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MISSION STATEMENT
The Back Pack Health Worker Team (BPHWT) is an independent, nonprofit, multi-ethnic organization 
dedicated to providing primary health care to ethnic groups and vulnerable populations in armed 
conflict and rural areas of Burma, where access to healthcare is otherwise unavailable. Furthermore, 
by equipping communities with the skills and knowledge necessary to manage their own health is-
sues, the Back Pack Health Worker Team is dedicated to the long-term, sustainable development of a 
healthy society in Burma.

To accomplish its mission, BPHWT utilizes mobile health teams to provide a range of primary medical 
care, maternal and child health services, and community health education and prevention programs 
to internally displaced and vulnerable populations in Burma.
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Foreword by Luke C. Mullany, PhD, MHS, 

 Johns Hopkins University
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Foreword by

Dr. Cynthia Maung,
Founder, Mae Tao Clinic and Chairperson, Back Pack Health Worker Team

When I was studying medicine at university in Burma, I undertook two clinical internships 
during 1980 – 1985, one at Mingaladone Military Hospital and the other at North Okkalar 
Civil Hospital. It was then that the problem for access to health care in Burma and in par-
ticular for the poor and rural populations first became apparent to me. At North Okkalar 
most of the patients came from the outskirts of the city and were poor; the hospital facilities 
were terribly inadequate and the staff overworked. There the staff struggled against many 
challenges, lack of medicine, lack of staff and also struggling to make ends meet for their 
own families. There were no preventive services and many patients arrived seriously ill. The 
differences between Okkalar and Mingaladone were striking in terms of the resources and 
who could access the services. 

After I finished study, I was an intern at Moulmein Hospital, where the situation was very 
similar to North Okkalar, but so many of the patients had to travel 3 – 5 hours by bullock cart 
or boat to reach the facility. It became clear to me that for rural populations, preventive care 
was non existent and emergency services were not accessible. Government services were 
simply not accessible to all.

After I graduated, I went to work in the village of Eain Du in Karen State and there I realized the role of poor social and economic 
development on health as well as the affects of militarization. Young boys, called up for their “volunteer” work, to serve the army 
in building military camps or in carrying military supplies, returned to the village malnourished, injured and with untreated 
malaria. The fear of the military was pervasive, and villagers’ ability to work to raise enough for their own food and livelihood 
was severely impaired. The effect of militarization on the villagers was very clear.

The village was only 15 km from the State Hospital, but there was only public transport 2 times a day at night, or for emergen-
cies, referral was really difficult. The hospital in Eain Du village had a 12 bed facility for a 20,000 – 25,000 population. During 
the 11 months that I stayed in Eain Du, a doctor was only available for 3 months. There was no medicine available. Nurses and 
midwives operated out of their houses, providing private medical services. Public services were barely provided. I soon knew 
that the Burmese health system had in fact collapsed. 

When I fled to the border, we passed through the jungle, walking for 7 days. At that time I met with many villagers and internally 
displaced people who had never been able to access any government health care systems.

Since 1988, the health workers coming to the border have always been quick to identify and respond to the needs of the local 
villagers and internally displaced populations living along the border. Gradually mobile medical teams emerged and where 
possible, community health clinics were established. Most health work on the border started with medical services, but gradu-
ally expanded to public health, maternal and child services, school health programmes and basic trauma care. Through mater-
nal and child health programmes and school health programmes, the community understanding of health issues and how to 
participate in their own health provision increased. 

Each organization on the border was operating their own mobile medical teams, traveling for 3 – 6 months at a time. During 
1996 and 1998, many ethnic areas fell under the control of the military regime; some clinics had to close down and the chal-
lenges in providing health care increased. In 1998, a series of meetings were held among different ethnic organizations and 
through these, the Back Pack Team model was developed. Through this effort, it was possible for standardization of service 
delivery and a great collaboration was initiated. Everyone involved was very proud of its establishment and it was so impressive 
that we were able to begin immediately with 38 teams in 1998.

Since the Back Pack Health Worker Team started 10 years ago, awareness of the health and human rights situation facing inter-
nally displaced people from Burma has increased and continues to grow. 



2 Back Pack Health Worker Team’s Ten Years Report

In the last 10 years, militarization and the destruction of community infrastructure has escalated. Against extremely harsh con-
ditions, through extreme bravery and immense effort by members of the Back Pack Health Workers Team as well as other com-
munity-based women’s and youth organizations, opportunities have opened for improving access to health and education for 
these vulnerable populations. These openings have brought more support, both financial and technical, to health and educa-
tion services as well as community development. The international partners work in true partnership with the local community 
organizations, relying on the local expertise of the community workers, and enhancing this with technical input and funding. 
This partnership provides the means for maintaining community infrastructure and sustaining local community initiatives.

With very limited financial resources and considerable logistical barriers, the Back Pack Team is now able to access a target 
population of 190,000 population in both and Eastern and Western Burma, working together with eight major ethnic groups. 
Through the provision of desperately needed health services and the fostering of preventive health strategies, the Back Pack 
Team not only saves lives, but also motivates young men and women to take active roles in community work.  The sense of 
ownership, fostered by the community working together to provide health services, results in sustainable programming. The 
Back Pack Health Worker Team model, for meeting the needs of the rural poor, is an excellent one and essential in health service 
provision to displaced peoples.
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Foreword by 

Luke C. Mullany, PhD, MHS
Center for Public Health and Human Rights, Johns Hopkins University

Ten years ago, I walked across the border of Thailand and Burma into eastern Karen State with 
a group of medics from the Back Pack Health Worker Team. They were pilot testing a new 
survey instrument; their plan was to describe knowledge and practices surrounding infant 
feeding and to assess nutritional status of children among internally displaced communities. I 
was there to watch, to listen, to learn … and to be inspired.  The health workers chatted about 
their commitment to improving the health of their people, of the challenges and dangers fac-
ing them during their day-to-day work, of their families at home, their longing for peace, de-
mocracy, rights, and dignity for all people of Burma. They spoke lightly, their youthful smiles 
and brave outlook belying the heavy burden they carried. Not only a physical burden — days 
of trekking through difficult terrain carrying heavy packs of supplies and medicines to peo-
ple in need – but the greater burden (and pride) of knowing that they alone provided health 
services to their community, that their people depended on them for help, looked to them for 
leadership, waited for them with hope. 

I was inspired then, and remain even more so today, a feeling shared with many of those who have been fortunate enough to 
spend time with these health workers and to learn what the Back Pack Health Worker Team is able to achieve under extraordi-
narily difficult circumstances. The pages of this Ten Years Report illustrate an innovative approach to community-based public 
health programming in conflict-affected settings, an approach which serves as model for others around the world to emulate. 
At least four major points are clear to any attentive observer.  First, the Back Pack Health Worker Team has grown tremendously 
over its first ten years, all the while developing an appropriate, integrated, and comprehensive health care program, including 
both preventative and curative components and encompassing maternal, neonatal, and child health, improved referral sys-
tems, trauma management, infectious disease outbreak response, behavioral change communications, water and sanitation, 
and community empowerment.  Second, from its inception, the Back Pack Health Worker Team has been characterized by mul-
ti-ethnic collaboration and a shared vision for the future, providing a valuable example for all elements of Burma’s civil society.  

Third, the Back Pack Health Worker Team emphasizes monitoring and evaluation within all its activities — the pages within this 
report are bursting with enough numbers, proportions, rates, and yes, even denominators, to make any epidemiologist smile. 
Standardized data collection has enabled program leaders to evaluate coverage and impact, to examine trends over time, to set 
benchmarks, and to quantify progress toward these milestones. Despite substantial challenges, information gathered through 
the course of the Back Pack Health Worker Team’s work has been highlighted by program leaders in regional and international 
conferences, scientific publications, and numerous reports. Fourth, the Back Pack Health Worker Team is providing global lead-
ership in advancing recognition of the intersection between human rights and health. Its founding vision — to equip internally 
displaced persons with enough knowledge and skills that they are able to address the health problems of their own communi-
ties — and individual components of the program such as providing birth certificates for all babies born in the target areas, can 
be described as rights-based approaches.  Furthermore, their 2006 report Chronic Emergency was one of the first to quantify 
the impact of violations of human rights on population health.  

In January 2010, experts writing in the international journal The Lancet issued an urgent call for new models of health care 
delivery in conflict settings.1  The authors noted a particular need for “new strategies … to deliver health services to dispersed, 
intermittently accessible populations in low-income settings with a continuing high burden of infectious disease” and that a 
“main challenge for internally displaced populations is to expand the range of interventions including use of temporary mobile 
services.”  Clearly, the Back Pack Health Worker Team is demonstrating how community-based organizations can lead the way. 
With a steadfast commitment to comprehensive health care, multi-ethnic collaboration, high quality monitoring and evalua-
tion, and a focus on community empowerment and human rights, the Back Pack Health Worker Team is rising to meet the im-
mediate needs of today, while laying the foundation for a better tomorrow for all of Burma’s people.
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Preface
Ten years ago, health workers from the Mon, Karen, and Karenni States in Burma came to-
gether as the Back Pack Health Worker Team (BPHWT) in partnership with the Mae Tao Clinic 
in Mae Sot, Thailand. The need for mobile healthcare services grew out of increasing military 
attacks against civilians in eastern Burma in the late 1990s, coupled with a lack of local, of-
ficial healthcare. These circumstances prevented a large proportion of the population from 
receiving basic primary and preventative healthcare services. Since 1998, BPHWT has stayed 
true to its founding mission: to equip internally displaced persons with enough knowledge 
and skills that they are able to address the health problems of their own communities and 
work towards the development of a sustainable health infrastructure.

The Back Pack Health Worker Team established key principles that have guided our work 
since the inception of the organization: to provide healthcare services to all, regardless of 
ethnic group, age, gender, religion, or political affiliation; to focus on communities where 
access to primary and preventive healthcare services is severely limited; to collaborate with 
local organizations and communities; to improve health through a multi-sectorial develop-
ment and integration approach; and, to foster inter-ethnic unity and trust, thereby promoting democracy in Burma. Over the 
past ten years, BPHWT has expanded from 32 teams serving 64,000 people in the eastern border region of Burma to 80 teams 
serving over 187,000 people in eastern and western Burma.

Over time, the scope of BPHWT’s services and programs has expanded as well. BPHWT has trained more than 1,300 multi-ethnic 
health workers who are currently living and working in their communities in Burma, providing primary and preventive health-
care services and enabling communities to address and prevent health problems. As BPHWT has grown, so has our reputation, 
and we have gained support and assistance from an expanding base of local and international health and education profes-
sionals and donors.

As BPHWT looks towards the next ten years, we will continue to focus on strengthening and expanding our community-based 
primary healthcare system in Burma. Whether the future brings continued conflict or peace and democracy. BPHWT remains 
committed to our community-based approach, aimed at empowering local populations and bringing ethnic groups together 
in the name of improving health for all.

Sincerely,

Mahn Mahn 
Secretary
Leading Committee
Back Pack Health Worker Team
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Since the SPDC took control of Burma, 
governmental mismanagement, eco-
nomic collapse, civil conflict in the bor-
der regions of the country, and wide-
spread human rights abuses against 
civilians have all contributed to large-
scale displacement. Millions of  Bur-
mese have either fled into neighboring 
countries as refugees or migrants, or re-
mained in Burma as Internally Displaced 

INTRODUCTION
Background

The current military regime, calling it-
self the State Peace and Development 
Council (SPDC), has consistently been 
ranked as one of the world’s worst dicta-
torships and most corrupt governments 
in the world.2,3 

The government commits widespread, 
documented human rights abuses 
against civilians, particularly against 
ethnic minorities and political dissi-
dents. Today, the junta holds over 2,100 
political prisoners,4 including Aung San 
Suu Kyi, leader of the National League 
for Democracy (NLD) and winner of the 
1991 Nobel Peace Prize - the only Nobel 
Peace Laureate still in detention. Hun-

dreds of others, including religious lead-
ers, ethnic leaders, community aid work-
ers, and journalists languish in prisons 
scattered throughout the country. 

Meanwhile, decades of military misman-
agement, continuing under the SPDC, 
has led a country rich in natural resourc-
es into becoming a United Nations Least 
Developed Nation and one of the poor-
est in the world.5 In sharp contrast, de-
spite being at similar stages of develop-
ment at Burma’s independence in 1948, 
Thailand pursued democratic and mar-
ket reforms, and today has become a 
regional hub of trade and tourism, with 
a GDP 12 times that of its impoverished 
neighbor.6

Persons (IDPs). Nine official refugee 
camps in Thailand along the Burmese 
border host approximately 112,000 
registered and an additional 50,000 un-
registered Burmese refugees, some of 
whom have been living there for over 20 
years.7 Many others are not recognized 
as refugees.  Burma’s neighboring coun-
tries also currently host millions of dis-
placed Burmese. The vast majority lack 

Burma’s Displaced Populations

Burma, or Myanmar as it is called by the 
military government, is one of the most 
ethnically diverse countries in the world, 
with more than 100 different languages 
and dialects spoken. Ethnic minor-
ity groups occupy approximately half of 
the land area of the country, particularly 
in the mountains and border areas.

