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MESSAGE FROM '8 e 4 mp 1V VU (e

We present the findings of the 2024 Ethnic Demo-
graphic and Health Survey (EDHS) at a2 ttme of
sigmificant disruption in Burma: Since the events of
February 2021, widespread instability has severe-
Iy strained the country’s health sector, sstting back
even the modest gains achieved over the past deca-

de.

Communities that already faced limited access to
ezsenhial services now confront even greater bam-
ers to healthcare, education, and personal securty.
In many regions, earlier improvements through col-
laboration between ethnic health systems and na-
tional structures have been dismupted.

Desprte these setbacks, communities continue 1o
demonstrate remarkable resilience, drawing on de-
cades of expenience in navigating adversitv. Ethmic
and communitv-based health organizations continue
to play a vital role 1n delivering essential services,
particularly in remote and hard-to-reach areas. Of-
ten operating in challenging énvironments, these
organizations remain a kev source of healtheare
for some of the most underserved populations 1n
Bumma.

These are not temporary of reactive structures that
emerged in response to recent disruptions in the
central health svstem Rather, they are long-stand-
mg institutions, developed from within comnmuni-
ties themselves: Guided by principles of bottom-up
federalism_ these ethnic health actors serve as foun-
dational building blocks for locally govemed health
systems. As their responsibilities and areas of oper-
ation grow. 50 too does their role in shaping sustaimn-
able. community-led health responses:

More than service providers, they are trusted, embed
ded mstitutions an enduring presence in the lives of
the communmes they serve.

This report 1s more than acollection of data points 1t
reflects the quiet persistence of local health systems
operating in challenging epvironments. Yet the
2024 EDHS demonstrates that these systems have
not collapsed they have adapted. They continue to
carry out surveillance, deliver care, and respond to
commumty needs, even under severe constraints.

We share these findings with a renewed call to hum-
amtarian and development actors to recognize and
support locally rooted systems. Ethnic and commu-
nity-based health providers continue to serve pop-
ulations that are often beyvond the reach of intema-
tional actors. Strengthening these systems requires
more than funding it requires trust, long-term mn-
vestment, and partnership with institutions that have
deep roots in their communities and have remamed
active through crisis and recovery.

To all those who contributed to this survey health
workers, surveyors, and partner orgamizations we
offer our heartfelt thanks: Your dedication made this
work possible. Your commitment is both recogmzed
and deeply appreciated

To our supporters: thank vou for vour continued
partnership: Mav we move forward together toward
a firture where health 1s guided not by circumstance,
but by shared responsibility, equity. and trust.
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EXECUTIVE SUMMARY

The 2024 Ethnic Demographic and Health Survey
(EDHS) offers the most extensive, population-based
assessment of health, well-being_ and service access
in Burma’s ethnic and conflict-affected areas since the
2021 political crisis. Drawing on data from over 3,000
households and nearly 15,000 individuals across
seven states and regions, the survey provides entical
evidence on how communities are navigating com-
pounding challenges nising health burdens, collapsing
services, displacement, and despening socioeconomic

vulnerabilities.
Key Findings
1. A Dual Burden of Disease and Fragility

Ethnic communities face a convergence of longstand-
ing health challenges and new tisks. While infections
disease and malnutrition continue to affect children and
women of reproductive age, the survey reveals rising
prevalence of non-communicable diseases (NCDs),
especially amonz women Hypertension affects 37 4%
of women and 333% of men. yet treatment adher-
ence remains below 10.0%. Diabetes. mental health
disorders, and disability are increasingly common. but
services for diagnosis and care are limited or absent.

2. Worsening Service Access and Protection Gaps

Half of all women sull give birth at home, and fewer
than half recerve any postnatal care. While most com-
munities report physical proximity to a health facili-
ty. service functionality 1= hughly imconsistent under-
scoring the fragile and frapmented state of the health
system. Displaced populations and rural households
face the most acute barriers to care, with intersacting
vilnerabilities across gender. geography. and socio-
economic status.

3. Widespread Food and Livelihood Insecurity

40% of houscholds expenience moderate or severe
food msecunty, with levels exceeding 70% in Shan
(South) and Nay Py1 Taw. While most children and
women appear nutritionally adequate based on MUAC
measurements, localized vulnerabilities are evident.
Livelthoods have been disrupted: 60% of houscholds
depend on agnculture, yet nearly half report income
loss since the coup, compounding food insecurity and
household stress.

4.The Shadow of Political Crisis

The coup’s cascading effects are stark- 25% of house-
holds reported death or injury due to viclence, and
over 75% experience ongoing political strass. Migra-

tion 15 mcreasingly vouth-led-two-thirds of migrants
are under 25, many fleeing forced consenption. Men-
tal health challenges are widespread, wiath 46% of
adults showing depressive symptoms, particularly n
Karenni, Shan (South), and Nay Pyi Taw.

S.Local Resilience Amid Fragility

Despite systemic challenges, communities are respon
ding with resilience. Long-established ethnic and

community-based orgamizations (EHOs. ECBHOs.

C80s) remamn the frontline responders 1n most sur-
veved areas. Where these actors are strong, service
access and outcomes tend to be more stable highlight-
ing the importance of local leadership. coordination,
and trust-based programmmng.

Strategic Implications

o Equity and Inclusion Must Be Central: Disparities
in access and outcomes are stark, with the poorest
and most remote communities left furthest behind.
Addressing these inequities regquires conflict-sensi-
tive, zender-responsive, and geopraphically targeted
tnterventions.

o Support Community Lad Health Systems: Ethmie
and community based prowviders are sustamming criti-
cal services amidst extreme constraints. Strengthening
their capacity, infrastructure, and coordination mecha-
fisms 15 essential to meet nising neads.

o Mental Health and Social Protection Are Urgent
Gaps: The psychological and economic toll of con-
flict demands vrzent investment in mental health care,
dizability support, and Invelthood recovery

o Aid Must Be Nmble and Locally Anchored: Hu-
manitanan and development programming must move
bevond centralized models. Flexible, cross-border and
commumity-embedded approaches are vital for reaching
populations 1n crisis,

Conclusion

The EDHS 2024 findings are a call to action. Bur-
ma’s ethnic areas are navigatung a perfect storm of
health, economic, political and environmental shocks.
Yet amidst these challenges, communities continue
to adapt and respond. By centening eguuty, reinforc-
g community systems, and aliemng ad with local
realities, there remains 2 window to-protect hard-won
health gains and build more resilient, inclusive sys-
tems for the future.

