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Executive summary
2016 witnessed another year of suffering and displacement for Burma’s ethnic minorities in
eastern and northern Burma. As a result, the need for Backpack Medic teams is as urgent as
ever. The teams continued to deliver exceptional support to the most under-served
communities in South/Southeast Asia while further reducing suffering through lower morbidity
and mortality rates.
Despite the election of Aung San Suu Kyi’s National League for Democracy to hold the majority
of seats in Burma’s parliament, the Burma army continued its unrestrained assault on the
Kachin, Shan, Pa’laung and Karen peoples. In northern Burma, the Burma army attacked almost
daily in its efforts to seize key land for development and exploitation. For instance, in March,
soldiers shot and killed Hpawmai Naw, a 30-year-old from Wamu village. In December, Burma army
artillery injured four young girls in Namhpalun village. Rape continued without restriction. These
incidents are a few of the hundreds of similar, daily assaults throughout the year that inflict suffering on
Burma’s ethnic minorities – compelling thousands to seek sanctuaries in Internally Displaced Person
(IDP) camps, crowded refugee camps or overwhelm nearby villages. The need for Backpack Medics
continues.
In 2016, Burma Humanitarian Mission (BHM) supported 14 teams and 174 health workers. These teams
supported over 30,000 children, women and men in isolated and war-torn areas of Burma. We provided
nearly 867,000 doses of medicine used to treat over 13,000 patients. Our teams supported the birth of
436 newborns. Sadly, 1 baby did not survive; however, this rate reflects an extremely positive outcome
as it marks a decreased infant mortality rate from 135 deaths / 1,000 births (2002) to 1.6 / 1,000 in
2016. Maternal mortality is also down – from 7.2 deaths per 1,000 births to 1.1 per 1,000 births. In
parallel with this, the medics’ preventive health measures and education significantly reduced the
morbidity rate (the percent of the population suffering from an illness) for the top three causes of
death: malaria, pneumonia and dysentery.
The need for additional medic teams and resources continues. BHM is committed to supporting the
people of Burma.
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Backpack Medics reduced the total number of sick and ill villagers and childbirth related deaths
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REPORT OVERVIEW
Burma Humanitarian Mission (BHM) prepared this report to highlight the accomplishments and
challenges of its Backpack Health Worker Teams Program during 2016.
In 1999 Burma Humanitarian Mission partnered with the Backpack Health Worker Teams to
support backpack medics teams in ethnic areas of Burma.
By 2000, 32 backpacking health worker teams existed caring for 64,000 people. By the spring of
2016, 113 teams were deployed in eastern and northern Burma’s conflict zones, supporting
more than 247,000 children, women and men in Burma.
The numbers given in this report represent BHM’s Backpack Medics – 14 of the 113 fielded teams.

