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Aims. Despite the magnitude and protracted nature of the Rohingya refugee situation, there is
limited information on the culture, mental health and psychosocial wellbeing of this group.
This paper, drawing on a report commissioned by the United Nations High Commissioner
for Refugees (UNHCR), aims to provide a comprehensive synthesis of the literature on mental
health and psychosocial wellbeing of Rohingya refugees, including an examination of associated cultural factors. The ultimate objective is to assist humanitarian actors and agencies
in providing culturally relevant Mental Health and Psychosocial Support (MHPSS) for
Rohingya refugees displaced to Bangladesh and other neighbouring countries.
Methods. We conducted a systematic search across multiple sources of information with reference to the contextual, social, economic, cultural, mental health and health-related factors
amongst Rohingya refugees living in the Asia-Pacific and other regions. The search covered
online databases of diverse disciplines (e.g. medicine, psychology, anthropology), grey
literature, as well as unpublished reports from non-profit organisations and United Nations
agencies published until 2018.
Results. The legacy of prolonged exposure to conflict and persecution compounded by protracted conditions of deprivations and displacement is likely to increase the refugees’ vulnerability to wide array of mental health problems including posttraumatic stress disorder,
anxiety, depression and suicidal ideation. High rates of sexual and gender-based violence,
lack of privacy and safe spaces and limited access to integrated psychosocial and mental health
support remain issues of concern within the emergency operation in Bangladesh. Another
challenge is the limited understanding amongst the MHPSS personnel in Bangladesh and elsewhere of the language, culture and help-seeking behaviour of Rohingya refugees. While the
Rohingya language has a considerable vocabulary for emotional and behavioural problems,
there is limited correspondence between these Rohingya terms and western concepts of mental disorders. This hampers the provision of culturally sensitive and contextually relevant
MHPSS services to these refugees.
Conclusions. The knowledge about the culture, context, migration history, idioms of distress,
help-seeking behaviour and traditional healing methods, obtained from diverse sources can be
applied in the design and delivery of culturally appropriate interventions. Attention to past
exposure to traumatic events and losses need to be paired with attention for ongoing stressors
and issues related to worries about the future. It is important to design MHPSS interventions
in ways that mobilise the individual and collective strengths of Rohingya refugees and build on
their resilience.

Introduction

© Cambridge University Press 2019

The Rohingya, an ethnic minority in the Rakhine State of Myanmar, have a long history of
exposure to human rights violations and systematic discrimination, which over the past few
decades has led to repeated cycles of forced displacement between Myanmar, Bangladesh
and other neighbouring South East Asian countries. In August 2017, the Myanmar army
commenced a massive clearance operation during which Rohingya homes and villages were
systematically burnt down and thousands were killed by violence (Amnesty International,
2017; International Crisis Group, 2017; Darusman, 2018). These events prompted an
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unprecedented exodus of around 750 000 Rohingya refugees to
Cox’s Bazar District in Bangladesh, causing a major humanitarian
emergency that gravely compounded the existing challenges in the
provision of assistance to the estimated 200 000 to 300 000
Rohingya refugees who were already in the country.
As yet, however, a key challenge to providing appropriate services for this population is the dearth of information concerning
the mental health and associated cultural considerations of
Rohingya, including those living under protracted conditions of
displacement in Bangladesh and other countries (van Waas,
2010; Kiragu et al., 2011; United Nations High Commissioner
for Refugees, 2017). Drawing on a report commissioned by the
United Nations High Commissioner for Refugees (UNHCR)
(Tay et al., 2018), this review aims to provide a comprehensive
synthesis of the literature on mental health and psychosocial wellbeing of Rohingya refugees, including an examination of associated cultural factors. The ultimate objective is to assist
humanitarian actors and agencies in providing culturally relevant
Mental Health and Psychosocial Support (MHPSS) for this group.
Prior to 2017, Rakhine State was home to around 1.2 million
Rohingya. Roughly two-thirds of them resided in three northern
townships of the state: Maungdaw, Buthidaung and Rathedaung
(Yethedaung) (United Nations High Commissioner for
Refugees, 2010). Rohingya were the majority ethnic group in
Maungdaw and Buthidaung, the only townships in Myanmar
with a majority Muslim population.
