
cooking, etc. 

Despite these statements, the 
survey team observed that 
respondent behaviour does not 
always match. Since camp-
dwellers must wait to use the 
latrine, and then wait again to 
wash their hands at the tube well, 
many forego the latter activity. 
Those interviewed also claimed 
that due to scarcity of water, “we 
cannot wash our hands with soap 
sufficiently.” Some Rohingya 
women mentioned that they use 
ash before washing their hand 
with a soap, but the researchers 
could not confirm any such 
practice through observation. 
They do not use anything else for 
handwashing.  

Some Rohingya respondents 
admitted that they sell most of 
the soaps that they receive as aid. 
Many Rohingyas, however, 
mentioned that they use more 
soap here than in Myanmar, as 
they receive it for free in the 
camps. However, handwashing is 

not a priority, as one Rohingya 
man notes, “we cannot ensure 
our food, let alone other 
cleanliness. We have no clothes, 
no house, our children cannot go 
to school, what we will we do 
with handwashing? We are living 
with so many germs, 
handwashing cannot prevent 
them at all.”

The picture of handwashing in the 
host community is not so 
different. In the qualitative survey 
it was found that most of the 
men and women do not use soap 
after defecation, nor before 
cooking and eating. However, 
many stated that they do wash 
their hands with soap. Some said 
that they use mud or plain water 
for handwashing. 

The qualitative findings reveal that 
the high rates of handwashing 
practice found in the quantitative 
survey should be carefully 
scrutinized and may not be 
accurate. Because they know that 
they should wash their hands 
before and after certain activities, 
many respondents may tend to 
over-report. 

The qualitative survey also reveals 
that the use of other materials 
such as ash and sand must be 
negligible, if not non-existent, in 
both Rohingya and host 
communities.  

“We cannot ensure our 

food, let alone other 

cleanliness. We have no 

clothes, no house, our 

children cannot go to 

school, what will we do 

with handwashing? We 

are living with so many 

germs, handwashing 

cannot prevent them at 

all.”

-  Male FGD, Camp 
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Menstrual hygiene 

At the beginning of this survey 
section, the female respondents 
were asked “whether girls should 
be proud of their body as they 
become women” in order to 
assess indirectly the existing 
taboo surrounding women’s 
bodies. About three-quarters of 
the respondents in the camps 

agree and 16.4% partially agree 
with this statement. In the host 
community the rates of 
agreement and partial agreement 
are 64.4% and 21.3% 
respectively. Almost no one, 
either in the camps or in the host 
community disagrees with the 
statement. 

What do women use to 

manage their blood flow during 

menstruation? About 67% of 
female respondents in the camps 
and 43.6% of respondents in the 
host community stated that 
women in their household use 

sanitary napkins. A recent survey 
among the Rohingya women in 
camps found that 57% of women 
are using sanitary napkins.3  The 
use of sanitary napkins in the 
camps is higher compared to the 
host community, mainly because 

FIGURE 18: PERCEPTION OF FEMALE RESPONDENTS REGRADING “GIRLS SHOULD BE PROUD 

OF THEIR BODIES AS THEY BECOME WOMEN”

3“Rohingya Refugee Response Gender Analysis,” August 2018

Camp Host
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the Rohingya population in camps 
often receive sanitary napkins as  
part of the humanitarian 
assistance. About 59% of women 

in the camps and 70.8% of 
women in the host community 
also use cloth to manage blood 
flow during menstruation. 

What do women do with their 

used sanitary products? One-
third of women in the camps and 
27.2% of women in the host 
community mentioned that they 
throw their used sanitary napkins 

into the latrine. This practice can 
be harmful to the sanitation 
system as it may clog latrines. 
Cloths used to manage blood 
flow during menstruation are 
usually washed and reused.  

TABLE 36: MENSTRUAL PRODUCTS USED BY FEMALE HOUSEHOLD MEMBERS

TABLE 37: WAYS OF DISPOSING USED SANITARY PRODUCTS

Menstrual products Camp (%) Host 
community (%) P-value

Cloth 58.5 70.8 0.000

Sanitary napkin 66.6 43.6 0.000

Toilet paper 5.3 3.4 0.067

Paper (not toilet) e. g., newspaper 0.4 0.0 0.124

Other 0.4 0.2 0.403

N - Camp: 1,808; N - Host: 534

Ways of disposal Camp (%) Host 
community (%) P-value

Throw in latrine 32.9 27.2 0.012

Throw in bush 6.3 5.2 0.367

Dispose at community rubbish heap 2.0 2.6 0.424

Bury 44.7 34.3 0.000

Burn 1.4 2.8 0.034

Wash and reuse 58.0 61.4 0.154

Other 0.8 0.2 0.135

N - Camp: 1,808; N - Host: 534
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Perception of the dangers of 

unhygienic menstrual practice. 
Female respondents also largely 
agreed that unhygienic menstrual 
practice, such as using old cloths 
without washing and drying them 
properly with soap and water, or 
not changing the cloths/napkins 
frequently may lead to infections 
and other complications (Annex 
table 77).  

Disease Among Children 
Under Age 5: 

Diarrhoea

About three-quarters of the 
respondents in both groups 
mentioned commercial Oral 
Rehydration Salts (ORS) when 

asked what steps should be 
taken if a child has diarrhoea. Half 
of them suggested that the child 
should be taken to a clinic or 
hospital. Approximately 42% of 
respondents in the camps and 
50.3% in the host community are 
also aware of Zinc tablets.

Do they know how to treat 

diarrhoea? It appears that many 
do not know how to make saline 
at home for the sick child – 36% 
respondents in the camps and 
39.2% in the host community 
believed that feeding a mixture of 
water and salt, but not sugar 
would serve as a remedy for 
diarrhoea.  

FIGURE 19: KNOWLEDGE AND PRACTICE OF TREATING DIARRHOEA

Camp
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Did any of their under 5 children 

have diarrhoea? According to the 
survey, 62.1% of respondents 
with children under the age of 5 
years in the camps and 69.9% in 
the host community reported that 
their children have experienced 
diarrhoea at least once in their 
lifetime. Twenty-two percent of 
respondents in the camps and 
16.5% in the host community 
also reported that their children 
under the age of 5 had 
experienced diarrhoea in the last 
two weeks. The rate of diarrhoea 
among children under 5 within 
the last two weeks is 
substantially higher in the camps 
compared to the host community, 
even though the trend is reversed 
when it comes to lifetime 
occurrence.  

What did they do to treat the 

child suffering from diarrhoea? 

The steps taken to treat children 
under age 5 who had diarrhoea in 
the last two weeks roughly 
correspond to respondent, 
knowledge on the subject. About 
three-quarters of the respondents 
in both groups mentioned 
commercial ORS, about half 
brought their children to a 
hospital, and a similar percentage 
of respondents fed Zinc tablets to 
their sick children. Forty-five 
percent of respondents in the 
camps and 50% of respondents 
in the host community also fed a 
mixture of water and salt to 
children with diarrhoea, which 
again indicates their ignorance on 
proper oral saline preparation at 
home. As can be seen from the 

of respondents 
with children 
under age 5 in the 
camps reported 
their children have 
experienced 
diarrhoea at least 
once in their 
lifetime 

62.1% 

Host
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above figures, there is no 
significant difference between 
the Rohingya camps and host 
communities in terms of 
knowledge on the actual 
treatment of diarrhoea of children 
under 5.

Relationship between incidence 

of diarrhoea and water 

treatment. The table below 
shows the relationship between 
drinking water treatment and 
households with children who 
have had diarrhoea in the past 
two weeks. We can see that 
17.3% of those who regularly 
treat drinking water in the camps 
have had a child in their 
household who had diarrhoea in 
the past two weeks. This rate is 

23.8% in the camps among those 
who do not treat drinking water. 
However, for the host community, 
it is a slightly different story. For 
those who treat their water, 
22.7% of respondents have 
children in their households who 
have had diarrhoea in the past 
two weeks, whereas 15.9% is 
the prevalence among those who 
do not treat drinking water.   

Note: The sample size for those 
who treat drinking water in the 
host community is very small and 
thus the difference in diarrhoeal 
incidence between those who 
treat and do not treat is not 
statistically significant, as can be 
seen from the table below.  

Pneumonia

Do they know about 

Pneumonia? About 74% of 
respondents in the camps and 

91.4% of respondents in the host 
community said that they have 
heard of pneumonia. 

TABLE 38: RELATIONSHIP BETWEEN INCIDENCE OF DIARRHOEA AND WATER TREATMENT

Drinking water Treat Do not treat P-value

Camp 17.3 23.8 0.001

Host 22.7 15.9 0.153

of respondents 
have children in 
their households 
who have had 
diarrhoea in the 
past two weeks, 
whereas 15.9% is 
the prevalence 
among those who 
do not treat 
drinking water

22.7% 
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TABLE 39: PERCENTAGE OF RESPONDENTS WHO HAVE HEARD OF PNEUMONIA AND THE 

INCIDENCE

Camp (%) Host 
community (%) P-value

Heard of pneumonia 73.5 91.4 0.000

Chidlren under 5 had pneumonia in 
last 2 weeks

26.0 18.1 0.000

Did any of their children under 

age 5 have pneumonia in the 

last two weeks? The rate of 
pneumonia among the children 
under 5 in the camps is 26.4%; 
the rate is 18.1% in the host 
community. Both rates are very 
high compared to MICS 2013 
statistics, which states only 3.2% 
children under 5 had the 
symptoms of Acute Respiratory 
Infection (ARI) in the two weeks 
prior to the interview 
nationwide.4 So the rates of 
pneumonia mentioned by the 
respondents are manifold higher 
than even the national rate of 
ARI, let alone pneumonia. It is 
possible, however, that 
respondents are confusing ARI 
with pneumonia, as the rate of 

ARI has been found to be very 
high, particularly in the camps. A 
representative survey in October 
2017 found the two-week 
cumulative incidence of ARI to be 
between 50.3% and 57.7%.5

Did the child with pneumonia 

(or presumably ARI) receive 

treatment? From whom did 

they receive treatment? More 
than one-third of the respondents 
in the camps took their child to 
the hospital, and close to 50% 
consulted with a health worker or 
doctor. In the host community, 
these rates are 41.4% and 29.7% 
respectively. Many also consulted 
pharmacies or the traditional 
healer/Village Doctor. 

4 Bangladesh: Multiple Indicator Cluster Survey 2012-13, 2014

5Aimee Summers, “Notes from the Field: Diarrhoea and Acute Respiratory Infection, Oral 
Cholera Vaccination Coverage, and Care-Seeking Behaviours of Rohingya Refugees – Cox’s 
Bazar, Bangladesh, October-November 2017, MMWR, Morbidity and Mortality Weekly 
Report 67 (2018), https://doi.org/10.15585/mmwr.mm6718a6

The rate of 
pneumonia among 
the children under 
5 in the camps is 
26.4%; the rate is 
18.1% in the host 
community
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TABLE 40: TREATMENT OF PNEUMONIA

Child Education and 
Protection: 

Child education 

What are their aspiration for 

their children’s education? 

Aspiration for children’s education 
in the camps are quite low. In the 
qualitative survey it was found 
that most respondents want their 
children, particularly the boys, to 
complete Grade 10 – many want 
their boys to become a Qu'ran-e-
Hafiz. Some Rohingya men 
expressed desire to see their 
male children as doctors and their 
girls as nurses and teachers. In 
the host community, respondents 
stated a hope for their children to 
study up to the level that would 

help them find a good job. They, 
too, want to see their children as 
doctors or teachers.

The host community members 
also expressed their bias towards 
their sons. Many expressed their 
concern about the girls’ 'honour' 
in trying to get higher education. 
A participant in an FGD in the 
host community stated, “if my 
daughter talks to any boy before 
her marriage, it is shame for us.” 
They also fear unwanted 
situations that the girls might 
encounter while travelling to 
educational institutions. Many 
participants in the host 
community mentioned that their 
daughters face sexual 

Treatment of pneumonia Camp (%) Host 
community (%) P-value

Took care at home 4.4 0.9 0.08

Pharmacy/drug store 16.6 18.0 0.73

Tranditional healer/Village Doctor 16.9 37.8 0.00

MBBS doctor 6.5 25.2 0.00

Shasthya Shebika (SS)/Shasthya Karmi 
(SK)

42.6 4.5 0.00

Hospital 33.5 41.4 0.12

Kabiraj 2.6 0.0 0.09

Other 1.6 0.0 0.19

Don't remember 0.5 0.0 0.45

N - Camp: 385; N - Host: 111

“If my daughter goes to 

college in Ukhia, and if 

she loves a boy, and 

eventually becomes 

pregnant before marriage, 

nobody will marry her.”

-  Female IDI, Host 
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harassment on their way to 
school or college, and they 
observed that the situation has 
escalated after the Rohingya 
influx.  

As a point of comparison with the 
camps many IDI and FGD 
participants mentioned that girls 
should be educated as a "security 
measure". They said that if a 
woman is educated, she can take 
care of the family if her husband 
dies or becomes disabled. Many 
mentioned that educated women 
can also provide support to their 
parents, if necessary. 

Do the children participate in 

learning activities in an 

institution outside house? 
Close to 57% of respondents in 
camps said that they have 
children who are participating in 
learning activities in an institution 

outside the house. The rate is 
slightly higher in the host 
community, at 61.2%. It is worth 
mentioning that the main type of 
institution within the camp is the 
Temporary Learning Centre (TLC). 
While the TLCs are held for two 
hours a day, the schools are held 
for longer hours. The students in 
the TLCs learn Burmese alongside 
English, math, and science, but 
they do not learn Bengali. So, the 
education in TLCs and schools are 
not comparable.    

The following table shows that 
among the households that do 
not send their children to any 
educational institutions, about a 
third, both in Rohingya and host 
communities have at least one 
child over 5 years, which means 
that these children are eligible for 
education, but they are not going. 