g Ethaic Demographic and Health Survey (EDHS) - 2024



BACKGROUNI]m

Burma (also known as Myanmar) 15 mamland
Southeast Asta’s largest country, sharing berders
with China, [aos, Thailand, Bangladesh. and India
The 2014 national census reported a population of
approximately 313 million Although the country
15 natned after the largest ethnue group in the coun-
try, the Bamar (or Bummans), it 1s also one of the
most ethnically diverse countries 1n the world, with
non-Bamar ethnic peoples constitute over one-third
of the total populanon. Despite this diversity, the
state has long privileged the majority Bamar pop-
ulation through a process of national homogeniza-
tion mamifesting through suppression of education
of ethnic languages, margmmalization of non-Bud-
dhist relipions and centralized political structures;
including in health administration As Callahan
(2003) outhines_ these policies were most explicitly
instrtutionalized dunng the Ne Win mulitary regmme
(1962-1988). but they have continued in vanous
forms under both military and quasi-civilian admin-
istrations

The nizse and persistence of Ethnic Ammed Organiza-
tions (EAOs) can be traced to these histonical griev-

ances; as marrinalized communities sought greater

1.1 Post-2011 Health System Evolution in Burma:

Over the past decade, Burma's health svstem has
been shaped - and increasingly straned-by a con-
vergence of political transition, protractad conflict,
public health emergencies, and climate-related
disasters. Degpite early reform efforts and great-
er international engagement after 2011, structur-
a2l weaknesses persisted. particularly the system's
over-centralization and limited responsiveness to
local needs. Authority over policy. financing, work-
force deplovment, and data systems 1z concentrated
in the national capital. Nay Pyvi Taw, with subna-
ttonal (region and state-level) and ethme govemn-
ments having minimal mfuence over health plan-
ning or budeeting. This top-down model does not
reflect Burma's geopraphic, cultural. and epide-

autonomy, recognition. and equitable development
in the face of state exclusion and militarization and
since independence, Burma has never been without

crvil conflicr.

As a result of decades of protracted conflict and
overlapping govemance by state and non-state ac-
tors, along with longstanding neglect of health by
successive central administrations, particularly in
conflict zones and non-Burman communities. many
of the most vulnerable populations of the coun-
try remain with no or very limited access to basic
healthcare and humanitarian services.

Note on Terminology : In this report, we use Bur-
ma rather than Myanmar in recognition of the polit-
ical context and preferences of many of the commu-
nities and civil society groups with whom we work
Bumma 15 widely used by pro-democracy move-
ments, ethnic orgamizations. and commumty based
networks who view the name Myanmar officially
adopted by the military regime 1n 1989 as lacking
legmmary. Our choice of terminology refiects soli-
darity with these groups and the values of inclusion,
Justice; and self-determination.

Centralization, Conflict, and Crisis

miological diversity, leaving many communities
especially those in border areas and conflict zones
- with under-resourced and inaccessible care. Years
of exclusion have contnbuted to low trust i gov-
ernment health services. and in many regions, eth-
nic health organizations (EHOs), ethnie communi-
tv-based health orgamzations (ECBHOs), and e1vil
society orgamzations (C50s) have stepped 1 to fill
critical gaps. These local providers deliver essential
care - including pnmary healthcare services; mater-
nal and child heaith services. disease surveillance,
health education, and smergency response - using
culturally appropriate methods and communicating
m local languages.

Ethnee Demoerapluc and Health Swvey (EDHS) - 2024 10



The COVID-19 pandemic and the 2021 military
coup further destalilized the already underfunded
health system. Burma allocated just 4. 8% of GDPto
health in 201 8. the lowsst among ASEAN countries;
and the health system was unprepared for pandemic
response. COVID-19 masmified existing inequal-
mies. particularly in areas with limited or no state
health presence After the coup. mass resignations
of government health workers under the Covil Dis-
obedience Movement® the malitanization of hospi-
tals, and heightened msecunty caused the collapse
of services in many regions. With over three mullion
mternally displaced persons (IDP) by 2024 and dis-
ruptions to routine programs such as immumization
and tuberculosis control. the burden of care fell even
more heavily on local health actors.

Despite severe constraints - including funding short-
ages and distupted supply chains EHOs and ECB-
HO: mamntained service delivery through mobile
clinics. matemal health outreach. and trauma care
m conflict zones: These commumity-rooted systems
have become essenhal for displaced populations far
bevond the reach of formal health services provid-
ing care mside the country, as well as referrals to

In late 2024, severe flooding across southeastern
Burma exacerbated by Tvphoon Yagi and intensi-
fied monsoon ramns-further exposad the fragility of
the country’s health infrastructure. Over one milhion
people were affected across more than 65 town-
ships, with hundreds killed or missing. The floods
destroved roads. bridges, and critical health infra-
structure while also tnzgenng outbreaks of water-
bome diseases, particularly in IDP camps. EHOs
and ECBHOs, already stretched thin, were once
again the first responders. Layered on top of on-
going armed conflict, and a dismpted public health
system. such recurning climate shocks underscore
the urgent need to address the structural himitations
of Burma's health sector. It wall require a shaft away

from centralized governance and toward inclusive
models that formally recognize, support, and in-
tegrate the local health providers who conunue to
deliver essential care where government systems
cannot. In many parts of the country, these commu-
mty-led providers are not an altemative-they are the
health system.

Frontline health providers in ethnic areas

Ethnic Health Organizations (EHOs) are health
departments or medical wings establizhed by Ethme
Armed Orgamizations (EAOs) to deliver healtheare
services mn termtories under thewr control or influ-
ence. They are tvpically structured entities with de-
fined leadership. technical staff, and service deliv-
erv networks_and are considerad the de facto health
authonties in many conflict-affected ethnac areas of
Burma

Ethnic Community-Based Health Organizations
(ECBHOs) are non-state, community-rooted health
organizations that operate independentily or 1n co-
ordination with HHOs. They are often based along
border regions or in displacement-affected com-
munities. ECBHOs frequently serve populations in
areas not reached by either state or EHO systems
and are critical actors 1n humanitanan response and
health system resilience:

Civil Seciety Organizations (CS0s) 1n =thnic areas
are community-based, non-governmental groups
that respond to local nesds where state services
are limited. They wark closely with local EHOs,
commumity-based orgamzanons (CBOs), and other
networks to respond the urgent needs of health_ ed-
ucation, and humanitanan services; suppofrt peace-
building and conflict resolution; preserve culture
and promote local governance; document human
rights violations; and mobilize communities for po-
litical participation and self-determination

1.2 Posit-2021 Health in Transition: Emerging Governance and Local Health Leadership

Since the 2021 military coup, Burma's governance
landscape has undergone fundamental changes; par-
ticularly 1 areas most affected by conflict and dis-
placement. As central state systems have withdrawn
from large areas of the country, new administrative
structures have emerged to fill the vacuum. Lo-
cal and sthnic goverming bodies-inchiding Karen-

m State’s Interim Executive Council (IEC), the
Sagaing Federal Unit Hluttaw (SFUH), and varous
township-level coordination teams-have increasing-
by assumed responsibality for core functions such as
public admimstration_education, and health service
delivery.