Vision: Burma Humanitarian Mission seeks a
healthy and vibrant Burma where the human rights
of all people are protected
Mission: Burma Humanitarian Mission supports
grassroots healthcare and education projects that
improve the lives of the children of Burma and their
communities. We assist backpack medics who
administer village healthcare services in Burma
through the provisioning of medicine and supplies for
basic healthcare services and through financial
support of backpack medic training.
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BACKGROUND
Since the end of World War II, the ethnic minority people of Burma have struggled to maintain
their freedom, their cultures and identifies. These minorities – the Karen, Kachin, Karenni,
Pa’laung, Chin, Shan, Mon and others – were promised autonomy and independence from the
Burmans, the country’s ethnic majority and rulers of the state. In 1948 with the assassination of
General Suu Kyi, nationalists seized power and launched military operations to negate the
minority peoples quest for independence.
While the conflict has waned and surged over time, the effects of the Burma army’s oppression
have endured and continue to inflict an inhumane cruelty. By 2000, more than 500,000 people
had fled their homes for the sanctuary of internally displaced person (IDP) camps in Burma’s
jungles while another 250,000 lived in refugee camps in Thailand. (An unknown number of
Burma’s ethnic minorities lived without legal permission in Thailand – at risk of arrest, detention
and return at the whim of Thai authorities).
Isolated, without government health care support, the ethnic
minorities in Burma endured illnesses and diseases that are
accentuated by malnutrition. In 2002, public health
researchers from the UCLA, UC Berkeley and Johns Hopkins
University surveyed eastern Burma’s conflict zones where the
Karen, Karenni and Mon people resided. Other northern areas
were inaccessible due to active fighting by the Burma army.
The results were stark – with mortality rates abhorrently
worse than Burma as a whole, neighboring Thailand and world
standards.
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REPORT OVERVIEW
Security in Ethnic Conflict Zones
In June 2011, the Burma army broke a ceasefire and renewed fighting in northern Burma’s
Kachin and Shan states. Through the first six months of 2016, the Burma army has continued
nearly daily attacks in an effort to seize land.
As one example, during the first week of March, the Burma army launched a new offensive in
Shan State, targeting villages in Kutkai, Theinni, Nam San, Kyauk Me, Nam Kham, and Muse
townships. On March 15th, soldiers shot and killed Hpawmai Naw, a 30-year-old from Wamu
village. A few days later, artillery shells hit the Pan Ye Kan village in Nam San township, injuring
a 50-year old woman and 15-year-old boy. A few days later, soldiers raped a woman in near-by
Naung Hkun village. In March, the Burma army burnt 20 houses, ransacked 5 villages while
destroying churches and monasteries in this area.
Just north of this fighting, on March 30th, the Burma Army’s Light Infantry Battalions #276 and
237 attacked the village of Pang Hka in Kachin State. Burmese soldiers shot a 70-year-old
woman, Ma Kaw, in the stomach. Before Ma Kaw could reach a clinic, she died of her injuries. A
7-year old girl received a gunshot wound to her arm, while a 32-year-old man was badly
wounded by shrapnel from a propelled grenade. Nine other villagers were missing.
The fighting continued throughout the year. In December, the Burma army launched another
major offensive, with fighter jets dropping bombs and artillery firing 105 and 155mm shells. On
December 23rd, Burma soldiers fired on a crowd of civilians, striking one woman in the neck.
The next day, four Kachin children, age 3-10 years, were injured when 3 artillery shells landed in
Namhpalun village. Indiscriminate violence against civilians occurs daily throughout northern
Burma’s conflict zones in Kachin and Shan States.

Kachin girl injured by Burma army artillery, December 24th 2016
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In March 2016, in eastern Burma’s Karen State, the Burma army has also renewed sporadic fighting. In
Myawaddy and Kawkreik townships, where BHM has backpack medic teams operating, the army fired
artillery toward the villages of Kaung-Mu, Saw Hel and Thit Wor, forcing more than 1,000 people to
flee.
In September, the Burma army’s attacks in Hlaingbwe township caused more than 2,000 villagers to
flee, some seeking safety across the border in Thailand. In early December, fighting near Htee Thay
Khee village caused 503 people from 90 households to seek sanctuary in the nearby jungle.
BHM supports 4 medic teams in these northern Burma conflict zones and 10 in eastern Burma.
Collectively, these unprovoked and indiscriminate attacks cause fear and hardship among Burma’s
ethnic minorities. The fighting is a catalyst for hundreds of thousands of people to seek sanctuary in IDP
camps and near-by villages. Isolated, these people have no access to medical care for injuries stemming
from the violence or illnesses endemic from living with malnutrition in remote areas.
What is difficult for most Americans to comprehend is that the Burma Army is independent from
the elected, national government. Hence, the ascension of Noble Prize Laurent Aung San Suu
Kyi’s National League for Democracy party to the majority in Burma’s Parliament has no effect
on the Burma Army’s military operations against the ethnic groups.

Kachin barns and homes burnt by the Burma army, December 2016
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THE RESPONSE
Backpack Health Worker Teams
Since 1999, Burma Humanitarian Mission, as an international nongovernmental organization (INGO), has
partnered with the BPHWT, as a community based organization (CBO), to create backpack medic teams
with the emphasis of recruiting, training and employing women as the leading cadre of the organization.
Collectively, we recruit medics from the ethnic minority villages, establish and administer a training
program then equip and deploy backpack medic teams back into their respective communities. The
typical team consists of:




Five medics (2-3 senior medics paired with 2-3 junior medics)
Five Village Health Volunteers (VHV)
5-10 Traditional Birth Assistants (TBA)

