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Abstract 
Background: Large numbers of Forcibly Displaced Myanmar Nationals 
(FDMN), also called the Rohingya community, in Bangladesh face chronic 
life-threatening illnesses. Symptoms concerning for a cancer diagnosis are not 
easily evaluated and treated by healthcare systems available to this popula-
tion. We conducted a rapid needs assessment of cancer screening and pain 
and palliative care with the goal of identifying the prevalence of cancer risk 
factors among the Rohingya who attended local health facilities. Methods: A 
cross-sectional study was conducted in the Kutupalong camp of Ukhiya, 
Cox’s Bazar among the Rohingya community. Data were collected through 
purposive sampling. Face-to-face interviews were done using a structured 
questionnaire. Statistics were analyzed by using IBM SPSS 23. Results: Out of 
85 participants, 75 were female and 10 were male. 70 (82.4%) were unedu-
cated (defined as lacking any formal institutional education), 10 (11.8%) 
people completed the primary level education and only 5 (5.9%) people re-
ceived secondary level education. There were many participants with pulmo-
nary disease with 35 (41.2%) people endorsing a history of asthma, bronchi-
tis, and/or tuberculosis. There was a lack of female menstrual sanitation and 
hygiene with only 25 (29.4%) patients using sanitary napkins, that were do-
nated by Non Government Organizations. Only 5.9% of the women had re-
ceived any form of cervical cancer screening. Conclusion: This study identifies 
risk factors associated with cancers and life-limiting diseases among the FDMN 
Rohingya refugees in Bangladesh. It is necessary to develop targeted education, 
cancer screening and cancer awareness programs for this population. 

How to cite this paper: Dowla, R., Good-
man, A. and Akter, S. (2020) Prevalence of 
Various Cancer-Related Risk Factors among 
the Forcibly Displaced Myanmar National 
Community, the Rohingya, in Bangladesh: 
A Preliminary Assessment. Journal of Can-
cer Therapy, 11, 251-264. 
https://doi.org/10.4236/jct.2020.115021  
 
Received: April 12, 2020 
Accepted: May 3, 2020 
Published: May 6, 2020 
 
Copyright © 2020 by author(s) and  
Scientific Research Publishing Inc. 
This work is licensed under the Creative 
Commons Attribution International  
License (CC BY 4.0). 
http://creativecommons.org/licenses/by/4.0/  

  
Open Access

https://www.scirp.org/journal/jct
https://doi.org/10.4236/jct.2020.115021
https://www.scirp.org/
https://doi.org/10.4236/jct.2020.115021
http://creativecommons.org/licenses/by/4.0/


R. Dowla et al. 
 

 

DOI: 10.4236/jct.2020.115021 252 Journal of Cancer Therapy 
 

Keywords 
Cancer, Risk Factors for Cancer, Life-Limiting Illness, Palliative Care, FDMN 
(Forcibly Displaced Myanmar National), Rohingya, Menstrual Hygiene, 
Pulmonary Disease, Cox’s Bazar, Bangladesh 

 

1. Introduction 

In 2017 due to an escalation of violence against the Rohingya Communities of 
the Rakhine State, close to 700,000 people fled across the border to Bangladesh 
without supplies, food and non-food items, or medicine [1]. There are five do-
mains of survival for refugees and migrants: access to healthcare, food and nutri-
tion, shelter, water and sanitation, and communication [2]. Communicable and 
vaccine preventable diseases are an immediate concern in this largely unvacci-
nated population [3]. Basic medical care has been provided through the health 
sector, which is coordinated under the Civil Surgeon’s Office of Cox’s Bazar, the 
Directorate General Health Services, and the World Health Organization [4]. 
Organization of health outreach and communication of services to communities 
goes through the refugee camp social structure which uses a Majhi, a leader who 
is chosen by the community to communicate with the host community [5]. Un-
der the Majhi, there are several deputy Majhis who speak for and represent a 
group of families. 