In the period leading from independence (1948) to the military coup (1962), Rohingya had full citizenship rights, and
could serve in Parliament (Parnini, 2013; Lee, 2014). The ensuing
decades of military rule saw the gradual derogation of Rohingya’s
civil, political, educational and economic rights (Rogers, 2012).
The 1982 Citizenship Act excluded the Rohingya from the list
of officially recognised ethnic minorities and denied them many
basic rights including citizenship, freedom of movement, access
to healthcare and education, marital registration and the ability
to vote (Human Rights Watch, 2009). This effectively rendered
the Rohingya the largest stateless group in the world. In recent
years, Buddhist extremist groups have provoked anti-Muslim sentiments, by supporting systematic campaigns of violence and discrimination against Rohingya (Holliday, 2014; Wade, 2017).
Over the years, many Rohingya have fled to neighbouring
countries including Bangladesh and Malaysia. A substantial
number have also sought refuge in Saudi Arabia, Pakistan,
India, with small numbers found in Nepal, Thailand and
Indonesia (Grønlund, 2016; Thom, 2016; United Nations High
Commissioner for Refugees, 2017). None of these countries are
party to the 1951 Refugee Convention or 1967 Protocol, which
poses challenges to efforts to ensure international protection for
Rohingya refugees. A minority of Rohingya have been resettled
in high-income countries such as the United States, Canada,
United Kingdom and Australia. Numerous reports document
the challenges facing Rohingya refugees living in Bangladesh,
including restricted access to justice systems, healthcare, education
and livelihood opportunities (Sullivan, 2018; US Department of
State, 2018). An additional source of stress has been the development of bilateral agreements to repatriate Rohingya to Myanmar
or relocate them to a remote island in Bangladesh (BenarNews,
2018; International Crisis Group, 2018).
Despite the magnitude and protracted nature of the Rohingya
refugee situation, there is limited information on their mental
health and associated cultural factors. Hence, the key objectives
of this review are to: (1) provide a descriptive overview of the
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mental health and psychosocial wellbeing of Rohingya refugees;
(2) summarise the salient local terminology used to describe mental health and psychosocial problems; (3) outline the use of traditional healing methods in addressing these problems and (4)
highlight the challenges in the delivery of contextually and culturally appropriate MHPSS services for this population.
Methods
We conducted a comprehensive desk review using the World
Health Organization (WHO)-UNHCR toolkit for assessing
MHPSS needs and resources (World Health Organization and
United Nations High Commissioner for Refugees, 2012). The
search strategy included any relevant sources (published until
2018) with reference to the contextual, social, economic, cultural,
mental health and health-related factors among Rohingya refugees living in the Asia-Pacific and other regions (see flowchart
in Supplemental File 1). The online databases (CINAHL,
Cochrane, PILOTS, PsycInfo, WileyOnline, PubMed, Scopus,
Web of Science) were selected with the intention of sourcing peerreviewed texts from a diverse range of disciplines including
anthropology, ethno-cultural studies, psychology and public
health. The grey literature search included a range of sources
including MHPSS.net, ReliefWeb, ALNAP, ACAPS, Refworld,
Freedom House, Human Rights Watch and Amnesty International. The websites used to collect grey literature were identified from previous desk reviews (Greene et al., 2017). In
addition, we included relevant reports sourced from UN agencies
and NGOs. The literature search was conducted by a research
assistant under the supervision of the lead author (see flowchart
in Supplemental File 2). For additional information about the
methodology, see the UNHCR report (Tay et al., 2018).
Results
The search results yielded 75 documents of broad relevance to the
mental health and psychosocial wellbeing of this group (see references in Supplemental File 3).
The epidemiology of mental health and psychosocial problems
amongst Rohingya
Our review did not identify any systematic epidemiological studies
amongst Rohingya, with the exception of a cross-sectional study
conducted amongst 148 Rohingya living in Bangladesh in 2013
(Riley et al., 2017). This study, conducted with Rohingya refugees
in Kutupalong and Nayapara camps, recorded high levels of
symptoms of posttraumatic stress disorder (PTSD) (36%) and
depression (89%). Caution should be used however in interpreting
these results because the research instruments had not been validated for the Rohingya population. The relationship between
trauma exposure and PTSD symptoms was partially mediated
by daily environmental stressors highlighting the importance of
daily stress in producing negative mental health outcomes
(Riley et al., 2017). This same study found high rates of somatic
symptoms, such as medically unexplained headaches and backpain and health (including mental health)-related functional
impairment. About 10% of respondents indicated that they
believed they were under a spell, possessed by a spirit or demon
and/or controlled by black magic. This study suggests that there
is likely to be a high prevalence of a range of mental health conditions including depression and PTSD, as well as somatic
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complains, local idioms of distress and associated functional
impairment.