While the medics travel to 9 to 12 villages each month, the VHV and TBA remain in their homes. The
backpack teams are outfitted with an array of basic medicine: Penicillin, Amoxicillin, various antimalarial treatments (quinine, artesunate, etc) – more than 55,000 doses of medicine for the year. The
teams also rely upon more than 3,000 individual medical supply items, such as bandages, gauges,
syringes, stethoscopes and thermometers.
The teams provide three core program capabilities:
 Medical Care Program (MCP) – treating injuries, illnesses and diseases
 Mother-Child Health Program (MCHP) – providing pre-natal, childbirth and post-delivery
support to women and their newborns
 Community Health Education and Prevention Program (CHEPP) – providing a range of
preventative care by promoting sanitary programs (clean water and latrines), malaria
prevention support, nutrition and school age supplements and similar efforts aimed at
reducing the likelihood of disease and illness
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Location of Backpack Medic Teams

Backpack Teams, Population and Patients
Area
Kayah
Kayan
Special
Taungoo
Kler Lwee Htoo
Thaton
Papun
Pa An
Dooplaya
Kawkareik
Win Yee
Mergue/Tavoy
Yee
Moulamein
Shan
Palaung
Kachin
18 Arakan
19 PaO
20 Naga
21 Chin (WLC)

Teams
7
7
3
5
7
7
12
8
7
3
4
7
6
6
6
2
6
4
2
3
1
113

Villages
50
46
16
51
48
37
109
29
55
11
29
23
19
7
52
14
15
11
6
10
7
645

Population
19820
8957
7626
11075
12419
19316
30515
18892
22994
4758
12205
11779
10309
12423
13520
3249
5320
8197
3801
7235
3400
247810

Patients
6588
6828
2658
1042
3224
7726
11846
4782
4018
1728
3478
12116
11108
5254
4524
12862
3716
1500
1378
1264
1586
109226

B

Backpack medics treating patients in Northern Shan State
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MEDIC OPERATIONS
2016
To successfully execute the year’s long program, a detailed master planning schedule is used. This
schedule allows for the Leadership to provide guidance to the teams while also supporting them in the
most opportune manner.

Activity
Sustain 14 Teams
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No
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P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

Re-supply medicine/supplies
Deploy ITN (mosquito nets)
Collate Patient
data/treatment/results
Distribute De-worming/Vit A to
kids

P
P

P

P
P

P
P

P
P

Conduct School Health Education

P

P

Village Health Workshop

P

P

P

P

P

Build Latrines

P

P

P

P

Build Gravity flows / shallow wells

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

Provide Pre-Natal Care
Re-supply folic acid/ferrous
sulphate

P

Re-supply OBGYN instruments

P

P

P

P

P

Conduct TBA training

P

Organize AMW Follow-up Training

P

P

Provide AMW kits

P

P

Planned

P

Executed

P

P

In 2016, BHM and its backpack medics teams achieved a degree of success in reducing mortality and
morbidity rates while promoting a healthier life for more than 30,000 people living in IDPs and isolated
villages. 14 Teams treated over 11,000 patients.

9

BHM Medic Caseload 2016
Condition
Anemia
ARI(mild)

BHM's
14 Teams
871
2,176

ARI(severe)
Beriberi

779
642

Diarrhea
Dysentery

734
379

Injury(gunshot)
Injury Land Mine
Injury Acute Other
Injury(old)
Malaria (PF)
Malaria (PV)
Measles
Meningitis
Suspected AIDS
Suspected TB

14
13
374
103
144
113
19
8
1
52

Worms
Miscarriage
Post-Partum Hemorrhage
Sepsis
Respiratory Tract Infection (RTI)
Urinary Tract Infection (UTI)
Skin Infection
Hepatitis
Typhoid Fever
Arthritis
Gastric Ulcer Duodenum Ulcer (GUDU)
Dental Problem
Eye Problems
Hypertension
Abscess

834
17
5
7
38
465
598
50
151
346
970
372
326
641
346

Others
Total

The positive impact of the holistic approach of
MCP and CHEPP is evident when comparing
historical data with 2016.
Consider Malaria.
Prior to the wide-spread deployment of
backpack medics, the Karen population
suffered a 51% mortality rate for those
contracting malaria.
In 2003, malaria infected 11.8% of the
population. By 2016, the morbidity rate had
declined to 0.8%. Likewise, the malaria
mortality rate had dropped by 48% -- to 26%.
Similar declines in dysentery and pneumonia
rates were also achieved in 2016.
Dysentery rate declined from 2.8% to 1.2% in
2016.
Pneumonia’s rate declined from 2.83% to 2.5%
The results have been excellent – with 1,785
people surviving as a result of not falling ill
from the top 3 diseases.