TABLE 41: PERCENTAGE OF HOUSEHOLDS THAT DO NOT SEND ELIGIBLE CHILDREN TO ANY 

EDUCATIONAL INSTITUTION 

Respondents who said no children in 
the household goes to educaitonal 
institution 

Camp (%) Host 
community (%) P-value

At least 1 child over 5 34.2 33.1 0.730

No child under 5 65.8 66.9 0.730

N - Camp: 1,047;  N - Host: 287

It is worth 
mentioning that 
the main type of 
institution within 
the camp is a 
Temporary 
Learning Centre 
(TLC)
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In which institutions? More than 
55% of respondents with children 
in the camps who said that their 
children attend educational 
institution mentioned that their 
children go to Temporary Learning 
Centres (TLCs); further 12% also 
noted Child-friendly Spaces 
(CFCs). Almost half of the 
respondents in the camps also 
send their children to Hafez 
Khana, while the rate is only 
13.5% in the host community. 
More than one-quarter of the 
respondents in the camps 
mentioned that their children 
attend "schools". It was 

investigated in the qualitative 
survey what they actually meant 
by schools, as there are no formal 
schools in the camps. It is 
suspected that they confused 
TLCs with schools, and this was 
confirmed during the interviews. 
They also refer to CFSs as Khelar 
school or Khelaghor (play centre), 
so most likely, the rate of 
attendance to TLCs is much larger  
– about 65%.  

Approximately 50% of the 
respondents in the camps also 
send their children to Hafez 
Khana.   

Perception about the quality of 

education in each type of 

institution relevant to 

respondents. When respondents 
were asked about the quality of 
education in each type of 
institution their children attend, 
virtually all reported the quality to 

be either "good" or "very good". 
Only a small proportion expressed 
discontent with the institutions. 
(Annex Table 79). It may be 
possible that the quality of 
education in these institutions is 
indeed very good; however, it is 
also possible that respondents do 

TABLE 42: TYPES OF EDUCATIONAL INSTITUTIONS RESPONDENTS SEND THEIR CHILDREN TO

Types of institution Camp (%) Host 
community (%) P-value

Temporary Learning Centre (TLC) 53.2 2.2 0.000

Child-friendly Space (CFS) 12.0 0.7 0.000

Madrasa 14.6 39.2 0.000

School 25.2 69.7 0.000

Hafez Khana 49.1 13.5 0.000

N - Camp: 1,371; N - Host: 452

More than one-
quarter of the 
respondents in the 
camps mentioned 
that their children 
attend “schools” 
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not have high expectations about 
education quality to begin with 
(this connects to the previous 
section where respondents were 
asked about their educational 
aspiration).   

If the children do not receive 

education, why? It was seen in 
the previous section that little 
more than 40% of respondents 
with children in the camps and 
less than 40% in the host 
community do not send their 
children outside the house for 
learning activities. Because this 
question was asked to all 

respondents with children, about 
half of those who indicated that 
their children do not participate 
mentioned the young age of the 
children as the primary reason for 
non-participation. Some noted the 
lack of institutions close to the 
house, safety concerns, or the 
poor quality of education as 
reasons why their children do not 
participate. These are also 
consistent with the current 
literature which also found the 
proximity of institutions to house 
and the concerns about security 
to be the main barriers to 
education.

How old are the children of 

those who said that their 

children are too young to go to 

school? In the following table, it 
can be found that among those 
who said that their children are 

too young to go to an educational 
institution, 25.1% have at least 
one child over 5 in the camps. The 
rate is 18.3% in the host 
community.      

TABLE 43: REASONS FOR NOT SENDING CHILDREN TO ANY EDUCATIONAL INSTITUTION

Reasons Camp (%) Host 
community (%) P-value

Poor quality 11.4 13.2 0.383

Too far 16.1 16.0 0.963

Parents not interested 12.7 8.0 0.029

Children busy with other tasks 5.4 7.0 0.327

Not safe for child to go 14.0 13.6 0.845

Children too young to send for any 
education activities

52.5 53.3 0.815

Don't know 4.6 6.3 0.243

N - Camp: 1,047; N - Host: 287

Some noted the 
lack of institutions 
close to the house, 
safety concerns, or 
the poor quality of 
education as 
reasons why their 
children do not 
participate
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Knowledge of the nearest 

educational centres. A majority 
of respondents with children 
know the location of the closest 
educational centres – 91.8% in 
the camps and 90.9% in the host 
community. Below is a table that 
shows the knowledge of the 
respondents about the closet 
types of educational centres. 
There is a moderate positive 
correlation between the types of 
institution that are closest and the 
incidence of respondents sending 
their children to that institution, 
which suggests that the closer 
the institution to the respondent’s 
household, the more likely it is 
that the respondent sends them 

to that institution. This is also 
consistent with respondents who 
stated proximity to households as 
a reason for not sending their 
children to any educational 
institution.

About one-third of the 
respondents in the camps know 
about the closest TLC in their 
community, and a further 6.5% 
know about the CFCs. A third of 
the respondents in the camps 
also mentioned their knowledge 
of the closest Hafez Khana. In 
contrast, half of the respondents 
in the host community have 
knowledge of the closest school; 
about 16% also know about the 

FIGURE 20: PERCENTAGE OF HOUSEHOLDS HAVING CHILDREN OVER 5 REPORTING THAT 

“THEIR CHILDREN ARE TOO YOUNG TO GO TO EDUCATIONAL INSTITUTION” 

About one-third of 
the respondents in 
the camps know 
about the closest 
TLC in their 
community, and a 
further 6.5% know 
about the CFCs

Camp Host
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nearest Hafez Khana. From the 
data in the table below, as well as 
in Table 45, one can observe that 
the host community members 
are more prone to sending their 

children to Madrasas, whereas 
the camp-dwellers tend to send 
their children to Hafez Khanas.  

TABLE 44: KNOWLEDGE OF CLOSEST EDUCATIONAL INSTITUTION

TABLE 45: KNOWLEDGE OF FEES/MONEY/IN-KIND REQUIRED TO ENROL A CHILD IN AN 

EDUCATIONAL INSTITUTION

Types of centres Camp (%) Host 
community (%) P-value

Temporary Learning Centre (TLC) 31.8 2.7 0.000

Child-friendly Space (CFS) 6.5 0.3 0.000

Madrasa 10.7 31.3 0.000

School 17.6 48.4 0.000

Hafez Khana 32.8 16.4 0.000

Women-friendly Centre 0.0 0.0 0.582

Teen-friendly Centre 0.5 0.3 0.502

Disable-friendly Centre 0.0 0.1 0.069

Other 0.1 0.6 0.012

N - Camp: 2,220; N - Host: 672

About 18% respondents in the 
camps mistakenly think that they 
need to pay some fees to enrol a 
child in an education system. 

Almost 85% of respondents in 
the host community also 
mentioned the need for fees.

Response Camp (%) Host 
community (%) P-value

Yes, it needs some money 18.3 84.6 0.000

No, no money is required 69.2 9.2 0.000

Not sure 12.5 6.2 0.000

N - Camp: 2,220; N - Host: 672
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Unaccompanied children

More than one-third of 
respondents (35.8%) in the 
camps reported that they know of 
unaccompanied and separated 
children in their community. 
Seventy-three percent of the 
respondents reported that the 
gender of the lost child that they 
knew about is male while 70% 
reported that it was female. 

Which authority is most likely 

to be contacted by the 

respondents about an 

unaccompanied child? Over 
82% of respondents in the camps 
believe that they should report to 
Majhis; a quarter of respondents 
reported that they should report 
to religious leaders about the 
unaccompanied children. Some 
also mentioned community 
volunteers as the reporting 
authority. 

Lost children

The incidence of missing children 
is also prevalent in the 
community – 44.1% of the 
respondents mentioned that they 
know of lost or missing children 
in their community since their 

arrival. Similar to the case of 
unaccompanied children, 
respondents believe that they 
should inform the Majhis, 
religious leaders, and community 
volunteers about lost and missing 
children.

FIGURE 21: KNOWLEDGE OF TYPES OF AUTHORITY TO CONTACT REGARDING AN 

UNACCOMPANIED CHILD
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FIGURE 22: KNOWLEDGE OF WHAT SHOULD BE DONE IF A CHILD IS LOST OR MISSING IN THEIR 

COMMUNITY

Participation of children in the 
labour market, child marriage 
and early childbearing 

Participation of children in the 

labour market. In the 
demographic section, it was 
found that the reported 
participation of children (below 
18) in the labour market is very 
low. Among male children, only 
2.6% and 4.7% in the camps and 
host communities, respectively, 
participate in the labour market. 
Reported child labour among 
female children is all but non-
existent. However, the survey did 
not include children’s involvement 
in household chores. As such, 
these statistics is likely to 
underestimate the problem of 
child labour in both the 
communities.

Perception about child 

marriage and teenage 

childbearing. Due to the 
sensitivity of the issue, no direct 
questions were asked about the 
practice of child marriage and 
teenage childbearing. Still, the 
survey wanted to check 
respondents’ perception or 
knowledge of these issues. As 
such, questions about their 
perception of the ideal age for 
marriage and childbearing were 
asked. On average, respondents 
of both Rohingya and host 
communities replied that the ideal 
age of marriage for women is 
about 18 and for men, it is about 
22. The ideal age of first pregnancy 
for women, as per the camp-
dwellers and host community 
members, is about 19 years. 

On average, 
respondents of 
both Rohingya and 
host communities 
replied that the 
ideal age of 
marriage for 
women is about 
18 and for men, it 
is about 22
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TABLE 46: PERCEPTION OF IDEAL AGE OF MARRIAGE FOR WOMEN AND MEN

The above responses are also 
consistent with their perception 
of the harmful effects of child 
marriage and early childbearing. A 
vast majority of the respondents 
in both the Rohingya and host 
communities mentioned that 
they think child marriage and 
teenage childbearing are harmful 
for the physical and psychological 

well-being of the girl involved. A 
further observation – host 
community members agreed 
with these statements on child 
marriage and teenage 
childbearing about 5 to 7 
percentage-points more 
frequently than camp 
respondents.   

Ideal age Camp (%) Host 
community (%) P-value

Ideal age of marriage for women 18.2 18.5 0.000

Ideal age of marriage for men 21.8 22.7 0.000

Ideal age of women to be pregnant 19.4 19.9 0.000

FIGURE 23: PERCEPTION OF HARMFUL EFFECTS OF EARLY MARRIAGE AND CHILDBEARING
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But interpreting the above results 
should be done cautiously, as 
most people in both communities 
are expected to be aware that 
child marriage and teenage 
childbearing are prohibited by 
law. As a result, they may not 
express their true opinion when 
asked directly. Therefore, an 
analysis of the reported age of 
marriage of the female 
respondents is given below. 

The suspicion that the 
respondents were not accurately 
expressing their opinion proved 
probable through the results of 
the qualitative survey. With some 
probing, it was found that in both 
the Rohingya and host 
communities, the actual practice 
may be different – respondents 
referred to social norms, tradition, 
and family honour to justify early 
marriage. Security concerns 
about the adolescents were also 
mentioned both in the Rohingya 
and host communities. 

Actual age of marriage of 

respondents by gender. All 
respondents were asked at what 
age they got married. More than 
15% of women in the camps and 
11.1% in the host community 
married by the age of 14, and 
45.5% and 33.6% respectively, 

married by the age of 17. 
Nationally, 23.8% of women 
between the age of 15-49 were 
married by the age of 15, and 
62.8% married before turning 18, 
as per MICS 2013. In the 
Chittagong division, however, the 
rates were lower – 14.5% and 
50.5%, respectively.6 Given these 
figures, the rates in both the 
Rohingya and host communities 
appear to be lower than the 
national rate as well as the 
Chittagong division rate. 
Nonetheless, it should be 
considered that the research did 
not have sufficient scope to 
investigate the respondents’ 
precise age of marriage (e. g., at 
the level of months). From the 
data, however, a sharp increase 
by the ages of 15 and 18 is seen. 
In the camps and host 
community, respectively, 18.1% 
and 24% married by age 15, and 
52.1% and 58.7% married by age 
18. To make an accurate 
comparison to national or 
divisional levels, it should also be 
noted that the national and 
divisional data is from 2013; given 
that child marriage has a declining 
trend, it can be expected that the 
national and divisional rates 
would currently be much lower. 

6 Bangladesh: Multiple Indicator Cluster Survey 2012-13, 2014

In the Rohingya 
and the host 
communities, 
respectively, 18.1% 
and 24% married 
by the age of 15, 
and 52.1% and 
58.7% married by 
age 18
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In the qualitative survey, it was 
found that marriage under the 
age of 18 was strictly prohibited 
in Myanmar, as the government 
wanted to restrict Rohingya 
population. This may partially 
explain the lower rate of child 
marriage among the Rohingya 
community. However, interpreting 
these results should be done 
cautiously as it is quite likely that 
they fail to accurately report their 
age of marriage, and, for the 
same reason mentioned above, 
they may tend to report a higher 
age of marriage. 

Apart from slack in implementing 
Bangladesh’s restriction on 
child-marriage, the situation may 
be exacerbated in the camps for a 
number of other reasons. As the 
qualitative survey reveals, the 
Rohingyas in the camps feel an 
additional pressure to marry off 
their young girls because of 
security and economic reasons. 
Many in the camps stated that 
they prefer marrying off their 
adolescent girls because when 
the bride is young the amount of 
dowry is small; it also means one 
less mouth to feed. This 

FIGURE 24: ACTUAL AGE OF MARRIAGE OF FEMALE RESPONDENTS

“Here our life is not 

human life. We have no 

education, no work, no 

security of life.  So, if we 

feel that our girls are old 

enough, we should marry 

them off. This will save us 

from additional tensions 

for our adolescent girls.”

- Female IDI, Camp
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phenomenon can be interpreted 
as a mechanism of coping with 
stress associated with migration 
from Myanmar. Many adult 
Rohingya women in IDIs and 
FGDs mentioned that they are 
approached by men from and 
outside their community asking 
to wed their adolescent 
daughters. In such a distressed 
socio-economic situation, many 
respondents feel a tremendous 
pressure to accept the offer. In 
the host community, it was also 
found that a strong sense of what 
is honourable for a girl (e. g., not 
getting pregnant before marriage) 
may drive this behaviour.

