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ABSTRACT 

 

Rohingya women face challenges that ought to be acknowledged and addressed to ensure that when they 

seek health care, they can act autonomously and decide freely among available options. Self-determination 

theory offers valuable insight into supporting these women within their unique situations. 
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INTRODUCTION 

In August of 2017, military and paramilitary forces in Myanmar began purging the Rohingya Muslim 

population from the country, motivated by anti-Muslim prejudice of the Buddhist political and social 

majority. Mass murder, property destruction, kidnapping, torture, and sexual violence still affect Rohingya 

communities. As a result, more than a million individuals have fled Myanmar.1  As of February 2021, 

approximately 880,000 Rohingya Muslims have taken refuge in Cox’s Bazar, Bangladesh, the site of the 

largest refugee camps in the world.2 The public health focus in these camps is on treatment of physical 

ailments and infectious diseases.3 While women of reproductive age and adolescent girls experience the 

highest level of violence among Rohingya communities in both Myanmar and Bangladesh, they have 

consistently lacked access to sufficient sexual and reproductive care.  

In 1994, the Women’s Commission for Refugee Women and Children exposed issues surrounding the sexual 

and reproductive health of displaced populations and propelled the recognition of SRH as a human right.4 

Human rights interventionists and public health officials have made progress in the integration of sexual 

and reproductive health education, facilities, and resources into refugee camps in Cox’s Bazar. This includes 

the introduction of menstrual cleanliness facilities and educational conversations. However, Rohingya 

women and male cultural leaders, or gatekeepers, remain reluctant to accept these resources and 

education.5 The prevalence of gender-based violence against women and restrictive policies enforced by 
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the Bangladesh government heighten the barriers to the effective introduction of sexual and reproductive 

health resources and services.6 

 A wealth of literature has pushed for the extension of clinical duties of beneficence and non-maleficence 

in the diagnosis and treatment of refugee and asylum-seeking communities. 7  Additionally, extensive 

research on Rohingya refugee communities has searched for ways to work around the complex social 

history and to accommodate power structures by integrating gatekeepers into SRH discussions.8 However, 

as interventions have sought to overcome cultural and religious barriers, they have largely overlooked the 

protection of autonomy of sexual and reproductive health patients in Cox’s Bazar. This paper argues two 

points. First, attempts at improving outcomes in Cox’s Bazar ought to lead to Rohingya women’s autonomy 

and self-determination, both in mitigating control of male leaders over sexual and reproductive decisions 

and in ensuring the understanding and informed consent between patients and providers. Second, policy 

decisions ought to ensure post-treatment comprehensive care to shield Rohingya women from retribution 

by male community members. Self-determination theory offers guidance for state leaders and healthcare 

providers in pursuing these goals. 

I. Barriers to Sexual and Reproductive Health Services for Rohingya Women 

As part of its anti-Muslim narrative, the Buddhist majority has painted Rohingya women as hyper-

reproductive. False narratives “of a Rohingya plan to spread Islam by driving demographic shifts” and 

accusations against Rohingya women for having “unusually large families” have motivated violent behavior 

and discriminatory regulations against Rohingya communities.9 In reality, demographic data shows that 

“the Rohingya population has remained stable at 4% since 1980.”10 In 2013, the government of Myanmar 

imposed regulations on Rohingya families in the Rakhine state, the region with the highest population of 

Rohingya Muslims, enforcing a two-child limit and requiring that Rohingya women obtain government 

authorization to marry and take a pregnancy test before receiving such permission. The majority has also 

subjected Rohingya females to acts of sexual violence to ostracize them and “dilute” Rohingya identity.11 

As a result, Rohingya women in Cox’s Bazar experience unique illnesses and vulnerabilities requiring 

imminent treatment. Due to national policies in Bangladesh, “Rohingya [women] cannot receive HIV/AIDS 

testing and treatment in camps; birth control implants delivered by midwives; and comprehensive abortion 

care.”12 Additionally, in accordance with patriarchal Rohingya community structure, male gatekeepers hold 

high authority over sexual and reproductive decisions of women, evidenced by the persistence of gender-

based violence within refugee camps and traditional practices such as the marriage of minor girls to older 

Rohingya men.13 Surveys of community members reveal that cultural and religious stigma against sexual 

and reproductive health care exists among these male gatekeepers as well as Rohingya women.14 Due to 

their cultural and political position, Rohingya women are subject to unique power relations. This paper 

analyzes the ethical dilemmas that arise from two of those power relations: Rohingya women’s 

relationships with male gatekeepers and their relationships with interventionist healthcare providers. 