There are as yet no published data concerning the prevalence
of mental disorders among Rohingya refugees who arrived in
Bangladesh since 25 August 2017.
The International Organization for Migration conducted a
rapid assessment on mental health and psychosocial needs
among 320 purposely selected adults and children in three refugee
sites in Bangladesh. Feelings of tension and nervousness were
widely reported amongst both adults (over 74%) and children
(over 58%). Additionally, refugees reported concerns such as
grieving for losses, shortage of food, limited access to education,
poor camp and shelter conditions, health problems, restrictions
in movement, uncertainty about citizenship status (Grønlund,
2016).
Daily stressors may arise from the context of refugee life but
can also be related to the erosion of supportive social structures
within refugee communities. Observations reported in qualitative
research undertaken in Bangladesh and Malaysia highlight the
pervasive sense of mistrust among Rohingya refugees together
with fear of exploitation by fellow Rohingya (Prosser, 2006;
Kiragu et al., 2011; Hinic, 2016).
There are risks in making direct comparisons of data across
studies conducted with different Rohingya groups at different
time periods and in diverse settings because the changing context
will influence the levels of emotional symptoms and the capacity
of refugees to cope with distress. Notably, the wide variations
commonly recorded in prevalence of mental disorders
(Charlson et al., 2016) may result from contextual influences,
methodological issues (particularly when unvalidated standard
self-report questionnaires are used), the use of different instruments, as well as the variety in time elapsed since conflict (Steel
et al., 2009; Silove et al., 2017).
Concepts and understanding of psychological problems
The literature remains scant about traditional ethno-psychological
concepts of mental illness amongst the Rohingya, although it is
evident that the body-mind divide characteristics of the dominant
medical models in psychiatry and psychology are not shared by
the Rohingya. For Rohingya, the core components of the self/
person include the brain (mogos/demag), the mind (dil-dilor/
mon), the soul ( jaan/foran) and the physical body ( jism/gaa).
The mind is considered as the origin of emotions, reactions and
attention while the brain is the locus of memory, cognitions
and thoughts.
Rohingya terms related to emotional distress
In Rohingya, an Eastern Indo-Aryan language, the word waushanti/ashanti/oshanti (‘sad’, or ‘restless/no peace in mind’) is
used to refer to a variety of reactions including stress, suffering,
grief and other forms of emotional pain. The term indicates a
lack of shanti (peace)/aramiyath. Extreme distress is often
referred to as beshi waushanti/ahshanti and vapivapi thakhan,
the latter being used more commonly by new arrivals (A.N.M.
Mahmudul Alam, personal communication, 2018). There is no
direct correspondence between these Rohingya terms, or local
idioms of distress, and the western concepts of depression or
PTSD. Words commonly used by the Rohingya people to describe
symptoms of depression include monmora or cinta lager (feeling
sad), mon horaf lager or dil hous kous lager (feeling low mood),
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chhoit lager (not feeling well, losing interest in things, and restless
mind), gaa cisciyaar or gaa bish lager (pain in the body) and gaa
zoler or gaa furer (burning sensation in the body). The terms dishahara, hatfau aridiya and maayus are also used to describe
depression and hopelessness, as is a feeling of suffocation, or
unniyashi lager. These locally recognised terms may correspond
broadly to the psycho-vegetative and somatic symptoms associated with major depressive disorder.
Rohingya expressions relating to suicide
The Rohingya term for suicide is hkud-kushi (borrowed from
Urdu but widely used) and nijore morito mone hor. Thoughts
about suicide are reportedly common among Rohingya in
Myanmar and Bangladesh and are linked to a strong sense of
hopelessness regarding their situation, the lack of prospects for
the future and the loss of identity (Thawnghmung, 2016). As suicide is strongly condemned in Islam, Rohingya will often conceal
these ideas out of shame and fear for being judged.