Burma has been ruled almost continu-
ously by a succession of military dicta-
tors since General Ne Win toppled a 
popularly elected government in 1962. 
The constitution was suspended and 
many ethnic minority leaders were im-
prisoned, with several dying or disap-
pearing while in custody.

documentation and are considered ille-
gal migrants. In Thailand alone, the Mi-
grant Assistance Program, a Thai NGO, 
estimates that there are one and a half 
to two million legal or illegal Burmese 
migrants, and this is li kely an underesti-
mate.8 Although neighboring countries 
host large numbers of displaced per-
sons from Burma, at least 470,000 are 
estimated to live as IDPs in eastern Bur-
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ma alone, forced to flee and hide with-
in the borders of their own country.9 
Throughout the entire country, there 
are an estimated one to four million 
IDPs, a figure difficult to ascertain due 
to restrictions on information and the 
political sensitivities of the government 
regarding displaced populations.10

Amongst the displaced populations 
from Burma, those living along the 
country’s borders are the most vulner-
able. In many of these areas, ethnic mi-
nority groups have been struggling for 
autonomy against the Burmese govern-
ment for decades in some of the longest 
continuous civil conflicts worldwide. In 
1974, the Burmese government began 
to employ a counterinsurgency strategy 
along the eastern border known as the 
Four Cuts Policy, aimed at cutting the 
four crucial links between opposition 
groups and local villages (food, funds, 
recruits, and information), while in-
creasing Burmese army control over the 
local population.11 Central to this policy 
is the forced relocation of civilians from 
contested areas to “relocation centers,” 
and the destruction of rice fields and 
food storage.12,13,14 The Burmese army, 
or Tatmadaw, confiscates food and 
valuables, often burns villages and ag-
ricultural fields, and lays landmines to 
ensure that villagers don’t return.15,16 In 
addition, forced 

relocation is often accompanied by 
other abuses, including extrajudicial 
executions, forced labor, rape, torture, 
attacks against health clinics and medi-
cal personnel, and compulsory contri-
butions to the Burma Army (including 
arbitrary taxes).17,18,19,20 The Tatmadaw 

has also forced villagers to work as hu-
man landmine sweepers, walking ahead 
of military personnel in landmine-risk 
areas in a practice known as “atrocity 
de-mining.”21

The Four Cuts Policy was even more 
brutally and systematically applied in 
eastern Burma after 1996. As a result, it 
was estimated that by 2009 more than 
3,500 villages had been destroyed, 
abandoned, or forcibly relocated, forc-
ing at least 470,000 people to live as 
IDPs in eastern Burma.22 This scale of 
forced displacement is comparable to 
the situation in Sudan’s Darfur.23 While a 
significant proportion of IDPs have been 
coerced into government-controlled 
“relocation centers,” the rest are hiding 
in the jungles or in temporary settle-
ments. These villagers face harsh living 
conditions, where access to basic hous-
ing, food, water, and healthcare services 
is limited and unreliable. Returning to 
their home villages, where they will face 
continued landmine threats, forced la-
bor, extortion, and other human rights 
abuses, is not a viable option.
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General Health Situation in Burma
Public health is another casualty of 
decades of military rule and chronic 
disinvestment in basic, essential social 
services. Burma’s current rulers have 
not deviated from the negligent socio-
economic policies of the past. Despite 
an estimated $3.5 billion (31 Decem-
ber 2009 estimate) in foreign exchange 
earnings, predominantly from the sale 
of natural gas to Thailand, the regime 
spends around $1 per capita per annum 
on health, amongst the lowest in the 
world according to the United Nations 
Development Program’s development 
index.24 Furthermore, recent estimates 
suggest that Burma only spends 1% of 
GDP on health and education, leaving 
Burma in 138th position in the United 
Nation’s Development Program’s Hu-
man Development Report for 2009.25 
This leaves Burma lagging far behind 
the UN’s Millennium Development Goals 
(MDGs). 

Basic public health measures such as in-
fant, child, and maternal mortality rates 
are amongst the highest in Asia, second 
only to Afghanistan.26 Most deaths are 
preventable, caused by diseases such as 
malaria, diarrhea and other childhood 
illnesses, malnutrition, HIV/AIDS, and 
tuberculosis. In recognition of these re-
alities, the World Health Organization 
ranked Burma’s healthcare system be-
low all but one of its member states in 
2000, outperforming only Sierra Leone. 
Meanwhile, as a consequence of disin-
vestment, censorship, and persecution, 
many of Burma’s most skilled educators 
have fled the country, and most of the 
nation’s educational facilities, particular-
ly for more technical fields such as medi-
cine, have become woefully inadequate. 
In 2006, the WHO World Health Report 
noted a critical health worker shortage 
in Burma, with extremely low densities 
of physicians, nurses, midwives, den-
tists, and pharmacists throughout the 
country.27,28 

The situation is even more dire in the 
armed conflict and rural areas of Burma, 
where basic health and other social 

services are more scarce, poverty more 
pronounced, and abuses against civil-
ians rife.

This lack of access to basic health serv-
ices has also increased the threat of 
multi-drug resistant diseases, such as 
tuberculosis and plasmodium falci-
parum malaria. People who lack access 
to adequate health care are frequently 
forced to self-medicate, receiving inap-
propriate treatment regimens or treat-
ments taken for insufficient durations. 
In addition, given Burma’s substantial 
black market economy and extensive 
official corruption, many people un-
knowingly purchase fake or adulterated 
medications from vendors or other lo-
cal sources. These drugs pose a threat 
to treatment effectiveness and future 
treatment options in the region, espe-
cially for malaria.29, 30, 31 

Despite the burden of preventable dis-
ease, particularly in communities living 
in the “black zones” of eastern Burma 
affected by the Four Cuts Policy, the 
SPDC has largely blocked local and in-
ternational humanitarian organizations 

from providing much-needed aid.32 In 
late 2005, the Global Fund terminated 
a $98 million countrywide contract and 
Medecins Sans Frontieres (France) was 
forced to close its malaria programs in 
eastern Burma as a result of increasing 
governmental restrictions on access to 
areas in which they worked, measures 
that violated prior agreements made 
by the military regime. In 2007, the In-
ternational Committee for the Red Cross 
(ICRC) reduced its operations in Burma 
by 90% and closed all five of its offices 
in eastern Burma as a result of similar re-
strictions.33 

No international non-governmental 
health programs have been based in 
these zones since, and consequently, 
the information on the health status of 
these populations has been severely 
limited.34 While there are approximately 
30 government-sponsored hospitals 
and 17 clinics in Karen State, they are 
not accessible to most conflict-affected 
populations. Furthermore, hospitals in 
Burma are typically perennially under-
staffed, and the country as a whole lacks 
skilled medical professionals.35,36 
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the association between health status 
and human rights violations within the 
IDP populations in eastern Burma. Sur-
vey results indicated that human rights 
abuses in eastern Burma are extremely 
common: 33% of households experi-
enced forced labor, 26% had their food 
stolen or destroyed, and 9% were for-
cibly displaced in the year prior to the 
survey. Furthermore, BPHWT found that 
villagers forcibly relocated by the SPDC 
were five times more likely to step on 
a landmine, while children from fami-
lies that had suffered forced relocation 
had double the risk of dying and triple 
the chance of becoming malnourished 
compared to their counterparts who 

had been free of this abuse. Similarly, vil-
lagers facing food insecurity as a result 
of SPDC confiscation or destruction of 
food supplies were five times more like-
ly to suffer a landmine injury, two times 
more likely to be infected with malaria, 
and two times more likely to die.42,43 

Chronic Emergency confirmed that the 
Burmese government’s long-term disin-
vestment in health, combined with civil 
conflict and widespread human rights 
violations, have severely impacted the 
health of the citizens of Burma, particu-
larly communities in conflict zones — 
areas barred from official international 
humanitarian assistance. 

Health of Internally Displaced Persons (IDPs) in Burma 
While the health of the general popu-
lation of Burma is poor, the health of 
hundreds of thousands of IDPs in Burma 
may be far worse. As a result of official 
neglect, much of rural Burma lacks a 
functioning health infrastructure. In 
addition, the SPDC and its allies have 
perpetrated widespread human rights 
abuses against civilians, forcing many 
IDPs to hide in the jungle, usually in 
small, fragmented communities lacking 
basic services such as medical and edu-
cational facilities.37,38 These populations 
struggle to survive and feed themselves, 
rendering official healthcare services un-
affordable luxuries. For the few able to 
afford it, the journey to an official town-
ship center clinic or hospital can be long 
and dangerous, with risks of encounter-
ing Burma Army soldiers, landmines, 
bandits, and disease, including malar-
ia.39 These obstacles dissuade many IDPs 
from obtaining vital treatment from 
SPDC-run medical facilities.

Furthermore, most IDPs in eastern 
Burma die from preventable illnesses 
and conditions. Infectious diseases — 
mostly treatable — are overwhelmingly 
the main cause of death for children 
and adults, with malaria accounting for 
almost half of deaths, followed by di-
arrhea and acute respiratory infections. 
Moderate to severe malnutrition is also 
prevalent. An estimated one in twelve 
IDP women will eventually lose her life 
due to pregnancy-related causes, far 
higher than Burma’s official figure of 
one in seventy-five, already amongst 
the highest in the region.40 The maternal 
mortality ratio for IDP women in Burma 
is more akin to ratios found in other ar-
eas of the world facing humanitarian 
disasters, such as Somalia, Democratic 
Republic of the Congo, and Rwanda.41

In September 2006, Back Pack Health 
Worker Team published Chronic Emer-
gency, a report detailing these abysmal 
statistics, based on a population-based 
survey of more than 1,800 IDP house-
holds conducted in 2004. The report 
was the first to summarize and quantify 
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Formation of the Back Pack Health Worker Team
The Back Pack Health Worker Team was 
founded to empower local communities 
to provide primary healthcare services 
to underserved populations in conflict-
affected areas of Burma, particularly in 
areas that international humanitarian 
organizations cannot reach. The forma-
tion of the BPHWT was led by Dr. Cynthia 
Maung, who has served as chairperson 
since its inception. Dr. Cynthia, a Karen 
physician who fled Burma as a result of 
her involvement with pro-democracy 
activities, initially established the Mae 
Tao Clinic (MTC) in 1989 in Mae Sot, Thai-
land, for the thousands of students also 
forced to escape Burma at that time. In a 
dilapidated building on the outskirts of 
Mae Sot, despite few supplies and little 
money, Dr. Cynthia and her colleagues 
treated an ever-increasing number of 
patients with malaria, respiratory dis-
ease and diarrhea, as well as gunshot 
wounds and landmine injuries. 

Over the years, the clinic has developed 
into a comprehensive healthcare facil-
ity offering a wide variety of services, as 
well as medical and public health edu-
cation, training hundreds of healthcare 
workers. For her work, Dr. Cynthia has 
received numerous honors, including a 
nomination for the Nobel Peace Prize in 
2005, as well as 12 other international 
awards and honorable mentions for Mae 
Tao Clinic’s humanitarian work.44 

In 1996, in response to increasing SPDC 
attacks in eastern Burma and a wors-
ening humanitarian crisis, Dr. Cynthia 
began sending mobile medical teams 
to provide primary healthcare in Karen, 
Karenni, and Mon States in eastern 
Burma. These teams were separately 
organized by the Mae Tao Clinic, eth-
nic health organizations, and individu-
als, and they worked independently. In 
1998, Dr. Cynthia and the Burma Relief 
Centre (BRC) began to organize meet-
ings of Mon, Karen, and Karenni health 
workers who desired to become more 
united and organized in providing care 
in their home communities just across 
the border. Recognizing the benefits of 

collaborating to standardize healthcare 
services throughout eastern Burma, 
they agreed to work together to provide 
health services to vulnerable popula-
tions in conflict-affected areas, while 
still providing care through clinics al-
ready established by their respective 
health departments across the border. A 
year later, this group of health workers 
formed the core of the Back Pack Health 
Worker Team (BPHWT).

Initially made up of 32 teams and 120 
health workers, BPHWT has since ex-
panded to include 80 teams of three 
to five health workers each, or a total 
of 289 workers. The health workers, all 
members of the communities in which 
they serve, now offer basic health servic-
es to over 187,000 IDPs and war-affected 
residents living in  Karen, Karenni, Mon, 
Kayan, Shan, Pa’O, and Lahu ethnic areas 
in eastern Burma. In addition, BPHWT 
has expanded operations to the western 
part of the country, serving displaced 
Arakan and Chin communities. Every 
team travels primarily on foot to each 
of the villages in their designated target 
area, carrying medical and health edu-
cation supplies as well as data collection 
materials. Working in cooperation with 
community leaders, the health work-
ers provide curative and preventative 
health services as well as community 

education on a variety of public health 
topics. In addition, BPHWT quickly rec-
ognized the significant obstacles posed 
by the lack of reliable health information 
in the areas in which they work. Conse-
quently, BPHWT health workers regularly 
collect health data essential for health 
programming in areas inaccessible to 
international relief organizations. In this 
manner, BPHWT occupies a unique posi-
tion, circumventing the SPDC’s many re-
strictions to monitor and report on the 
health status of these vulnerable popu-
lations, as well as to deliver vital health-
related services.
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Guiding Principles of  BPHWT

 Vision, Mission and Goal
Vision: The vision of the Back Pack Health Worker Team is that of a healthy society in Burma through a primary health 
care approach, targeting the various ethnic nationalities and communities in the border areas and remote interior re-
gions of Burma. 