1,957
13,544
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Stories from the Field
Medical Care Program
Backpack Medic Lway Nan Pyan serves in northern Burma’s Pa’laung region. She shared one of her
experiences confronting malaria.
“In the rainy season, we see a lot of patients
with malaria. In July, Tar Kyaw got malaria. He
was very, very sick. For 5 days, we visited him
at his house. We spent a lot of time there. Our
RDT (Rapid Diagnostic Test) told us he had
Malaria Pv, the serious type. We treated him
with Artesunate and an IV to help. We also
gave him something for pain. After 5 days, he
got better. We had 25 patients last year with
malaria but 1 died.”
Lway Katae Nyime is a backpack medic in
northern Shan State, in the Pa’laung region. She described the effects of fighting on the medics and
villagers.
“In June, Naw Ouch came to us with her 4 children. They were 4
years old, 2 years old and 11 month old twins. All her children
had very severe diarrhea. We gave them ORS. They all had high
fevers. They were so dehydrated, it was hard to find a vein for
IVs. We worked very hard to help. We were heartbroken when
one of the baby twins died.
“We told her she should have come to us sooner. But, she said
the fighting made it not safe. She came as soon as she could.”

Saw Klee Htoo is a 31 years old medic for 13 years from Kwa Ka Wa village in Burma’s eastern Karen State.
“Pneumonia is very common. I see a lot of patients who
suffer from it One day, a 5 year old boy came to my clinic.
He had a high very temperature and was breathing very
hard. His chest was hurting him. We gave him amoxicillin
and watched him for 7 days and nights. We kept him on an
IV the whole time.”

In 2016, $1 secured 42 doses of medicine
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In northern Kachin State, Mr “Z” has been a medic for a number of years. For the past 5 years, he has
witnessed the life-saving importance of his medic team.
“The Burma
army broke the ceasefire with the Kachin people in 2011.
Thousands of people fled their homes. We work with
people in villages and IDP (Internally Displaced Person)
camps Tu Jai, an 8 year old boy, has been living in an IDP
camp in Kachin State for the past 5 years.
When I met Tu, he had been suffering from ARI (acute
respiratory infection) for two weeks. His father brought
him to where we set up our clinic. I treated him with
amoxicillin and gave his father some health education on
how to keep Tu healthy. We are the only medical care
available to Tu and his family. If not treated, ARI can kill
young children like him.”

In Karen State of eastern Burma, Naw Htway Kyi shared a recent story of treating a boy suffering from
malaria
“I am Naw Htway Kyi. I’ve been a backpack
medic sine 2008. I’m from Papun in Karen State,
Burma. This year, we are very busy. I treated a
young boy who had malaria. When he came to
him one week and he got better.
“His mother calls him “Ba Say”. That’s short for
“Backpack Say”. Backpack medics delivered him
so his mother named him “Backpack”.

In 2016, $2.35 treated each patient -- for the medicine, supplies,
transportation and similar expenses.
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MOTHER CHILD HEALTH PROGRAM (MCHP)
Backpack Medics provide critical support for pregnant women through education and providing key
supplements to promote the baby’s health while in the womb. During 2016, the medics provided over
422 Ferrous Sulfate and Folic Acid supplement treatments. These supplements assist the mother to
prevent anemia – a constant issue in Burma’s conflict zones – as well as help prevent birth defects
associated with the brain and spine. The supplements also support the mother’s health by reducing the
risk of preeclampsia.

Outputs of the Mother-Child Health Program
With the new civilian government led by the National League for Democracy, some limited cooperation
opportunities have emerged. One opportunity is to gain Burmese government approval for TBAs to be
trained as Auxiliary Midwife (AMW). Ten training sessions occurred during 2016 with 13 participants.
The TBA/AMW were from Hlaing Bwe & Kawkareik and Kyar In Seik Kyi townships.
This training focuses on maternal child healthcare to improve the TBA/AMW’s knowledge on how to
facilitate the safe delivery of the baby. The training includes include practical and theory discussions.
After the training, the trainees do a 3-month internship at the Mae Tao Clinic in Mae Sot Thailand.