11 Ethaic Demographic and Health Survey (EDHS) - 2024



Some of these structures operate with the support
and coordination of the National Unitv Government
(NUG). which seeks to guide and harmonize mterun

governance across multiple regions.

These emerging anthorties are not ad hoc actors.
The Karenni IEC. for instance. has developed a
formalized admumistrative system with distinct de-
partments responsible for health, finance. trade; ag-
nculture, and infrastructure. Its health department
collaborates with ethnic health organizations and
civil soctety partners to delrver care, manage refer-
rals, and support mobile health outreach in hard-to-
reach areas In parallel, the SFUH in Sagaing Re-
zion has worked closely with the NUG's Federal
and State Coordination Comnuttee to draft a sub-
nationzl constitution and operattonalize local gover-
nance through community consultations and interim
public admimstration bodies:

These efforts reflect an important shift: 1n the ab-
sence of formal state services. local populations are
increasmngly turming to these intenm governance
bodies as legitimate providers of health and social
services. Community trust, shaped by proxumity,
cultural alignment, and accountabality, has become
a defining feature of these authormies. For exam-
ple. 1n Karenm State and Sagaing Region, public
engagement in health consultations and local gov-
emance forums is growing, remnforcing the role of
these bodies as both service providers and ceordina-
tors of local health responses.

This shift toward decentralized health governance
holds important implications. First, 1t enables a more
tatlored and context-sensitive approach to health
service deliverv-one that alions with local needs,
languages. and realities on the ground. Second, ut
strengthens accountability, as health authorities are
increasingly embedded wathin and answerable to
the communities they serve. Third, 1t creates space
for more resilient, distibuted data systems, which
are crucial for planning, outbreak monitoring, and
equitable resource allocation i conflict-affected
and underserved regions.

Recognizing and supporting these emerging ‘actors
15 not simply a response to crisis 1t 15 an investment
in long-term health svstem resilience. As Bumma
navigates a period of uncertainty and transforma-
tion, engaging constructively with deceniralized

governance structures-particularly those rooted in
community legitimacy and active service provision
will be kev to sustaining health access, rebuilding
systems, and ensunng that future health stratemes
are inclusive, accountabls, and responsive to the
country s diverse populations.

Examples of emerging governance structures

Interim Executive Council (IEC). Karenni State:
Formed by reprezentatives of Karenni civil society,
resistance forces, and ethnic organizations, the IEC
functions as an intenm governing body in Karen-
11 State. It oversees local admimstration and pub-
lic services: and has launched sectorzl plans such
as a one-vear economic development strategy. The
KIEC operates in areas no longer served by central
authorities and is recogmzed by local communities
as a lemitimate sovemance body

Sagaing Federal Unit Hluttaw (SFUH): The
SFUH consists of lawmakers elected in 2020 from
Sagaing Region who continue to operaie in oppo-
sition to the military regime Workme closely wath
local resistance and civil society groups. 1t leads ef-
forts to establish intertm governance, including the
drafting of a subnational constitution and coordina-
tion of public services in contested areas. The SFUH
works alongside the NUG to strengthen administra-
tve functions and uphold democratic mandates 1in
Sagaing

National Unity Government (NUG): Established
m Apnl 2021 by elected parhamentanans, ethmic
leaders. and pro-democracy groups. the NUG pres-
emts itself as the legitimate intenim govermment of
Burma. It coordinates pohitical military; and human-
itanan efforts across opposition-held termtones and
works toward a federal democratic future. The NUG
supports the development of state-level admimstra-
ttons, including the KIEC and SFUH. through 1ts
Federal and State Coordination Commuttes (ESCC)

Ethnee Demoerapluc and Health Swvey (EDHS) - 2024 12



1.3 Health Information System Working Group ( HISWG)

Since itz establishment in 2004, the Health Informa-
tion System Working Group (HISWG) has served as
a vital consorhum of EHOs and ECBHOs, working
to fill entical data gaps in Burma’s conflict-affected
and ERO-governed areas. In regions often excluded

1.4 Sigmificance of this Report

The 2024 EDHS survey builds on four earlier rounds
of morbidity and mortality data collection conducted
m 20043 20084 2013 and 2019% These survevs
have provided essential data not only for service
delivery and -advocacy, but-also for understanding
long-term health trends 1n communities that remain
underrepresented in official health statistics. This
ongomng, collective effort over the past 20 years re-
flects a deep commitment to amplify community
voices and ensure that health systems planming 1=
groundzad in the lived realities of populations.

In recognition of the expanded scope and the formal
collaboration among 13 EHOs and ECBEHOs under
the Ethnmic Health Svstemis Strengthenming Group
(EHSSG), the survey was renamed the EDHS to re-
flectamore inclusive and svstems-focused approach.
The 2024 EDHS captures data actoss a broad range
of domains including mortidity. mortality. repro-
ductive and child health nutntion. migration. access
to healthcare, and human rights. A new section was
also introduced to assess community resilience, fea-

from national health surveillance systems, HISWG
has led some of the only systematic efforts to gener-

ate population-based data on health outcomes, mor-

tality, and the health impacts of conflict and human
nights violations.

turing surveys with three to six community leaders
in each cluster These interviews explore local gov-
ernance, access to schools and health and responses
o onzoing conflict and displacement. adding depth
and context to the household survey findings.