Gender-based Violence 
(GBV):

Perception of GBV

How is mobility of women 

compared to that enjoyed by 

the male members of the 

community? The level of 
restriction on the mobility of a 
woman in a community can 
indicate the extent of GBV against 
women in that community. For 
this reason, this aspect was 
investigated specifically in the 
qualitative survey, even though 
the concern about women’s 
mobility was raised in accessing 
basic services such as health care 
and education (as observed in 
previous sections of this report). 
Due to fear of harassment by 

men and because of cultural 
taboo, Rohingya women usually 
stay either inside or close to 
house. Further, they usually do 
not go to collect relief from 
distribution centres. Households 
without adult male family 
members usually collect aid from  
Majhis. One woman in an IDI 
observed that women cannot 
even wear good clothes and 
makeup for fear of sexual 
harassment. As a consequence of 
this fear, they stay at home while 
men enjoy relative freedom, at 
least within the camp. The 
surveyed women also mentioned 
that they are afraid of being 
trafficked. Though some have 
heard of the trafficking of adult 
men and boys, they hear more 
often about women and girls 
being trafficked. Many admitted 
that TLCs are safe – particularly 
for girls younger than 10 years  
– however, they do not perceive 
the path to the TLCs to be safe.

The mobility of women in the 
host community is relatively 
better, but similar to the Rohingya 
women, the hours they can go 
outside are limited to before late 
afternoon. Additionally, women in 
the host community mentioned 
facing sexual harassment from 
the newly arrived Rohingya men.  

“We try to marry off our 

daughters when they 

become physically fit. If 

my daughter becomes 

pregnant before marriage, 

nobody will marry her. 

Before anything happens 

like that, we marry them 

off to avoid harassment of 

being unmarried.” 

- Female IDI, Host
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“It is normal to face 

partner’s (husband) 

violence. It is normal. 

They work hard, so they 

can hit. And it is wise to 

keep patience for the 

betterment of the family. 

A good woman never 

complain against her 

husband. This is our 

family matter, should not 

be disclosed to others.”

- Female FGD, Host

How do they perceive GBV? 

The qualitative survey reveals that 
even though domestic violence is 
widespread in both the Rohingya 
and host communities, the 
communities are rather indifferent 
about this issue. Many 
respondents in both groups 
agreed that a woman who has 
the patience to tolerate the harsh 
behaviour of her husband is a 
good woman. Sometimes, 
women do not receive any 
support from the community 
leaders, as one Rohingya woman 
laments. In an FGD with the host 
community women, everyone 
agreed with the opinion of one 
participant, who suggested that 
harsh behaviour and beating from 
the husband is acceptable. Many 
in the Rohingya camps as well as 
in the host community – both in 
IDIs and FGDs suggested that if a 
woman faces violence, 
particularly from her husband, it is 
best to stay quiet and pray to the 
almighty.  

Types of GBV existing in the 
community 

Have respondents heard of 

GBV in their community? 
Because of the sensitivity of the 
issue, the enumerators did not 
directly ask the respondents 
whether they face GBV 
themselves. Rather, they were 
asked whether they had heard of 
GBV in their community – 37% of 

respondents in the camps 
reported that they are aware of 
GBV in their community. In the 
host community, the frequency is 
45%. When asked about the 
types of GBV happening in their 
community, 91.2% of 
respondents in the camps and 
82% in the host community 
mentioned milder forms of 
physical violence such as 
slapping, punching, pushing, and 
pulling hair. More severe forms of 
physical violence such as, 
intentional suffocation, shocking, 
burning, etc. were mentioned by 
a large number of respondents  
– 38.5% in the camps and 45.6% 
in the host community. Moreover, 
44% of respondents in the camps 
and 38.1% in the host community 
also reported psychological 
violence and verbal assault such 
as scolding, belittling, humiliating, 
and verbally abusing. Many 
respondents noted experience 
with extreme forms of 
psychological GBV such as 
controlling behaviour that includes 
hindering contact with others, 
forcing women to wear hijab, 
obstructing work, forbidding 
departure from the house for 
recreation, and shaming the 
woman for giving birth to a 
daughter. Very few mentioned 
extreme forms of sexual 
harassment, sexual violence by 
partner including sexual 
intercourse against their will or 
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sexual violence by non-partner 
including rape. 

The qualitative survey indicates 
that the existing social norms of 
the communities may be the 
reason for not recognising many 
types of GBV. Respondents in the 
IDIs and FGDs mentioned several 

cases of GBV (including rape, 
sexual or physical violence, early/
forced marriage, denial of 
services, psychological violence, 
child marriage).

TABLE 47: TYPES OF GBV IN THE COMMUNITY AS MENTIONED BY RESPONDENTS

Types of GBV Camp (%) Host 
community (%) P-value

Physical: Slapping, punching, boxing, 
throwing something to hurt, pushing, 
shoving, pulling hair

91.2 82.0 0.000

Physical: Burning with a hot object, 
throwing acid or hot water

24.7 38.7 0.000

Physical: Intentionally suffocating, 
shocking, burning, threatening with 
gun/knife/any sharp weapon, beating

38.5 45.6 0.023

Psychological: Controlling behaviour 
like hindering contact with others, 
forcing women to wear hijab, 
obstructing work, forbidding departure 
from the house for recreation, 
misbehaving for giving birth to girl 
child

27.5 30.0 0.372

 Psychological: Verbal abuse like 
insulting, belittling or humiliating, 
threatening for dowry, threatening for 
marriage again, divorce

44.1 38.1 0.060

Sexual: Eve teasing 6.1 14.4 0.000
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Do victims of GBV seek help? 

About half of the respondents in 

the camps and 57.7% of 

respondents in the host 

community stated that victims of 

GBV in their community seek 

help. In the qualitative survey, it 

was asked why GBV victims may 

not seek help; the majority 

mentioned that they do not know 

where to seek help for GBV.

According to the Rohingya 

respondents (IDI, KII, FGD), 

specialized, confidential, and 

supportive services available to 

Rohingya women, girls, men, and 

boys suffering from GBV are not 

enough. Considering their 

concern about the safety, 

security, and honour of women, it 

would not be wrong to assume 

that they are particularly 

concerned about how discreet it 

would be to seek help. For this 

reason, it may be more likely that 

GBV victims turn to friends and 

family. In the camps, women may 

also turn to the Majhis or the 

army. Heath Service Centres 

were mentioned by some 

respondents only in cases of 

physical violence. 

In the qualitative survey most 

female participants affirmed that 

there was no place to go and that 

they should remain silent and 

pray to the Almighty for help. 

Many suggested that, in fact, 

prayer is the best solution for 

women who struggle with GBV, 

especially when it is intimate 

partner violence. Even if they turn 

to someone, often they do not 

receive aid.  

Therefore, from the quantitative 

and qualitative components 

combined, two major findings 

have emerged in this section that 

are cross-cutting issues across 

knowledge, attitudes, practices, 

and behaviours. The first is the 

presence of a knowledge gap – 

respondents are aware of certain 

Sexual: Sexual violence by partner by 
having sexual intercourse against her 
will

7.9 11.7 0.039

Sexual: Sexual violence by non-partner 
including rape

2.2 8.7 0.000

Don’t know 1.2 1.2 0.987

N - Camp: 907; N - Host: 333   

Once I complained against 

my husband to Majhi, 

who said, "your husband 

beats you, what can I do?"

- Female IDI, Camp
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types of sexual harassment, such 
as physical harm and some 
mental forms of sexual 
harassment as GBV, but do not 
consider some serious forms of 
sexual violence such as rape, 
especially when it is committed 
by their own partner, as GBV. 
These findings also highlight 
serious restrictions on women’s 
mobility. Women on average do 
not leave their households for lack 
of security and fear of sexual 
harassment, yet they suffer this 
same abuse within their own 
households. The second major 
finding is related to the capacity 
for women to report abuse. 
Among those respondents that 
have adequate knowledge of the 
different forms of GBV and often 
are aware that they have 
experienced it – many cannot 
demand proper medical or 
psychological support. Social and 
cultural norms serve as a barrier 
that prevent women from 
speaking out, and there are not 
enough services available to them 
to seek help. Most rely on 
confiding in friends and family for 
support, however, there is a lack 
of availability and access to 
immediate professional support.

HIV/AIDS:

What do respondents know 
about HIV/AIDS?

The respondents were asked 

whether they know what HIV/
AIDS is. Overall knowledge of 
HIV/AIDS is much lower in the  
camps – only 17% compared to 
55.3% in the host community. 
But, we can see from the 
following graphs that the 
knowledge is even lower among 
female respondents, particularly 
in the camps. The knowledge of 
HIV/AIDS is low among women 
across both groups compared to 
their male counterparts. It is 
important to note that the 
knowledge among host 
community females is much 
higher than the males who reside 
in the camps.

Social and cultural 
norms serve as a 
barrier that 
prevent women 
from speaking out, 
and there are not 
enough services 
available to them 
to seek help
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Do respondents know the 

modes of transmission of HIV/

AIDS? Among the male 
respondents who mentioned 
knowing about HIV/AIDs, 75.6% in 
the camps and 79.5% in the host 
community stated that they knew 

about the modes of transmission 
of HIV/AIDS. Among the female 
respondents who know about HIV/
AIDS, 53.5% in the camps and 
48.2% in the host community said 
they also know the modes of HIV/
AIDS transmission. 

FIGURE 25: PERCENTAGE OF MALE AND FEMALE RESPONDENTS WHO KNOW ABOUT HIV/AIDS

FIGURE 26: PERCENTAGE OF MALE AND FEMALE RESPONDENTS WHO KNOW ABOUT THE   

MODES OF TRANSMISSION
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A majority of those surveyed who 
claimed to know the modes of 
transmission of HIV/AIDS were 
aware that it is transmitted 
through unprotected sex with an  
affected person; frequency of this 
knowledge is 84.5% in the  
camps and 86.1% in the host 
community. Despite this finding, 

the survey also highlighted that 
knowledge of other modes of 
transmission – from mother-to-
child through pregnancy or 
breastfeeding, unsafe blood 
transfusion, and unsafe use of 
needles – is far less common.   

Do respondents know of HIV/

AIDS-affected people in their 

community? Do they know if 

the affected people seek help? 
About 13% of respondents in the  
camps as well as in the host 
community mentioned that they 
know of HIV/AIDS-affected people 
in their community. The table 

below displays the data on 
whether these affected individuals 
sought help. Among those who 
mentioned that they know of HIV/
AIDS patients in their community  
– 55.4% in the camps and 45.6% 
in the host community mentioned 
that they know of these patients 
seeking help. 

 TABLE 48: KNOWLEDGE OF MODES OF HIV/AIDS TRANSMISSION

Modes of transmission Camp (%) Host 
community (%) P-value

Unprotected sex with an HIV/AIDS-
affected person

84.5 86.1 0.621

Mother-to-child through pregnancy 
and/or breast milk

57.4 52.3 0.261

Unsafe blood transfusion 51.2 58.6 0.095

Use of unsafe needles 62.4 70.5 0.058

Other 0.8 0.8 0.932

Don't know 3.1 1.3 0.167

N - Camp: 258; N - Host: 237
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TABLE 49: KNOWLEDGE OF HIV/AIDS-AFFECTED PEOPLE SEEKING HELP

Response Camp (%) Host 
community (%) P-value

Yes 55.4 45.6 0.305

No 16.1 29.8 0.084

Don't know 28.6 24.6 0.633

N - Camp: 56; N - Host: 57

INFORMATION AND 
COMMUNICATION AND 
SERVICES 

Sources of Information: 

Mass media 

The following section was 
conducted only with the Rohingya 
respondents in the camps. Most 
of the respondents in the camps 
mentioned Masjid miking as one 

of the main sources of 
information. One-third of 
respondents also cited mobile 
phone as a source of information. 
Very few respondents mentioned 
newspaper, television or radio as 
a source of information. 

FIGURE 27: SOURCES OF INFORMATION AND LEVEL OF TRUST (MASS MEDIA) – CAMP
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FIGURE 28: SOURCES OF INFORMATION AND LEVEL OF TRUST IN THE COMMUNITY – CAMP

The respondents were also asked 
which source of information 
among the media they trust the 
most. Fifty-two percent 
mentioned the messages 
received through Masjid miking 
and 16.4% mentioned information 
received through mobile phones. 
It is worth noting that mobile 
phones can be categorized as a 
form of mass media as well as 
the media used in the community 
based on how it is employed. 

When we asked about their 
source of information in the 

community, 88.3% of 
respondents in the camps 
referred to Majhis; about one-fifth 
also mentioned religious leaders. 
In addition, 28.4% of those who 
receive direct service from the 
CMVs mentioned getting 
information from the CMVs. The 
majority of this sub-group also 
mentioned Majhis as their most 
trusted source of information. 

Aid worker and NGO staff other than 
CMV (model mother, model youth)
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FIGURE 29: WAYS OF SHARING INFORMATION IN THE COMMUNITY – CAMP

In the qualitative survey, it was 
found that even though the 
Rohingya community receives 
most of its information from 
Majhis, respondents are not very 
satisfied with the service they 
encounter. Many participants 
suspect that Majhis unlawfully 
take a share from their relief. This 
is particularly problematic for 
households without an adult 
male member, as they depend 
on Majhis for their relief. They 
prefer getting the relief directly 
from the army rather than 
through Majhis. 

How do respondents share 
information within the 
community? 

The respondents were asked 
how they share information 
among themselves regarding 
topics such as healthy and 
life-saving behaviours as well as 
available services within the 
community. The majority, 78.3%, 
mentioned face-to-face 
communication. About one-
quarter of the camp-dwellers 
also indicated the use of mobile 
phones. Very few respondents 
employed social media or any 
other means for sharing 
information. 

Is there a difference between 
men and women in their 
information seeking and 
sharing behaviour? Annex Tables 
81 and 82 elaborate a clear 
gender difference between men 

and women. Women in the 
camps have less diverse sources 
of information compared to their 
male counterpart. For example, 
41.7% of male respondents have 
access to mobile phones as a 

 The majority, 
78.3%, mentioned 
face-to-face 
communication
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source of information, while only 
20% of women do. About 27% of 
male respondents get information 
from the mass media such as 
newspaper, magazine, TV and 
social media, while only about 
7% of women do. A third of the 
men get information from 
religious leaders, this rate is 
16.7% for women. About one-
quarter of male respondents 
receive information from other 
community leaders or members; 
less than 10% of women have 
access to this information. 