Mission: The Back Pack Health Worker Team is organized to equip people with the skills and abilities necessary to man-
age and address their own health care problems, while working toward the long-term sustainable development of a 
primary health care infrastructure in Burma.

Goal: The goal of the BPHWT is to reduce morbidity and mortality, and minimize disability by enabling and empowering 
the community through primary health care.

The Back Pack Health Worker Team integrates the following principles into its programs in order to ensure adherence to the vi-
sion and mission of working towards and sustaining a healthy society in Burma.

Protecting and promoting the human right to health

The Back Pack Health Worker Team is committed to protecting and promoting the human right to health for all individuals in all com-
munities of Burma, regardless of ethnicity, race, gender, religion, culture, political affiliation, or age.

Providing healthcare where access is unavailable

BPHWT provides services in areas of 
challenging physical terrain, made more 
challenging by barriers imposed by the 
Burmese military regime. Despite these 
circumstances, BPHWT’s mobile de-
sign, flexibility, and cohesion with the 
local villages enables teams to provide 
consistent, high-quality healthcare to 
communities outside of Burma’s central 
healthcare system and to communi-
ties in active conflict areas. The mobile 
nature of BPHWT’s teams allows them 
to reach the least stable areas in great-
est need. When teams of health work-
ers are not present in a given village, 
Traditional Birth Attendants (TBAs) and 
Village Health Volunteers (VHVs) from 
each community, trained by BPHWT, are 
present and continue to provide basic 
care and referrals. Their presence in com-
munities at all times ensures constant 
access to basic services in between visits 
from BPHWT’s more advanced teams, 
helping to provide service continuity 
even in the event of a sudden change 
such as displacement.
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Collaboration with local communities and organizations in Burma 
BPHWT strives to provide assistance 
based on community needs. Providing 
assistance in this manner requires re-
specting the traditions and culture of 
each community, utilizing local resourc-
es, collecting data in order to assess 
the unique needs of each community, 
seeking community feedback, and part-
nering with other local organizations 
that provide health-related services in 
Burma. Health workers, TBAs, and VHVs 
work in their home communities, and 
therefore speak the local language and 
are familiar with the health issues and 
risk factors particular to their area.

To strengthen the quality of its work, 
BPHWT incorporates external support 
and collaboration as well, including 
technical support on health information 

Empowerment of Burma’s displaced and vulnerable populations

Sustainable development of a primary health care infrastructure, fostering greater 
inter-ethnic partnership

systems, epidemiology, monitoring and 
evaluation, financial management, and 

survey design from local and interna-
tional institutions.

Almost all of BPHWT’s staff, health work-
ers, and other personnel are recruited 
from communities in or near BPHWT’s 
target population.The training and skills 
these staff and health workers develop 
by working with BPHWT empower them 
to improve the health of their own com-
munities as well as other communities 
in Burma. For instance, training skills are 
taught at almost every level so that staff 
train health workers, who in turn train 
TBAs and VHVs. 

BPHWT continually provides training, 
supplies, and support, but it is the lo-
cal populations who become more em-
powered and take charge of providing 
healthcare for their own communities.

BPHWT promotes a system that relies 
on community-based human resourc-
es. As community members continue 
to increase their health knowledge 
and capabilities, they are more able to 
serve as health resources for their com-
munities, thereby reducing reliance on 
clinic-based and BPHWT services over 
time, and ensuring communities’ ability 

to protect public health at a grassroots 
level. 

Moreover, collaboration between health 
providers from different ethnic groups 
and different regions of Burma, all work-
ing towards the same goal of building 
a healthy society in Burma, fosters the 
promotion of broader health policy and 

the development of an equitable health 
system, as well as greater inter-ethnic 
unity and trust. BPHWT hopes that such 
collaborative work helps to lay the foun-
dations of a peaceful, democratic Bur-
ma, one in which such health providers 
will continue to play a key role.
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BPHWT Organizational Structure and Governance
BPHWT governs and administers its pro-
grams from Thailand, but implements all 
program activities inside Burma, work-
ing directly with local organizations 
based within the country. The Leading 
Group governs BPHWT and is elected by 
BPHWT staff every three years. The Lead-
ing Group appoints the members of the 
Executive Board, which meets monthly 
to make operational decisions about the 
implementation and coordination of 
BPHWT’s programs. Field-in-Charges are 
responsible for organizing field meet-
ings and workshops, distributing sup-
plies, collecting and reporting data, and 
organizing security and transportation 
for all health workers.

Because of their close proximity to the 
communities in which BPHWT works, 
VHVs and TBAs are the initial contacts 

for villagers regarding basic reproduc-
tive health and community education, 
with a referral system to BPHWT health 
workers for patients who need higher-
level care. Using this locally-based sys-

Relationships between each of  BPHWT’s components and their geographic locations. 

Figure 1. BPHWT Organizational Structure
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tem, communities are building a health 
system that is less dependent on exter-
nal sources of health care, such as clinics 
that are difficult to reach from remote 
villages.
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II. BPHWT PROGRAMS
General Programs Structure
BPHWT runs three main programs: the 
Medical Care Program (MCP), the Ma-
ternal and Child Healthcare Program 
(MCHP), and the Community Health Edu-
cation and Prevention Program (CHEPP). 
The programs are highly integrated, al-
lowing BPHWT’s target population to 
benefit from comprehensive primary 
and preventive healthcare services.

Back Pack teams of three to five mobile, 
trained health workers provide neces-
sary care and treatment to BPHWT’s tar-
get population. The members of each 
team work together to provide all pro-
gram services, with at least one health 
worker occupying a leadership role for 
MCP, one for CHEPP, and one for MCHP. 
However, all team members share re-
sponsibilities as well as communicate 
with each other about their programs, 
helping to identify and meet commu-
nity needs. Health workers carry data 
forms and essential medicines in their 
backpacks, and some teams carry more 
specialized equipment such as surgical 
tools for trauma patients.

BPHWT’s target population is dispersed 

throughout 43 townships and more 
than 320 villages with a median size 
of 275 people. Every township is di-
vided into village tracts, each of which 
is supervised by a field-in-charge, sec-
ond-in-charge, CHEPP-in-charge, and 
MCHP-in-charge. This team of senior 
health workers is responsible for man-
aging, overseeing, and coordinating the 
three to seven Back Pack teams in each 
tract. Each team targets 2,000 people, 
traveling between the villages in their 
tract to carry out their duties. Teams 
also travel to and serve numerous small, 
temporary IDP communities in hiding 
from the SPDC. 

The teams typically carry enough sup-
plies to treat 2,000 people in a six-
month period, but occasionally they 
encounter larger populations needing 
services due to the unpredictable se-
curity situation in many of the areas in 
which BPHWT works. Back Pack teams 
spend a minimum of three days in a vil-
lage, but different lengths of time are 
spent with each community depend-
ing on the movement of communities 
and the need to avoid SPDC forces, with 

some communities becoming inaccessi-
ble if the route becomes too dangerous. 
However, as members of the communi-
ties they serve, local BPHWT staff are fa-
miliar with the local terrain and security 
situation, and are usually able to over-
come these barriers to provide health-
care services to otherwise unreachable 
populations.

BPHWT health workers provide care ac-
cording to regional and international 
standards and protocols as outlined in 
the Burma Border Guidelines (BBG), a 
set of standard clinical guidelines spe-
cifically designed to assist health work-
ers practicing along the Thailand/Burma 
border. The BBG are adapted from in-
ternational treatment guidelines and 
medical literature of the World Health 
Organization, and recommendations 
from non-governmental organizations 
that focus on common diseases present 
on the Thailand/Burma border.45 These 
guidelines are updated every two to 
three years and are consistently used by 
local organizations working along the 
border, helping to standardize diagno-
sis, care, and treatment in a constantly 
changing environment. BPHWT also 
regularly meets with other organiza-
tions providing health care in their tar-
get areas to coordinate and standardize 
diagnosis and treatment protocols. To 
ensure that health workers’ knowledge 
and practices are up to date, they meet 
every six months for field workshops, 
where they learn about updates to pro-
tocols and review common procedures 
and practices.

The health workers in each team share 
their responsibilities and work closely 
together throughout the target area. The 
activities of each program are not sepa-
rate; rather, all of Back Pack’s activities 
are highly integrated and streamlined, 
from supply delivery and distribution 
to health care delivery and community 
education.
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A Day in the Life of a Back Pack Health Worker
There is no typical day in the life of a Back Pack health worker. For even a single team, the security and transportation 
situation can change quite rapidly, which can alter a team’s plan and ability to visit particular villages within their tract on 
certain dates. The following example is just one illustration of a day of work for a Back Pack health worker.

 Hser Mu Na Htoo had just traveled ten hours with her Back Pack team. The team of five health workers trekked on small 
paths over strenuous terrain, climbing mountains and descending valleys. It was rainy season when the rivers flood which 
forced the team to wait many hours before they could cross a large river and continue towards the village. Near the end of 
their journey, the team kept in close contact with the village leader, using their walkie-talkie to make sure the SPDC had 
not occupied the village since their last visit. With a confirmation that the village was safe, the team walked into the village 
at sunset, warmly welcomed by members of their own community. The health workers slept in the homes of their aunts 
and uncles, friends and cousins.

The team awakened early to begin their 
duties. It was a busy day — the health 
workers treated 26 patients for a variety 
of conditions, including diarrhea, malar-
ia, and acute respiratory infection. The 
health workers also provided patients 
with health education and counseling to 
ensure that they understood their condi-
tion and treatment. In the afternoon, the 
team visited the local school for a health 
education session with the help of a Vil-
lage Health Volunteer. The health work-
ers and VHV taught the students about 
nutrition and personal hygiene practices, 
and distributed Vitamin A and de-worming medication. In the evening, the local TBAs and VHVs compiled their data, detail-
ing village health activities performed since the Back Pack team last visited. The health workers then spent another night in 
the village, ready to wake at sunrise to provide another day of treatment, care, and community health education.46

Health workers ford a river to bring medical supplies and services to the next village

BPHWT Health Access Targetsa

BPHWT aims to provide one team of 
three to five health workers for every 
2,000 people in the target population 
(one health worker for every 400-670 
people), one Village Health Volunteer 
for every 200 people, and one Tradition-
al Birth Attendant for every 200 people. 
Currently, the Back Pack health worker-
to-population ratio is one health worker 
to about 650 people, which is measured 
as only 60% progress in Figure 2. How-
ever, this number does not necessarily 
indicate lack of access. While a team of 
five health workers working in an area 
of 2,000 people achieves the BPHWT of-
ficial target ratio of one health worker 
for 400 people, by which this graph was 

calculated, a team of three health work-
ers still provides the necessary supplies 
and services to a population of 2,000 
despite a lower health worker-to-pop-
ulation ratio (approximately 1:670). The 
health worker-to-population ratio has 
remained stable over time because as 
BPHWT has recruited more health work-
ers, the target population has continued 
to increase.

The TBA-to-population ratio has im-
proved over time toward the target of 
one TBA to 200 people. Up until 2010, 
BPHWT only trained TBAs that had pri-
or experience. As a result, after several 
years, there were few experienced TBAs 

left to train. Starting in 2010, BPHWT will 
also recruit women to become TBAs for 
the first time and will give them com-
plete training. This will allow them to 
increase the ratio of TBAs to the popula-
tion.

The VHV-to-population ratio remains 
around 1:500, still well below the target 
of one VHV per 200 people. BPHWT will 
need to recruit and train more VHVs, as 
only two rounds of VHV training have 
been held since 2004. However, because 
VHVs are unpaid volunteers, the number 
of VHVs is expected to fluctuate more 
often than the number of health work-
ers or TBAs.

a The MCHP and  VHV programs were not implemented in all areas as of 2009.  However, BPHWT to population ratios are calculated using the 
entire BPHWT target population, because BPHWT aims to provide adequate services to all target areas and measure progress made toward 
this goal.
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Table 1. Number of health workers, TBAs, VHVs and target population by year

Year # of HWs # of TBAs # of VHVs Target Population

1998 120 0 0 64000

1999 150 0 0 64000

2000 200 0 0 121692

2001 208 0 0 121896

2002 224 0 0 156986

2003 238 0 0 147537

2004 232 202 332 176200

2005 287 260 625 162060

2005 284 507 700 185176

2007 288 591 341 160063

2008 291 525 413 176214

2009 289 630 388 187274

b While BPHWT began training TBAs in 2000, the MCHP only began systematically training TBAs in BPHWT target areas in 2004. Therefore, 
only 2004-2009 TBA/population ratios are included. BPHWT also began training VHVs in 2004. 

c Targets are as follows: 1 BPHWT health worker : 400 people; 1 TBA : 200 people; 1 VHV: 200 people.