II. Ethics of Including Male Community Members in Decisions Affecting Women’s Healthcare Autonomy 

A November 2019 survey of Rohingya women in Cox’s Bazar that had married or given birth within the past 

two years found that “around one half of the female Rohingya refugees do not use contraceptives, mainly 

because of their husbands’ disapproval and their religious beliefs.”15 There are widespread misconceptions 

such as the belief that Islam does not permit the use of contraceptives. 16  The existence of such 

misconceptions and the power husbands and male leaders hold over the delivery of treatment creates 

dilemmas for healthcare practitioners in conforming to ethical principles of care. 
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III. Beneficence in Providing Care to Refugees 

While public health scholars and government officials hold divided opinions on the level of treatment 

required to fulfill refugees’ right to sexual and reproductive health care, most support enough care to 

ensure physical and psychological well-being.17 Beneficence requires that healthcare providers and states 

“protect the rights of others[,] prevent harm from occurring to others[, and] remove conditions that will 

cause harm to others.” 18  Under the principle of beneficence, there is a duty to provide sexual and 

reproductive treatment to Rohingya women in Cox’s Bazar that is comparable to that received by citizens 

of the host state. In addition, the ethical principle of nonmaleficence may call for the creation of specialized 

care facilities for refugee communities, because a lack of response to refugees’ vulnerability and 

psychological trauma has the potential to generate additional harm.19 

In response to gendered power relations among the Rohingya community, husbands and male leaders are 

included in decisions surrounding maternal health and sexual and reproductive care for women. For 

example, healthcare professionals “have been found to impose conditions on SRH [sexual reproductive 

health] care that are not stated in the national… [menstrual regulation] guidelines, such as having a 

husband’s permission.”20 The refugee healthcare community could do more to mitigate the potential of 

retribution taken by male community members against women that accept care by dispelling common 

misconceptions and precluding male community members from influencing female reproductive choices.21 

However, some current practices allow the infiltration of male community leaders and husbands into the 

diagnosis, decision-making, and treatment spaces. Deferring decisions to male leaders for the sake of 

expediency risks conditioning women’s access to care on male buy-in and diminishes Rohingya women’s 

autonomy over their sexual and reproductive health. 

IV. Male Influence and Female Autonomy 

Ensuring patients control their own treatment decisions is an essential component of the ethical obligation 

of healthcare professionals to respect patients’ autonomy. While patients can exercise their autonomy to 

accept the direction of the community, their autonomy is undermined when “external sources or internal 

states… rob [such persons]… of self-directedness.”22 Sexual and reproductive health research on Rohingya 

women revealed that the presence of male family members during conversations “made female 

respondents uncomfortable to speak openly about their SRH [sexual and reproductive health]related 

experiences.”23 The same study found that when male family members were absent, Rohingya women 

were more transparent and willing to discuss such topics.24 These findings indicate that the mere presence 

of male family members exerts control over Rohingya women in conversations with practitioners. Male 

involvement also stalls conversations between providers and Rohingya women which may harm the 

achievement of understanding and informed consent in diagnosis and treatment spaces.25 Women do have 

the option of bringing their male community leaders and family members into sexual health discussions. 

Yet healthcare providers ought to monitor patients individually and avoid programmatic decision making 

regarding male involvement in the treatment space. While it is the ethical imperative of health 

interventionists and the state of Bangladesh to fulfill the duties of care required by the principles of 

beneficence and non-maleficence, the sole prioritization of expanding sexual and reproductive health care 

in Cox’s Bazar risks ignoring autonomy. 

V. Ethics of Paternalism in Provide-Patient Relations 

Rohingya women’s negative beliefs about contraceptives, such as the belief that they cause irreversible 

sterilization, are the second largest factor inhibiting their use.26 To an extent, the Rohingya are justified in 
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their skepticism. Prior to the 1990’s, Bangladesh used nonconsensual sterilization as a mechanism of 

population control to attain access to international aid. Though the international conversation surrounding 

reproduction shifted its focus towards reproductive rights following the 1994 UN International Conference 

on Population and Development, delivery of reproductive care in the global South is frequently 

characterized by lack of transparency and insufficient patient understanding of the risks and consequences 

of treatment.  

Additionally, women’s lack of control impacts follow-up care and long-term contraception. For example, 

when women seek the removal of implantable contraceptives, healthcare professionals often refuse to 

perform the requisite operation.27 Patients must understand the risks of treatment in their own culture and 

circumstances where societal views, misconceptions, or fears may influence healthcare practices. 

Healthcare providers need to recognize the coercive potential they hold in their relations with patients and 

guard against breaches of patient autonomy in the delivery of treatment. In accordance with the principle 

of beneficence, healthcare providers treating refugees or individuals seeking asylum ought to abide by the 

same fiduciary responsibilities they hold toward citizens of the host state.28 When patients show hesitancy 

or refusal toward treatment, healthcare providers ought to avoid achieving treatment by paternalistic 

practice such as “deception, lying, manipulation of information, nondisclosure of information, or 

coercion.” 29  Although well-intentioned, this practice undermines the providers’ obligation to respect 

patients’ autonomy.30 The hesitancy of Rohingya women to accept some sexual or reproductive health care 

does not justify intentional lack of transparency, even when that treatment furthers their best health 

interests. However, paternalistic actions may be permissible and justified during medical emergencies.31  