How to access necessities such 
as food and water is a priority for 
many respondents. Firewood/fuel 
for cooking appears to be scarce 
in the camps as 44% of 
respondents reported needing 
information about access to 
firewood/fuel for cooking.    

TABLE 50:  TYPES OF INFORMATION SOUGHT BY RESPONDENTS IN THEIR COMMUNITY

Types of information Camp (%)

How to get food 17.1

How to get water 14.4

How to get cooking firewood/fuel 44.0

Security situation 1.1

How to get access to education 3.5

Security situation in Myanmar 2.0

How to get health care 3.5

How to register for aid 1.2

How to stay safe to prevent attack 2.9

How to get shelter/accommodation 2.2

How to find missing people 0.0

Other (electricity, work, money, nothing) 8.3

41.7% of male 
respondents have 
access to mobile 
phones as a 
source of 
information, while 
only 20% of 
women do
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Services:

The respondents were asked 
whether they were aware of 
different types of services in their 
community. Surveyors provided 
the respondents with the names 
of each type of service and 
received an answer as to whether 
they were aware of the service. 
The majority of respondents 
seemed to know of the 
Temporary Learning Centres 
(TLCs), Child-friendly Centres 
(CFCs), and Health Service 
Centres. Approximately 23% of 
respondents in the camps also 
knew about Information and 

Feedback Centres (IFCs). Similar 
numbers of respondents were 
also aware of Women-friendly 
Centres (WFCs). Awareness of all 
other types of services is quite 
low, particularly about Disability-
friendly Centres and Elderly 
Centres. This is also consistent 
with the findings of the qualitative 
survey, in which participants 
expressed their ignorance of the 
existence of specialized services 
for the marginalized population, 
including elderly people and 
people with disabilities.  

Approximately 36% of 
respondents stated that they do 
not have access to any mobile 
connection. In comparison, about 
12% in the host community do 
not have access to any mobile 

connection. Among those who 
use mobile phones – both in 
Rohingya and host communities  
– nearly everyone uses Robi 
mobile network connection. 

TABLE 51: PERCENTAGE OF RESPONDENTS WITH MOBILE PHONES AND MOBILE SERVICE 

PROVIDERS

Mobile network Camp (%) Host 
community (%)

Teletalk 0.49 1.35

Airtel 1.36 1.62

Grameen 0.66 1.08

Robi 57.15 83.11

Banglalink 3.99 0.81

No mobile 36.35 12.03

Approximately 
23% of 
respondents in the 
camps also knew 
about Information 
and Feedback 
Centres
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FIGURE 30: AWARENESS OF AVAILABLE SERVICES – CAMP

Barriers to accessing services 

Are they satisfied with the 

services? In the qualitative 
survey it was found that most of 
the Rohingyas are not satisfied 
with the services; they 
mentioned long waiting times and 
other bureaucratic obstacles to 
accessing services. Some 
criticized service providers for 
exhibiting favouritism and 
prioritising those families that 
have stronger connections with 
local service providers. Some 
women also reported that they 
encountered verbal harassment 
from service providers when 
trying to access services. Many 

Rohingyas also find 
communication to be a problem 
with doctors. 

Women are particularly 
challenged regarding access to 
necessary services. As 
mentioned before, women have 
very limited mobility. So, they 
have both limited information 
about available services, and their 
lack of confidence and strong 
feeling of insecurity prevent them 
from getting out of the house to 
gain access to these necessary 
services.  

“I went to a clinic three or 

four times while I felt 

some stomach pain. But 

the doctor did not ask me 

anything. He talked with 

a Bengali translator and 

gave me Paracetamol. We 

cannot directly talk to the 

doctors. They give us 

medicine based on the 

information from their 

assistants who are not 

doctors either.”

- Male IDI, Camp
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On 6 June 2018, a 
Rohingya boy carrying 
a UNICEF backpack 
mimics a photographer 
in Kutupalong refugee 
camp extension, Cox's 
Bazar district.

©UNICEF/UN0216579/
LeMoyne
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CONCLUSION AND 
RECOMMENDATIONS 
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On 21 July 2018, with monsoon 
rains unleashing floods and 
landslides in Bangladesh, 
Rohingyas are urgently working 
to secure their shelter in 
Balukhali camp in Cox's Bazar 
district as they are vulnerable to 
landslides. 

©UNICEF/UN0226412/Brown
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Two salient issues regarding the 
KAPBs that were consistently 
found to be true for the Rohingya 
and host communities are:

• People lack knowledge and 
information regarding 
desired practices and 
behaviours; and

• Knowledge and information 
itself is not sufficient to 
invoke the desired practices 
and behaviours. 

In general, people from the 
Rohingya and host communities 
lack knowledge of the maternal 
and newborn care. This can 
partially explain why people from 
both communities rarely utilize 
formal facilities for the maternal 
care and the delivery of babies. 
But knowledge itself is not 
sufficient to reinforce desired 
behaviour. Many of the 
respondents are aware of the 
benefit of facility-based delivery 
but they did opt out as they 
believe that one should only go to 
a facility if one has a pregnancy 
complication. Some male 
respondents also mentioned that 
visiting facilities is disgraceful for 
a Muslim woman. Some also 
mentioned that they do not trust 
people who work in the formal 
facilities. Therefore, it is important 
to consider prevailing social 

norms and trust issues while 
designing knowledge and 
awareness intervention. Instead 
of administering stand-alone 
knowledge and awareness 
campaigns, it may be better to 
deliver a bundle of services that 
addresses knowledge gap, 
affordability, social norms, and 
habit formation at the same time. 

The interdependence between 
knowledge, social norms, 
affordability, and habit formation 
can be seen from the findings in 
education and health. The 
education level, particularly among 
women, is low. Therefore, it is 
important to disseminate the 
importance of education for 
children in general and put an 
emphasis on the importance of 
education for female children. It 
was also found that people send 
their children to the nearest 
educational institution – a fact that 
shows the importance of 
affordability. Many however, do 
not send their girl child to schools 
as they think their girls may lose 
honour by engaging in extra 
marital affairs while in schools. 

This interdependence is even 
prominent in the health related 
issues. Many believed that water 
that they drink is safe and there is 
no need to treat it. Many of those 

Conclusion and Recommendations 
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who do not believe that water 
that they drink is safe – do not 
treat it because they do not know 
how to treat water, or cannot 
treat it as they cannot afford the 
technology. Most of the 
respondents know when to wash 
hands but do not do so as 
washing hands is not a priority in 
a time when they are facing so 
many other problems.  It was also 
found that the number of 
pregnancies, childbirth, living 
children as well as their aspired 
number of children is high in both 
communities. In the qualitative 
survey, it was found that women 
do not feel comfortable about 
accessing essential services such 
as education and health, 
particularly maternal health 
because of existing social norms 
and perceived lack of security.

However, when the 
complementarity between 
knowledge, social norms, and 
affordability exist, good practice 
and behaviour evolves. For 
example, high incidence of 
diarrhoeal diseases in the 
Rohingya and host communities 
could not cast a havoc as people 
know about the affordable Oral 
Rehydration Therapy (ORT) and 
Zinc tablets and these are 
available in the community.  

GBV is found to be closely linked 
with socio-cultural norms in both 
Rohingya and host communities. 

For example, women’s mobility is 
usually restricted, and they are 
expected to tolerate the violence 
perpetrated by their spouse. 
These issues cannot be solved 
quickly; creating educational and 
economic opportunities 
specifically addressing the 
obstacles faced by the women 
can bring gradual change. In the 
qualitative survey women also 
expressed their lack of knowledge 
of where they can seek support. 
More support services for 
women should be established   
(e. g., Women-friendly Centres) 
and women should be made 
aware of these services. 
Moreover, the providers of GBV 
services should earn the trust of 
the victim and the community. 

It was also found that there is a 
large variation of KAPB among 
the Rohingya and host 
communities across different 
thematic areas. Even within a 
thematic area, for example, 
WASH, there are large variations. 
This suggests that focusing on 
selected C4D interventions 
related to the well-being and 
life-saving KAPB based on the 
needs of the specific target group 
(e. g., Rohingya camps vs. host 
community, male vs. female) is 
likely to have a higher payoff than 
implementing the same 
programme with the entire 
community.    

A pre-monsoon wind and rain 
storm strikes Jamtoly camp 
for Rohingyas from Myanmar 
in Cox's Bazar district, 30 April 
2018.

©UNICEF/UN0204928/Sokol
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Rumana, 2, is led by a 
community worker as her and 
her family are relocated to a 
safer, new extension area of the 
Kutupalong-Balukhali camp, part 
of the refugee camp sheltering 
over 800,000 Rohingyas, Cox's 
Bazar, June 23, 2018. The 
biggest refugee camp in the 
world is battling the onset of the 
monsoon rains. Humanitarian 
organizations on the ground and 
the Bangladeshi government 
are working hard to minimise 
the risks from landslides, flash 
floods, water born diseases and 
ultimately, loss of life. Thousands 
are facing dire circumstances 
as the conditions in the camps 
are expected to dramatically 
worsen with the onset of the 
heavy rains.

©UNICEF/Bangladesh/
Modola18
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TABLE 52: DISTRIBUTION OF RELIGION

TABLE 53: AGE OF MARRIAGE OF MALE RESPONDENTS

Religion Camp (%) Host (%)

Muslim 99.9 93.1

Hindu 0.04 0.81

Buddhist 0 6.1

Age Camp male (%) Host male (%)

13 0.17 0

14 0.67 1.04

15 1.51 2.59

16 1.85 3.63

17 3.52 4.66

18 14.43 6.74

19 8.05 4.66

20 12.25 10.36

21 7.21 9.84

22 10.4 5.7

23 4.53 5.18

24 7.21 4.66

25 10.91 6.74

26 4.19 5.18

27 2.01 7.25

28 2.85 6.74

29 0.84 2.59

30 3.19 5.18

31 0.17 1.55

32 0.67 2.07

33 0.17 1.04

35 0.67 0.52

Annex 1

ADDITIONAL TABLES
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TABLE 54: EDUCATION LEVEL OF ADULT MALE HOUSEHOLD MEMBERS

Age Camp male (%) Host male (%)

36 0.17 1.04

37 0.17 0.52

38 0.5 0.52

40 0.34 0

41 0.34 0

43 0.34 0

45 0.17 0

50 0.34 0

63 0.17 0

Level of education Camp male (%) Host male (%)

No formal education 61.3 34.5

No class passed/Pre-school 2.9 1.1

Some Primary 13.5 10.9

Primary 4.6 16.8

Some Secondary 11.4 18.6

Secondary 4.0 7.6

Higher Secondary 1.4 5.1

Higher education 0.6 5.1

Other 0.4 0.3
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TABLE 55: EDUCATION LEVEL OF ADULT FEMALE HOUSEHOLD MEMBERS

Level of education Camp female (%) Host female (%)

No formal education 74.4 39.7

No class passed/Pre-school 4.8 0.6

Some Primary 13.6 10.8

Primary 2.9 14.8

Some Secondary 3.4 19.5

Secondary 0.3 8.1

Higher Secondary 0.0 4.3

Higher education 0.1 2.0

Other 0.5 0.1

TABLE 56: TYPES OF OCCUPATION IN CAMPS

Types Male adult 
(%)

Male child 
(%) Female adult (%) Female child 

(%)

Govt. job 0.7 3.8 4.8 0.0

Private job 7.1 5.7 28.6 58.3

Agriculture day 
labour

8.8 3.8 4.8 0.0

Non-agri day 
labour

50.4 49.1 21.4 0.0

Farming 0.3 1.9 0.0 0.0

Livestock 0.0 0.0 0.0 0.0

Business 8.1 9.4 19.0 8.3

Cash for work 21.2 24.5 11.9 25.0

Food for work 1.2 0.0 0.0 0.0

Others 2.1 1.9 9.5 8.3

N - Camp: 678 N - Camp: 53 N - Camp: 42 N - Camp: 12
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TABLE 57: TYPES OF OCCUPATION IN HOST COMMUNITY 

TABLE 59: NUMBER OF CO-WIVES MENTIONED BY THE MALE RESPONDENTS

TABLE 58: NUMBER OF WIVES MENTIONED BY THE MALE RESPONDENTS

Occupation

Types Male adult 
(%)

Male child 
(%) Female adult (%) Female child 

(%)

Govt. job 1.3 0.0 10.6 0

Private job 10.2 10.3 19.1 0

Agriculture day labour 11.3 24.1 10.6 0

Non-agri day labour 34.3 24.1 12.8 0

Farming 3.3 0.0 0.0 0

Livestok 0.3 0.0 2.1 0

Business 21.8 13.8 17.0 0

Cash for work 13.9 24.1 27.7 0

Food for work 0.2 0.0 0.0 0

Others 3.4 3.4 0.0 0

N - Host: 638 N - Host: 29 N - Host: 47 N - Host: 0

Number of wives Camp Host

0 4.87 13.93

1 92.86 83.08

2 2.27 2.49

5 0 0

Number of co-wives Camp Host

0 93.18 95.09

1 6.38 3.97

2 0.34 0.57

3 0.11 0.19
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TABLE 60: PERCENTAGE AND CUMULATIVE PERCENTAGE OF LIVE BIRTH

Number of llive births Camp  (%) Host  (%)

% Cumulative % % Cumulative %

More than 10 1.03 1.03 0.14 0.14

10 1.24 3.3 0.14 0.28

9 2.32 4.59 0.27 0.55

8 3.76 8.35 0.41 0.96

7 4.71 13.06 1.77 2.73

6 7.36 20.42 3.4 6.13

5 7.36 27.78 5.17 11.3

4 13.56 41.34 16.05 27.35

3 19.59 60.93 18.91 46.26

2 22.03 82.96 28.57 74.83

1 16.45 100 24.9 100

TABLE 61: LEAST NUMBER OF PREGNANCIES

Least number of pregnancies Camp 
(cumulative %)

Host
(cumulative %)