Figure 2. TBA, VHV, and health worker-to-population ratios as a percent of target ratios over timeb,c

Medical Care Program (MCP)

When MCP health workers travel to their 
target areas, they visit the homes of 
sick villagers, diagnose them, and pro-
vide them with treatments from their 
backpacks. The most common illnesses 
the health workers see are malaria, di-

arrhea/dysentery, acute respiratory in-
fections, anemia, and worm infestation. 
However, the health workers also treat 
war injuries and a host of other condi-
tions.  Increasingly, health workers en-
counter infectious diseases that they 

As BPHWT’s first, overarching program, 
the Medical Care Program’s original goal 
embodied BPHWT’s overall mission: to 
provide primary healthcare services to 
conflict-affected populations in east-
ern Burma where access to healthcare 
is otherwise unavailable. Infectious dis-
ease is overwhelmingly the main cause 
of death of internally displaced children 
and adults in eastern Burma, particu-
larly malaria. Surveys performed in such 
populations by BPHWT and the Karen 
Department of Health and Welfare have 
found that malaria alone accounts for al-
most half of all deaths in these popula-
tions. The Medical Care Program aims to 
reduce mortality and morbidity rates in 
eastern Burma by diagnosing and treat-
ing common illnesses in BPHWT target 
areas.

are not equipped to treat, such as sus-
pected tuberculosis or HIV/AIDS. Health 
workers cannot care for these patients 
because of the extensive care and treat-
ment such patients require, but health 
workers are able to provide these indi-
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viduals with health education and refer-
ral information. Patients suffering from 
more severe illnesses, such as cerebral 
malaria, are referred to the nearest clinic 
or hospital, and health workers will of-
ten help to facilitate this transfer and 
make sure that the patient arrives safely. 
BPHWT aims to increase the population 
receiving MCP services each year to en-
sure that populations in need receive 
basic medical care. In addition, this mo-
bile system of healthcare delivery also 
allows BPHWT to monitor and adeptly 
respond to outbreaks of infectious dis-
ease of international concern, including 
diarrhea, measles, and influenza-like ill-
nesses. Such responses are key in areas 
that are barred to international humani-
tarian organizations by the SPDC (see 
box below).  

                                 

and disease surveillance in the affect-
ed areas. By November, the epidemic 
had subsided. This comprehensive 
response illustrates BPHWT’s capacity 
to utilize all available resources and 
respond effectively and quickly to in-
fectious disease outbreaks in the field, 
where the affected communities have 
no access to government healthcare 
facilities or international aid. 

Outbreak! BPHWT responds to an emergency in the field 
In September 2009, more than 500 peo-
ple were infected with an influenza-like 
illness in Papun District in Karen State, 
eastern Burma. In the eight original vil-
lages affected, a total of 2,000 patients 
presented the sudden onset of flu-like 
symptoms, such as fever, headache, 
cough, and diarrhea. Concurrently, the 
world was struggling with a new H1N1 
(swine flu) influenza epidemic. By Octo-
ber, the Karen outbreak had spread to 
another three villages ten miles away, 
affecting an additional 150 people. 

BPHWT, together with Papun District 
Karen Department of Health and Wel-
fare  Mobile Health Clinics and Pha 
Hite Clinic, organized a task force to 
respond immediately to the outbreak. 
The team conducted a workshop for 
health workers in the field on how in-
fluenza is transmitted, how to prevent 
transmission, and how health workers 
can protect themselves when working 
with affected populations. Concerned 
that this epidemic could be an out-
break of the novel, pandemic H1N1 
influenza, which had been reported 
in urban Burma, BPHWT collaborated 
with a local Thai hospital to send influ-
enza test kits to the affected area. Lo-

cal health workers collected respiratory 
samples in the field and stored them in 
vials. Using a battery-powered refrigera-
tor, health workers carried these samples 
on foot and by boat for 12 hours back to 
the Thai border. Test results from a Thai 
hospital indicated that all cases were 
seasonal human influenza virus.47

Throughout the outbreak, BPHWT and 
its partners provided medical services, 
health education, case investigation, 

A BPHWT health worker examines a patient with influenza symptoms
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d While BPHWT has provided necessary care and treatment in its target areas since 1998, standard data collection procedures were not imple-
mented until 2003. For this reason, only 2003-2009 data is included in this report. For more information on standardization of data collec-
tion, see “Monitoring and Evaluation: Caveats and Solutions” in the Obstacles in Program Implementation section.

Objectives of MCP

To provide essential drugs for •	
common diseases in the target 
areas
To strengthen patient referral •	
systems
To respond to disease outbreaks •	
and emergency situations
To improve health workers’ skills •	
and knowledge

Impact

As BPHWT’s capacity to provide basic 
medical care has grown and the need 
for medical care in eastern Burma has re-
mained high, BPHWT has expanded cov-
erage of the MCP program over the past 
ten years. In 1998, there were 32 Back 
Pack teams composed of 120 health 
workers working in eastern Burma. At 
that time, Back Pack teams served nine 
ethnic target areas and 64,000 people. 
By 2010, BPHWT has expanded to the 
north and west; today there are 289 
health workers and 80 Back Pack teams 
serving 20 target areas and more than 
187,000 people, indicating a ratio of one 
Back Pack health worker for every 650 
people. In 2009, Back Pack teams treat-
ed a total of 88,786 patients.

In the following pages are a series of 
tables and graphs with caseloads and 
disease rates for the diseases most com-
monly affecting the BPHWT target pop-
ulation. It is very difficult to attribute 
trends in disease rates to a particular 
factor or to use them to gauge BPHWT’s 
effectiveness because so many factors 
affect disease risk, and many factors are 
immeasurable. These factors include 
military violence, human rights viola-
tions, environmental factors, and popu-
lation displacement, as well as disease 
prevention behaviors and effectiveness 
of BPHWT services. It is also important 
to keep in mind that the disease rates 
presented in the following pages are es-
timated, and thus involve a certain level 

of uncertainty; a series of disease rates 
over a number of years may suggest a 
trend, but when taking the uncertainty 
of the estimates into account, it is possi-
ble that such a trend does not exist. De-

spite this, it is helpful for BPHWT to track 
caseloads and estimate disease as they 
monitor the health situation in their ar-
eas and plan for future services.d
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Malaria

Plasmodium falciparum (Pf ) malaria is 
the most deadly form of malaria parasite. 
In Burma during 2008, it was responsi-
ble for about 75% of malaria cases, and 
it affects at least 6.3%-12.5% of IDPs in 
the conflict areas of eastern Burma.48,49 
Other strains of malaria, such as plas-
modium vivax (Pv), are also prevalent in 
eastern Burma. Prior to 2005, Back Pack 
health workers utilized clinical diagnosis 
and presumptive treatment for malaria 
patients according to the Burma Bor-
der Guidelines (BBG). Clinical diagnosis 
and presumptive treatment involves as-
sessing a patient for malaria signs and 
symptoms without laboratory or rapid 
testing and treating according to clinical 
guidelines. 

In 2005, due to increasing access to re-
sources, BPHWT began confirming diag-
nosis of Pf using small, easy-to-use, port-
able kits known as Rapid Diagnostic Test 
(RDTs). Initially, health workers only used 
RDTs if they were unsure of a clinical ma-
laria diagnosis, so only a limited number 
of RDTs were distributed to each team. 
However, in July 2007, BPHWT gained 
the appropriate resources to adhere to 
a consistent confirmed diagnosis proto-
col as recommended by the BBG. Since 
2007, health workers have used RDTs 
for everyone presenting a fever, result-
ing in increased accurate diagnosis for 

Figure 3.  Presumptive and confirmed malaria caseload over time 

Story from the field: 

Skilled BPHWT health workers provide essential care 
in remote areas of eastern Burma
“Once, I was in the field when a patient with a severe abdominal injury was brought to me from 
a nearby village. A buffalo had gored the patient, forcing a horn straight into his abdomen, 
causing the intestine to come out of his body. I had never seen this kind of injury before, but I 
knew I had to help in some way. I asked permission from the patient’s parents to try and heal the 
patient, because I wasn’t sure whether I could help or not. They said it was OK. So I got a surgical 
knife, cut a small hole in the stomach, put the intestines back into the stomach, and sutured the 
wound closed. I divided the BPHWT health workers into groups so that the patient could receive 
continuous care, around the clock. After two weeks, this patient recovered and he is still alive 
today. I was very happy to have saved his life.”

Hser Mu Nar Htoo, 
Field-in-Charge and 

MCP health worker, Kler 
Lwee Htoo area
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patients with Pf malaria. As a result the 
proportion of confirmed cases increased 
in 2008 and 2009.
Similarly, BPHWT currently provides 
first-line malaria treatment to patients 
in the field in accordance with the BBG 
and practices of local health organiza-
tions. By ensuring that diagnostic and 
treatment protocols adhere to the cur-
rent BBG, BPHWT health workers save 
patient lives, reduce the spread of the 

Pf parasite in IDP communities, and help 
prevent the development and spread of 
drug resistant forms of the disease. 
According to a 2009 internal clinical log-
book review, 94% of BPHWT Pf patients 
were treated correctly according to clini-
cal symptoms and treatment guidelines 
as outlined in the BBG.

Figure 4 depicts malaria morbidity rates 
over time. The rates are mostly consistent 

Diarrhea and Dysentery 

Diarrhea is a catchphrase for a variety of 
medical conditions caused by bacteria, 
viruses, and parasites. Regardless of the 
pathogen causing diarrhea, when left 
untreated, it can quickly cause dehydra-
tion, especially among children, and re-
sult in severe illness or death. Dysentery 
is characterized by blood in the stool, 
high fever, and abdominal pain, and is 
caused by particular types of bacteria or 
parasites. 50

Diarrhea is largely preventable when 
populations can access a clean water 
source and a proper water and sanita-
tion system, and good nutrition pro-
motes a strong immune system that can 
fend off diarrheal disease. Drinking oral 
rehydration solution (ORS) is the most 
effective way to speed recovery from 
diarrhea and to prevent mortality, par-
ticularly among children. However, IDPs 
in Burma often lack knowledge on the 
best ways to prevent and respond to 
diarrhea, and due to frequent displace-
ment and limited resources, it is difficult 
for them to develop safe water and sani-
tation systems. 

In a BPHWT baseline health assessment 
survey conducted in 2001, 40% of chil-
dren under age five had diarrhea in the 
two weeks prior to the survey. Only 8% 
of mothers gave ORS to their child with 
diarrhea, and an additional 6% gave 
“more fluids” than normal. Only 21% 
of adults and 14% of children regularly 
used a latrine. In a survey BPHWT con-
ducted in IDP communities in three 
states in eastern Burma in 2002-3, di-
arrhea accounted for 24% of deaths of 

Figure 5.  Diarrhea and dysentery caseload over time

except for those in 2006 and 2007, when 
they were lower. At that time in some 
BPHWT areas, health workers stayed 
longer in their village tracts and provid-
ed more ongoing services. As a result, 
the amount of access time increased for 
those years, which decreased the overall 
rate. Starting in 2008, they changed the 
way they counted access time in order 
to make the rates more consistent across 
areas, so the rates went back up.

children under age 5 and 11% of adult 
deaths.51 In the more recent survey con-
ducted in 2008 in a wider range of areas 
in eastern Burma including  BPHWT are-
as, diarrhea accounted for 9% of deaths 

in children under age five, and 13% of 
overall deaths. Diarrhea prevalence in 
BPHWT areas among children under 
five years old in the two weeks prior to 
the survey was 7%, and among children 
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Figure 6. Diarrhea and dysentery rates over time (per 1000 people per year) 

who had diarrhea, 17% of them had tak-
en ORS for treatment. In addition, more 
than 75% of households in BPHWT areas 
did not regularly have access to a latrine 
or other toilet facility.

The MCP program works to prevent 
deaths due to diarrhea and dysentery by 
encouraging the use of ORS and provid-
ing additional treatment for severe cas-
es. Other BPHWT programs, discussed 
later, help to prevent diarrheal disease 
by providing education and improving 
water and sanitation systems. 
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Acute Respiratory Infection (ARI)

Figure 7. Acute Respiratory Infection caseload over time
 (Data includes both upper(mild) and lower (severe) respiratory infections)

Acute respiratory infections (ARIs) are 
infections of both the upper and lower 
respiratory tract. Upper respiratory tract 
infections affect the ear, nose, throat, 
and airway; these infections are known 
as “colds” and usually resolve on their 
own without treatment. Lower respira-
tory tract infections (pneumonia) affect 
the lungs and smaller airways. Lower 
respiratory infections are much more se-
rious and without proper treatment can 
be fatal, particularly in infants, children, 
and the elderly.

ARIs account for a large proportion of 
morbidity and mortality in the IDP com-
munities of Burma. In the 2004 BPHWT 
survey (reported in Chronic Emergency 
in 2006), ARIs accounted for 11% of 
deaths of children under age five and 
12% of total deaths.52 Similarly, the East-
ern Burma Retrospective Mortality Sur-
vey (2008) reported that ARIs accounted 
for 21% of all deaths and 26% of deaths 
in children under the age of five in BPH-
WT areas. Proper care and treatment for 
ARI patients in Burma is necessary in or-
der to prevent antibiotic resistance and 
mortality.

By assessing cases early to determine if 
they are serious cases that require treat-
ment, BPHWT helps to prevent mortality 
due to ARI. It is particularly important for 
young children to receive treatment for 
lower ARI.

