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There is an urgent need for improved 
reproductive health services in 
Burma. At 360 per 100,000 live births2 
the estimated maternal mortality 
ratio is lower than for a number of 
other countries in the region but 
there is widespread belief that this 
number is not a true representation 
of the maternal deaths in the 
country. Contraceptive use is also 
low, with large regional variations; 
women in those areas most affected 
by conflict are less likely to use a 
modern contraceptive than those 
living in the central plains region. 
In Arakan (Rakhine) State, where 
many people are displaced from 
their homes or are returnees from 
refugee camps in Bangladesh, the 
contraceptive prevalence rate among 
married women is particularly low.

The government of Burma has stated 
that it is committed to achieving 
the Millennium Development 
Goals (MDGs) by the target date of 
2015 and that reducing maternal 
mortality by 75% (MDG 5) is a 
priority for action in 2008. However, 
reproductive health (RH) services in 
Burma are predominately through 
private provision and therefore only 
accessible to those able to pay. There 
are limited services available in rural 
areas and the areas along the borders 
are particularly poorly served. 

Despite the government’s stated 
policy of focusing on MDG 5, one of 
the major barriers to contraceptive 
use is the government’s stance in 
favour of raising the birth rate. In a 
recent speech, the Chairman of the 
State Peace and Development Council 
clearly indicated the desire for a 
much larger population, referring to a 
“projected population of 100 million” 
(almost double the current estimated 
population). It is not surprising, 
therefore, that contraceptives are 

not widely available in government 
health centres and that the private 
sector is reported to be the main 
source of contraception. This is 
particularly relevant to women 
living in conflict-affected States 
and the border areas where private 
practitioners and private clinics 
are less likely to be available and 
where few international agencies 
are able to work. There are also tight 
restrictions on the use of permanent 
methods of family planning.

Without access to family planning 
services women tend to have babies 
too young, too close together, too 
many and too late – the four main 
factors which increase the risk of 
maternal and child death. Lack 
of family planning also leads to 
unplanned pregnancies, which may 
result in unsafe abortion. Despite 
efforts by a number of international 
and national agencies, HIV prevalence 
is among the highest in the region.

SRH services on the border
Reproductive health needs are being 
addressed by a number of agencies 
working on the Thai-Burma border, 
though these are often limited to 
reaching only those refugees living 
in camps. There have been significant 
improvements in the camps since the 
late 1990s. For example, emergency 
obstetric care is now available in 
most sites 24 hours a day, seven 
days a week. However, use of 
contraceptive methods is still low. 
High levels of unsafe abortion are 
reported, with correspondingly high 
levels of morbidity and mortality.  

There is a particular need for sexual 
and reproductive health (SRH) 
education. Many refugees have only 
limited knowledge of basic methods 
of contraception and how to protect 
themselves from sexually transmitted 

infections and HIV. Young women 
are particularly vulnerable, as 
they are at risk of being forced to 
work in one of the many brothels 
located in western Thailand. 

Reproductive health needs of both 
internally displaced populations 
in Burma and refugees in Thailand 
and Bangladesh are far from 
being met. There is a need to:

support development of human 
resource capacity as well as 
provide supplies and equipment

develop or update relevant 
policies and guidelines

encourage the Burmese 
government – despite its pro-
natalist stance – to recognise the 
importance of family planning 
in reducing maternal mortality. 

Policy response
The British government is one 
of the largest donors to Burma. 
Its Department for International 
Development (DFID) works with 
UN agencies, international and 
local NGOs, rather than funding 
the government of Burma directly, 
in order to ensure that funds 
are not diverted to support the 
repressive and illegitimate regime. 

In 2007, the International 
Development Committee3 of the 
British parliament held an inquiry 
into DFID’s assistance to Burmese 
IDPs and refugees along the Thai-
Burma border which published its 
recommendations in October 2007.4 
The report highlights key areas 
where support is needed, including 
in sexual and reproductive health. 

Both the Global Fund to Fight 
AIDS, TB and Malaria and the Fund 
for HIV and AIDS in Myanmar 
(FHAM)5 reflected the need to work 
through national and international 
NGOs but recognised the challenge 
of achieving the national-level 
coverage required to meet the 
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With per capita expenditure on health in Burma estimated 
at less than $0.�0 per year,1 it is not surprising that 
health status in Burma is lower than elsewhere in the 
region. This is particularly true of reproductive health.  
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The Karenni are the second largest 
grouping remaining in camps in 
Thailand and by late 2007 numbered 
around 23,000, about 13% of the 
total Burmese refugee population.1 
Humanitarian conditions in Karenni 
State are by all accounts dire, 
even by Burma’s low standards. 