In the wake of Burma’s political and humanitarian
collapse following the 2021 military coup, the 2024
EDHS provides a crucial baseline for understand-
ing health systems 1 a rapidly changing context.
It offers population-level evidence on health con-
dittons; vulnerabilities; and cemmunity response
capacity particularly in conflict-affected and dis-
placed areas where mtemational actors have hmit-
ed access. The survey reflects coordination not only
with EHOs and ECBHOs. but also with emerging
mtenm governance structures recognized locally as
health authorimes. This shifr underscores a move to-
ward localized, community-led health planning and
data systems. offering kev msights for donors and
humanitarian actors secking to support inclusive re-
silient approaches grounded 1n local realities.
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Survey Implementation Areas
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Figure |. Survey implementation aress
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METHODOLOGY Lillil

The EDHS, formerly known as the Eastern Bur-
ma Retrospective Morbidity Survey (EBRMS), 15
a population-based household survey conducted to
assess health status. access to health services, and
kev soctal determinants of health among commumni-
ties served by EHOs and ECBHOs 1n conflict-affect-
ed regions of Burma Inmiated in 2004, large-scale
rounds were subsequently conducted 1n 2008, 2013,
and 2019 The 2024 round builds on the 2019 meth-

2.1 Samplinz desizn and field implementation

The 2024 survey emploved a straittfied. two-stage
cluster sampling design using disagoregated sam-
pling frames aligned with the service areas of EHOs
and ECBHOs. Surveys were initially planned across
both camp and non-camp settings i Mon. Karen,
Karenni. Shan_ and Kachin States. Due to escalat-

ELHS Survey Implementation Steps:
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Figure 2 Steps of the survey implementation procsss

2

odology while adapting to rapidly evolving shifts in
the security landscape and displacement

The study protocol underwent ethical review and
approval by Queen’s Universitv’'s Health Sctences
and Affiliated Teaching Hospitals Research Ethics
Board All participants provided mformed verbal
consent, and participation was volustany

ing conflict in Kachin State, eight of the ten selected
non-camp villages were deemed inaccessible As a
result, the survey team redirected efforts exclusively

toward accessible IDP camps in Kachin

Cluster selection was based on probability propor-
tional to size within each EHO'ECBHO service area
Within each selected cluster; 15 to 30 households
were sampled using proximity-based methods. A
household was defined as indiniduals living under
one roof and sharing meals for at l=ast two months,
Where clusters contained too few households, ad)a-
cent villages were merged to meet the required sam-
ple size. In cases of an empty or abandoned cluster
{e.g.. closed IDP camps)_ the next nearest accessible
site was selected as a replacement

Pamticipating organizations mcluded: BPHWT,
BMA, CHDN, KDHW. KWAT and MNHC. Due
to security constraints_ the Kachin Health Network
(KHN). Shan Health Department (SHD). and Shan
State Development Foundation (S5DF) had to with-
draw from the survey.

Kev ethnic health actors involved in the EDHS
Ethnic Health Organizations (EHOs)
Civil Health and Development Network (CHDN):

Establizshed 1 2012 by six ceasefire-signatory or-
ganizations (currently five organizanions after the

13 Ethaic Demographic and Health Survey (EDHS) - 2024



2021 military coup) m Karenni State, CHDN 1s an
EHO that delivers basic healthcare to 446 remote
villages, 144 IDP camps and 149 [DP sites (total 739
sites) through 33 chinics_ 3 secondary hospitals, and
1 Integrated Health Service Center (IHSC), tramned
community health workers. and mobile backpack
teams, to expand access to essential services

hard-to-reach areas.

Karen Department of Health and Welfare
(KDHW): Founded in 1965, KDHW 15 an EHO
providing comprehensive, community-based prima-
ry healthcare to over 450,000 people in remote and
conflict-affected areas of Karen State and parts of
Mon State, Tanmintharyi, and East Bapo, through a
network of Village Tract Health Centers and Village
Health Workers.

Men National Health Committee (MNHC):
MNHC 15 a non-profit founded 1n 1992 that provides
primary healthcare to approximately 60.000 inter-
nally displaced persons along the Thatland-Burma
border and 1n parts of Mon, Karen, and Tanmtharys,
operating clinics and serving around 10000 people
through its facilities and outreach.

Ethnic Community Based Health Organizations
(ECBHOs)

Back Pack Health Worker Team (BPHWT): Found-
ed in 1998 by health workers from Karen, Karenni,
and Mon States. BPHWT 1s a community-based or-
gamization that delivers primary healthcare, mater-
nal and child health and health education to over
300,000 internally displaced and vulnerable people
across conflict-affected areas n Burma_ throogh
mobile teams and a community-manapged, participa-
torv-approach.

Burma Medical Association (BMA): Formed i
1991 at Manerplaw 1n Karen State, BMA 15 a leading
health body that brings together border-based med-
ical professionals to strengthen healtheare delivery,
promote public health policy, and build capacity in

2 2 Traming of surveyors

A hybrnd Tramming-of-Trainers session was con-
ducted from August 19-23. 2024, with two 1n-per-
son participants nominated from each participatnng
EHO and ECBHO. Only those attending in person

were formally designated as survey trainers.

ethnic areas of Burma through close collaboration
with ethnic health organizations, civil soctety, and
national and international partners,

Kachin Women’'s Association Thailand (KWAT):
KWAT 1= a non-profit organization working to elim-
inate discrimination and viclence against women.
mprove their living standards, promote their partic-
ipatton in decision-making, and advance social jus-
tice, peace, and development in the Kachin region,
guided by a vision of a peaceful. equitable society.

Other ethuic health actors that had fo withdraw
their participation n the swvey due to ntense
armed corflict and Cyclone Yagi during the siovey
period,

Kachin Health Network (KHN): Established in
2020, KHN 1s an EHO working across 12 townships
in Kachin State to provide basic health services to
mndigenous populations. migrant workers, persons
with disabilities. and other vulnerable groups 1n re-
mote areas, through partnerships with local CSOs
and EHOs.

Shan Health Department (SHD): Founded in
2019 by sx Shan EHOs, SHD delivers accessible
primary healthcare across more than 20 townships
m Shan State through over 30 climes. serving over
200,000 predominantly tural residents, with a mis-
s1on to strengthen public health and contribute to a
federal health system through community-driven,
mnclusive approaches.

Shan State Development Foundation (S5DF):
Founded m 2012 through the unification of key
Shan committees, SSDF supports displaced and dis-
advantaged Shan communities along the Thailand—
Shan border and within Shan State by providing
emergency rehef, healthcare, education, and com-
munity development services to help fulfill basic
needs and mprove livelihoods.

Following the Tramning-of-Trainer sessions. these
designated trainers led five multipher tramings for
48 surveyors across Burma and Thailand between
September 30 and October 10, 2024 Training loca-

tions were selected based on accessibility and secu-
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ity considerations, and included Mae Sot, Thailand
and inside Karenm and Karen States, Burma

The tramming curniculum coveraed core components
of the 2024 survey, including stratified cluster sam-
phing techmiques, use of digral data collection tools,
procedures for obtaiming informed consent, mter-
view protocols and ethical considerations, partici-
pant referral processes; and methods for measunng
anthropometry and blood pressure.