Figure 8. Acute Respiratory Infection rates over time (per 1000 people per year)
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War Injuries

In the conflict zones of eastern Burma, 
war injuries, particularly gunshot and 
landmine casualties, are common. In a 
2003 mortality survey, landmines and 
other violent causes accounted for 4% 
and 6% of total deaths, respectively, and 
eastern Burma remains one of the most 
heavily mined areas in the world.53 

In 2008, the Landmine Monitor reported 
a total of 721 landmine casualties in Bur-
ma, increased from 438 in 2007 and 243 
in 2006.54 Other sources have estimated 
that approximately 1,500 landmine cas-
ualties occur annually in eastern Burma 
alone, accounting for 5% of deaths.55 
However, these estimates likely reflect 
severe underreporting, as most injuries 
occur in areas where data are not rou-
tinely collected.56 BPHWT is one of the 
few organizations making an effort to 
systematically collect information that 
can be used to estimate landmine and 
gunshot wound casualty rates in Bur-
ma.
The Burmese government has remained 
outside international efforts to ban land-

mines, which are used by both govern-
ment forces and armed ethnic groups.57 
Despite their intended use for combat, 
landmines have been shown to have a 
disproportionate effect on civilian pop-
ulations.58 Yet for landmine victims in 
conflict areas in eastern Burma, there is 
little or no access to care. The lack of care 
in these areas means long delays before 
reaching treatment, which are often 

Table 2. Acute gunshot and landmine injuries over time

Year 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Gunshot injuries 127 201 145 155 86 122 151 127 39 55

Landmine injuries 297 83 68 40 18 28 28 49 22 17

fatal. For the survivors who are already 
living in poverty, being crippled by an 
amputated limb can worsen poverty, as 
the survivor is likely unable to help for-
age for food or supplies or help earn a 
living for his or her family. Additionally, 
the fear of landmines also limits villag-
ers’ ability to forage or travel, with signif-
icant impact on economic security and 
access to healthcare services.59

While the landmine casualty rates esti-
mated from BPHWT case data are high, 
Back Pack health workers only visit a 
given village for a handful of days out 
of the year, and record data only for the 
landmine casualties that were treated 
during this window of time. Therefore, 
the landmine injuries occurring during 
the rest of the year are probably not 
counted, and the case data likely un-
derestimates the true landmine casu-
alty rate. This notion is supported by the 
consistently higher figures from BPHWT 
population-based surveys: 13.4 casual-
ties per 10,000 in 2003, and 21.9 in 2005. 
The population-based surveys sampled 
a large population over a set period of 
time, and therefore provide a more ac-
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Figure 9. Landmine casualty rates per 10,000 people (estimated from case records).
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curate estimate of true landmine casu-
alty rates in eastern Burma. 

Rates estimated using BPHWT’s popula-
tion - based surveys from eastern Burma 
are on par with some of the most heavily 
mined conflict settings in the world, in-

cluding Kosovo in 1999 (12.0 casualties 
per 10,000 population), Mozambique 
in 1994 (12.8) and Cambodia during 
active conflict in the 1990s (16.3).60,61,62 
BPHWT landmine data provides a win-
dow into the severity of the situation in 
eastern Burma, and rationale for criti-

Conclusion

BPHWT’s target population has increased 
significantly since 1998, from nearly 
64,000 people to more than 187,000 in 
2009. As the target population grows, 
BPHWT aims to continue to provide 
health care to a growing population of 
hard-to-reach people in need. Moreover, 
BPHWT provides care according to re-
gional and international standards and 
protocols for disease treatment, includ-
ing using RDTs and combination thera-
py for malaria diagnosis and treatment. 
BPHWT has and will continue to not 
only keep abreast of best health prac-
tices, but also work with other organiza-
tions to expand health care services and 
better standardize care and promote 
health system development throughout 
Burma. Such practices not only benefit 
internally displaced populations at the 

cally needed increased international 
advocacy. Moreover, the data indicates 
a large number of trauma patients that 
need care. BPHWT aims to increase cov-
erage and services in the coming years 
in order to care for a greater proportion 
of these patients.

individual and community levels, but 
also benefit neighboring countries by 
preventing the spread of communica-
ble and drug-resistant diseases across 
the border. 

It is noteworthy that the major causes of 
morbidity and mortality in BPHWT tar-
get areas (malaria, diarrhea/dysentery, 
ARI) are largely preventable.   BPHWT 
has recognized the need for both pre-
vention and treatment of these diseases 
and has achieved measurable progress 
through implementation of the Com-
munity Health Education and Preven-
tion Program (CHEPP). The Medical Care 
Program will seek to expand its services 
in the coming years in close conjunc-
tion with prevention services and health 
education, and with an emphasis on 
collecting high quality data that can be 
used to monitor and evaluate their pro-
grams.
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Story from the field: 

BPHWT empowers local communities with critical 
health knowledge
“Since I started working for BPHWT as an MCP health worker, I have noticed many changes in 
the communities in which we work. Earlier, when villagers got malaria, they waited to go to a 
health worker until it was severe. Now, villagers have learned more about malaria and other 
diseases and the importance of early diagnosis and treatment. They contact Back Pack health 
workers before their illness becomes severe. They increasingly ask BPHWT for assistance, in-
stead of buying medicine of questionable quality from pharmacies. As a result, there are fewer 
disease outbreaks such as diarrhea. Moreover, Back Pack health workers are diagnosing disease 
better, and expanding and treating according to the needs of the communities.”

Win Kyaw, MCP 
coordinator & MCP 
health worker since 

1999

Community Health Education and Prevention Program (CHEPP)
The major causes of morbidity and mor-
tality in BPHWT’s areas, such as diarrhea, 
malaria, and malnutrition, are mostly 
preventable. As a complement to the 
Medical Care Program, which prima-
rily treats illnesses and injuries, BPHWT 
designed the Community Health Edu-
cation and Prevention Program to pro-
mote measures to prevent diseases in 
their target areas. The main focus of dis-
ease prevention activities are malnutri-
tion, and water and sanitation.

Malnutrition is highly prevalent among 
internally displaced populations in 
Burma. The Eastern Burma Retrospec-

tive Mortality Survey (2008), which in-
cluded BPHWT areas as well as other 
areas in eastern Burma, found that 37% 
of children ages three months to five 
years were malnourished, and 4% were 
severely malnourished. Additionally, 
only 19% of children under age 12 had 
received Vitamin A supplementation in 
the six months prior to the survey. Vita-
min A is essential for the functioning of 
the immune system and the growth of 
children, and Vitamin A supplementa-
tion has been shown to prevent illness 
and death in low birth-weight or pre-
term infants. The WHO recommends 
provision of Vitamin A supplements 

every four to six months for young 
children in order to prevent deficiency, 
which can cause blindness, exacerbated 
illness from measles or diarrhea, and an 
increased risk of death.63,64 In short, sup-
plementation with Vitamin A is among 
the most affordable, easy to deliver, and 
effective health interventions for young 
children.

Prevention is also extremely effective 
through improved water and sanitation 
systems, which prevent the spread of 
gastrointestinal illness. A water and san-
itation survey conducted by        BPHWT 
in 2001 indicated that more than 30% of 
IDPs rarely or never boil their water, and 
that access to and use of latrines is low. 
Installation of latrines and improved, safe 
water systems reduce contamination of 
drinking water, and in turn reduce the 
incidence of water-borne diseases.

Since the program began in 1999, the 
Community Health Education and Pre-
vention Program has aimed to enable 
and empower internally displaced and 
vulnerable populations in Burma with 
basic skills, knowledge, and supplies re-
lated to primary health care and preven-
tion. The four sub-programs of CHEPP 
provide complementary services that 
together provide each community with 
the knowledge and ability to independ-
ently prevent disease and improve the 
public health of their villages.
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Figure 10. Vitamin A and de-worming supplementation coverage represented as a percent of 
the total number of times children under age 12 should receive each medication each year

f It is difficult to accurately estimate the total number of children under age 12 who receive Vitamin A supplements and de-worming medica-
tion every six months as recommended by the WHO. Security circumstances in the field prevent BPHWT from being able to assign children 
an identification number, therefore making it nearly impossible to record follow-up doses and overlap between six-month terms.

CHEPP Sub-Programs Objectives and Impact

The School Health and Nutritional 
Program teaches primary school stu-
dents about nutrition and water and 
sanitation, including personal hygiene 
practices. The program aims:

To improve networking among •	
community health organizations
To educate students and the •	
community about health
To improve water and sanitation •	
systems in the community to re-
duce water-borne diseases
To reduce the incidence of mal-•	
nutrition and worm infestation.

Impact
Since 2001, the School Health and Nutri-
tional Program has expanded from edu-
cating 500 students annually to 8,578 
students in 2009. In 2004, BPHWT began 
distributing Vitamin A and de-worming 
medication every six months to children 
under age 12 both inside and outside of 
schools. In 2009,   BPHWT distributed Vi-
tamin A 88,250 times to children under 
age 12, which represents 59% progress 
towards the target of providing Vitamin 
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Vitamin A De-worming medication

Year

Pregnant 
Women 
Target 

Population

Total # Times 
Children

Receiving
Deworming 

Medicine

% Coverage 
Deworming 

Medicine

#Times 
Children 

Receiving 
Vitamin A

% Coverage 
of Vitamin A

2004 7453 29725 21% 38250 27%

2005 6855 40095 31% 41628 32%

2006 7832 24373 16% 23774 16%

2007 6770 31484 25% 39784 31%

2008 7453 46308 33% 78024 55%

2009 7921 63536 42% 88250 59%

A twice per year to every child under age 
12 in BPHWT’s target population. Back 
Pack teams also distributed de-worming 
medication 63,536 times to children un-
der age 12, representing 42% progress.f

The data illustrate that BPHWT is mak-
ing significant progress in distributing 
Vitamin A and de-worming medication 
to the goal of reaching 90% of the child 
population.

Vitamin A and De-worming Coverage for Children in BPHWT Target Areas
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The Water and Sanitation Program 
installs latrines and water systems in vil-
lages and trains field workers to perform 
the installations. The program aims to:

Improve water and sanitation •	
systems in communities in or-
der to reduce the prevalence of 
water-borne diseases
Install one latrine for every five •	
villagers in BPHWT target areas

Impact
Since 2005, BPHWT has installed 64 grav-
ity flow water systems, 63 shallow wells, 
and at least 8,080 latrines in villages and 
near schools throughout BPHWT’s tar-
get areas. Currently, about 12,000 peo-
ple have access to gravity flow systems, 
3,500 people to shallow wells, and at 
least 29,600 people to latrines built by 
BPHWT.g  The percent of target popula-
tion with access to improved water and 
sanitation systems will be estimated 
during BPHWT’s 2010 Impact Assess-
ment Survey, as water systems and la-
trines built by BPHWT represent only a 
portion of those available to the target 
population.

The Village Health Volunteer (VHV) 
Program trains VHVs in water and sani-
tation and disease prevention, among 
other relevant health topics. VHVs pro-
vide much-needed assistance to Back 
Pack health workers during their stay in 
the villages, helping with Vitamin A dis-

g Populations who have access to latrines built at schools for the School Health and Nutrition Program have not been included.

tribution, follow-up malaria treatment, 
compiling lists of schools and numbers 
of students, recording village popula-
tions, conducting home health educa-
tion, and monitoring BPHWT-built water 
systems. Additionally, villagers attend 
village health workshops led by Back 
Pack health workers and VHVs. Villagers 
then bring the health knowledge that 
they learned back to their communities. 
These sessions not only help commu-
nity members learn about health, but 
also help them identify and express the 

health priorities of their communities, 
allowing BPHWT to better address these 
needs and improve their programs. In 
2009, 13,588 community members at-
tended village health workshops.

The program seeks to:
Recruit Village Health Volunteers •	
from target communities to assist 
Back Pack health workers and or-
ganize community health educa-
tion sessions (one VHV for every 200 
people)
Organize VHV trainings and work-•	
shops and community health cam-
paigns
Improve community participation •	
in health programs

Impact 
BPHWT has trained more than 700 VHVs, 
388 of which were working in the field 
in 2009. This data indicates a current ra-
tio of one VHV to 480 target population. 
BPHWT has only conducted two rounds 
of VHV field trainings in the past ten 
years (2004 and 2005), and plans to hold 
additional trainings, with a focus on re-
tention to achieve the goal of one VHV 
per 200 target population.
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The Lymphatic Filariasis (LF) Control 
Program seeks to prevent and control 
LF transmission and infection through 
community education and by treating 
those currently infected with the dis-
ease.