Field workers in Myanmar reported that if Rohingya women
with suicidal ideation disclosed their thoughts to their friends
and family, the reaction of others was often judgmental which
further increased their agony and shame (Nordby, 2018). In a
study among women with young children in the registered
Rohingya refugee camps in Bangladesh, 62% reported suicidal
ideation (International Organization for Migration, 2018). In a
study of a general community sample of Rohingya refugees in
Bangladesh, 13% of participants endorsed suicidal thoughts
(Parnini, 2013). The lower prevalence of suicidal ideation
reported in the latter study may be due to the community sample
studied and the different identification methods used to assess
suicidal ideation between the studies. Informal follow-up interviews conducted with Rohingya patients referred to counselling
services revealed that the patients engaged in active planning in
committing suicide such as having a rope at home or an intent
to ingest pesticides. These findings support observations from
other sources such as key informant interviews conducted with
primary health care staff in Kutupalong and Nayapara camps in
2013 (A. Varner and A. Riley, personal communication, 2018).
Rohingya terms related to severe mental disorders
A person who is in a psychotic or manic state are referred to as fol
hoyee gioye (‘mad’ or ‘crazy’) and matha horaf hoye; or are said to
be demag harap hoyee or demagi halot thik nai (literally: ‘the
brain is not working’). Individuals who reported these syndromes
also reported visual or auditory hallucinations (gayabi aoaj) and
delusional ideas (A.N.M. Mahmudul Alam, personal communication, 2018). Rohingya terminology related to severe mental disorders includes words indicating psychosis ( foul and matá-horáf)
and manic states (demag-chóut/horáf, soudou) and arsu-khasu.
Help-seeking behaviour
Rohingya refugees tend not to seek formal help for mental health
problems partly because of a limited familiarity with concepts of
mental health and counselling, or knowledge of where to seek services, but also because of stigma and feelings of shame associated
with mental illness (R. Islam, personal communication, 2018).
Furthermore, mental illness is often regarded as a sign of weakness and only in instances in which a problem is perceived as
physical in origin, will medical care be sought (R. Islam, personal
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communication, 2018). Because of stigma, individuals with severe
mental health problems are often taken care of by family members and are at risk of being ostracised by community members.
Amongst 72 Rohingya in Malaysia, 63% expressed hesitancy in
seeking professional help when feeling overwhelmed by difficulties, 89% would turn to family and close friends and a minority
(15%) would be inclined to seek professional help (C. WeltonMitchell, personal communication, 2018).
Research conducted amongst Rohingya in Malaysia identified
the following barriers to help-seeking (for intimate partner
abuse): shame, social stigma, concerns about confidentiality,
concerns about legal documentation and language barriers
(Welton-Mitchell et al., 2019a, 2019b). In a related study with
245 Rohingya in Malaysia, 80% indicated they would seek help
for intimate partner abuse, with a majority preferring to go
to family (80%), religious leaders (70%), local organisations
(57%) and only 10–12% indicating that they would go to a
doctor or mental health specialist (Welton-Mitchell et al.,
2019a, 2019b).
Traditional healing methods
Religion is a primary source of strength and support for Rohingya,
with many relying on religious practice and a sense of duty to
communities and their families (Shakespeare-Finch et al., 2014)
to help cope with the oppression they have faced throughout
their lives (Duchesne, 2016). Traditional practices, however, are
increasingly difficult to observe for Rohingya in Myanmar, due
to restricted freedom of movement and lack of available religious
services (Amnesty International, 2017). Refugees in Bangladesh
and Malaysia have freedom to practice their religion.
In the case of spirit possession (by jinn/fawri or ghosts),
Rohingya often seek help from traditional healers and religious
leaders such as imam or ustād who then conduct a ritual where
they recite verses from the Quran to rid the person of the jinn.
Possessed individuals appear psychologically disturbed with significant behavioural changes (R. Islam, personal communication,
2018). Some persons who are considered possessed may suffer
from emotional disorders or dissociative disorders, while others
may have epilepsy or psychosis. Conversely, some persons experiencing possession states may be wrongly diagnosed as manifesting
severe mental illness. Understanding Rohingya traditional helpseeking behaviour and involving traditional healers in interventions is important in the provision of culturally relevant
psychological treatment and psychosocial support.