Survevors were also oriented on how to assess local
conditions in the field, document any unexpected is-
sues_ and report any secunty-related incidents to the
survey coordination team in real-time.

2.3 Data collection

Data collection was conducted from October 14 1o
November 23, 2024 Survevors visited households
and administered questionnaires to the primary
respondent - typically the male or female head of
household. In mnstances where the head of house-
hold was unavailable, surveyors selected the most
appropriate respondent. grving prionty to women of
reproductrve age (WRA) with children under five.

The survey instrument was adapted from previous
EBRMS rounds, with updates to capture emerging
public health concems wmcluding nen-commumni-
cable diseases and conflict-related displacement
Questionnaires were translated into Burmese and
other relevant local languages, reviewed by balin-
gual staff, and field-tested during enumerator train-
mg te ensure clanty and contextual accuracy.

In addmion to interviews, surveyors conducted the
following anthropometric measurements:

« Mid-upper arm circumference [(MUAC): As-
sessed acute malnutnition 1 children aged 659
months and WRA (girls and women. aged 13 to 49
years).

2 4 Data manapement and analysis

Data were entered. cleaned. and analyzed by mem-
bers of the HISWG. Descriptive statistics were cal-
culated and pooled across regions_ At the time of re-
porting, data from the 2024 survey have not yet been
adjusted for complex sampling design. This decision

Fuioure 3. Traming of surveyorz in the field

« Blood pressure (BP): For selected adults aged
40534 years and unmersally for thoze aged 33 vears
and above.

While most targeted clusters were successfully
reached. some locations were found to be inacces-
sihle or vacated due to population displacement or
security threats. In such cases, surveyors filed mneci-
dent reports with the central coordination team for
documentation

Figure 4. Surveyors crossing a Tiver to resch & chuster for data
cotlection

reflects both the operational urgency of producing
tunely findings and ongomng technical work to verify
population denominators across partner areas. Giv-
en the rapidly evolving humamtanan context and
immediate need for actionable 1nsights, unwetghted
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results were priortized to offer stakeholders a time-
Iy snapshot of commumnity health status: While this
approach may obscure regional disparities and limat

Several limitations should be considered when in-
terpreting the findings of this survey,

First, due to access and security challenges. sever-
al selected clusters-particularly in parts of Kachin
and Shan States-were not accessible and had to be
excluded from the sample. As a result. populations
i the most hard-to-reach or conflict-affected areas
may be under-represented, and the findings may re-
flect relatively more stable locations:

Second, ongoing population movement and dis-
placement disrupted data collection 1n several loca-
tions. In some mstances, selected clusters (such as
recently vacated TDP camps) had no eligihle house-
holds available for survey, leading to substitutions

or smaller-than-anticipated sample sizes.

Third. many mdicators 1n the survey rely on a
12-month recall period. which may be subject to re-
call bias. This 1s particularly relevant in unstable or

generalizability, 1t still provides critical direction for
planning and validates emergent concerns 1dentified
by frontline health providers.

high-stress environments, where daily routines and
memory may be distupted. For some modules such
as chuld illness and dietary intake-shorter recall pe-
riods (two weeks or 24 hours) were used 1o improve
aCCuUracy.

Finally, while data were pooled to provide an overall
picture, the analysis did not apply statistical weights
to adjust for the complex sampling structure. As
such. findings represent unweighted estimates and
may over- of under-represent certain groups or re-
gions, limiting the precision of broader generaliza-
tions.

Despite these constraints, the survey offers import-
ant insights into populations that are often under-
represented in national datasets. It contnibutes to
building an understanding of health trends in these
communities, drawing from multiple survey rounds
and ongoing local data collection efforts.
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B COMMUNITY
BN RESILIENCE Rt

The 2024 EDHS Community Survey Module was
implemented across 164 clusters, including 23 IDP
camps and 141 non-camp willage sites. This area
covered 15,608 houscholds, representing a popula-
tion of 79944 individuals comprising 4 348 house-
holds (20340 people} m IDP camps and 11,260
households (52,604 people) in villages.

This section presents a comprehensive geosraphic
and demographic profile of the survevad clusters,
highlighting their regional distribution, internal
leadership structures, recent patterns of population
change_ distance from urban centers, and historic
displacement and settlement patterns. These contex-
tual ins1ghts are essential for umterpreting how health_
education, and development programs are delivered
and expertenced. Three key themes emerge:

* Service delwvery 15 mediated by a shifting patch-
work of EHOs. ECBHO:s. and local awthorities

3.1 Clusters by Regsion

Surveved clusters were heavily concentrated in Kar-
en and Karenn: States, which together accounted for
110 out of 164 (67_1%) clusters. Diata were collectad
from both camp and non-camp sethings 1in Karen and
Karenm States. Shan (South), Mon, Tamintharvi
Nay Pyvi Taw,” and Bago (East) sttes had fewer clus-
ters overall and no recorded camps, suggesting more
dispersed or integrated populations or vanations in
how displacement 15 managed or documented. Only
camp-based clusters were surveyved 1 Kachin State
due to securnty constraints.

3

creating uneven access to services across adminis-
trative, ethnic. and geopolitical contexts The 2024
Community Module lighlights where and how these
gaps manifest on the ground.

* By collecting information on health. education,
infrastructure, connectivity. housing, transport, and
markets, the module provides a holistic picture of
overlapping vulnerabilines. This cross-cutting lens
enables more coordinated, context-sensitive plan-
ning across camp and non-camp settings.

* Survey coverage reflects a “best-case” scenano,
and highly insecure or remote populations remain
underrepresented. Actual displacement and service
needs are likely higher than reported, undersconng
the importance of cautious mterpretation and com-
plementary data-pathening efforis.

&+ Camps

@ = Non-Camps
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Tanmitkaryi m
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i ] o ki 4g H & |

Figare 3. Number of chisters by surveved areas
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Respondents for the community resilience module
of the 2024 EDHS included a range of local leaders
and service providers, with village heads, religious
leaders. commuttee members. school teachers and
clime-im-charges making up over 90% of respon-

3.2 Profiles of participants in the community resilience module

dents. Community representatives from grassroots
groups-particularly women's groups, youth groups,
and informal volunteers-made up 7.0% of respon-
dents.