Basic anatomy and physiology
Basic nursing care
Basic first aid
Basic history taking and physical examination
Common diseases (Diarrhea, ARI, Malaria, worm infestation, Measles, anemia)
Anatomy and physiology of reproductive
ANC, Delivery, PNC, miscarriages, < 5 year Care, IMCI, PHC concept and approach.

To improve the quality of care and support, BPHWT teamed with the International Rescue Committee to
host a TBA/Auxiliary Midwife (AMW) Refresher course in Pa An district of Karen State. The meeting
included 12 practicing TBA/AMWs as well as leaders from BPHWT (Saw Win Kyaw and MCHP Program
Manager Naw Thaw Thi Paw). The topics included the participants sharing their difficult
pregnancy/delivers as well as:





Discussion on high risk pregnancies and options to manage them (to include safe delivery options
and emergency c-sections)
New born case and immunization options
Common pregnancies disease and illnesses
Discussion on future assistance required with an action plan

Outcomes (results) of the Mother-Child Health Program
In 2016, the BHM medics and TBA assisted in the delivery of 436 newborns. Of those, sadly, 1 baby did
not survive; however, compared to the infant mortality rate of 135/1,000 noted by UCLA researches in
the early 2000 when no backpack medical teams were present – the IMR in 2016 was a exceptional
improvement – to 1.6/1,000 rate. The reduced IMR translates to 58 newborns surviving their 1st 28 days
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of life who may not have in 2002. Likewise, the MMR was 1.1/1000 compared to 7.2/1000 over a
decade earlier. While these results are clearly in a positive direction, we will not be satisfied until both
are zero.

BPHWT Reduction in Mortality Rates*: 2003 to 2016
(* per 1,000 births)

Reduced Infant and mother mortality
Historical/predicted rate vs 2016 actual results

59

Predicted

1

3

0

Actual

Predicted

Actual

Infant Mortality

Maternal Mortality
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Stories from the field
Mother Child Health Program
Lway Katae has seen more strife, conflict and sadness during her youth and now as a backpack medic in
Man Ton township in northern Burma. She has served as a backpack medic for the past 8 years. She
shared a heart-breaking story recently.
“One day, we were told that a young mother was
having difficulty. She was walking near her village and
had gone into labor. Mai Sar Yoor, our team leader,
Lway Nan Pyan and I rushed to help her.
“We found Lway Oak near the side of a path by her
village. She was in great pain and her baby had settled
deep into the birth canal. The child was breech making
it very difficult for us to help her. One medic pushed
on her stomach while another reached in and guided
the baby as best she could.
“Unfortunately, the baby did not survive the delivery. I
do not know if the woman would have survived if we
had not been there. We were very sad for her, but
glad she lived.”
Lway Katae serves on a team in Man Ton area.
Naw Mwee Htoo is a medic in Burma’s eastern Karen State
“I am Naw Mwee Htoo. I’m 31 years old I live in Htee Mu Hta village in Burma. I
became a medic to take care of people because we have no other medical help. I have
been working as a medic since 2003. I see 5 or 10 patients a day. We sometimes leave
our village to visit other villages. We stay for 2-3 days in the other village. I take my
son with me when I do this.
“We often see people who try to use traditional medicine to cure themselves. When it
doesn’t work, they come to us. That means when we see them, they are very sick. I
wish they would come sooner.

“We had a pregnant woman come to us at 4 in the
morning. We helped deliver her baby, but then she
continued to bleed. She had lost a lot of blood. She
had been preeclampsia.
“Her placenta would not come out which caused her
loss of blood. We had to take her by boat and then car
to get her to a clinic that could help her. It was very
scary, but she lived.”
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COMMUNITY HEALTH EDUCATION AND PREVENTION PROGRAM (CHEPP)

Backpack medics are instrumental as catalysts of change for their people. The isolated villages
and IDP camps lack the amenities of contemporary society – electricity, running water, paved
roads and fixed structures. An overwhelming number of the villagers are subsistence farmers,
often with no education.
The medics provide a very proactive community health education program. Their efforts focus
on disease and illness prevention for the most prevalent conditions: malaria, dysentery,
pneumonia and problem pregnancies. They also promote sanitary conditions with securing
clean water and building and instructing on how to build latrines. Through a series of village
workshops, the medics convey this information as well as strategies for preventing the spread of
infection – such as malaria, diarrhea, respiratory infections, measles and typhoid. The medics
also share information on malnutrition, waste disposal, Vitamin A, de-worming medicine, highrisk pregnancies, and how to make oral rehydration solution (ORS).