The forcibly displaced Myanmar nationals (FDMN) or Rohingya refugees in 
Bangladesh face many obstacles to preventive health care. Identification of can-
cer risk factors and the detection and treatment of life-limiting diseases are neg-
lected areas of health intervention among the FDMN Rohingya refugees. Ro-
hingya people have large families and a high level of illiteracy. Seventy-six per-
cent of Rohingya adults had no education and within the refugee camps; fif-
ty-two percent of children did not attend school. Almost 80% of household re-
ported no current income [6]. To better understand the challenges and health 
concerns for this stressed and deprived community and develop effective inter-
ventions, it is necessary to assess incidence and prevalence of risk factors for 
life-limiting illnesses. 

Risk factors for life-limiting illness and cancer in particular can be related to 
genetic or environmental factors. Additional risk factors for poor outcomes in-
clude lack of access to health services including the availability of well estab-
lished cancer screening programs, inability to make one’s own medical decisions 
based on the family or community hierarchy and poor health literacy. Specific 
individual and community risks for the development of cancers and life-limiting 
illnesses include poor personal and community hygiene causing the spread of 
infectious diseases and the risk of malnutrition, which reduces individual im-
munity to illnesses. Additional personal risks include exposure to carcinogenic 
agents such as tobacco and alcohol; cancer associated infectious diseases such as 
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high-risk human papillomavirus infections (HPV), hepatitis C, human immu-
nodeficiency virus (HIV) and well as malaria, dengue, and many childhood in-
fections such as measles. There are no studies among the Rohingya population 
about the prevalence of cancer promoting risk factors. 

This study measures prevalence of cancer-related risk factors of families of 
FDMN Rohingyas and identifies currently available interventions. Understand-
ing the levels of cancer-related and health-related knowledge will enable a 
healthcare program to be tailored more appropriately to the needs of the popula-
tion. Educational outreach among the population and the caregivers of the ill 
can be given to improve health outcomes. 

2. Methods 
2.1. Study Site and Population 

This study was conducted at Kutupalong camp 2 in Ukhiya, Cox’s Bazar. All the 
patients were seen at the camp’s two health facilities. Men and women who were 
able to consent and were between the ages of 18 years and 65 years were in-
cluded in the study. Exclusion criteria were as follows: those who were unable to 
consent and people who had incapacitating health issues or mental disability 
where it was felt they could not give informed consent. Participants gave in-
formed consent. Face-to-face interviews were conducted by the authors for 30 
minutes in Bangla with the help of a Rohingya language interpreter. Rohingya, 
the language spoken by the Rohingya people of the Rakine State, is an eastern 
Indo-Aryan language coming from the Bengali-Assamese branch [7]. Table 1 
shows the questions asked of all participants. 

2.2. Study Approach 

A descriptive qualitative approach was used to understand the socio demo-
graphic aspects of the Rohingya population and of the local people residing in 
Ukhiya, Cox’s Bazar. On 2nd & 3rd of July 2019 we visited the Rohingya camp 2 
Kutupalong, where we interviewed 85 participants coming to the two different 
health facilities. Our team also included an educational session on Self Breast 
Examination (SBE). This was a qualitative study and there was no sample size 
analysis. 

2.3. Study Design and Period 

This study was conducted by a cross-sectional design and was conducted from 
April 2019 to August 2019. A structured questionnaire was used to collect in-
formation from the study population. 

2.4. Definitions for Scoring Pain and Cancer Risk Factors 

For evaluation of pain, the numeric pain rating scale (NRS) was used where 0 
means no pain, 1 - 3 mild pain, 4 - 6 moderate pain, 7 - 10 severe pain [8]. Can-
cer risk factors for oral, lung, cervical, and breast cancers were assessed using  
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Table 1. Questionnaire used on 85 Rohingya Participants. 

Sociodemographic Information 
1. Name of the participants. 
2. Age of the participants. 
3. What is your education? 
4. What is your current marital status? 
5. How many members are there in your family? 
6. What is your occupation? 
7. What is the type of your family. 

Chronic Disease Information 
1. Is there anyone suffering from cancer in your family? 
2. Do you have anyone in your family suffering from diabetes/hypertension/kidney 

disease/heart disease? 
3. Is there anyone in your family who is bed ridden? 
4. If yes, how old is he/she? 
5. What is the reason of illness? 
6. Is there anyone in your family who is more than 70 years old? 
7. Do you have anyone in your family who has dementia? 