Commumity Members 7% ———

33 Population Change Trends

Incressad

Staved at s3ame

30 0 50 150 200
Figure 7. Populshon chanpes m the surveved cluzters smes 2021

3.4 Year of cluster establishment

Settlement patterns reveal distinct nmelines for
camp and non-camp clusters. Most non-camp clus-
terz (n=93) were established before 1970, refisct-
ing long-standing communities with deep historical
roots, some of which may have transitioned from
earlier rounds of displacement In contrast, 87% of
camp clusters (n=20) were established after 2000,

Senvice Provider= 32 8%

———— Lol Leadership 60 3%

Figure §. Typew of participants In the community rezilience madule of the 2024 EDHS

About two-thirds (n=10%) of clusters reported pop-
ulation increases, likely dniven by displacement into
the surveyed sites, which refiects that they were fel-
atively more secure areas. About one in four clusters
(n=40) experienced population dechne_likely due to
out-magration linked to conflict, insecurity, econom-
ic pressures, or envirotnental stress. These trends
suggest that displacement 1s influencing both popu-
lation growth and decline, with movement patterns
closely tied to percerved or actual safety m EHO/
ECBHO service areas. Less than 10% of clusters
{n=13) reported stahle population levels.

indicatimg that camps are largely a result of more
recent displacement events linked to ongoing and
wideming conflict, environmental erises, or forced
relocation. These newer sites are hikely stll 1n tran-
sition and require more intensive support and stabi-
lization efforts. 17 clusters reported that they were
established after the 2021 military coup.

& Camp

@ Mon-Camp

Gider {EEI'GEE Ig?ﬂ] _

Newly Eztablished (After 2000) ‘ -
0 20 40

il g0 100

Figwre §. Penod when cluster was estabhished
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3.5 Access to Programmes and Activities by surveyed areas

Access to humanitarian and development programs
15 uneven across Burma's regions. EHOs serve as
kev anchors for programming in areas where they
hold local legiimacy and operational presence,
particularly m Karenm and Karen States. CBOs
and CSOs play a wital role in senvice delivery, es-
peciaily 1n underserved or polmcally sensitive ar-
eas where international or state actors are absent.
The involyvement of the United Nations (UN) and

@ sac

@® EHO
Karen
Karenm
Shan {South)
Lon
Tanintharyi

Eachm

Bazo (East)

%

L=
-2
Ll

40 %

non-governmental organizations (NGO) 15 concen-
trated 1n a few regions-notably Karen and Karsnm
States-while engagement remains mimmal in Mon,
Tanintharyi. and Bago (East), signaling potential
blind spots in formal humanitanian coverage These
dynamics underscore the mportance of locally em-

bedded partnerships and area-specific coordination

to ensure equitable and context-sensitive service de-
livery.

® UN/ NGO CBO /€S0
182% 303%
400%
3% 333%
100%
60 % 30 % 100 %

Figure 9. Aceets to program: by surveyved areas

3.6 Types of Security

Across the 164 surveved clusters, most clusters fell
under the control of Ethnic Resistance Orgamzations
(EROs) (66.3%), followed by local militias (25.0%)
and People’s Defense Forces (PDFs) (43%). A
few clusters reported no clear authonty (3.0%) or
declined to answer (1.2%). 16 of the 164 clusters
reported the presence of multiple local authorities.
No areas reported the SAC as a local authonty, The

Nome 3%

Logal Milifiz 25 %

PDFL3Y —0 ————F

-absence of SAC control creates both opportunities

for commumity- and ERO-led governance. where
multiple security actors overlap or compete for in-
fluence. These dynamics underscore the need for
fiemible. conflict-sensitive programming that 1s-at-
tuned to shifting power structures and rooted in lo-
cal trust-building and negotiation

DERefnsed 1.2 %

— FRO 665 %

Figure 10. Typez of seunty
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3.7 Typesof Village Commuttees

Data on village committees highlights a strong
foundation of community-based governance i Bur-
ma, with the most common structures Village Ad-
munistrative Committess and Education Commit-
tees, followed by Youth Commuttees and Women's
Committees reflecting a focus on local governance,
education. and soc:al mobilization These well-es-
tablished networks demonstrate a high level of so-
cial organization and offer valuable entry pomnts for
locally led participatory programming. However,
there ts clear potential to expand their roles in areas
critical to community resilience. Commuttees for Di-
saster Preparedness, Conflict Resolution. and Water
and Sanitation remain underrepresented, underscor-

=

: Figore 11. Commumityv-led mapping for disaster risk reduction and

ing the need for targeted support and nvestment to management '

strengthen local capacifies in addressing conflict,

displacement, and climate-related challenges.
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The analysiz of community reported positive chang-
es highlights a strong preference for tangible, vis-
thle improvements particularly in infrastructure
(33.5%) and transportation (20.0%) which are seen
as foundational to datly life and enablers of broader
development.

Infrastrocture new! fenovated) 33 3%

Transportation 20 % ——————*

3.7.1 Five Key Improvements that Made a Posttive Impact on Community

While WASH (19.1%), education (12.7%), and
health services (12.7%) were also cited, their rec-
ognition was less frequent, sugoesting the need to
better integrate and communicate the value of social
SEervice improvements.

/_— Wash 121 %5

+——— Hezlth Service 127 %6

N Fieation Savice 127%

Figure 12 Key positive onpacts
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3.7.2 Five Key Events That Made a Negative Impact on Community

Respondents were also asked about events that have
made their communities worse-off since the 2021
mithitary coup. Communities reported that they have
faced a convergence of armed violence (35.6%)
and natural disasters (33.0%). compounded by eco-
nomic shocks (12 4%0), disease outbreaks (11.1%),

Lmited Access 79 %

y

Armed Confliet 33.6 % ————

Biisexse Ouftivesk-A1.1 % s

and restricted access to essential seraces (7.9%).

The dominance of conflict-related harms-such
as atrstrikes, shelling, and forced displacement-
underscores the urgent need for protection program-
ming_ psvchosocial support, and mobile or informal

service altemnatives in inaccessible areas.

a——— Thzaster 33 %

*  TFeonomic Desfructon 124 %

Figure 13. Kay negafive mnpacts

1.8 Community Resilience

This section uses a traffic light svstem as a visual
proxy to assess basic infrastructure and service ac-
cessibility across regions. The colors represent the
proporiion of clusters meeting threshold levels for
each service:

® Green = 70% or more coverage

381, Access o basic services

Data 1n Table 1 highlights regional disparities m
access to basic services across the surveyed areas.
Access 1o improved water-bottled watsr, piped
supply. protectad wells, and tube wells was gener-
ally strong. with Karen. Karenmi_ Mon, Tanintharyi,
and Nay Pyi1 Taw reporting at least 70% of clusters
having access However, Kachin, Shan (South), and
Bago (East) showed more moderate access.