6 25.6 9.5

5 33.6 18.1

4 48.5 34.1

3 67.4 54.5

2 86.8 78.8

1 99.5 99.3

TABLE 62: DISTRIBUTION OF THE NUMBER OF LIVING CHILDREN OF THE FEMALE RESPONDENTS

Least number of children Camp 
(cumulative %)

Host
(cumulative %)

12+ 0.2 0.1

11 0.5 0.1

10 1.4 0.1

9 3.4 0.6

8 6.7 0.8
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TABLE 63: PERCENTAGE AND CUMULATIVE PERCENTAGE OF NUMBER OF STILL BIRTHS

TABLE 64:  WOMEN WITH CHILDREN YOUNGER THAN 5 YEARS, WHO RECEIVED ANC DURING 

LAST PREGNANCY IN MYANMAR 

Least number of children Camp 
(cumulative %)

Host
(cumulative %)

7 11.2 2.3

6 19.3 6.0

5 26.3 10.8

4 39.9 26.9

3 59.9 46.0

2 82.4 74.7

1 99.4 99.9

0 100.0 99.9

Number of still births Camp  (%) Host  (%)

% Cumulative % % Cumulative %

More than 2 4.62 4.62 2.31 2.31

2 5.7 10.32 4.35 6.66

1 15.34 25.66 14.83 21.49

0 74.16 100 78.1 100

Location of ANC received Camp  (%)

Health facility at camp 1.6%

Government health facility (inside camp) 1.9%

Government health facility (outside camp) 16.0%

Private health facility (inside camp) 3.3%

Private health facility (outside camp) 15.0%

Home-based 56.5%
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TABLE 65: PLACES OF DELIVERY IN MYANMAR

Places Camp  (%) 

Health facility at camp 0.4%

Government health facility (inside camp) 0.0%

Government health facility (outside camp) 0.2%

Private health facility (inside camp) 2.7%

Private health facility (outside camp) 0.3%

Home-based 0.7%

Other 95.7%

TABLE 66: ASSISTANCE DURING DELIVERY IN MYANMAR

Assisted by Camp  (%)

Doctor 3.1%

Nurse 2.2%

Paramedic 0.8%

Traditional birth attendant 62.5%

Skilled birth attendant 20.6%

Community health worker 1.1%

Relative/friend 48.3%

No one 0.7%

TABLE 67: WOMEN WITH CHILDREN YOUNGER THAN 5 YEARS, WHO RECEIVED PNC DURING 

LAST PREGNANCY IN MYANMAR

Location of PNC received Camp  (%)

Health facility at camp 0.8%

Government health facility (inside camp) 1.7%

Government health facility (outside camp) 10.0%

Private health facility (inside camp) 2.7%

Private health facility (outside camp) 10.0%

Home-based 72.4%
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TABLE 68: KNOWLEDGE OF THE BEST TIME TO START BREASTFEEDING AFTER DELIVERY

Knowledge Camp  (%) Host  (%) P-value

Immediately/within one hour 
after birth

76.8% 77.2% 0.874

Within 1 day 15.9% 18.7% 0.127

Within 2 days 3.7% 1.9% 0.042

When the baby wants 0.4% 0.2% 0.403

When the mother is ready 1.3% 0.7% 0.28

TABLE 69: KNOWLEDGE OF SIGNS OF ACUTE MALNUTRITION FOR CHILDREN AFTER 5

Knowledge Camp (%) Host (%) P-value

Low weight 94.8% 95.9% 0.338

Low height 63.2% 69.9% 0.012

Severe muscle wasting 24.8% 18.1% 0.005

Nutritional edema – 
characterised by swollen 
feet, face and limbs

30.9% 34.4% 0.180

Other 2.6% 2.0% 0.534

N - Camp: 1,127;  N - Host: 442

TABLE 70: WOMEN WITH CHILDREN UNDER 5 WHO EVER BREASTFED THEIR YOUNGEST CHILD

Ever breastfed Camp (%) Host (%) P-value

Did you ever breastfeed 
your youngest child?

93.8% 93.8% 0.964
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Reasons Camp  (%) Host  (%) P-value

Mother sick 36.3% 40.0% 0.713

Lack of milk 46.1% 36.7% 0.365

Did not wish 15.7% 16.7% 0.898

Lack of knowledge 2.0% 0.0% 0.443

Not to spoil figure 3.9% 3.3% 0.883

Doctor advised it 8.8% 3.3% 0.322

Other 19.6% 30.0% 0.23

TABLE 71: REASONS FOR NOT GIVING BREASTMILK

TABLE 72: REASONS FOR GIVING COMPLEMENTARY FOOD

TABLE 73: PERCENTAGE OF RESPONDENTS WHO HAVE VACCINATION CARD FOR THEIR 

YOUNGEST CHILD

Reasons Camp (%) Host (%) P-value

Baby liked it 36.5% 39.6% 0.273

Good for baby 80.7% 89.6% 0.000

Family member advised it 13.3% 18.5% 0.012

Health worker/volunteer advised it 6.8% 9.6% 0.064

It is tradition 5.6% 5.7% 0.938

Child was thirsty 34.2% 26.6% 0.005

Could not afford anything else 4.8% 3.4% 0.243

N - Camp: 1,247;  N - Host: 393

Retention Camp (%) Host (%) P-value

Have vaccination card for 
their youngest child

84.2% 96.4% 0.000
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TABLE 74: REASONS FOR NOT RECEIVING ALL THE NECESSARY VACCINES

Necessary vaccines Camp (%) Host (%) P-value

Some vaccines are administered 
when child is older

70.8% 86.6% 0.001

I forgot to take the child for 
vaccination

10.5% 5.9% 0.136

I don't want my child to get 
more vaccine

1.6% 2.5% 0.519

I don't have access to a facility 19.3% 5.9% 0.000

I have not been able to take my 
child yet

1.3% 0.8% 0.666

I don't know where to go 3.8% 0.0% 0.032

I don’t know when to go 5.1% 1.7% 0.109

I don’t trust the vaccine 0.5% 0.0% 0.424

I don’t trust health worker 0.5% 0.0% 0.424

I don’t want my child to get sick 
from vaccine

2.1% 0.8% 0.356

I don't have time to go to get 
vaccine

1.1% 0.8% 0.826

I don't have money to get 
vaccine

0.5% 0.0% 0.424

Not allowed to go with my child 0.5% 0.0% 0.424

Other 2.9% 3.4% 0.820

Don't know 2.7% 0.0% 0.071

N - Camp: 373;  N - Host: 119
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TABLE 75: WAYS OF TREATING DRINKING WATER

Treatment of drinking water

Treatment method Camp (%) Host (%) P-value

Modern device 3.6 34.7 0.000

Boiling 15.5 44.0 0.000

Filtering with a cloth 26.3 30.7 0.419

Medicine (Chlorine) 63.7 5.3 0.000

Water Treatment Plant 11.6 8.0 0.353

Other 0.0 1.3 0.003

N - Camp: 639; N - Host: 75

TABLE 76: REASONS FOR PRACTICING OPEN DEFECATION

Reasons for open defecation Camp (%) Host (%) P-value

Too far 30.3% 7.4% 0.027

Not clean 24.2% 3.7% 0.027

Structure of the latrine is broken 18.2% 29.6% 0.305

Concerns over security 6.1% 3.7% 0.683

No latrine 54.5% 70.4% 0.216

Other 0.0% 7.4% 0.116

N - Camp: 33;  N - Host: 27

TABLE 77: PERCEPTION OF UNHYGIENIC MENSTRUAL PRACTICE

Response Camp (%) Host (%) P-value

Yes 97.6 96.4 0.158

No 1.8 1.5 0.670

Don't know 0.7 2.1 0.004

N - Camp: 1,808; N - Host: 534
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TABLE 78: PERCENTAGE OF CHILDREN AFFECTED BY DIARRHOEA

Diarrhoea Camp  (%) Host  (%) P-value

Don't know 0.2% 0.3% 0.746

Yes 62.1% 69.9% 0.000

No 37.6% 29.8% 0.000

TABLE 79: PERCEPTION OF QUALITY OF EDUCATIONAL INSTITUTION

Quality of educational 
institution Camp (%) Host (%) P-value

Temporary Learning Centre 
(TLC)

Don't know 1.1% 10.0% 0.011

Very good 35.5% 10.0% 0.093

Good 61.5% 80.0% 0.231

Poor 1.8% 0.0% 0.671

Very poor 0.1% 0.0% 0.907

Child-friendly Centre (CFC) Don't know 1.2% 0.0% 0.849

Very good 38.2% 33.3% 0.865

Good 57.6% 66.7% 0.754

Poor 3.0% 0.0% 0.761

Madrasa Don't know 0.5% 0.0% 0.348

Very good 40.5% 39.5% 0.851

Good 57.0% 58.8% 0.731

Poor 2.0% 1.7% 0.827

School Don't know 1.2% 0.0% 0.056

Very good 31.5% 37.5% 0.108

Good 61.8% 60.3% 0.687

Poor 5.2% 1.9% 0.024

Very poor 0.3% 0.3% 0.947

Hafez Khana Don't know 0.1% 0.0% 0.764

Very good 52.3% 45.9% 0.339

Good 46.7% 50.8% 0.533

Poor 0.9% 0.0% 0.460

Very poor 0.0% 3.3% 0.000
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Actions to take for missing child

Camp  (%) 

Religious leader 38.8%

Majhi 82.6%

Community leader 9.3%

Community volunteer 10.0%

INGO worker 4.1%

Law enforcement authority 3.7%

Do nothing 1.3%

Other 5.8%

TABLE 81: ACCESS TO DIFFERENT TYPES OF MASS MEDIA BY GENDER

Mass media Camp male  (%) Camp female  (%) 

Newspaper/magazine 8.5% 1.4%

Poster/leaflet 0.6% 0.3%

Television 10.1% 1.5%

Loudspeaker/megaphone announcement 1.1% 2.9%

Radio 2.7% 6.1%

Mobile phone 41.7% 30.0%

Social media (Facebook, Viber, WhatsApp, IMO etc.) 7.9% 3.4%

Health worker/volunteer 29.0% 25.9%

Megaphone 7.9% 6.9%

Masjid miking 71.2% 66.5%

TABLE 80: KNOWLEDGE OF ACTIONS TO TAKE IF A CHILD IS LOST OR MISSING
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TABLE 82: SOURCES OF INFORMATION IN THE CAMP BY GENDER

TABLE 83: AWARENESS OF AVAILABLE SERVICES

Sources of information in the camp Camp male  (%) Camp female  (%) 

CMV 22.9% 30.3%

Friend/family 23.1% 19.5%

Community leader/member 23.6% 9.7%

Majhi 84.3% 89.7%

Religious leader 32.7% 15.7%

Government official 1.3% 0.6%

Army/Police 1.8% 1.7%

Aid worker and NGO staff other than CMV (model 
mother, model youth)

6.9% 4.7%

Information and Feedback Centre (IFC) 1.4% 0.9%

Available services Camp (%)

Child-friendly Centre (CFC) 71.6%

Temporary Learning Centre (TLC) 82.4%

Health Service Centre 82.2%

Information and Feedback Centre (IFC) 22.9%

Psychosocial counseling service 12.2%

Women-friendly Centre (WFC) 22.6%

Teen-friendly Centre (TFC) 12.7%

Elderly Centre 11.3%

Disability-friendly Centre 6.0%
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Annex 2

KAPB BASELINE SURVEY LOCATION MAP - UKHIA AND TEKNAF UPAZILAS,          
COX’S BAZAR DISTRICT
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Annex 3

Question

Enter Supervisor ID 1

Enter Enumerator ID 1

2

3

Is it a Camp or Village? 1 Camp

2 Village

Camp ID 1

2

3

Camp Name 

CMV ID 1

2

3

Village ID 1

2

3

Village Para

Village Landmark

Household ID

Re-enter Household ID

Approach Note

Knock on the door/call the attention to the people inside. Ask for the female/male head of the household.

Were you able to access the desired person in the household? 1 Yes

2 No

Consent Note

Introduce yourself and explain the purpose of the survey. Below is the informed consent, which you must read out loud (insert 
consent form below).

Hello, my name is [Enumerator’s Name]

I am a researcher from Innovations for Poverty Action (IPA), a non-profit research and policy organization that promotes effective 
solutions to global poverty problems. We are conducting a survey to learn about what people in your community know about 
maternal care, childcare, newborn care, health care, sanitation and hygiene, vaccination, education, child protection, GBV, and 
HIV/AIDS.
 
The purpose of this survey is to understand the current level of Knowledge, Attitudes, Practices, and Behaviours (KAPB) of the 
Rohingya and host communities in Cox’s Bazar to improve UNICEF-supported social mobilization efforts and delivery of services. 
Additionally, we would also like to ask for your permission to collect information about the location of your house for the purpose 
of this survey.

KAPB BASELINE SURVEY QUESTIONNAIRE – QUANTITATIVE

Note: Data collection May 6 - 31, 2018
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The survey will take approximately 3 hours of your time. You will not receive any direct benefit from your participation in this 
survey but what we will learn from your responses will help us better understand the needs of your community in order to 
improve future interventions.

We do not anticipate any risks to you from survey participation. You are free to skip any question that makes you feel 
uncomfortable. No names will be stored with survey responses and no names will be published from the survey. The research      
staff will do their best to protect your information. Only the research staff and individuals from IPA and UNICEF will have access 
to your information.

Participation in this survey is voluntary. That means you do not have to participate if you do not want to. You will not be penalized 
for declining to participate, and declining participation will not affect your chances of receiving any benefits to which you are 
otherwise entitled. You may withdraw at any time, which you can do by simply telling me that you no longer want to be part of 
the survey. Ending participation at any time for any reason will not have any negative consequences for you.

If you have any questions or concerns after the interview, you may contact Md. Alamgir Kabir, Senior Operations Manager, IPA at 
01712121221.

At this time, would you like to ask me anything about survey? Please feel free to ask any questions you may have at any time. If         
I have answered all your questions at this time, do you agree to participate in this survey?

Does the person agree to participate in the survey? 1 Yes

2 No

Are you 18 years of age and over? 1 Yes

2 No

Does a person over 18 in the household give permission to 
respondent to participate in the survey?