Traditional healing methods play an important role in the
treatment of mental health problems in the Rohingya culture.
Furthermore, serious mental health problems (such as psychosis,
epilepsy, mania) are generally perceived as socially unacceptable
behaviour. People with severe mental health conditions are
believed to have been cursed by Allah for their own misbehaviour
(R. Islam, personal communication, 2018).
There are different types of traditional and informal healers for
a range of mental health problems including nightmares, psychosomatic complaints, spirit possession and common physical ailments. Examples of Rohingya healers are (1) the spiritual healer
(bouid-dou) who can also serve as a fortune teller (goi-noi-ya);
(2) the religious scholar ( fóu-yirr); (3) the Quran reciter (mouloi/habés, moulvi/mullah) and (4) the unlicensed practitioner
using western medication (daac-torr). Within the refugee settings
in Bangladesh, such religious and traditional healers are active
and the population seeks their help (Chen, 2018).
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Healers are consulted for many different problems, including
mental health conditions, seizures, developmental delay and autism (Mollik et al., 2011). Such problems are often attributed to
malevolent spirits – jinn – or the ‘evil eye’. The evil eye can be
inflicted upon a person when any human with malevolent intent
or ‘ill will’ looks at them. It is sometimes thought to simply result
from compliments said about a child, for example. The evil eye
can cause symptoms such as lack of enthusiasm, loss of appetite
and sleep difficulties. Pregnant women are thought to be particularly vulnerable to the evil eye (Boutry et al., 2015).
Gaps and challenges in providing culturally appropriate
mental health and psychosocial support to Rohingya
refugees
Since 25th August 2017, the government of Bangladesh, supported by United Nation agencies, and international and national
nongovernmental organisations have established a major humanitarian operation for Rohingya refugees and this response explicitly
included MHPSS components. However, there are numerous
ongoing challenges in relation to care delivery including an overburdened healthcare system with limited human resources and
infrastructure. Furthermore, there is a lack of understanding of
the Rohingya language, culture and help-seeking behaviour
amongst MHPSS personnel in Bangladesh (A.N.M. Mahmudul
Alam, personal communication, 2018).
The long history of persecution, violence and discrimination
directed at the Rohingya in Myanmar, compounded by prolonged
conditions of statelessness and deprivations, increase their vulnerability to psychological distress and mental disorders. High rates of
sexual and gender-based violence (SGBV), lack of privacy and safe
spaces and limited access to integrated psychosocial and mental
health support for Rohingya girls and women, as well as boys
and men, remain issues of concern. Even though MHPSS services
are increasingly being made available, Rohingya refugees may not
always be inclined to utilise these services. One important reason
for this underutilisation is the limited familiarity with the nature
and purpose of such services. It is important therefore for
MHPSS providers to tailor their interventions to the culture, customs, language and religion of Rohingya refugees.
Language
The Rohingya dialect is a spoken language with no universally
accepted written script. Although the language shares many similarities with the Chittagonian dialect of Bengali, that is spoken in
and around areas surrounding Cox’s Bazar, they are not identical
(Translators without Borders, 2018). A minority of literate refugees
are proficient in English, Rakhine and Burmese dialects. Many
humanitarian staff involved in the Rohingya refugee response are
however not familiar with the Rohingya language. When language
barriers are present, collaboration with Rohingya/Chittagonian
speaking colleagues is essential for accurate assessment and treatment delivery. Given the lack of formally trained interpreters, the
use of informal or ad hoc interpreters from the community (or
family) may be inevitable. The use of informal interpreters however should be limited given issues of privacy and confidentiality
and concerns about the reliability of the information conveyed.
Cultural concepts of mental illness
The Rohingya language does not have the equivalent terms for
depression, PTSD or anxiety disorder. Therefore, mental health
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professionals need to explain clearly when using such concepts in
conversations with Rohingya clients. When interpreters from the
community are used, it is important to ensure that the interpreters understand the concepts conveyed by the mental health
worker. Providers of MHPSS for Rohingya refugees should
make efforts to understand and explore their clients’ cultural
idioms of distress (common modes of expressing distress within
a culture or community) and explanatory models (the ways
that people explain and make sense of their symptoms or illness),
which influence their expectations and coping strategies (Jiwrajka
et al., 2017).