The Karenni refugee leadership is 
dominated by the Karenni National 
Progressive Party (KNPP), which 
has remained committed to armed 
opposition to the Burmese regime. 
There are also various other 
armed groups vying for control 
of territory, resources and people 
inside Karenni State. High-minded 
ideology is often lost as conflict and 
its civilian consequences become a 
way of life and ultimately contribute 
to patterns of displacement. In 
the four years between 1996 and 
2000, for example, it is estimated 
that more than 15% of Karenni 
State’s population were displaced 
because of military activity.2 

The basic structure of assistance 
provision to Karenni refugees has 
changed relatively little in the past 
12 years, despite increases in the 
refugee camp population, camp 
mergers and the tighter physical 
and legislative confinement of all 
border refugees since 1998. The 
increasing impact of UNHCR’s 
large resettlement programme, 
whilst an understandable approach 

to a prolonged refugee situation, 
has also augmented anxieties 
and tensions within the camp. 
Unsurprisingly, Karenni refugee life 
is increasingly problematic – and, 
as a result, all agencies appear 
variously to be identifying and 
seeking to address a significant 
rise in both mental ill-health and 
social and legal problems.   

‘Materialising’ exile 
Displacement inevitably complicates 
and changes people’s relationships 
with objects and places, as well as 
with each other. In order to live 
as ‘normally’ as possible within a 
new place, Karenni refugees seek 
to make it as familiar in material 
ways, and as like the old, as possible. 
In so doing, they are attempting to 
connect two points in space (the 
refugee camp ‘here’ and the pre-
exile ‘there’) and two time periods 
(the displaced ‘now’ and the pre-
migration ‘then’). The connections 
are continually being renewed 
through ritual practices, clothing, 
food and myriad everyday activities. 

Essentially, this is about creating a 
sense, however flawed, of ‘home’ – 
somewhere people feel is comfortable 
and intrinsically linked to who and 
what they perceive themselves to 
be. While it is unhelpful for relief 
agencies and anthropologists 
alike to idealise the worlds that 
refugees have left behind, refugees 

often do precisely that. It renders 
the experience understandable 
and the present more bearable. 

The cultural experience of 
displacement is reflected in how 
refugees act in the physical world 
of which they are a part. How, for 
example, does life in the camps 
relate to cultural aesthetics about 
the ‘right’ or ‘best’ way to live and 
feel? In what ways do the memories 
and imagination of the home that 
has been left behind influence the 
ways in which refugees seek to 
create a sense of home in the camp? 
What particular material objects and 
aspects of the physical environment 
(if any) are important in these 
processes, and why? What does it 
physically feel like to be a refugee? 

At least three elements in human 
interaction with the physical world 
have become particularly significant 
in Karenni forced displacement. 
Firstly, opportunities to repeat 
physical actions familiar from the 
past, such as building houses and 
other creative processes possible in 
the camp, are important – and not 
only because they ameliorate the 
boredom and anxiety of displacement 
and provide necessary physical 
objects. They may be comforting 
in their familiarity, enable the 
structuring of time, and provide 
distraction and a sense of doing the 
best one can. They also allow the 
continued development and practice 
of valued skills. Furthermore, the 
reassurance provided by utilising 
subconscious cultural knowledge 
to use one’s body in established 
ways, while hardly unique to 

Material objects and the physical actions of making and using 
them are a fundamental part of how forced migrants, far 
from being passive victims of circumstance, seek to make 
the best of – and make a home in – their displacement.
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needs of the most vulnerable 
when operating through NGOs.   

Donor recognition of the need 
to support community-based 
organisations and NGOs inside 
Burma marks something of a shift 
in policy. As with IDPs elsewhere 
in the world, it is those not living 
in camps and not recognised as 
displaced who are most excluded 
from access to services. 

The International Development 
Committee recommends a 
quadrupling of aid for Burma. The 
real challenge for donors, however, 
is to find effective development 
partners able to provide good 
SRH services within the country in 
addition to those NGOs working 
across the Thai-Burmese border.

John Bercow (BERCOWJ@
parliament.uk) is a Member of the 

UK Parliament and is Chairman of 
the All-Party Parliamentary Group 
for Democracy in Burma. He is also 
a member of the UK’s International 
Development Committee. 

1. www.burmacampaign.org.uk/total_report.html#8
2. UNFPA, 2007
3. www.parliament.uk/parliamentary_committees/
international_development.cfm
4. www.publications.parliament.uk/pa/cm200607/
cmselect/cmintdev/1070/107002.htm
5. http://myanmar.unfpa.org/projects.htm

http://www.burmacampaign.org.uk/total_report.html#8
http://www.parliament.uk/parliamentary_committees
http://www.publications.parliament.uk/pa/cm200607
http://myanmar.unfpa.org/projects.htm