1 Yes

2 No

Does the person agree to provide their GPS? 1 Yes

2 No

 Note: GPS coordinates can only be collected when outside

What is your first name?

What is your last name?

What is your sex? 1 Male

2 Female

What is your age?

As we may want to get back to you to ask further questions, it would 
be useful for us to know how to contact you. Would you be able to 
share a phone number where we could contact you in the future?

1 Yes

2 No

Whose mobile number is this? 1 self

2 Respondent’s wife/husband

3 Respondent’s son/daughter

4 Respondent’s son-in-law/daughter-in-law

- 96 Other (specify)

Who is the head of the household? 1 Me

2 Spouse
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3 Co-wife/Shotin (in case of female)

- 96 Other (specify)

Now I would like to ask you some questions about each member of your household including you

How many members are there in your household including you?

Household Roster

Name of member

Sex of [mem_name] 1 Male

2 Female

[mem_name] Relation with household 1 Head

2 Husband/wife

3 Son/daughter

4 Spouse of son/daughter

5 Grandchild

6 Father/mother

7 Brother/sister

8 Niece/nephew

9 Father-in-law/mother-in-law

10 Brother-in-law/sister-in-law

11 Other 

12 Househelp 

13 Employee

- 96 Other (specify)

Age of [mem_name]

Note: Probe about birth year when asking about age

Marital status of [mem_name] 1 Currently married

2 Never married

3 Widowed

4 Divorced

5 Separated

Language of the member [mem_name] 1 Bangla

2 English

3 Burmese

4 Hindi

5 Rohingya language

Can [mem_name] read a letter? 1 Yes

2 No

Can [mem_name] write a letter? 1 Yes

2 No
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Have [mem_name] ever attended education? 1 Yes

2 No

What was the highest class that [mem_name] completed? 0 No class passed/pre-schooling

1 Class 1

2 Class 2

Note: If currently enrolled in school, then specify current Grade 3 Class 3

4 Class 4

5 Class 5

6 Class 6

7 Class 7

8 Class 8

9 Class 9

10 SSC/equivalent

11 HSC/equivalent

12 Nursing

13 Technical education

14 Graduate/equivalent

15 Medical

16 Engineering

17 Post graduate/equivalent

- 96 Other (specify)

What was the type of school the [mem_name] completed highest 
class?

0 No formal schooling/pre-schooling

1 Bengali medium

2 English medium

3 Arabic school

4 Madrasa

5 Technical school

6 Hafez Khana

7 Burmese medium

- 96 Other (specify)

Did [mem_name] work for livelihood in the past 7 days? 1 Yes

2 No

Main occupation of [mem_name] in last 7 days 1 Government job

2 Private job

3 Agriculture day labour

4 Non-agro day labour

5 Farming

6 Livestock
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7 Business

8 Cash for work

9 Food for work

- 96 Other (specify)

Income of [mem_name] in last 7 days

Is [mem_name] pregnant? 1 Yes

2 No

Does [mem_name] have difficulty seeing? 1 Yes

2 No

Does [mem_name] have difficulty hearing? 1 Yes

2 No

Does [mem_name] have difficulty walking or climbing steps? 1 Yes

2 No

Does [mem_name] have difficulty remembering or concentrating? 1 Yes

2 No

Does [mem_name] have difficulty with self-care such as washing all 
over, dressing, feeding, toileting etc.?

1 Yes

2 No

Does [mem_name] have difficulty communicating (e .g., 
understanding or being under-stood)?

1 Yes

2 No

Is [mem_name] the respondent? 1 Yes

2 No

Background Information

For the whole household, what is the total expenditure in last 7 
days? 

Note: Cash, not considering consumption on deferred payment

If you identify with a religion, what is your religious denomination? 1 Muslim

2 Christian

3 Hindu

4 Buddhist

- 96 Other (specify)

What is your marital status? 1 Single

2 Married

3 Widowed

4 Divorced

5 Separated

- 96 Other (specify)

At what age did you get married?
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How many wives/co-wives/shotins (in case of female) you have?

What country were you born in? 1 Bangladesh

2 Myanmar

3 On the way from Myanmar to Bangladesh

- 96 Other (specify)

How many months have you lived in this camp/village?

Note: Please answer in months

(If not born in Bangladesh) when did you arrive here?
a. Arrival time (month)

b. Arrival time (year)

Children’s Education

Imagine you had no constraints and could survey for as long as you 
liked. What level of education would you ultimately like to achieve?

1 None

2 Some primary

3 Primary

4 Some secondary

5 Completed secondary

6 Higher secondary

7 Higher education

- 96 Other (specify)

Are any of the children in your household currently participating in any 
learning activities in an educational institution outside of the house?

1 Yes

2 No

In which institutions? 1 Temporary Learning Centre (TLC)

2 Child-friendly Space (CFS)

3 Madrasa

4 School

5 Hafez Khana

6 Women-friendly Centre (WFC)

7 Teen-friendly Centre (TFC)

8 Elderly Centre

9 Disable-friendly Centre

- 96 Other (specify)

How would you rate the quality of the education your children are receiving in each of these institutions?

Temporary Learning Centre (TLC) 1 Very good

2 Good

3 Poor

4 Very poor

- 97 Don't know

Child-friendly Space (CFS) 1 Very good

2 Good
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3 Poor

4 Very poor

- 97 Don't know

Madrasa 1 Very good

2 Good

3 Poor

4 Very poor

- 97 Don't know

School 1 Very good

2 Good

3 Poor

4 Very poor

- 97 Don't know

Hafez Khana 1 Very good

2 Good

3 Poor

4 Very poor

- 97 Don't know

Women-friendly Centre (WFC) 1 Very good

2 Good

3 Poor

4 Very poor

- 97 Don't know

Teen-friendly Centre (TFC) 1 Very good

2 Good

3 Poor

4 Very poor

- 97 Don't know

Elderly Centre 1 Very good

2 Good

3 Poor

4 Very poor

- 97 Don't know

Disable-friendly Centre 1 Very good

2 Good

3 Poor

4 Very poor

- 97 Don't know

Other 1 Very good

2 Good
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3 Poor

4 Very poor

- 97 Don't know

If children are not getting an education, then “why not”? 1 Poor quality

Note: Do not read options aloud. Mark all that apply. 2 Educational institution is too far

3 Parents not interested

4 Children busy with other tasks

5 Not safe for child to go

- 97 Don’t know

- 96 Other (specify)

(In case of camps) Do you know where the Temporary Learning 
Centre/Child-friendly Space closest to your dwelling is situated?

1 Yes

(In case of host community) Do you know where the school closest 
to your dwelling is situated?

2 No

If yes, what type of educational institution is the closest? 1 Temporary Learning Centre (TLC)

2 Child-friendly Space (CFS)

3 Madrasa

4 School

5 Hafez Khana 

6 Women-friendly Centre (WFC)

7 Teen-friendly Centre (TFC)

8 Elderly Centre 

9 Disable-friendly Centre

- 96 Other (specify) 

Do you know how to enrol a child in a Temporary Learning Centre/
Child-friendly Space in the camp/school in the host community?

1 Yes, I am aware

2 No, I don’t know

- 97 Not sure

Do you know if there is any fees/money/in-kind required to enrol 
a child in a Temporary Learning Centre/Child-friendly Space in the 
camp/school in the host community?

1 Yes, it needs some money

2 No, no money is required

- 97 Not sure

Childbirth and Childcare

How many pregnancies have you had or have your wife’s had until 
now?

How many live births have you had?

How many stillbirths have you or your wife/wives had?
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How many living children do you have?

How many more children would you like to have in your lifetime?

Who makes the decision of having children? 1 Husband

2 Wife

3 Jointly (both husband and wife)

4 No one (unplanned pregnancy occurs)

- 96 Other (specify) 

Did you or your wife have a pregnancy within last five years (either 
live or stillbirth)?

1 Yes

2 No

If yes, what was the result of your last pregnancy? 1 Live birth

2 Stillbirth

3 Miscarriage

Antenatal Care (ANC)

Did you/your wife receive antenatal care before birth during your last 
pregnancy?

1 Yes

2 No

- 97 Don’t know

If yes, where? 1 Health facility at camp

2 Government health facility (inside camp)

3 Government health facility (outside camp)

4 Private health facility (inside camp)

5 Private health facility (outside camp)

6 Home-based

- 96 Other (specify) 

If yes, how many ANC consultations?

Service Delivery

In what country did you (or your wife) deliver your youngest child? 1 Bangladesh

2 Myanmar

3 On the way from Myanmar to Bangladesh

- 96 Other (specify) 

For your (or your wife’s) last completed pregnancy, where did you (or 
your wife) deliver?

1 Health facility at camp

2 Government health facility (inside camp)

3 Government health facility (outside camp)

4 Private health facility (inside camp)

5 Private health facility (outside camp)
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6 Home-based

- 96 Other (specify)

If the delivery was home-based, why did you not go to a health 
facility?

1 Distrust the facility

2 High cost

3 Distance/convenience

4 Husband/family insisted

5 Didn’t know where to go

6 Baby came too quickly/not enough time

7 No need to go to a health facility

9 Religious problem

- 96 Other (specify) 

For your (or your wife’s) last completed pregnancy, who assisted you 
(or your wife) with the delivery of the baby?

1 Doctor

2 Nurse

3 Paramedic

4 Traditional birth attendant

5 Skilled birth attendant

6
Community health worker (Sasthya Shebika/
Sasthya Kormi)

7 Relative/friend

- 96 Other (specify) 

8 No one

Postnatal Care (PNC)

When a baby is born, what should parents do immediately to keep 
the baby healthy (please try to name 5 actions)?

1 Clean the baby

2 Dry the baby

Note: Do not read out the options. Mark all mentioned by respondent 3 Cover the baby properly

4 Cover the baby’s head

5
Start breastfeeding immediately (within 1 hour of 
birth)

6 Skin-to-skin contact

7 Instrument boiled before the cord was cut

8
Nothing applied to the umbilical cord after it was 
cut and tied/or Chlorhexidine care

9 Dry the baby within 0 - 4 minutes of birth

10 Delayed bathing (bathed 72+ hours after delivery)

- 96 Other (specify)

How soon should newborns have skin-to-skin contact with their 
mother?

1 0 - 4 minutes
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2 5 - 9 minutes

3 10+ minutes

4 I don’t feel that it is required

- 97 Don’t know

How soon after birth should a baby receive its first bath? 1 0 - 5 hours

2 6 - 11 hours

3 12 - 23 hours

4 24 - 71 hours

5 72+ hours

6 Baby not bathed

- 97 Don’t know

How should the umbilical cord be treated? 1 With Chlorhexidine

2 With traditional materials

3 With water

4 Not treated

- 96 Other (specify)

Do you know about the 5 danger signs during pregnancy, delivery, 
and after delivery?

1 Yes

2 No

- 97 Don’t know

If yes, what are the 5 danger signs during pregnancy, delivery, and 
after delivery?

1 Heavy vaginal bleeding and retained placenta

2 Fluid retention, headache, blurred vision

3 Seizure

4
Prolonged labour, any part of the body other than 
head coming out first during delivery

5
Fever for more than 3 days and foul-smelling 
vaginal discharge

- 96 Other (specify)

For your (or your wife’s) last completed pregnancy, did you (or your 
wife) receive postnatal care?

1 Yes

2 No

- 97 Don’t know

If yes, where? 1 Health facility at camp

2 Government health facility (inside camp)

3 Government health facility (outside camp) 

4 Private health facility (inside camp)

5 Private health facility (outside camp)

6 Home-based

- 96 Other (specify)
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if yes, from whom? 1 Doctor

2 Nurse

3 Paramedic

4 Traditional birth attendant

5 Skilled birth attendant

6 Community health worker

7 Relative/friend

- 96 Other (specify)

8 No one

Breastfeeding

After delivery, when do you think is the best time to start 
breastfeeding?

1 Immediately/within one hour after birth

2 Within one day

3 Within two days

4 When the baby wants

5 When the mother is ready

- 96 Other (specify)

- 97 Don’t know

Do you know up to what age a child should be exclusively breastfed? 1 Less than 6 months

2 6 months

3 More than 6 months

- 97 Don’t know

Did you ever breastfeed your youngest child? 1 Yes

2 No

If not, why did you not breastfeed? 1 Mother sick

2 Lack of milk

3 Didn’t wish

4 Lack of knowledge

5 Not to spoil figure

6 Doctor advised it

- 96 Other (specify)

What did you give instead of breastfeeding? 1 Commercial infant formula

2 Plain water

3 Other milk (powdered or animal)

4 Fruit juice

5 Solid food (e. g., rice)

6 Pulses, fish, and meat

7 Vegetables

8
Semi-solid food (such as khichuri) fortified with 
micronutrient powder (e. g., Monimix, Pushtikona)
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9 Water with honey

10 Water with sugar

- 96 Other (specify)

When did you first attempt breastfeeding to your youngest child? 1 Immediately

2 Within first hour after birth

3 Within first day

4 Within second day

- 97 Don’t know

If not immediately, why not? 1 It is better to wait

2 Baby was not hungry

3 Mother was not ready

4 Baby was sick

- 96 Other (specify)

Are you currently breastfeeding your youngest child? 1 Yes

2 No

For how long did you breastfeed or have been breastfeeding your 
youngest child?

If you are currently breastfeeding, until what age do you expect to 
breastfeed your child?

If you have stopped breastfeeding your child, why did you stop? 1 Age of child

2 Child stopped herself/himself

3 No breast milk

4 Child did not like my milk

5 Child was sick

6 Mother was sick

- 96 Other (specify)

Did (does) your youngest child eat/drink any of the following solid/ 
semi-solid/soft food at the same time while breastfeeding between 6 
and 24 months?

1 Yes

2 No

If yes, what? 1 Commercial infant formula

Note: Read out the options and mark all that apply 2 Plain water

3 Other milk (powdered or animal)

4 Fruit juice

5 Solid food (e. g., rice)

6 Pulses, fish, and meat

7 Vegetables

8
Semi-solid food (such as khichuri) fortified with 
micronutrient powder (e. g., Monimix, Pushtikona)

9 Water with honey

10 Water with sugar

- 96 Other (specify)
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If yes, why did you give these foods to your baby? 1 Baby liked it

2 Good for baby

3 Family member advised it

4 Health worker/volunteer advised it

5 It is traditional

6 Child was thirsty

7 Could not afford anything else

- 96 Other (specify)

If no, why did you not give any food (other than breast milk) to your 
baby?