Because not all people infected with LF 
show symptoms, it is necessary to con-
duct Mass Drug Administration (MDA) 
to a specific target population in order 
to eliminate the disease. MDA is a stand-
ard international practice that has been 
successful in other countries such as 
neighboring Thailand.65 For displaced 
populations in eastern Burma, govern-
ment LF surveillance and reporting are 
inadequate and unreliable, rendering LF 
control nearly impossible, and threat-
ening LF control efforts in neighboring 
countries. Because of these issues, 
BPHWT endeavored to measure LF 
prevalence in three areas of eastern 
Burma that reported high incidence of 
LF symptoms such as hydrocele (fluid 
accumulation in a body cavity, particu-
larly the scrotum) and lymphadema 
(tissue swelling in the legs). BPHWT 
conducted screening using rapid diag-
nostic equipment, and screening results 
provided baseline data for the initiation 
of an LF treatment program.From Janu-
ary to July 2008, BPHWT screened 297 
people in Kler Lwee Htoo, Papun, and 

Table 3. Lymphatic filariasis MDA coverage for selected BPHWT areas

Year Area Total eligible populationh Population ingesting medicine Percent MDA  coverage

2008 Papun 4648 3239 70%

2009 Papun 5204 3051 59%

2009 Kler Lwee Htoo 3408 3148 92%i

2009 Thaton 1124 679 60%

h Excludes population ineligible for MDA ingestion: pregnant women, lactating women, and children under two years of age.
i BPHWT distributed MDA in Kler Lwee Htoo in both terms in 2009, and overlap was not recorded. This percentage is possibly a slight overes-

timate due to double counting, but because coverage was very low in the first term, it is unlikely that overlap was significant.

Thaton areas of Karen State. 128 of 297 
people (43%) tested positive for LF anti-
genemia, indicating a high rate of LF in-
fection. Accordingly, BPHWT conducted 
MDA training and subsequently imple-
mented MDA in Papun area in 2008. In 
2009, BPHWT implemented MDA in all 
three areas. The LF program still remains 
in its pilot phase.

Impact
MDA coverage reached 70% of the eli-
gible LF target population in 2008, and 

71% of the total eligible LF target popu-
lation in 2009. BPHWT continues to talk 
with villagers about their concerns with 
MDA, and will focus on raising commu-
nity awareness of the risks of LF, how it is 
transmitted, and the importance of par-
ticipating in MDA to prevent transmis-
sion. In early 2011, BPHWT will conduct 
a second round of screening to estimate 
LF prevalence and program impact after 
two and a half years of MDA cover age.

Conclusion

As CHEPP continues to expand its servic-
es, an increasing number of villagers will 
become knowledgeable about basic pri-
mary health concepts, and will be well-

equipped to prevent and treat common 
health problems. CHEPP will continue to 
emphasize community involvement and 
ownership, and encourage long-term, 

sustainable, high-quality health care in 
internally displaced communities.
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Maternal and Child Healthcare Program (MCHP)

had access to emergency obstetric care. 
Approximately 80% of respondents had 
never used contraceptives, indicating 
lack of knowledge about and access to 
family planning resources. Women re-
quire high iron intake during pregnancy, 
but only 40% of respondents received 
any iron supplements during their pre-
vious pregnancy.

Responding to these demonstrated 
needs, BPHWT founded the Maternal 

and Child Health care Program in 2000. 
The program aims to improve maternal 
and child health by training and utiliz-
ing an extensive network of communi-
ty-selected Traditional Birth Attendants 
(TBAs). BPHWT trains TBAs in antenatal 
and postnatal care, normal delivery, 
and recognition of danger signs during 
pregnancy and childbirth. TBAs refer pa-
tients to clinics for emergency obstetri-
cal care. This network ensures that ma-
ternal healthcare is readily available to 
even remote populations.

The program also distributes de-worm-
ing medication, folic acid, and iron sup-
plements to women during pregnancy, 
and Vitamin A to pre- and postpartum 
women. Maternal Vitamin A deficiency 
has been shown to not only cause ma-
ternal night blindness, but also has been 
associated with an increased risk of low 
birth weight for the infant, higher inci-
dence of common childhood morbidi-
ties, and increased risk of mortality in 
the infant’s first six months.70,71 Folic acid 
and iron supplements have been shown 
to reduce birth defects and prevent ma-
ternal iron deficiency, respectively.

As most causes of maternal death are 
preventable in a functioning health sys-
tem, the Maternal Mortality Ratio (MMR) 
is often used as an indicator of the avail-
ability of reproductive health-related 
care and services.66 The estimated Ma-
ternal Mortality Ratio within the inter-
nally displaced populations in eastern 
Burma ranks amongst the highest in the 
world: 1 in 12 women die in pregnancy 
or childbirth (1,000-1,200 women per 
100,000 live births)j. Such a high MMR 
indicates a consistent high risk of death 
when compared to developed countries 
(an average of 9 deaths per 100,000 live 
births), or even the national Myanmar 
figure reported to the UN. 67,68  The latest 
survey (for 2003-2008) by UNICEF and 
the Myanmar Department of Health in-
dicated that the MMR in Myanmar was 
320 per 100,000 live births.69 This figure 
severely underestimates the MMR in re-
mote IDP populations in Burma as esti-
mated by BPHWT.

According to a BPHWT survey (2002), 
the majority of deliveries in eastern Bur-
ma occur at home, usually with only the 
assistance of an unskilled birth attend-
ant. Furthermore, internally displaced 
women had very low levels of knowl-
edge about the risks associated with 
pregnancy, and only 4% of these women 

j Based on BPHWT Traditional Birth Attendant data, and reported in Chronic Emergency.



35Back Pack Health Worker Team’s Ten Years Report

Table 4. Summary of MCHP deliveries from 2000-2009 

Year 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Total deliveries 115 324 2201 1517 1432 2297 2693 3463 3156 3708

Live births 101 296 2066 1457 1347 2222 2594 3337 3095 3621

Still births / Abortions 14 28 135 60 84 81 103 134 63 90

Neonatal deaths N/A N/A 52 32 47 73 94 117 69 96

Pregnancy - related deaths N/A N/A 21 12 8 15 15 27 13 16

Program Objectives
To increase maternal and child •	
health care 
To improve knowledge and skills •	
of TBAs and MCHP Supervisors
To encourage positive commu-•	
nity attitudes towards and utili-
zation of family planning 
To provide delivery records•	

The MCHP has a unique strategy for 
selecting and training program staff in 

order to increase the number of highly 
trained Traditional Birth Attendants 
in the field. BPHWT selects Back Pack 
health workers to be MCHP Supervisors, 
and then trains them in Thailand every 
six months in safe birthing practices and 
teaching methods and skills so they can 
return to the field as trainers (this strat-
egy is known as Training of Trainers). 
MCHP Supervisors return to the field, 
where they recruit and train TBAs. TBAs 
are selected only if they have previous 
experience with childbirth in their com-

munities, and are recommended by 
their community for the position. The 
MCHP program’s Training of Trainers 
strategy ensures that many TBAs can be 
effectively and safely trained in the field 
without the security risk and resources 
associated with long-distance travel to 
and from trainings in Thailand. TBAs also 
attend follow-up workshops in the field 
every six months in order to improve 
their knowledge and skills, share their 
experiences, and discuss issues faced in 
the field with other health workers.

Impact 

The MCHP currently accesses approxi-
mately 35,000 women of reproductive 
age in eastern Burma, out of approxi-
mately 44,000 total women of reproduc-
tive age in BPHWT target areas. Since 
2000, Traditional Birth Attendants 
trained by BPHWT have assisted with a 
total 20,906 deliveries, of which 20,136 
(96.3%) resulted in a live birth. BPHWT 
has held yearly trainings in BPHWT tar-
get areas for new TBAs every year since 
2004, training a total of 948 TBAs, 630 
of which are currently working in the 
field. This indicates a ratio of one TBA for 
every 70 women of reproductive age in 
all BPHWT target areas. While this ratio 
has decreased by over 100% since 2002, 
indicating significant progress towards 
the target, BPHWT still aims for a ratio 
of one TBA for every 200 people in their 
target population.
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The MCHP began distributing Vitamin A 
and de-worming medication to women 
in 2004, and iron and folic acid in 2007. 
In 2004, 1,001 pre- and postpartum 
women received Vitamin A, and 863 
pregnant women received de-worming 
medication, indicating approximately 
52% and 45% coverage of pregnant 
women in the MCHP’s access popula-
tion, respectively. In 2009, 3,348 pre- and 
postpartum women received Vitamin 
A and 3,281 pregnant women received 
de-worming medication. Out of the total 
eligible population, approximately 53% 
of pregnant women received Vitamin A 
and 52% received de-worming medica-
tion.  From 2007-2009, BPHWT has giv-
en iron and folic acid to approximately 
3,000-3,500 pregnant women each year, 
indicating roughly 55% coverage of eli-
gible pregnant women.

Beginning in 2004, BPHWT began edu-
cating men and women in their target 
areas about family planning and dis-
tributing birth control. In 2004, BPHWT 
distributed family planning medicine 
and supplies to 1,262 people in their 
target population; in 2009, 2,771 people 
received services, including 289 men. 
BPHWT aims to encourage greater male 
participation in the future because male 
contraceptive methods are simple and 
involve fewer complications. Because of 
the cultural issues surrounding family 
planning, BPHWT distributes supplies to 
only those who request access to these 
services.

k Although BPHWT began training TBAs in 2000, the MCHP only began systematically training TBAs in BPHWT target areas in 2004. Therefore, 
only 2004-2009 data is included.

Figure 11. Traditional Birth Attendant-to-pregnant ratio as a percent of the target ratio in 
BPHWT target areas over time.k
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% Progress 
to TBA/

Pregnant 
Target

2004 202 4753 37 8 22%

2005 260 6855 26 8 30%

2006 507 7833 15 8 52%

2007 591 6771 11 8 70%

2008 525 7454 14 8 58%

2009 630 7922 13 8 64%

Progress towards TBA to pregnent women target 2004-2009 
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Story from the field: 

BPHWT encourages local communities  to learn about 
and discuss health issues
“Before we gave health education, villagers were very shy to talk about family planning and 
women’s reproductive health. With health education, villagers now understand family planning 
methods and how family planning impacts themselves and the community. They understand 
how it is useful for them, and they are willing to share ideas with each other and talk openly about 
family planning and women’s health amongst each other.”

David Yeh, MCP health 
worker, Taungoo area

Conclusion
Over the years, the MCHP has continued 
to train new TBAs and re-train existing 
TBAs, supplying more knowledge to 
the TBAs working in the program. As 
time has passed, TBAs have increasingly 
communicated and coordinated with 
each other in workshops and in their 
communities, lending strength to the 
effectiveness of the program. However, 
many TBAs are aging, and BPHWT’s re-
quirement that each newly-trained TBA 
have previous experience is limiting 
the pool of recruitment. To solve these 
problems in the next several years, new 
birth attendants will work with existing 
TBAs to learn initial skills. They will then 
be eligible to participate in BPHWT TBA 
training. Additionally, TBAs will be of-

fered the opportunity to attend special 
TBA training to learn skills in emergency 
obstetrical care.

As BPHWT expands, the MCHP will seek 
to hold more TBA trainings in Back Pack 
target areas, thereby increasing cover-
age for all women in need. The Maternal 
and Child Healthcare Program has re-
cently expanded into Chin State in west-
ern Burma. In the more distant future, 
the MCHP aims to increase standards 
and train TBAs as midwives, with more 
knowledge and skills in preventing and 
treating maternal health issues. BPHWT 
aims to train at least one midwife for 
every village in their target population, 
serving as a much-needed resource for 
the women in each community.
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III. MONITORING AND EVALUATION
BPHWT consistently collects high-quality data from eastern Burma’s “black zones”, reporting on the health status of vulnerable 
and internally displaced populations in these areas. To ensure maximum program effectiveness, BPHWT routinely monitors the 
management and impact of its programs using several methods.

PROGRAM MONITORING AND EVALUATION

each village, information on patient re-
ferrals, as well as medicine and supply 
inventories, descriptions of security and 
program challenges in the area (includ-
ing documented human rights viola-

tions perpetrated by the SPDC and its 
allies), and summaries of workshops, de-
cisions, and changes made in the field.

Data from each Back Pack team is re-
viewed and compiled at biannual field 
workshops in each area inside Burma. At 
these workshops, Field-in-Charges lead 
refresher and specialized programmatic 
training and review issues and chal-
lenges in their area with health work-
ers. Health workers are evaluated using 
pre-training and post-training exams. 
Field-in-Charges also hold biannual 
meetings with local community leaders 
to discuss the current health situation 
and any healthcare concerns or needs 
the communities may have, and plan 
how BPHWT will help meet these needs. 

Data Collection and Biannual Meetings

Logical Framework
The foundation of BPHWT’s monitoring 
and evaluation efforts is their logical 
framework. At the beginning of each 
year, BPHWT revisits the logical frame-
work of its programs and for the or-
ganization as a whole. To formulate this 
framework, BPHWT carefully developed 
overall goals for each program, specific 
objectives for each program goal, and 
precise qualitative and quantitative in-
dicators to measure the achievement 
of these objectives. At the beginning of 
each year, BPHWT predicts program ac-
tivities and results for the year based on 
target populations and previous data. At 
the end of each year, the BPHWT Lead-
ing Group, Executive Board, and Field-
in-Charges compare the planned and 
actual activities of each program, which 
is reported in the annual report. This re-
view allows BPHWT to identify strengths 
and weaknesses and make appropriate 
changes in program implementation.

Each Back Pack health worker completes 
a set of standard forms during a six-
month period. Collected data includes 
programmatic and population data, a 
record of how long the team spent in 
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In this setting, BPHWT is able to obtain 
support and approval from community 
leaders and strengthen communication 
and feedback systems. 