Breast Cancer Related Information 
1. Are you currently pregnant? 
2. Have you ever experienced abortion? 
3. Have you ever experienced miscarriage? 
4. Did you breast feed your children. 
5. Have you ever used contraceptive. 
6. How old were you when your menstrual periods have stopped? 
7. Have you ever heard of breast cancer? 
8. Is there anyone in your family suffering from breast cancer? 
9. Do you know how to do self-examination for breast cancer? 
10. Have you ever felt any lump in your breast? 

Lung Cancer Related Information 
1. Do you smoke? 
2. If yes, how many in a day? 
3. When did you start smoking? 
4. Have you ever stopped smoking for more than 6 months? 
5. Have you ever heard of lung cancer? 
6. Have you ever diagnosed with bronchitis/asthma/tuberculosis? 
7. Are you taking any medicine currently? 

Cervical Cancer Related Information 
1. Have you heard of cervical cancer? 
2. Did a health provider talk to you about cervical cancer? 
3. Do you use sanitary napkins? 
4. Have you ever heard of a vaccine to prevent cervical cancer? 
5. Have you ever heard of a vaccine to prevent cervical cancer? 
6. Have you ever undergone any of the examinations? -Pap smear, VIA. 
7. If yes what was the result? 
8. Have you ever heard about HPV? 

Oral and Facial Maxillary Cancer related Information 
1. Do you have a sharp tooth? 
2. Have you ever felt pain or burning sensation inside mouth? 
3. Have you ever experienced pain or swelling on neck? 
4. Have you ever visited a dentist? 
5. Do you chew betel nut/tobacco leaf/pan/masala? 
6. Do you use any other kind of smoke? 
7. Have you ever suffered from discharging pus/sinus/oozing from mouth? 
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validated questionnaires [9] [10] [11]. 

2.5. Sampling Technique 

Purposive sampling was done with the study population considering the feasibil-
ity of the study. Purposive sampling is a technique also known as judgmental, 
selective, or subjective sampling. It is a form of non-probability sampling in 
which researchers rely on their own judgment when choosing members of the 
population to participate in their study [12]. 

2.6. Study Variables 

Cancer risk factors were considered as dependent variables and socio-demographic 
and education information were independent variables. 

2.7. Ethical Approval 

Approval was collected from the Refugee Relief and Repartition Commissioner 
Office. During data collection, informed written consent was collected from 
study participants. Prior permission was obtained from the Refugee Relief and 
Repatriation Commissioner. In addition, permission was received from the Di-
rector of Camp 2 and the Cox’s Bazar health complex. 

2.8. Data Processing 

After developing questionnaire to check the reliability, the study tools were pre 
tested among the Rohingya refugees. Any issues of language, comprehension, 
and content found on the questionnaire were reviewed and corrected accor-
dingly. 

2.9. Statistical Analysis 

Translation in Bangla and back translation was done to ensure the accuracy of 
data. Data were analyzed using IBM SPSS software version 23. 

3. Results 

Table 2 represents information on socio-demographic characteristics of the par-
ticipants. A total of eight-five participants were interviewed at the health facili-
ties. The average age of women was 25 years (range 18 to 65 years). The average 
age of men was 30 (range 18 to 50 years). Seventy-five (88.2%) were female and 
ten (11.8%) were male. Seventy (82.4%) participants had not received any formal 
education, ten (11.8%) participants had completed their primary level education 
and only five (5.9%) participants had completed secondary school. All the 
women were housewives and all the men were unemployed within the refugee 
camp. Fifty (58.8%) of the participants lived as nuclear families and 35 (41.2%) 
had extended families. Table 3 summarizes the health literacy of the partici-
pants. Fifteen (17.6%) people were familiar with lung cancer, twenty-five (29.4%) 
people knew about breast cancer, ten (11.8%) people had heard of cervical cancer,  
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Table 2. Socio-demographic Profile of 85 Rohingya Participants in the Kutupalong Refu-
gee camp in Ukhiya, Cox’s Bazar 

Education level Frequency Percentage (%) 

Uneducated 70 82.4 

Primary 10 11.8 

Secondary 5 5.9 

Occupation   

Housewife 75 88.2 

Unemployed 10 11.8 

Family type   

Nuclear family 50 58.8 

Joint family 35 41.2 

 
Table 3. Health literacy for cancer of 85 Rohingya Participants in the Kutupalong Refu-
gee camp in Ukhiya, Cox’s Bazar. 