Outputs of CHEPP
In 2016, the BHM medics conducted over 22
workshops, where and when the security situation
permitted. Over 1,427 villagers participated, carrying
the knowledge back to their larger communities. In
addition, 5 gravity and shallow wells were built for
1,400 villagers as well as 189 latrines.
The medics’ CHEPP efforts extend to schools, where
they exist. They integrated with over 50 schools and
distributed over 8,256 doses of Vitamin A
supplements and de-worming doses to school age
children throughout the area.
While CHEPP activities appear less dramatic than an
emergency childbirth, suturing an open wound or
quietly caring for a delirious malaria patient, CHEPP
provides the foundation for much of the reduction in
mortality rates and significant improvement in the
quality of the ethnic minorities’ lives by preventing
them from getting sick in the first place.

Outcomes (Results) of CHEPP
CHEPP is the most effective and cost efficient way to improve the quality of life for Burma’s
ethnic minority population – promoting a healthier environment translates directly to few
patients becoming sick. Fewer people suffering from malaria, dysentery and pneumonia (the
top 3 causes of death) translate to fewer people likely to die from those conditions.
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The Backpack Medics have done exceptional work to reduce the rate at which their communities suffer
from these three illness (aka: morbidity rate). In 2003, the year after the UCLA, et al survey, the
backpack medics added rigor to their reporting process and provide a foundation to compare the
progress they have made to date.
One method to assess CHEPP’s impact is to compare the quantity of patients treated for malaria,
dysentery and pneumonia in 2003 to the quantity of patients treated in 2016. Fewer Patients = Fewer
Deaths. In addition, a lower incidence of malaria, dysentery and pneumonia translate to an improved
quality of life!

Malaria: From 11.80% to 0.80%
Malaria Morbidity Rate: 2003
11.8 / 100 people

Malaria Morbidity Rate: 2016
0.8 / 100 people

Dysentery: From 2.97% to 1.20%
Dysentery Morbidity Rate: 2003
2.8 / 100 people

Dysentery Morbidity Rate: 2016
1.2 / 100 people

Pneumonia: From 2.83% to 2.50%

The results are compelling: In 2016 with a two-thirds larger population base, there were 3,897 fewer
patients treated for the top three causes of death. Given that 18% of the patients are traditionally
children under 5, an estimated 700+ children never got sick and led healthier lives as a result of the
improved sanitary and healthy environment propagated by CHEPP.

17

BHM Teams - Reduced total number of patients due to reduced morbidity rates
Reduced number of patients with most lethal illnesses

3597

257
Predicted

Actual

Malaria

853

779

862

379

Predicted

Actual

Predicted

Actual

Pneumonia

Dysentery

Positive Impact of Community Health Education and Prevention Program

Disease

Malaria
Dysentery
Pneumonia
Population

2003
Morbidity
Rate

2016
Morbidity
Rate

11.80%
2.80%
2.83%

0.80%
1.20%
2.50%
30,481

2016
Predicted
Patients
(based on
2003 rate)
3597
853
862
5312

2016
Actual
Patients
257
379
779
1,415

Fewer
Patients
due to
reduced
morbidity

Historic
Disease
Mortality
Rate

3,340
474
83
3,897

Fewer
Deaths
from not
falling
sick

0.513
0.124
0.149

1713
59
12

1,785

Note: Calculations are based on the following logic: Had the 2003 morbidity rate been realized with the
2016 population size…far more people would have suffered from malaria, dysentery and pneumonia in
2016. Given the historical mortality rates for these illnesses (where no backpack medics were available),
a greater number of those patients would have died in 2016. The fact that far fewer people suffered from
these illnesses means fewer people are likely to die from it, given the historical mortality rate.