Field-in-Charges also attend meetings 
at the BPHWT office in Mae Sot every 
six months, where they report on their 
areas, discuss relevant problems or is-
sues with each other, and brainstorm 
solutions. At this time, Field-in-Charges 
receive upgrade and refresher training 
and make key programmatic decisions 

as a group. They also return data from 
their area, which is analyzed during the 
meeting so that participants can discuss 
the indicators for each program.

Additionally, program coordinators and 
members of the Leading Group and 
Executive Board from Mae Sot visit the 
field sites in Burma twice a year to at-
tend field meetings and workshops and 
to meet with the local communities to 
gauge BPHWT reception and effective-
ness.

Internal Program Monitoring and Development
Internal Program Improvement Project
In 2007, BPHWT wanted to ensure that 
current systems and structures were 
keeping pace with the growth of the 
organization. With help from the Burma 
Relief Centre (BRC) and an external con-
sultant facilitator, BPHWT created an 
Internal Program Improvement Project 
(IPIP) committee to address three areas 
where improvements could be made:
 1.  Communications - BPHWT imple-

mented more communications 
protocols, encouraged feedback in 
communications loops, and bought 
more radios and satellite phones for 
remote areas.

2.  Drug Management - Prior to the 
IPIP, BPHWT documented regular 
shortages in drug supply and prob-
lems with faulty orders and late 
deliveries. Increased communica-

tion between the drug company, 
the Mae Sot office, and the field re-
sulted in fewer problems with drug 
orders, but additional problems 
with budget and supply estimates 
continue to be addressed.

3.  Clinical Log Book Review  - A review 
of clinical log books showed health 
worker adherence to diagnostic 
and treatment guidelines, but also 
reflected that Back Pack workers 
could improve compliance with 
treatment protocols. As a result, 
more health workers obtained cop-
ies of the current, standard clini-
cal guidelines and passed a field 
course on their use. Adherence to 
protocols has since improved sig-
nificantly.

Internal Performance Monitoring Team
At the conclusion of the Internal Pro-
gram Improvement Project, BPHWT de-
cided to continue internal program im-
provement through the formation of an 
Internal Performance Monitoring Team 
(IPMT). The IPMT meets biannually and is 
responsible for the improvement of the 
general and operational management 
capacity of BPHWT. The IPMT focuses on 
three main areas:

1. Quality Control - BPHWT conducts 
regular clinical logbook reviews to 
assess compliance with malaria, 
diarrhea, and ARI diagnostic and 
treatment protocols, holds field 
workshops to review and upgrade 
health worker knowledge, conducts 
assessments of health workers and 
Field-in-Charges, and ensures gov-
ernment certification of drug qual-
ity.

2. Administration - BPHWT holds regu-
lar board and staff meetings, ensur-
ing consistent internal communica-
tion and coordination. Additionally, 
office staff receive specialized train-
ing according to their position.

3. Logistics Management - BPHWT 
has implemented a step-by-step 
procedure for medical supply chain 
management between suppliers, 
the central BPHWT office, and field 
operations. Additionally, field staff 
receive further workshops regard-
ing supply management and distri-
bution.
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The IPMT has also initiated an exami-
nation of BPHWT’s drug management 
system through consultation with local 
partners and outside experts. Back Pack 
teams have begun to record precise 
medicine distribution and inventories as 
part of this project.

Finally, the IPMT aims to strengthen 
community participation in the design 
and implementation of BPHWT pro-
grams. To begin this process, several 
trainings in Participatory Learning and 
Action concepts have been held in 2010 
for Field-in-Charges and Village Health 
Volunteers in collaboration with the 
Burma Relief Centre.

Health Worker Assessment

At each VHV, TBA, or Back Pack health 
worker training, the trainees complete 
pre- and post-tests to assess what they 
learned during training as well as the 
effectiveness of the training curricu-
lum. Additionally, in 2010, BPHWT be-
gan conducting annual assessments of 
Field-in-Charges and Back Pack health 
workers at each biannual meeting in 
Thailand in order to evaluate their medi-
cal knowledge and management ca-
pacity. These assessments ask workers 
about supervisory activities, adherence 
to treatment protocols, effectiveness of 
trainings attended, and any problems 
or issues that the health worker feels 
needs to be addressed. The medical 
assessment is based on diagnosis and 
treatment protocols as written in the 
Burma Border Guidelines. The results of 
these assessments allow BPHWT to con-
tinually assess the knowledge, skills, and 
needs of Back Pack health workers and 
Field-in-Charges, and plan appropriate 
upgrade trainings and program inter-
ventions.
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IMPACT ASSESSMENT
Surveys
Baseline Health Assessment Surveys

In 2001, BPHWT conducted health 
needs assessment surveys to determine 
appropriate programmatic guidelines 
and protocols. In a nutritional survey, 
BPHWT found that 14% of children were 
malnourished and 82% of children had 
inadequate Vitamin A intake. In a water 
and sanitation survey, 40% of mothers 
reported that their youngest child under 

age five had diarrhea during the past 
two weeks. Sixty-eight percent rarely 
boiled their drinking water, and 90% 
rarely washed their hands with soap 
before handling food. Few adults (21%) 
and children (14%) commonly used a la-
trine. In a baseline malaria survey, 58% 
of respondents and 62% of children un-
der age five had malaria in the last year. 

Thirty-six percent of women had malaria 
during their last pregnancy. Only 48% of 
respondents owned a mosquito net, and 
only two-thirds of those who owned one 
used it. The majority of respondents said 
that they could rarely access a health 
worker when they needed one for ma-
laria testing or treatment.

Chronic Emergency: Linking Human Rights Violations and Health Indicators

had not been forcibly displaced. Similar-
ly, displaced households were also three 
times as likely to have malnourished 
children as those in more stable situa-
tions. In the year after forced relocation, 
BPHWT found a five-fold increase in 
the risk of landmine injury. Similarly, 
destruction of food supplies and crops 
not only increases the risk of malnutri-
tion and death, but also increases the 
chance of landmine injury and malaria 
infection, as people are forced to forage 
in the jungle and sleep in beds lacking 
mosquito nets.

Although BPHWT’s original mission was 
focused on health care, BPHWT realized 

prior to and during this survey that the 
most important determinants of health 
in eastern Burma were continuing civil 
conflict and human rights abuses per-
petrated by the Burmese army. Without 
collecting information about human 
rights violations, BPHWT would not be 
able to fully document and understand 
the health status of their target popula-
tion.  BPHWT leaders came to realize that 
advocacy offers one of the most effec-
tive means to address human rights vio-
lations and the health of BPHWT’s target 
communities. As a result, BPHWT contin-
ues to collect data on human rights vio-
lations through regular programmatic 
data and in population-based surveys.

In 2004, BPHWT conducted a popu-
lation-based survey to estimate key 
health indicators, assess the prevalence 
of human rights violations, and docu-
ment the impact of human rights viola-
tions on health status at a population 
level. The results of this survey were 
published as Chronic Emergency in 2006, 
the first definitive report that quantified 
the association between human rights 
violations and adverse health outcomes 
in eastern Burma.

Chronic Emergency reported that chil-
dren of families forcibly displaced within 
the year preceding the survey were two 
times more likely to die than those who 
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In 2008, BPHWT and ten other commu-
nity-based organizations conducted the 
Eastern Burma Retrospective Mortal-
ity Survey (EBRMS) in order to estimate 
mortality rates, assess health status and 
access to health services, and to docu-
ment human rights violations. EBRMS 
results indicated that the health and hu-
man rights of IDP populations are still 
in dire need of improvement. The most 
common causes of death are prevent-
able: malaria (24%), acute respiratory in-
fections (ARI) (19%), and diarrhea (15%). 
Malnourishment was common in chil-
dren (37%). Sixty-two percent of house-
holds did not use sanitary latrines, and 
only 27% of households had at least one 
insecticide treated net (ITN) to prevent 
malaria. Moreover, 30% of households 
reported at least one human rights vio-
lation in the previous year. The survey 
found several associations between 
various human rights violations and 

adverse health outcomes. The results of 
this survey have helped BPHWT assess 
the impact of its programs in the field 

Eastern Burma Retrospective Mortality Survey (EBRMS)

Impact Assessment Survey

BPHWT, with technical support from 
Johns Hopkins University and the Glo-
bal Health Access Program (GHAP), is 

currently conducting an Impact Assess-
ment Survey to assess the effectiveness 
of its programs in the field. Results will 

be reported in the next BPHWT annual 
report.

External Monitoring and Evaluation
In 2008, Danish Church Aid (DCA) con-
ducted an external evaluation of BPHWT 
to assess whether BPHWT was reaching 
its stated objectives, the relevance, ef-
fectiveness, and efficiency of BPHWT’s 
main program components, and if re-
sources were appropriately reaching 
the target population. DCA collected 
qualitative data from BPHWT field staff, 
the Executive Board, and the Leading 
Group, and also reviewed quantitative 
data from BPHWT reports and surveys.

DCA found that BPHWT is strong in de-
livering prevention and treatment serv-
ices to vulnerable populations. However, 
DCA recommended that BPHWT choose 
between expanding into new areas or 
improving services in existing areas in 
order to maximize program efficiency 
and effectiveness. Additionally, DCA 

suggested that   BPHWT investigate de-
creasing numbers of treatments com-
bined with escalating treatment costs. 
In response, BPHWT has organized more 
trainings in management skills and or-
ganizational development to maximize 
staff efficiency. BPHWT has also in-
creased monitoring of drug receipt and 
usage, and will hire an outside expert to 
further investigate drug issues. Upon in-
ternal agreement and the recommenda-
tion of DCA, BPHWT has further agreed 
to hire a third party for full, unbiased 
external evaluation of the organization 
beginning in 2010.

The Canadian International Develop-
ment Agency (CIDA) also conducted an 
evaluation of BPHWT and their other 
grantees working on the Thailand/Bur-
ma border in 2008 with the purpose of 

ensuring accountability and planning 
for future support. Specifically, CIDA 
aimed to evaluate the appropriateness 
of services funded by CIDA given the 
needs of the population, the potential 
for sustained impact beyond the CIDA 
grant period, the sufficiency of monitor-
ing and evaluation structures, and the 
extent of coordination and collaboration 
between CIDA-funded organizations on 
the border. Evaluators utilized participa-
tory tools to ascertain the experiences 
of grantees. The evaluation found that 
BPWHT and other CIDA-funded organi-
zations have developed social capital 
that supports the development of long-
term civil society building. In regards 
to BPHWT in particular, the evaluation 
found that health services had increased 
as BPHWT added additional teams and 

and formulate appropriate alterations in 
program implementation, as well as ad-
vocate for IDP populations in Burma.
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IV. OBSTACLES IN PROGRAM IMPLEMENTATION
Major Barriers in BPHWT Program Implementation

In the areas affected by the SPDC’s Four 
Cuts Policy, carrying backpacks full of 
medicine and collecting health and 
demographic information is danger-
ous work. However, BPHWT persists in 
providing health services to villagers in 
ceasefire and non-ceasefire areas, mak-
ing Back Pack workers active targets as 
they try to circumvent the Four Cuts 
Policy as much as possible. The SPDC 
has regularly stolen and/or confiscated 

BPHWT’s medical supplies. As of 2009, 
seven BPHWT workers have been killed 
and four arrested while delivering 
healthcare services. One health worker 
remains in prison today.

The Back Pack Health worker mobility is 
severely restricted by security concerns. 
Existing roads and bridges are often 
patrolled by SPDC soldiers, making it 
necessary for some health workers to 

walk as long as a month through hilly, 
often nearly impassable jungle terrain 
to reach a primarily rural and widely dis-
persed population. Health workers risk 
encountering landmines and military 
patrols along the way, making their jour-
neys more difficult and even sometimes 
impossible. 

Collection of health information is also 
especially risky in eastern Burma, as any 
evidence of data collection arouses the 
SPDC’s suspicion. Individuals found in 
possession of medicines or patient data 
may be liable to arrest and abuse by the 
SPDC and its allies. Sometimes health 
workers must hide or destroy data, or 
leave it behind in the event of SPDC 
attack. Still, despite extraordinary chal-
lenges and dangerous circumstances, 
BPHWT health workers continue to pro-
vide care in the target areas, moving 
with internally displaced populations 
when necessary. Recruited from their 
own villages, Back Pack health workers, 
TBAs, and VHVs have essential knowl-
edge needed to protect themselves. 
These health workers are dedicated to 
providing care to vulnerable and dis-
placed populations, knowing that Back 
Pack services are often the only health 
care to which these people have access.

that the BPHWT primary health care ap-
proach had been improved through an 
increase in prevention and education 
programs. CIDA concluded that BPHWT 
had sufficient systems for monitoring 
the quality of their services as well as 
monitoring health workers in the field. 
CIDA recommended an increase in 
funding and capacity building around 
general and operational management 
as well as a more thorough evaluation 
of BPHWT’s drug management system 
by an outside expert.
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Population displacement within eastern 
Burma is an enormous barrier to col-
lecting reliable census and health data. 
When villagers are forced to move or 
choose to move due to conflict or hu-
man rights violations, entire villages can 
disappear. Many villagers hide in remote 
jungle areas with limited access to food 
or health care. Frequent displacement 
of villagers and entire villages pose chal-
lenges to census activities, and the lim-
ited mobility of Back Pack health work-
ers makes it extremely difficult to collect 
timely and accurate data on the size and 
location of BPHWT’s target population. 
To address these problems, BPHWT de-
veloped and applied several innovative 
methods for collecting and analyzing 
data.