Familiarity with: 
Lung Cancer 

# of Participants Percentage (%) 

Yes 15 17.6 

No 70 82.4 

Breast Cancer   

Yes 25 29.4 

No 50 58.8 

Cervical Cancer   

Yes 10 11.8 

No 60 88.3 

Oral Cancer   

Yes 5 5.9 

No 80 94.1 

 
and five (5.9%) were familiar with oral cancer. 

Table 4 shows prevalence of cancer-related risk factors. The male participants 
endorsed smoking 20 - 25 cigarettes per day and had started smoking by ages 15 
to 18 years. Most of the patients were unaware of lung cancer. The majority, six-
ty-five participants (76.5%), chews betel quid nut and Jorda. Jorda is a burnt 
smokeless tobacco. Only five (5.9%) people visited the dentist. Twenty (23.5%) 
people suffered from oozing and pus in the mouth and twenty-five (29.4%) of 
the participants had oral and tooth pain. 

Only 29.4% of women used sanitary napkins and the remainder used dirty 
rags. Only five of the eight-five women (5.9%) had received any form of cervical 
cancer screening. Twenty-three percent and almost six percent of women expe-
rienced miscarriage and/or abortions, respectively, in their lifetime. Thirty-five  

https://doi.org/10.4236/jct.2020.115021


R. Dowla et al. 
 

 

DOI: 10.4236/jct.2020.115021 257 Journal of Cancer Therapy 
 

Table 4. Prevalence of cancer related risk factors of 85 Rohingya Participants in the Ku-
tupalong Refugee camp in Ukhiya, Cox’s Bazar 

Oral Cancer Related Risk Factors 

Betel quid/Jorda consumption # of Participants Percentage (%) 

Yes 65 76.5 

No 20 23.5 

Visit to dentist   

Yes 5 5.9 

No 80 94.1 

Pus/ sinus/oozing from mouth Yes No 

Yes 20 23.5 

No 65 76.5 

Cervical Cancer Related Risk Factors  

Sanitary napkin use 

Yes 25 29.4 

No 25 29.4 

Sometimes (supplied by NGOs) 20 23.5 

Knowledge about HPV Vaccine   

Yes 10 11.8 

No 60 88.3 

Cervical cancer screening 

Yes 5 5.9 

No 70 82.4 

Breast Cancer Related Risk Factors  

Miscarriage Frequency Percentage (%) 

Yes 20 23.5 

No 55 64.7 

Abortion Frequency Percentage (%) 

Yes 5 5.9 

No 70 82.4 

Use of contraceptives Frequency Percentage (%) 

Yes 30 35.3 

No 45 52.9 

Lump present Frequency Percentage (%) 

Yes 25 29.4 

No 50 58.8 

Lung Cancer Risk Factors   

Smoking   

Yes 15 17.6 

No 70 82.4 

Bronchitis/asthma/tuberculosis   

Yes 35 41.2 

No 50 58.8 
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percent of women had used contraceptives. During the interview process, wom-
en volunteered additional information about their experiences with intimate 
partner violence. One of the female beneficiary complained pain after expe-
riencing physical violation from her husband. All seventy-five women partici-
pants stated that being beaten by their husbands was a normal phenomenon. 

Figure 1 shows menopausal age of the female participants. Ten (11.8%) were 
menopausal and the average age of menopause was 43 years. 