Community Health Education In Burma’s Northern State of Kachin
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PROGRAM EVALUATION
Backpack Health Worker Team Program
Program Evaluation provides a means for organizations to assess what its efforts produce – or also
known as its Output. Perhaps of greater importance is appreciating the Outcomes that result from the
program’s Output. For a nonprofit dedicated to improving the health and associated quality of life in
underserved communities, typical Outputs include: quantity of medicine procured; number of medics,
quantity of training sessions. Outcomes reflect the ‘good’ produced by the Outputs produced when
used by the organization and its trained personnel.
Assessments are color coded: Blue - Meets/Exceeds Target; Yellow - Partially Meets Target; and Red Falls Short of Target

Assessment of Outputs Produced by the Program’s Effort
Number of Teams
Number of Medics
Quantity of Medicine
Number of VHV
Number of TBA
New Trained Medics
VHV Workshops
Pre-Natal Supplements
Provide Mosquito Nets

End of Year
14
49
867,000
31
778
23
11
0.971
5,120

Target

Rapid Malaria Test Kits
De-worm Children
Vitamin A to Children

4,147
6,341
8,314

4,147
8,000
8,000

School Health Training
Latrines
Gravity Flow Wells
Shallow Wells
100% of births w/ Medic/TBA
TBA Kits
Maternity Kits
Birth Record (certificate)
CHW Training
Cameras (documentation)

90
1,460
18
24
100%
148
520
436
4
0

90
1,500
20
35
100%
500
500
As required
3
14

14
49
870,000
31
99
20
12
1
5,120

Comments/Variance

Student attrition
1 treatment / pregnant woman
Full year's supply delivered
Budget limit

Budget Limit
436 births with either TBA or Medic
Budget limit/Conflict

Budget limit

Assessment of Outcomes Resulting from the Program's Outputs
Population Served
Villages Served
Births
Maternal Mortality Rate
Infant Mortality Rate
Population % w/ malaria
Women % leading teams

30,451
81
436
1.1/1000
1.6/1000
0.80%
50%

34,000
80
400
7.2/1000
135/1,000
3.70%
30%

Fighting disrupts villager movement
Includes IDP camps
Be prepared for 400
Benchmark from 2002 Goal = 0
Benchmark from 2002 Goal = 0
Benchmark from 2010; Goal = 0
Women leading teams
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Looking Forward
We expect that 2017 will see increased support required for the Backpack Medics and their selfless
service in their communities and villages. Through the end of last year, an estimated 644,000 persons
were internally displaced in Burma due to the on-going violence while tens of thousands more were
displaced due to the Burma army’s land seizures. At the same time, the Thai government and some
international organizations are pushing refugees in Thailand to return to eastern Burma, despite the
violence and lack of infrastructure to support them. As a result, health and medical care will be in higher
demand among the most isolated, impoverished and underserved communities of eastern and northern
Burma.
Burma Humanitarian Mission is dedicated to helping. We are committed to expanding both the quantity
and quality of support provided. We are excited to partner with World Centric to support the
construction and deployment of the first fixed clinic in a safe area of Karen State, Burma. This prototype
clinic will include dedicated exam rooms, beds for in-patient/overnight stays, a pharmacy for medicine
and supply storage as well as solar panels for power support. As such, the stationary clinic will support
twice the population of the mobile teams while retaining the ability to move to where medical services
are urgently needed.

Summary
Conditions in Burma’s conflict zones worsened for many ethnic minorities living in eastern and northern
Burma’s isolated locations. The Burma army continued its violent campaign, seizing land from villagers,
placing them at risk even if they are not directed assaulted. On a daily basis, the Burma army attacked
the country’s ethnic populations.
Burma Humanitarian Mission’s backpack medic teams continued to serve their people – providing direct
medical care to reduce suffering and mortality rates as well as the only mother child health care. Their
community health program is critical to reducing malnutrition and illness. Collectively, these programs
continued to have an exceptional difference to reduce morbidity and mortality rates. BHM’s 14 teams
supported over 30,000 people while treating nearly 11,500 patients. In addition:





Maternal Mortality was 1.1/1,000 births – down from 7.2/1,000
Infant Mortality was 1.6/1,000 births – down from 135/1,000
Malaria morbidity rate was 0.8% -- down from 11.8%
Dysentery morbidity rate was 1.2% -- down from 2.8%

We expect 2017 to see a continued need for increased support. With the compassionate support of
many organizations, we will meet these needs.
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