Gender norms and SGBV
Culturally sanctioned norms and practices about gender roles and
structural gender inequality within a traditionally patriarchal society remain a challenge in MHPSS services, particularly when
addressing SGBV issues amongst Rohingya women and girls
(Nordby, 2018). For example, matching genders of MHPSS workers and their clients should be prioritised, but this is not always
feasible. At a minimum, MHPSS workers should discuss with
the woman which conditions allow her to feel most comfortable
(e.g. if a male psychosocial worker sees a female client, she may
feel uncomfortable with the doors and windows closed as this
may fuel rumours). These safety/comfort concerns should be discussed with relevant beneficiary communities prior to initiating
services with the intention of rendering counselling spaces as confidential as possible. Additionally, there are noted gaps in services
and referral pathways in camps settings in Bangladesh, for male
survivors who also reported different forms of sexual violence
(Chynoweth, 2018). Psychosocial service providers should be specifically trained around SGBV for both men and women, as there
is a risk of inadvertently reinforcing discriminatory and oppressive structures in formalised services. In Malaysia, a manual to
raise awareness around intimate partner abuse has been developed
specifically for Rohingya community members (Welton-Mitchell
et al., 2019b).
Adaptation of materials
MHPSS programmes and activities for Rohingya should draw on
past and existing work focusing on the development or adaptation
of psychological assessment tools and treatments to ensure they
are grounded in local terminology and culturally specific concepts
of illness. This can facilitate accurate community case detection
and assessment as well as delivery of effective, culturally sensitive
and non-stigmatising care for Rohingya. Materials for psychoeducation and manualised treatment protocols for scalable psychological interventions should be adapted to the Rohingya context,
piloted before widespread implementation and use appropriate
language and examples. For example, the MHPSS team of
UNHCR in Bangladesh uses the Rohingya language written in
Bengali letters as a mode of communication.
Settings for service delivery
A major challenge is that the settings for MHPSS services in
Bangladesh/Myanmar often lack confidentiality. For example,
given limited access to electricity and the lack of air flow and
tin roofs, providing counselling in a completely confidential
space may cause discomfort to both the counsellor and the client.
When services are provided in makeshift health centres,
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community centres, informal spaces (e.g. household visits),
MHPSS personnel should advocate for appropriate facilities and
a separate consultation space and ensure that no harm is done
when those facilities are not available (e.g. MHPSS workers
should be trained to preserve confidentiality in these settings by
lowering their voice to match beneficiaries, etc.).
Acknowledging diversity within Rohingya refugee populations
There is considerable difference between Rohingya groups in their
migration histories and experiences such that those in the northern
parts of Rakhine State may experience different challenges and
issues compared to those in the central parts of the state.
Rohingya refugees should therefore not be considered a homogenous group. The mental health needs of Rohingya may differ more
widely than the summary data presented in this report. The current
literature does not allow for disaggregation of differing Rohingya
sub-groups according to their specific needs and experiences.
Limitations and recommendations for further research
The operational context in Bangladesh is rapidly changing with
many organisations involved in supporting Rohingya refugees.
Future studies are needed to examine the nature and course of
symptoms amongst the Rohingya to distinguish between normative manifestations of distress and maladaptive/pathological reactions that may interfere with their capacity to adapt over time.
Similarly, further research into the effectiveness of services in
reducing the nature and course of mental health conditions will
provide valuable in guiding best practices for service delivery
among Rohingya in the refugee camps in Bangladesh.
Conclusions
The legacy of prolonged exposure to gross human rights violations and on-going systematic discrimination against Rohingya
refugees poses enormous challenges to humanitarian agencies
tasked with addressing their multiple needs. However, the current
crisis also provides new resources and opportunities to develop
support and services that are culturally relevant and contextually
appropriate. Past exposure to traumatic events and losses need to
be addressed in conjunction with ongoing stressors and worries
about the future. It is important to design MHPSS interventions
in ways that mobilise both individual and collective strengths of
refugees and build on their resilience. This requires efforts from
MHPSS workers to work with Rohingya refugees and not merely
for them. A sound understanding of the ways in which Rohingya
people conceptualise their suffering and work towards solutions is
essential.
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be found at https://doi.org/10.1017/S2045796019000192
Data. All data generated or analysed during this study are included in this
published article and in its supplementary information files.
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