The prevalence of infectious disease was much higher than non-communicable 
diseases among Rohingya refugees (Figure 2). While fifteen (17.6%) participants 
admitted to tobacco use, thirty-five (41.2%) endorsed a history of asthma, bron-
chitis, and/or tuberculosis. The participants also noted that other family mem-
bers were suffering from asthma and other lung diseases. Table 5 represents the 
pain presentation among the Rohingya participants. Thirty-five (41.2%) people 
complained of overall body ache and fifteen (17.6%) people presented with se-
vere pain. 

 

 
Figure 1. Menopausal age of the Rohingya Women Participants in the Kutupalong Refu-
gee camp in Ukhiya, Cox’s Bazar. 

 

 
Figure 2. Disease frequency among the 85 Rohingya Participants in the Kutupalong Ref-
ugee camp in Ukhiya, Cox’s Bazar. 
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Table 5. Pain presentation and pain intensity of 85 Rohingya Participants in the Kutupa-
long Refugee camp in Ukhiya, Cox’s Bazar. 

 Frequency Percentage (%) 

Pain present   

Yes 35 41.2 

No 40 47.1 

Intensity   

Mild 10 11.8 

Moderate 10 11.8 

Severe 15 17.6 

None 50 58.8 

4. Interventions 

Educational sessions about cancer risks and signs and symptoms of oral, lung, 
breast, and cervical cancer were given after each interview. A training session on 
Self Breast Examination was done and the feedback was positive. After instruc-
tion and demonstration, the women participants could demonstrate how to do 
the examination. 

5. Discussion 

The Rohingya refugee population experienced a long and documented expe-
rience of deprivation in Myanmar that encompassed education, healthcare, and 
economic instability [13] [14]. The consequence of this systematic neglect of ba-
sic human rights has led to a population with little formal education, lack of 
preventative healthcare, and severe poverty. In the refugee camps of Bangladesh, 
54% of the population is below the age of 18 [15]. 

The overall focus of the health sector in the Rohingya refugee camps is on 
emergency response, communicable diseases, maternal and child care, and 
community health [4]. Resources have improved in the registered Rohingya 
populations of the refugee camps. There is antenatal coverage for 94% of the 
population and close to 100% of births are attended by skilled birth attendants. 
However there is a scarcity with four trained doctors, four trained nurses, and 
trained sixteen community health workers per a population of 13,000 [16]. 
While 33,131 refugees are registered, another 80,000 undocumented refugees live 
in makeshift camps in the Cox’s Bazar region. These undocumented refugees do 
not receive the same health benefits as those in the camps [17]. 

A 2018 rapid needs assessment of 1828 individuals in 402 Rohingya refugee 
households identified education, poverty, and access to healthcare as crucial 
needs [6]. The mean Rohingya household size was four people, with the average 
age of 20 years and with 51% being female. An average of 14% of Rohingya fami-
lies reported difficulty accessing healthcare due to distances, finances, or other 
reasons and over 73% of pregnant women delivered at home without a certified 
birth attendant [6]. Both children and adolescent girls need nutritional support 
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[15]. A cross-sectional study identified 24% of children from ages 6 months to 
59 months with global acute malnutrition [18]. Language is an additional barrier 
to care [19]. Refugees also lack health literacy. 

In the two major camps of Kutupalong and Nayapara, crude mortality rate per 
1000 per month was 0.2 and 0.4 respectively [14]. Among a population of 913,316 
Rohingya refugees in Cox’s Bazar District, there were 135 mortalities in a 12-week 
period [4]. Twenty-six percent of these deaths were women of reproductive age, 
stillbirths, and neonatal deaths. The average age of female mortalities was 45.3 
years and 35.5 years for male deaths. Seventy-six percent of deaths reported oc-
curred at home. The actual cause of death was not known in 70% of cases. The 
crude death rate is of 14.7 over 3 months [20]. Overall, Rohingya households 
experienced 78 deaths in the preceding twelve months compared to 16 deaths 
among the host households [6]. 