From the beginning, BPHWT has worked 
to develop methods of collecting popu-
lation data that are feasible in their target 
areas and allow for the best monitoring 
and evaluation possible. In addition to 
collecting the number of people by age 
and gender in each area, health workers 
record their path through each BPHWT 
village tract, including information on 
dates of entry and exit from each village. 
This allows BPHWT to make adjustments 
to the data they collect based on the ac-
cess they had to each area. When esti-
mating the population of each village, 
health workers consult with local lead-
ers using hand-drawn maps and discuss 
recent changes in the population due to 
security issues. Using this data, BPHWT 
is able to calculate morbidity rates that 
they can compare across years to moni-
tor changes over time. However, be-
cause of the unique challenges of data 
collection in their population, the meth-
od used to calculate these rates differs 
from typical methods, so rates are not 
directly comparable with international-
ly-recognized health indicators.
Security constraints also limit the extent 
to which field leaders and program co-
ordinators can observe health workers 
in the field for quality control purposes, 
and also the degree to which data can 
be reported back to the central office in 

Mae Sot. To address these issues, BPH-
WT has invested in walkie-talkies and 
satellite phones to improve communi-
cation with remote field sites, and has 
increased reliance on the Training-of-
Trainers (TOT) model. Using this model, 
BPHWT trains senior health workers in 

Mae Sot and along the border, who are 
then able to go and train other health 
workers in the field. Utilizing this meth-
odology, travel through dangerous con-
flict zones for training purposes by most 
BPHWT field staff is minimized.

Monitoring and Evaluation: Caveats and Solutions
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V. COORDINATION AND COLLABORATION
Internal Coordination

BPHWT holds biannual field and gen-
eral meetings to coordinate BPHWT 
program activities, as described in the 
Monitoring and Evaluation section. 
At each field workshop inside Burma, 
Field-in-Charges collect data from each 
Back Pack team in his or her tract, hold 
programmatic workshops, and evaluate 
health workers using examinations and 
surveys. The Field-in-Charge reviews the 
data, activities, and any issues with the 
Back Pack teams, and brings this infor-
mation to the General Meeting in Mae 
Sot, Thailand. During the General Meet-
ing, each Field-in-Charge presents his 
or her area report, and the meeting at-
tendees discuss any problems or issues, 
making key programmatic and organi-
zational decisions when necessary. Mae 
Sot staff also review and analyze field 
data during the meeting.

Collaboration with Local Communities and Community-Based 
Organizations
In eastern Burma, BPHWT primarily 
seeks to collaborate with the commu-
nities that they serve. BPHWT health 
workers are members of their communi-
ties, and therefore are familiar with the 
needs of the target population and the 
best strategies for providing them with 
health services.

BPHWT also collaborates with other lo-
cal health organizations, institutions, 
and professionals that share the same 
community health vision. Within east-
ern Burma, each Field-In-Charge organ-
izes a field meeting in their area every 
six months. This meeting includes co-
ordinated activities with local health or-
ganizations, school teachers, and village 
leaders, in order to strengthen patient 
referral systems, educate and empower 
communities with health knowledge, 
and recruit health workers.

The Executive Board of BPHWT coordi-
nates with other local health organiza-
tions that work on issues or programs 
related to BPHWT activities, such as Mae 
Tao Clinic, Burma Medical Association 
(BMA),  local ethnic health departments, 
and the National Health and Education 

Committee (NHEC). These organizations 
work together to standardize treatment 
protocols among their programs, there-
by working, for example, to prevent re-
sistance to malaria therapy and antibi-
otics and to develop health policies and 
health systems along the border.
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External Support and Advocacy Activities
To strengthen its work, BPHWT incorpo-
rates external support and collaboration 
from a variety of local and international 
partners. Global Health Access Program 
(GHAP) provides 
BPHWT with technical assistance and 
works to build BPHWT’s capacity to de-
sign, monitor, and evaluate health pro-
grams. BPHWT also coordinates with 
Johns Hopkins University, Columbia 
University, the International Rescue 
Committee, and Thailand’s Ministry of 
Public Health on survey design and im-
plementation, financial management, 
external monitoring, and management 
of disease outbreaks.

To advocate for the health and human 
rights of IDPs in Burma, BPHWT regularly 
attends international conferences and 

seminars and gives presentations about 
its programs to international NGOs and 
donors. BPHWT also releases a propos-
al, mid-year report, and annual report 
every year, which are available to the 
public. Full reports on population-based 

VI. CONCLUSION AND FUTURE GOALS 
The humanitarian needs in the remote, 
conflict-affected areas of Burma are 
enormous, and the need for aid and 
financial and technical assistance con-
tinues. Basic health indicators collected 
by BPHWT in IDP areas of Burma show 
a striking disparity compared to official 
figures from Rangoon, which are already 
some of the worst in Asia.72 Recent docu-
mentation of violence in eastern Burma 
indicates that the human rights situa-
tion is still in dire need of improvement. 
The SPDC recently attacked villagers in 
southern and central Karen State, inflict-
ing physical violence, shooting children, 
sexually assaulting women, and burning 
villages and agricultural fields.73,74 

Exacerbating the situation, the SPDC 
has been further tightening interna-
tional NGO access through Rangoon, 
preventing outside organizations from 
providing much-needed aid to vulner-
able populations.75,76

 Given the increasingly violent stance 
taken by the SPDC in recent months, and 
the imposition of strict regulations on 
humanitarian access to the border areas, 

the international community should be 
mindful of the need for multifaceted re-
lief and development approaches, ones 
that include continued and expanded 
support for community-based, border-
managed groups such as 
BPHWT. BPHWT has continued to pro-
vide services in an effective, account-
able, and transparent manner by imple-
menting programs utilizing members of 
the villages they serve, who are the key 
players in the long term, sustainable de-
velopment of their own communities.77 

As part of a comprehensive response to 
the humanitarian catastrophe in Burma, 
the overall political context in which 
human rights violations and lack of ac-
cess to health services occur must be a 
central focus of any dialogue attempt-
ing to address such problems. The aim 
is not to “politicize” health issues, but to 
recognize that an intimate link exists. As 
one of BPHWT’s health workers stated, 
“What is the point of building latrines 
and clean water systems if the people 
will be forced to move?” Health, educa-
tion, and livelihood development prob-
lems do not occur in these populations 

randomly; they are driven by problems 
whose roots lie in political misgovern-
ance by the Burmese military regime.78 
The health services that BPHWT pro-
vides to improve malnutrition and dis-
ease will do little to provide sustainable 
gains in population health until the up-
stream determinants of health - war and 
poverty - improve as well.79

Accordingly, ten years after BPHWT’s in-
ception, there is a continued need to ad-
dress health crises in Burma in areas that 
international NGOs cannot reach. BPH-
WT now looks ahead to strengthening 
collaboration with local communities 
and organizations along the Thailand/
Burma border, with external support 
from local and international organiza-
tions and donors. BPHWT looks for sup-
port, participation, and encouragement 
as it not only expands services and pop-
ulation coverage, but also:

Improves community participation •	
and coordination with local commu-
nity-based organizations and ethnic 
groups. By increasing communica-
tion with local communities and part-

surveys are also available. Reports and 
updates can be found on BPHWT’s web-
site at:  

www.backpackteam.org.
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ners, BPHWT will be further equipped 
to address the needs of their target 
population, and communities will in-
creasingly take part in building and 
managing their own healthcare sys-
tems. 

Increases participation with neigh-•	
boring countries. The IDP areas along 
the borders suffer the bulk of morbid-
ity and mortality from preventable 
and treatable conditions, and pose 
the worst potential for the spread of 
infectious disease to Burma’s neigh-
bors. Coordination with neighboring 
countries will help prevent the spread 
of drug-resistant malaria and other 
transmissible diseases across the bor-
der.

Standardizes health worker educa-•	
tion curricula and diagnostic and 
treatment protocols with communi-
ty-based organizations working in 
and near Back Pack areas. While the 
standardization process has begun, 
further progress needs to be made 
in the coming years. Standardization 
will not only help prevent drug resist-
ance, but increase the efficiency of 
patient care and referral systems.

BPHWT will continue to expand and 
strengthen its community-based pri-
mary healthcare system in the com-
ing years. A cross-border approach to 
healthcare remains an effective solution 
for solving the health problems of IDP 
and vulnerable populations that lack 
humanitarian assistance from both the 
Burmese government and international 
aid agencies, who are unable to access 
these populations due to governmen-
tal restrictions. Furthermore, BPHWT 
will continue promoting broad health 
policy and health system development 
and inter-ethnic unity and trust as it 
works towards building a healthy soci-
ety in Burma in collaboration with local 
organizations and ethnic groups. BPH-
WT hopes that such collaborative work 
helps to promote democracy in Burma, 
and that a sustainable healthcare sys-
tem will remain in place regardless of 
whether the next decade brings contin-
ued conflict or peace. 
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GLOSSARY
ARI Acute Respiratory Infection
BBG Burma Border Guidelines, the standard guidelines for diagnosis and treatment on the Thailand/Burma 

border
Black zone Areas in Burma affected by active conflict and the Four Cuts Policy
BMA Burma Medical Association
BPHWT Back Pack Health Worker Team
BRC Burma Relief Centre
CBO Community-Based Organization
CHEPP Community Health Education and Prevention Program
Confirmed malaria Malaria diagnosis confirmed with a Rapid Diagnostic Test
DCA Danish Church Aid
EBRMS Eastern Burma Retrospective Mortality Survey
FiC Field-in-Charge
Four Cuts Policy A counterinsurgency campaign implemented by the Burmese government that aims to cut the four cru-

cial links (food, funds, information, and recruits) between ethnic minority “insurgents” and local villages
GDP Gross Domestic Product
GHAP Global Health Access Program
HIS Health Information Systems
HRV Human Rights Violation
ICRC International Committee of the Red Cross
IDP Internally Displaced Person
IPIP Internal Program Improvement Project
IPMT Internal Performance Monitoring Team
KDHW Karen Department of Health and Welfare
M & E Monitoring and Evaluation
MCP Medical Care Program
MCHP Maternal and Child Healthcare Program
MTC Mae Tao Clinic
NHEC National Health and Education Committee
NGO Non-Governmental Organization
NLD National League for Democracy
ORS Oral Rehydration Solution, a treatment used for acute diarrhea
Pf Plasmodium falciparum, the most deadly type of malaria parasite
Pv Plasmodium vivax, another type of malaria parasite
Presumptive malaria Malaria diagnosed using clinical criteria, not a Rapid Diagnostic Test
RDT Rapid Diagnostic Test, used for diagnosis of plasmodium falciparum malaria
SPDC State Peace and Development Council, Burma’s current military government
TBA Traditional Birth Attendant
TOT Training-of-Trainers
VHV Village Health Volunteer
WHO World Health Organization
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APPENDIX
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 BPHWT Income and Major Donorsl  2002-2009

l A major donor is defined as one that gave 1% or more of BPHWT income in a given year.

 Ten Years Report Research Resources
Most BPHWT reports and publications can be found on BPHWT’s website: www.backpackteam.org

For further information, contact BPHWT.

Routine BPHWT Reports: 
             2010 Proposal 
            Annual and Mid-Year Reports, 2002-2009

Special BPHWT Reports and Publications:
 Health Survey Analysis Summary Report. 2001. 
 Chronic Emergency: Health and Human Rights in Eastern Burma. 2006. 
 Internal Program Improvement Project Report. 2007. 
 Flu Outbreak in Papun District. November 25, 2009. www.backpackteam.org 
    (accessed July 2, 2010).

Other Reports and Publications:
 Beyrer, Chris, and Pizer, H.F., Eds. 2007. “Internally Displaced Persons in Burma,” book chapter in Public Health and Hu-
man Rights: Evidence-Based Approaches. Baltimore: Johns Hopkins University Press.

 Lee, Jane and Withaya Huanok. 2010. “Local Medics Respond to Flu Outbreak in Karen State.” The Irrawaddy. February 
12, 2010 (accessed June 5, 2010).
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 Mahn M, Maung C, Shwe Oo EK, Smith L, Lee CI, Whichard E, Neuman C, Richards AK, Mullany LC, Kuiper H, Lee  
TJ. Multi-level partnerships to promote health services among internally displaced in eastern Burma. Global Public Health. 
2008;3(2):164-86.

 Mullany LC, Richards AK, Lee CI, Suwanvanichkij V, Maung C, Mahn Mahn, Beyrer C, Lee TJ. Population-based survey 
methods to quantify associations between human rights violations and health outcomes among internally displaced persons 
in eastern Burma. J Epidemiology Community Health 2007; 61: 908-914.

 Richards AJ, Lee CI, Richard MG, Shwe Oo EK, Lee T, Stock L. 2009. Essential trauma management training: addressing 
service delivery needs in active conflict zones in eastern Myanmar. Human Resources for Health; 2009 Mar 3; 7(19).
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