1 Not good for baby

2 Health worker/volunteer advised not to

3 Doctor forbade

- 96 Other (specify)

Do you know the signs of acute malnutrition for children under 5? 1 Yes

2 No

- 97 Don’t know

If yes, what are they? 1 Low weight

2 Low height

3 Severe muscle wasting

4
Nutritional edema – characterized by swollen feet, 
face, and limbs

- 96 Other (specify)

Has your child aged between 6 and 24 months received any 
Vitamin-A supplementation during the last six months? 

1 Yes

Note: Mention the colour/s (Red and Blue) of Vitamin-A capsules 2 No

- 97 Don’t know

- 98 Not Applicable

Vaccination

Have you heard of vaccines? 1 Yes

2 No

- 97 Don’t know

How many times does a child need to get vaccines before the age of 
15 months? 

Has your youngest child been administered vaccines? 1 Yes

2 No

- 97 Don’t know

If yes, how many times did the child get vaccines before the age of 
15 months?

How many times you took your youngest child to the vaccination 
centre/clinic?

How many times a health worker has come to vaccinate the child?
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Do you know if your youngest child received all the necessary 
vaccines?

1 Yes

2 No

- 97 Don’t know

If he/she has not received all necessary vaccines, why is that?
1

Some vaccines are administered when child is 
older

2 Forgot to take him for vaccination 

3 Don’t want my child to get more vaccines

4 Don’t have access to a facility

5 Have not been able to take my child yet

6 Don’t know where to go

7 Don’t know when to go

8 Don’t trust the vaccine

9 Don’t trust health worker

10 Don’t want my child to get sick from vaccines

11 Don’t have time to go to get my child vaccinated

12 Don’t have money to get vaccines

13 Not allowed to go with the child

- 96 Other (specify)

- 98 Don’t know

Do you know why your child is given vaccines? 1 To protect from diseases

2 To cure diseases

3 To protect from weakness

- 96 Other (specify)

- 97 Don’t know

Do you have the immunization card for your last child? 1 Yes

2 No

- 97 Don’t know

Have you taken both of your girls and boys for vaccination? 1 Yes, both

2 Only boy

3 Only girl

4 None

Have you ever received a vaccine between the age of 15 and 49 
years?

1 Yes

2 No

- 97 Don’t know

If yes, can you remember the name? 1 TT

2 Other (specify)

- 99 Don’t remember
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Birth Registration

Do you know or are you aware of birth registration of newborn? 1 Yes

2 No

If yes, do you know where to go for birth registration in the camp? 1 Yes

2 No

If yes, did you do the birth registration of your child? 1 Yes

Note: Ask the respondent to show birth registration card 2 No

Could respondent show birth registration card? 1 Yes

2 No

If no, why not? 1 Child was too young

2 Unable to take child

3 Child was sick

- 96 Other (specify)

Drinking Water Source

From which type of water source did you get your drinking water 
today or most recently?

1 Bottled water

2 Tap

3 Well

4 Tube well/Hand pump

5 Water treatment plant

6 Water tanker

7 River/Canal/Lake/Pond

- 96 Other (specify)

- 97 Don’t know

Do you think this water is safe for immediate drinking? 1 Yes

2 No

- 97 Don’t know

Do you treat drinking water? 1 Yes, for all household members

2 Yes, for some household members

3 No

- 97 Don’t know

How do you treat drinking water? 1 Modern device

2 Boil

3 Filter with a cloth

4 Medicine (Chlorine)

5 Water treatment plant

- 96 Other (specify)

If yes, why do you treat drinking water? 1 Avoid disease

2 Taste
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3 Recommended by friend

4 Recommended by NGO

- 97 Don’t know

- 96 Other (specify)

Why do you not treat drinking water? 1 The water I have is already treated

2 It is not necessary to treat water

3 Treated water does not taste good

4 Don’t know how to purify

5 Don’t have enough resources

- 96 Other (specify)

Diarrhoea and Pneumonia

Has any child of yours ever had diarrhoea? 1 Yes

2 No

- 97 Don’t know

What are the things you should do if your child gets diarrhoea? 1 Feed mixture with water and salt

2 Feed mixture with water, salt, and sugar

3 Feed Zinc tablet

4 Take the child to clinic/hospital

5 Breastfeed

6 Feed commercial Oral Rehydration Salt (ORS)

7 Wait it out

8 I don’t know what diarrhoea is

9 Should feed more liquid and solid food 

10 Should feed fewer liquid and solid food 

- 96 Other (specify)

- 97 Don’t know

Has any child of yours had diarrhoea in the last two weeks? 1 Yes

2 No

- 97 Don’t know

What did you do the last time a child of yours had diarrhoea? 1 Fed mixture with water and salt

2 Fed mixture with water, salt, and sugar

3 Fed Zinc tablet

4 Took the child to clinic/hospital

5 Breastfed

6 Used commercial ORS

7 Waited

8 Didn’t know what diarrhoea was

9 Fed more liquid and solid food

10 Fed fewer liquid and solid food
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- 96 Other (specify)

- 97 Don’t know

Have you ever heard of pneumonia? 1 Yes

2 No

Has any child of yours had pneumonia in the last two weeks? 1 Yes

2 No

- 97 Don’t know

If yes, did they receive any treatment? 1 Yes

2 No

- 97 Don’t know

If yes, by whom? 1 Took care at home

2 Pharmacy

3 Traditional healer/Village Doctor

4 Doctor

5
Community Health Worker (Shasthya Shebika/
Shasthya Kormi)

6 Hospital

7 Kabiraj

- 96 Other (specify)

- 99 Don't remember

Sanitation and Hygiene 

Where do you usually defecate? 1 Open defecation

2 Latrine

- 96 Other (specify)

If you don’t use latrine, why not? 1 Too far

2 Not clean

3 Structure of the latrine is broken

4 Concerns over security

5 No latrine

- 96 Other (specify)

How do you usually handle or dispose of your youngest child’s 
faeces?

1 Children always use the latrine

2 Children faeces are thrown into the latrine

3 Children faeces are buried

4 Children faeces are thrown outside of dwelling

5
Children faeces are thrown into a waste disposal 
bin

6 Children faeces are rinsed away

7 Children faeces are not disposed of

- 96 Other (specify)
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How do you dispose of garbage or other material waste? 1 Garbage is thrown outside of dwelling

2 Garbage is burned

3 Garbage is buried

4 Garbage is thrown into waste disposal bin

5 Garbage is collected

- 96 Other (specify)

Hand Washing

On which occasions you should wash your hands with soap/ash/
sand?

1 Before cooking or handling food

2 Before eating

3 Before feeding your children

4 After defecating

5 After cleaning a baby who defecated

- 96 Other (specify)

Did you wash your hand with soap/ash/sand after the last time you 
defecated?

1 Yes

2 No

- 99 Don’t remember

Did you wash your hand with soap/ash/sand before the last time you 
handled food (e. g., cooking, eating)?

1 Yes

2 No

- 99 Don’t remember

Did you wash your hand with soap/ash/sand after the last time you 
cleaned your youngest child who had defecated?

1 Yes

2 No

- 99 Don’t remember

Did you wash your hand with soap/ash/sand before the last time you 
fed your youngest child?

1 Yes

2 No

- 99 Don’t remember

Child Protection

Since you arrived, do you know of any unaccompanied and separated 
children in your community?

1 Yes

2 No

If Yes, whether the unaccompanied child was a girl or boy? 1 Boy

2 Girl

If you would report to a local authority about an unaccompanied child, 
which authority are you most likely to approach?

1 Religious leader

2 Majhi

3 Community leader

4 Community Mobilization Volunteer (CMV)
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5 INGO worker

6 Law enforcement authority 

7 Do nothing

- 96 Other (specify)

Since you arrived, do you know of any children who have gone lost or 
missing in your community?

1 Yes

2 No

What are the things you should do if a child is missing from your 
community?

1 Religious leader

2 Majhi

3 Community leader

4 Community Mobilization Volunteer (CMV)

5 INGO worker

6 Law enforcement authority

7 Do nothing

- 96 Other (specify)

Child Marriage

What is the normal age of marriage in your community? a. For females:

b. For males:

In your opinion, what should be the ideal age for a female to get 
married?

In your opinion, what should be the ideal age for a male to get 
married?

In your opinion, what should be the ideal age for a female to become 
pregnant/childbearing for the first time?

Do you think marriage under the age of 18 can negatively affect the 
health of the female?

1 Yes

2 No

- 97 Don’t know

Do you think, marriage under the age of 18 can negatively affect the 
psychological wellbeing of the female?

1 Yes

2 No

- 97 Don’t know

Do you think, childbirth under the age of 18 could have negative 
physical consequences for the mother? 

1 Yes

2 No

- 97 Don’t know

Do you think, girls under the age of 18 are not mentally prepared for 
childbirth? 

1 Yes

2 No

- 97 Don’t know
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Menstrual Hygiene

 “Girls should be proud of their bodies as they become women” 1 Agree

2 Partially agree

3 Disagree

What do you (or women in your household if you do not menstruate) 
use to manage blood flow during menstruation?

1 Cloth

2 Sanitary napkin

3 Toilet paper

4 Paper (not toilet paper) e. g., newspaper

- 96 Other (specify)

What do you or women in your household usually do with your used 
sanitary protection when you have to change at home?

1 Throw in latrine

2 Throw in bush

3 Dispose at community rubbish heap

4 Bury

5 Burn

6 Wash and reuse

- 96 Other (specify) 

Have you or women in your household ever used sanitary napkins? 1 Yes

2 No

- 97 Don’t know

Do you think, unhygienic menstrual practices (using old cloths 
without washing and drying them properly with soap and water, not 
changing the cloths/napkins frequently) may lead to infections and 
other complications? 

1 Yes

2 No

- 97 Don’t know

Gender-based Violence (GBV) 

What in your opinion is considered to be GBV?
1

Physical – Slapping, fisting, boxing, throwing 
something to hurt, pushing, shoving, pulling hair

2
Physical – Burning with a hot object, throwing acid 
or hot water

3
Physical – Intentionally suffocating, shocking, 
burning, threatening with gun/knife/any sharp 
weapon, beating

4

Psychological – Controlling behaviour like 
hindering to contact others, forcing to wear hijab, 
obstructing work, forbidding outdoor recreation, 
misbehaving for giving birth to girl child 

5
Psychological – Verbal abuse like insulting, 
belittling or humiliation, threatening for dowry, 
threatening for marriage again, divorce

6 Sexual – Eve teasing

7
Sexual – Sexual violence by partner by having 
sexual intercourse against her will

8
Sexual – Sexual violence by non-partner including 
rape

- 97 Don’t know



174

Have you heard of people in your community who faced any GBV? 1 Yes

2 No

- 97 Don’t know

If yes, what kind?
1

Physical – Slapping, fisting, boxing, throwing 
something to hurt, pushing, shoving, pulling hair

2
Physical – Burning with a hot object, throwing acid 
or hot water

3
Physical – Intentionally suffocating, shocking, 
burning, threatening with gun/knife/any sharp 
weapon, beating

4

Psychological – Controlling behaviour like 
hindering to contact others, forcing to wear hijab, 
obstructing work, forbidding outdoor recreation, 
misbehaving for giving birth to girl child 

5
Psychological – Verbal abuse like insulting, 
belittling or humiliation, threatening for dowry, 
threatening for marriage again, divorce

6 Sexual – Eve teasing

7
Sexual – Sexual violence by partner by having 
sexual intercourse against her will

8
Sexual – Sexual violence by non-partner including 
rape

- 97 Don’t know

Do you know if they have sought help from anyone or anywhere 
when this has happened?

1 Yes

2 No

- 97 Don’t know

HIV/AIDS

Have you ever heard of HIV/AIDS? 1 Yes

2 No

Do you know about the modes of transmission of HIV/AIDS? 1 Yes

2 No

If yes, what are they? 1 Unprotected sex with an HIV/AIDS-affected person

2
HIV/AIDS mother-to-child through pregnancy and/ 
or breast milk

3 Unsafe blood transfusion

4 Use of unsafe needle

- 96 Other (specify)

- 97 Don’t know

Have you ever heard of anyone in your community who has had HIV/ 
AIDS?

1 Yes

2 No

- 97 Don’t know

Do you know if they have sought help from anyone or anywhere 
when this has happened?

1 Yes
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2 No

- 97 Don’t know

Service Delivery

Are you aware of the following services in your community? 1 Child-friendly Space (CFS)

Note: Read out the options and mark all that apply 2 Temporary Learning Centre (TLC) 

3 Health Service Centre

4 Information and Feedback Centre (IFC)

5 Psychosocial counseling service

6  Women-friendly Centre (WFC) 

7 Teen-friendly Centre (TFC)

8 Elderly Centre

9 Disable-friendly Centre 

What are your main ways of finding information? 1 Newspaper/Magazine

Note: Do not read out the options and mark all mentioned by 
respondents

2 Poster/Leaflet

3 Television

4 Loudspeaker/Megaphone announcement

5 Radio

6 Mobile phone

7
Social media (Facebook, Viber, WhatsApp, IMO 
etc.)

8 Health volunteer

9 Masjid Miking

- 96 Other (specify)

- 97 Don’t know

Among these, which sources do you trust the most? 1 Newspaper/Magazine

Note: Do not read out the options and mark all mentioned by 
respondents

2 Poster/Leaflet

3 Television

4 Loudspeaker/Megaphone announcement

5 Radio

6 Mobile phone

7
Social media (Facebook, Viber, WhatsApp, IMO 
etc.)

8 Health volunteer

9 Masjid Miking

- 96 Other (specify)

- 97 Don’t know

Among your community members, what are your main ways of 
finding information?