Infectious and communicable diseases have been the leading cause of illness 
among the Rohingya refugees. Communicable diseases are an immediate con-
cern and tuberculosis is a major concern. Myanmar was ranked among the top 
30 countries for tuberculosis in 2016 [21]. Less than 61 percent of children less 
than age 2 years had received the nine recommended injectable vaccines and the 
four oral vaccines in Myanmar and less than 42% of children under age four had 
received any of these vaccines. Measles outbreaks occurred among new arrivals 
with a report of 419 cases [22]. 5800 cases of Diphtheria were reported in Febru-
ary 2018 [23]. Risks of communicable diseases were related to access to clean 
water and latrines. Water, sanitation and hygiene (WASH) services were re-
ported to only reach 30% of the refugee population in 2018 [15]. 

Communicable diseases in Kutupalong and Nayapara camps ranged from 
33% to 17% for upper respiratory tract infections; 11.6% to 17.9% for lower res-
piratory tract infections; 7% to 9% for diarrheal disease, and 11% to 12% for skin 
infections [14]. Non-communicable diseases are a concern such as chronic pul-
monary disease from exposures to indoor cooking fires with poor ventilation 
and kidney and liver toxins from exposures to polluted waters. 

Non-communicable respiratory disorders ranged from 30% to 47%; endocrine 
disorders 30% to 21%, and cardiovascular disease 19% to 15% respectively. Ref-
ugees suffered from treatment resistant tuberculosis (21%), pain (73%), insom-
nia (56%), cough (55%), anorexia (45%), and dyspnea (39%) [24]. 

Among the Rohingya refugees, severe physical disabilities from violence and 
injuries (63%) are more common than cancer (10%) [24]. 89.5% of residents in 
Kutupalong and 64% of residents in Nayapara experience injuries from acci-
dents [14]. 

Sexually transmitted infections are prevalent because of a high baseline rate in 
Myanmar, sexual assault of Rohingya women, and sexual exploitation of women 
in the refugee camps [25] [26]. 

One in seven Rohingya women in Northern Rakhine state had undergone at 
least one unskilled abortion in unhygienic conditions [27]. 
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Life-limiting illness and mortality occur from the consequences of violence, 
malnutrition, maternal mortality, infectious diseases, non-communicable dis-
eases and cancers. Disabilities increase in the setting of poverty, food insecurity, 
lack of employment and lack of education with an estimated 18% of the Rohin-
gya refugee population challenged by disability [16]. 

Preventable cancers include those that are sexually transmitted from human 
papilloma virus infections and environmentally induced cancers from pollutants 
and tobacco products. Other preventable cancers are those that can be detected 
early with appropriate screening such as skin cancers, breast, prostate, colon, 
and cervical cancers. Cervical cancer risk has a two-fold increased risk for 
women exposed to early sexual debut at ages 14 to 15 years and multiple sexual 
partners compared to women without those exposures [28]. Oral cancers are 
common in South Asia due to Betel nut and tobacco chewing and carry only a 
fifty percent survival [10]. 

Our rapid situational analysis of 85 people confirmed the findings of other 
investigators. We identified that cancer risk factors of lack of awareness, screen-
ing, poor hygiene and exposure to carcinogens are present in the Rohingya ref-
ugee community. 

In our study 82.4% respondents were not familiar with the term lung cancer, 
only 29.4% knew about breast cancer, 11.8% understood the term cervical can-
cer, and 55.9% were familiar with the term oral cancer. 

6. Limitations 

Since we visited the camp for a really very short period of time, sample size may 
be insufficient to represent total FDMN Rohingya population. 

7. Conclusions and Recommendation 

Kutupalong is a refugee camp in Ukhiya, Cox’s Bazar, Bangladesh inhabited by 
Rohingyas who fled from ethnic and religious persecution in neighboring Myan-
mar. Extreme poverty, lack of resources and poor health services are contribut-
ing factors towards acute and chronic diseases. 

The Rohingya refugees lack knowledge about cancer risk factors, and cancer 
symptoms. 

This community needs education about preventable cancers and its early 
symptoms. The session of Self Breast Examination (SBE) helped the participants 
to learn about screening. Most of the people are smokers and use betel nut with 
jorda, which is very harmful for lungs, and can also cause oral cancer. Interven-
tions to reduce smoking and betel quid chewing are very important in the com-
munity. Forty-one percent of participants experienced pain. Pain relief and pal-
liation of symptoms should be additional resources at the health facility. 
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