Access to electricity. phone networks. and internet
showed high wvanation both between and within
clusters. Electricity access-mainly powered with
solar panels-1s more consistent, with most regions
reporting ‘at least 40% of clusters where over half

O Yellow = 40-69% (moderate coverage)
®EFEsd = below 40% (cntical gap)
This system enables quick comparisons across re-

gions, drawing attention to disparities that can guide

programmatic targeting, policy prioritization, and
resource allocation.

of houssholds have access, with the exception of
Bago (East). Phone network access 1 uneven, with
Karenm, Shan (South), and Mon facing challenges.
while only Kachin clusters show better connectiv-
ity. Intemet coverage 15 the most limited service,
with Karenm_ Shan (South), and Bago (East) report-
ing very low or no access, and Mon being the only
region where a significant porfion of households
within the cluster kave imternet access. This high-
lights the ongoing digital dirade, where even in
areas with overall service access. manv house-
holds remain disconnected, further compounding
challenges in communication and access to infor-
mation.
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_Regions/ States In Atmsm
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Takle 1. Aecest o basic services by surveved zread

Infrastructure and transport access across surveved
clusters was limited. These findings reflect the con-
dions of the sampled communities, rather than
the entire state, region or union termtory. and high-
light the structural marginalization expersenced by
remote populations. Across all states and regions,
less than 40% of clusters had access to paved roads.
Public transport was partially available m Karenni,

3182 Access to infrastruciure and transportation

Mon, and Tanintharyi, whereas all other surveved
areas reported less than 40% coverage. Proximity
to towns and villages was similarly lmited, with
Karen, Mon, and Bago (East) reporting less than
40% of clusters located within 10 miles of the near-
est settlement - indicating high levels of 1solation
that further constrain service delivery and commu-
nity connectivity.
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Tabie 2 Aecass to infrasirociure and transpart by surveved areas

383 Access to durable housing

Housing condrtions across surveved regions reveal a
widespread reliance on semi-permanent shelters that
offer basic protection but remamn structurally wvul-
nerable Metal roofing is relatively common, with
Karenni, Shan (South), Kachin, and Nay Pvi Taw
reporting that more than 30% of households wathin
clusters use metal roofs, while other regions show
moderate coverage. In contrast. masonry housing

Ethnee Demogerapluc and Health Swvey (EDHS) -

15 notably scarce - no state or region reported more
than 40% of clusters where at least half of house-
holds live tn masenry-built structures. This reflects
a general dependence on non-durable housing ma-
terials, highlighting the heightened vulnerability of
commurnities, particularly in disaster-prone or con-
flict-affected settings, where safe and resilient shel-
ter 18 essential for long-term protection and stability:
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> 50% households with metal roofing

= 509% households with masonry

‘Shan (South)

| @ |®

Tanintharyi

Nay Pyi Taw

Bago (East)

oo o000 e

Table 3. Howmine and shelter by sorveved asras

Availability of Schools within Clusters

s | o ° o
Kareani | ® L 9
Shan (South) | b e
Mon ° d o
e ® o ®
Kachin | ® ) 3
NayPriTew o ® e
Bago(Eas) | @ ® _

The sducation landscape across surveved regions
reveals strong access to primary education, with
over 70% of clusters in all regions reporting the
presence of a primary school wathin the communi-
tv. However, access to middle school (grades 6-10)
and high school (grades 11-12) is seversly limited.
Maost clusters lacked infrastructure for post-primary
education, with only Shan (South) reporting partial
access to middle school, and Kachin reporting par-

tial access o muddle and high schools:

Table 4. Availability of schools within communities by surveved areas

Ha:.{e l-t A muddle 51:;1'1-::0! desroy Ed'tn an air simke

Equity and qn:l:irr of primary school

Y = 50% eligible boys > 30% eligible girls Primary school with mmwﬂ
Rrﬂﬂﬂ' : attending primary school (%) ,nﬂ.ﬂqwt..nym.ﬂ (%%) | enough teachers (%) | excellent conditions (4%)
Karen ® ®
[Boveant | bd b L ®
 Shan (South) ® @ ® &
Maon | ® ®
Tanintharyi @ ®
Kachin | . ® ®
NayByi Taw ® e @
Table 3. Equitvand quality of prmary-zchoo] b surveyed areas
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In all surveved areas. over 70% of surveved clusters
had more than half of ehoible mirds attending pri-
mary school, while bovs' attendance lagged slight-
Iv behind in Karen, Mon, Tamntharyi, and Kachin.
Teacher availability was relanvely strong in Karen,
Shan (Scuth). and Kachin though other surveved
areas faced staffing limutations. However, the con-
dition of school facilities remains a major concerm,
with Karennt Shan (South), Mon. and Taninthary:
reporting poor infrastructure, and very few schools
across regions rated as being 1 good to excellemt
condition.

Equity and Quality of Middle Schoal

Reglont/S6tes | e middle school (36) | ing middle school (%) |  enough teachers (%) | to excellent conditions (36) |
Karemmi ® " | ® | =

Shan (South) = | &

Mow = ® i

Tanintharyi ® @® &

 Kachin ® [ ®

Nay Pyi Taw & 2 ® @
\Bago(Easy) | @ @ ! 0] ®

Table 6. Equuty and qualry of middle school by surveved areas

Girls' attendance at the middle school level general-
lv outpaced bovs'_ In Karenmi. Shan (Seuth), Mon
Kachin, Nay Pvi Taw, and Bago (East), more than
70% of surveved clusters reported over half of l-
ioible girls attending middle school In contrast
Moen, Tanintharyi, Kachin, and Nay Py1 Taw show
notably lower muddle schoel attendance for bovs.
indicating emeérging gender gaps in post-primary
education access, Teacher availability at the maddle
school level 1z uneven-Kachin and Bago (East) re-
port adequate staffing, wiile Karenm, Tamntharvi,
and Nay Pyi Taw face significant shortages. School
infrastructure remains a key concern, with most sur-
veved areas reporting facilities 1n poor or only mod-
erate condiion. Bago (East) 15 the exception. with
schools gensrally rated in good condition.