1 Community Mobilization Volunteer (CMV)

Note: Do not read out the options and mark all mentioned by 
respondents

2 Friend/Family

3 Community leader/Member
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4 Majhi

5 Religious leader

6 Government official

7 Army/Police

8
Aid worker and NGO staff other than CMV
(Model Mother, Model Youth Volunteer)

9 Information and Feedback Centre (IFC)

- 96 Other (specify)

- 97 Don’t know

Among these, which sources do you trust the most? 

Note: Do not read out the options and mark all mentioned by 
respondents

1 Community Mobilization Volunteer (CMV)

2 Friend/family

3 Community leader/member

4 Majhi

5 Religious leader

6 Government official

7 Army/Police

8
Aid worker and NGO staff other than CMV
(Model Mother, Model Youth Volunteer)

9 Information and Feedback Centre (IFC)

- 96 Other (specify)

- 97 Don’t know

There are many different things people are confused about or feel 
they need to know about. What is the main thing you need to know 
right now?

1 How to get food

2 How to get water

3 How to get cooking fuel/firewood

4 Security situation 

5 How to get access to education

6 Security situation in Myanmar

7 How to get health care

8 How to register for aid

9 How to stay safe to prevent attack

10 How to get shelter/accommodation

11 How to find missing people

- 96 Other (specify)

Has anyone visited your house to discuss about the health of you and 
your family?

1 Yes

2 No
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CMV

Have you received visits at home by [cmv_name]? 1 Yes

2 No

- 97 Don’t know

If yes, when was the last time [cmv_name] visited your house? a. Day:

b. Month:

c. Year:

What was the topic of conversation the last time [cmv_name] visited 
your house?

1 Hygiene

2 Sanitation

3 Maternal care

4 Newborn care

5 Nutrition

6 Child protection

7 Disaster awareness

- 96 Other (specify)

- 97 Don’t know

Did you clearly understand all the topics discussed by the CMV? 1 Yes

2 No

Was [cmv_name] friendly during her/his visits? 1 Yes

2 No

- 97 Don’t know

What sources do you use to share information on the following 
services: Maternal care, Childcare, Newborn care, Health care, 
Nutrition, Sanitation and Hygiene, Vaccination, Education, Child 
Protection, GBV, Psychosocial counseling

1 Mobile phone

2
Social media (Facebook, Viber, WhatsApp, IMO 
etc.)

3 Talk to people face-to-face

- 96 Other (specify)

- 97 Don’t know

What time of the day would you prefer a CMV to visit your house? 1 7 am – 9 am

2 9 am – 11 am

3 11 am  – 1 pm

4 2 pm – 4 pm

 Surveyor’s comments:
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Tools Number of 
sessions

Targeted group and location Age group Number of 
participants

Key Informant 
Interviews (KIIs)

12 Community leaders (Imams/Muazzins) 40 - 60 2

Service providers (Teachers, Health/
Information service providers)

20 - 45 4

Camp leaders (e. g., Majhis) and 
Host community leaders (e. g., UP 
Chairmen, UP Members) 

30 - 60 2

Female leaders 30 - 60 2

Representatives of vulnerable groups 30 - 60 2

In-Depth Interviews 
(IDIs)

24 Younger adults (4 males + 4 females) 
equally distributed in the camps and 
host community  

20 - 35 8

Older adults (4 males + 4 females) 
equally distributed in the camps and 
host community 

36 - 50 8

Adolescent girls equally distributed in 
the camps and host community

15 - 19 4

Adolescent boys equally distributed in 
the camps and host community

15 - 19 4

Focus Group 
Discussions (FGDs)

8 Younger adult females in the camps 20 - 35 6 - 8

Older adult females in the camps 36 - 50 6 - 8

Younger adult males in the camps  20 - 35 6 - 8

Older adult males in the camps 36 - 50 6 - 8

Younger adult females in the host 
community  

20 - 35 6 - 8

Older adult females in the host 
community 

36 - 50 6 - 8

Younger adult males in the host 
community  

20 - 35 6 - 8

Older adult males in the host 
community 

36 - 50 6 - 8

Annex 4

KAPB BASELINE SURVEY QUESTIONNAIRE – QUALITATIVE
The qualitative part of this KAPB Baseline Survey was conducted in both the Rohingya and host communities to gather in-depth 
information, perspectives and underlying drivers related to key life-saving behaviours that would supplement the quantitative 
findings. However, because of the limited scope, only the areas that needed further exploration were included in this part. Data 
were collected through three different methods: In-depth Interviews (IDIs), Key Informant Interviews (KIIs), and Focus Group 
Discussions (FGDs). Participants were selected using purposive sampling method and representative sample sizes for each age 
group (for FGDs, males and females were categorized in two groups: 20 - 35 years and 36 - 50 years).

Distribution of participants:

Note: Data collection August 9 - 11, 2018
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In-Depth Interview (IDI)
Demographic information: 

Age:
Gender: 
Marital status:
Family members:
Duration of living in this camp/community:

Theme – Health:

To adult females and males only 

• Do you know some of the risks to the mother and child during pregnancy, childbirth and after childbirth? What are they? 

• Is it necessary to get ANC? PNC? Why? 

• Who should provide ANC/PNC? 

• Many mentioned about home-based ANC, delivery, and PNC services. Who deliver home-based ANC/PNC? 

• Why someone prefers home-based ANC/PNC and delivery over the facility-based ANC/PNC? Or why someone thinks it is   

 not necessary to have ANC/PNC and delivery in a health facility?  

• Do you think home-based delivery is safe for the mother and child? Why or why not? 

• Who should assist the delivery? Is it available? 

• Are you aware of the eligible age for vaccination for the children? How many times you need to visit the vaccination   

 centre? 

• Are you aware of vaccination for women? How many times does she need to get vaccination shots? 

• Why women need vaccination?

To everyone

• When someone is sick in the household, do they know what to do? Where to go? 

• Can they get health care service? From whom? 

• What are the barriers to accessing professional health care service? 

• Is there any specific barrier for women? For disabled people? For elderly? For children?

Theme – Nutrition (Infant and Young Child Feeding): 

To adult females and males only 

• Do mothers need proper diet (better than regular diet) while breastfeeding? Why?  

• What type of food the lactating mothers need the most? 

• Do you know what is colostrum? Why is it important for the baby? 

• Is it common to give colostrum to the baby in the community? 

• Is it necessary to give water to the baby before 6 months? 

• What is the practice in the community regarding giving water to the baby?  

• Do they think the mother should breastfeed when she is sick or when the baby is sick?

• What is the conventional practice regarding this? 

• Do you know from what age a child needs to be given complementary food? 

• Why do they need complementary food? 

• What kind of complementary food is ideal for a baby until the baby becomes old enough to consume regular food as the   

 adults? 
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 Theme – WASH:

To everyone

• Before or after what kind of activities you need to wash your hands and why? What should you use to wash your hands? 

• What do you usually use to wash your hands? If they mention soap, ask if people in their community use anything else to  

 wash their hands other than plain water. 

Theme – Education: 

To adult females and males only

• What is your aspiration regarding the education of your children? If there is no barrier, up to what class/level you would   

 like your children to study?

• Why do you have such educational aspiration for your children? 

• Do you have same aspiration for both boy and girl child? If there is a difference, why? 

• Where would you like to send your children for education? What would be the preferred medium of education (e. g.,   

 public school vs. private school, Madrasa, college, university)?  

To adolescent girls and boys only 

• What is your aspiration about your own education? If you do not have any barrier, up to what level would you like to   

 survey? 

• Why do you want to get education up to that level? 

• What are your main barriers to getting your desired level of education? 

To everyone

• Do you know what education facilities are available in the camp? Do you know what is a learning centre? Do people in the  

 community refer to learning centres as schools?   

Theme – GBV:

To everyone

• How would you describe the security situation in your community in general? How safe do (women/men/girls/boys) feel   

 when they are outside their residence (in the street, in public, at work, etc.)? What are the reasons that they might feel   

 safe and/or unsafe?

• What kind of threats they might face? 

• Who is most at-risk? Girls or boys, younger or older children, certain age groups more than others?

• Do women feel safe to go outside the house (e. g., for receiving relief, seeking other assistance, attending work/health   

 check-up, going to shopping/schools)? What are the major factors that jeopardise safety? 

• For women and young girls specifically, what places or situations do they feel they might face threats or danger to their   

 lives, rights, honour, freedom of movement, etc.?

• Do people know where to go for support for physical, phychosocial, medical support? If they know, which service   

 providers provide those supports or who do they go to?  

• Do they actually go for support? If not, why not? If they prefer to go to a particular service provider, why do they prefer   

 that? Why not others?

To the respondents in camps only

• How do the households respond to shocks/emergencies/crisis (e. g., financial shock, mental shock, security shock)? What  

 are the main coping mechanism for families and communities?

• Has displacement impacted the relationships among family members? If yes, in what way?
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Theme – Child Marriage:

To the respondents in camps only 

• If a Rohingya under the age of 18 gets married, what might be the reasons for that marriage to take place? How do these  

 reasons compare to the reasons for marriage in Myanmar?

• What are the roles of different family members in deciding a marriage? What do you think are the positive and negative   

 effects of getting married at a young age (for girls/ boys/families/society)? Give examples if possible.

Theme – Information Seeking Behaviour: 

• If the family has a problem that requires outside help, from whom you seek information for help or to whom you go first?   

 Why do you go to this source first? What does this source do after you go? (This first preference may change based on   

 the problem and its nature. Probe where do they go for information for a particular problem and why). 

• For getting information in general, which source they use first and which source they trust most? 

• Outside family members, which people you visit most and why?

• Where and how do different groups (women, men, girls and boys) spend free time in your community? 

• Describe a usual day: how do you spend time from morning to night. Which time you enjoy most and why? Which time   

 you enjoy least and why? 

• Describe a very busy day - how do you spend time from morning to night?

Key Informant Interview (KII)

Demographic information: 

Age:
Gender: 
Marital status:
Family members:
Duration of living in this camp/community:

Theme – General:

To everyone

• What is your or your organization’s/department’s general role in your community? What services do you provide? Which, if  

 any, of those are aimed specifically at women and/or children?

• In what ways do you reach out to the community in general, and to women/men/girls/boys in particular, to raise   

 awareness or to provide them with services?

• What challenges do you encounter when providing or attempting to provide these services?

• What are the overall challenges? 

• Specifically, to women and children? 

• What in your view are the sources of these problems? 

• Can you describe any specific instances (without mentioning name or any other identifiable information) when these   

 difficulties occurred? What happened?

• Does the community receive all the necessary services? Are there gaps? What are the gaps? 

• What problems do women and children specifically face? Can you describe any examples that you know of?



182

To the respondents in camps only 

• In your experience, what are the main problems that specially the Rohingyas face in Bangladesh? Specifically within your   

 current community?

• How are the individual households are responding to shocks (e. g., financial shock, mental shock, security shock)? What   

 coping mechanisms are they using to respond to these shocks? 

Theme – Information Seeking Behaviour: 

To everyone

• In your experience, what are the best ways to reach out to families in Rohingya and host communities? What is the   

 easiest way for women/men/girls/boys to receive information?

• If communities know of available services but do not use them, what reasons they may have for not using those   

 services? Can you tell us about specific examples (without mentioning name or identifiable information) when this has   

 occurred?

• In general, what are your suggestions for the NGOs/CBOs/service providers to build stronger or more trusted    

 relationships in your community? Are there any common mistakes that they should avoid?

• In general, what are your suggestions for additional services that the community need but do not currently have?

Focus Group Discussion (FGD)

 
Demographic information: 

Participant’s name Age Gender Marital 
status

Duration of living in this camp/
community

1

2

3

4

5

6

7

8

Themes and topics are similar to In-Depth Interviews (IDIs)
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Day-in-the-life-of (DILO) Checklist

Target Respondents: Service recipients in Rohingya and host communities

Time Main task Comments (if any) Subsidiary task Comments (if any)

Morning

7 am - 8 am 

8 am – 9 am 

9 am – 10 am 

10 am – 11 am 

11 am – 12 pm

Noon

12 pm – 1 pm 

1 pm – 2 pm

2 pm – 3 pm 

Afternoon

3 pm – 4 pm

4 pm – 5 pm

5 pm – 6 pm

Evening

6 pm – 7 pm

7 pm – 8 pm

8 pm – 9 pm 

9 pm – 10 pm

10 pm – 11 pm 

11 pm – 12 am
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1 Camp 1E 18 Camp 14

2 Camp 1W 19 Camp 15

3 Camp 2E 20 Camp 16

4 Camp 2W 21 Camp 17

5 Camp 3 22 Camp 18

6 Camp 4 23 Camp 19

7 Camp 4 Ex 24 Camp 20

8 Camp 5 25 Camp 20 Ex

9 Camp 6 26 Camp 21

10 Camp 7 27 Camp 22

11 Camp 8E 28 Camp 23

12 Camp 8W 29 Camp 24

13 Camp 9 30 Camp 25

14 Camp 10 31 Camp 26

15 Camp 11 32 Camp 27

16 Camp 12 33 Kutupalong RC

17 Camp 13 34 Nayapara RC

1 Jum Para 20 Raikong

2 Karachi Para 21 Modhho Holdia Holudbunia 

3 Dokhhin Ali Khali 22 Modhho Holdia Dighirpar

4 Gazi Para 23 Sabek Rumkha

5 Marichaghona 24 Nidania

6 Poshchim Leda 25 Chorar Para

7 Poshchim Pankhali 26 Chowdhori Para 

8 Ulochamari 27 Purba Balukhali

9 Dangor Para 28 Tej Nimarkhola 

10 Kachubania 29 Telkhola

11 Kampu Para 30 Uttor Anjuman Para 

12 Koanchhari Para 31 Dakhhin Horinmara 

13 Natun Pallan Para 32 Gilatali

14 Dakhhin Jalia Para 33 Khairati

15 Kulal Para (Part) 34 Kutupalong 

16 Oliabad 35 Md Ali Bhita

17 Kharang Khali 36 Muhuri Para 

18 Poshchim Satgoria Para 37 Tek Para 

19 Purbo Satgoria

LIST OF KAPB BASELINE SURVEY LOCATIONS – HOST COMMUNITY VILLAGES 

Annex 5

LIST OF KAPB BASELINE SURVEY LOCATIONS – ROHINGYA CAMPS
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