VI. Informed Consent 

Respecting Rohingya women’s autonomy also places affirmative duties on healthcare providers to satisfy 

understanding and informed consent. However, language barriers and healthcare providers’ 

misconceptions about Rohingya religion and culture impede the achievement of these core conditions of 

autonomy for Rohingya women.32 In an interview, a paramedic in Cox’s Bazar described the types of 

conversations healthcare providers have with Rohingya women in convincing them to accept menstrual 

regulation treatment, a method to ensure that someone is not pregnant after a missed period: “We tell 

them [menstrual regulation] is not a sin… If you have another baby now, you will get bad impact on your 

health. You cannot give your children enough care. So, take MR [menstrual regulation] and care for your 

family.” 33  This message, like others conveyed to Rohingya women in counseling settings, carries 

unvalidated assumptions regarding the beliefs, needs, and desires of clients without making a proper 

attempt to confirm the truth of those assumptions. Healthcare providers’ lack of cultural competence and 

limited understanding of Bangladesh’s national reproductive health policy complicates communication 

with Rohingya women. Additionally, the use of simple language, though recommended by the WHO’s 

guideline on Bangladesh’s policy, is inadequate to sufficiently convey the risks and benefits of menstrual 

regulation and other treatments to Rohingya women.34 

For informed consent to be achieved, “the patient must have the capacity to be able to understand and 

assess the information given, communicate their choices and understand the consequences of their 

decision.”35 Healthcare providers must convey sufficient information regarding the risks, benefits, and 

alternatives of treatment as well as the risks and benefits of  forgoing treatment.36 Sexual and reproductive 

health policies and practices must aim to simultaneously mitigate paternalism, promote voluntary and 

informed choice among Rohingya women, and foster cultural and political competency among healthcare 

providers. 
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VII. Self-Determination Theory  

Self-determination theory is a psychological model that focuses on types of natural motivation and argues 

for the fulfillment of three conditions shown to enhance self-motivation and well-being: autonomy, 

competence, and relatedness.37 According to the theory, autonomy is “the perception of being the origin 

of one’s own behavior and experiencing volition in action;” competence is “the feeling of being effective in 

producing desired outcomes and exercising one’s capacities;” and, relatedness is “the feeling of being 

respected, understood, and cared for by others.”38 Bioethicists have applied self-determination theory to 

health care to align the promotion of patient autonomy with traditional goals of enhancing patient well-

being. Studies on the satisfaction of these conditions in healthcare contexts indicate that their fulfillment 

promotes better health outcomes in patients.39 Like principlism, self-determination theory in Cox’s Bazar 

could allow for increased autonomy while maximizing the well-being of Rohingya women and behaving 

with beneficence 

Fostering self-determination requires that healthcare professionals provide patients with the opportunity 

and means of voicing their goals and concerns, convey all relevant information regarding treatment, and 

mitigate external sources of control where possible.40 In Cox’s Bazar, health care organizations in the region 

and the international community can act to ensure women seeking health care are respected and able to 

act independently. A patient-centered care model would provide guidelines for the refugee setting. 41 

Providers can maximize autonomy by utilizing language services to give SRH patients the opportunity and 

means to voice their goals and concerns, disclose sufficient information about risks, benefits, and 

alternatives to each procedure, and give rationales for each potential decision rather than prescribe a 

decision. They can promote the feeling of competence among patients by expressly notifying them of the 

level of reversibility of each treatment, introducing measures for health improvement, and outlining 

patients’ progress in their SRH health. Finally, they can promote relatedness by providing active listening 

cues and adopting an empathetic, rather than condescending, stance.42 

Healthcare organizations ought to provide training to promote cultural competency and ensure that 

practitioners are well-versed on national regulations regarding sexual reproductive health care in 

Bangladesh to avoid the presumption of patients’ desires and the addition of unnecessary barriers to care. 

Increased treatment options would make autonomy more valuable as women would have more care 

choices.  

Given the historical deference to international organizations like the UN and World Bank, multilateral and 

organizational intervention would likely bolster the expansion of treatment options.  International 

organizations and donors ought to work with the government of Bangladesh to offer post-treatment 

comprehensive care and protection of women who choose treatment against the wishes of male 

community members to avoid continued backlash and foster relatedness.43  

CONCLUSION 

Rohingya women in Cox’s Bazar, Bangladesh face unique power relations that ought to be acknowledged 

and addressed to ensure that when they seek health care, they are able to act autonomously and decide 

freely among available options. While providers have duties under the principles of beneficence and non-

maleficence, patient well-being is hindered when these duties are used to trump the obligation to respect 

patient autonomy. Current approaches to achieving sexual and reproductive health risk the imposition of 

provider and communal control. Self-determination theory offers avenues for global organizations, 
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Bangladesh, donors, and healthcare providers to protect Rohingya women’s autonomous choices, while 

maximizing their well-being and minimizing harm. 

DISCLAIMER: As a male educated and brought up in a Western setting, I acknowledge my limitations in 

judgement about Rohingya women’s reproductive care. Their vulnerability and health risks can never be 

completely understood. To some extent, those limitations informed my theoretical approach and 

evaluation of Rohingya women SRH care. Self-determination theory places the patients’ experiences and 

judgement at the center of decision-making. My most important contributions to the academic 

conversation surrounding Rohingya women are the identification of dilemmas where autonomy is at risk 

and advocating for self-determination. 
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