Figur= 16: Middle zchool students in the juncls

Equity and Quality of High School (within or outside community)

The data on high school equity and guality high-
lights significant access and resource constraints
across surveyed regions. Boys aftendance 15 nota-
bly low, with no region reporting that over 50% of
eligible bays attend high school. Girls™ attendance
15 slightly higher, wath Mon, Kachin, Shan (South),
and Nay Pvi Taw showing moderate access, and
Eachin being the only region where mirls”™ atten-

dance excesds that of boys. Teacher availability
remains himuated. with only Bago (East) reporting
sufficient staffing. while Karenni, Tamintharyy, and
Nay Py1 Taw face acute shortages. In terms of 1n-
frastructure, Mon. Kachin, and Bago (East) report
some schools tn good to excellent condition, while
other regions contutue to rely on facibities that are
rated as fair or poor
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SRR = 50 eligible boyz
RegionsfStates | i dinghigh school (%)

=300 eligible

enough teackers (%5)

Tanintharyi

Nay Pyi Taw

Bago (Easf) o

Table 7 Eqmity and quahty of high zchool by surveved aeras

Ragoasisie  within 30 min (%) whl:hllumdht‘%} within 30 min (%) within 12 months (%%)
Karen ™ ®
Karenmi ® @ @ @
Shan (South) ® @ i
Man LY @ @
Tanintharyi ™ @ ® ®
Kachin L ® ® ®
Nay Pyi Taw o L} ®
Baga (East) @ @ @ @

Table § Access to health s=rvices and mharkets by surveyved dreas

Most surveved areas reported having access to
healtheare services within 5 kilometers. However,
most clusters also reported that community mem-
bers had faced challenges 1n accessing health ser-
vices within the past 12 months of the survey, such
as the lack of healthcare providers, medical equip-
ment, and/or medicines. Only communities i Kar-
en State reported moderate access to care within
the past 12 months of the survev. Market access

27 Ethaie Demographic and Health Survey (EDHS) -

was even more constrained Across all states and
regions, few surveyed sites had access to a market
within 3 kilometers, and none reporied consistent
market availability over the past yvear. This discon-
nect between geographic presence and operational
functionality 15 bhkely doiven by conflict, displace-
ment, or broader svstemic disruptions, undersconng
the fragility of essential services 1n these contexts.
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Figure18 An emergency referral of a patient to the nearest heslth
faeility

A

Figure 19 A health worker providine ontreach health services

Access to food assistance and non-food assistance
remains severely limited across most surveved re-
gions. Karen, Karenm_ Shan (South), Nay Pvi Taw,
and Bago (East) report no meanmgful access across
all three mdicators, highlichting ecritical gaps 1n
humanitanian support. The camp-based clusters
Kachin State were the only ones with consistently
strong access. Mon and Tanintharyi reported mod-
erate access to food and non-food assistance. These
findings underscore siomificant service delmvery
gaps 1n already vulnerable and often remote com-
munifies.

Table 9 Access to omanitarian aszistance by surveyed areas

support

Ethnee Demoerapluc and Health Swvey (EDHS) - 2024

‘Regions/States | Access to food assistance (30) j Access to non-food assistance (%)

Harex | ® &

Karenni j £l =

Shan (South) | ® =]

Mon |

Tamintharyi |

Kachim ' * | ® ]
Meylpitew | e &
| Bago (East) | @ ®
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S HOUSEHOLD
S SURVEY Ll

4.1 Number of household members by surveved area

The 2024 EDHS covered 3.112 houscholds and
15,101 indrviduals across eight states, remions, and
a umon territory. The average household size was
5.1 people, slightly smaller than the 5 3 reported in
the 2019 EDHS.

Karen State contnibuted the largest proportion of
respondents. accounting for 41 2% (6.210 indrvid-

T000

G000 - 6210

4

uals). followed by Karenni State with 23 2% (3 306
imndividuals). Smaller proportions were recorded in
Shan (South) (10.9%%). Kachin (7 2%), Tanintharvi
(6.9%). Mon (6.6%). and Bago (East) and Nay Py1
Taw (each at 2.0%).
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Fipur= 21 TU‘:.E.!. nmumber of surveved honeehold members by surveved areas

4.2 Popaulation Pyramid

The 2024 population pyrammd shows a predomi-
nantly young demographic, with a wide base that
steadily narrows toward the older age groups. More
than half of the population is under the age of 23,
with the 3-9 and 10-14 cohorts forming the largest
age groups. Lhis pattern 1s commonly seen m de-
veloping settings and 15 reflective of sustained high
fertility rates coupled with high mortality rates and
low life expectancy.

Sex distribution is relatively balanced arross most
age bands, wrth a slight male predominance ob-
served 1n the youngest cohorts (04 and 3-9). The
working-age population (13-64 wvears) constitutez
the majority, with older adults making up a much
smaller proportion of the population, again consis-
tent with elevated mortality and limited life expac-
tancy.
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Figure I2. Populstion pyramid m-=surceved areaz
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Sex Education level
Male 1013 24 N Schoolms, Ihterste L A5
Femals 2000 67.5 N Schoohns Literste 138 34
Age Pramary 1218 38.1
13-19. 2 3 Secomdary 32 16.8
20-29 333 T3 High Schoel 289 3
3030 210 260 Monastery a5 31
449 539 212 Univarsity Undefgraduste 5l 1.6
3059 343 174 University Graduate F. )] 0.4
6062 361 116 Mo Hesponze 3 0.1

7070 | 3o Occupation

8020 32 Lo Woincome 33 113
No Pezponze 6 02 Unskilted Wage Labor 445 14.3
Marital Status Arnculture Farmine 1870 §0.1
Smsle 137 50 Salaned Emplovess 17 3.8
Mamied 2620 842 TradinzSmall Bosiness @ iqa
Widowed, divorced, or separsted 328 16:3 Handicraf 2 a9
o Beponze T 02 Sopport (Family, Socis] welfane) 133 413
Remittances b 3
Other 3 11

Table 10 Profile of survey respondents

Ethnee Demoerapluc and Health Swvey (EDHS) - 2024



The respondent profile reflects a predominantly
rural and agranian population. with two-thirds of
participants being women and a majonty concen-
trated 1 the working-age range of 30-39. Most re-
spondents are marned, and formal education levels
remain low-nearly 30% have never attended school.

and less than 2% have completed university. Agn-
culture 1s the dominant livehhood. engaging over

60% of respondents. while formal employment and

business activities are hmited. A small but notable
segment felies on social support or remittances.
highlighting pockets of economic vulnerability.

4.4 Profile of households
N 5 N %
Langusge{s) spoken Ethmnicity
Koren HnH 374 Karen 1275 393
Kaymn [EE] 236 Kavan 712 224
hom 485 13.6 Mom 4E5 15.6
Eayzh 03 63 Kaysh 712 6.3
Fnshpo 170 35 Jinghpo 170 33
Burmese 161 32 Kavew 118 if
Kayaw 109 15 Lisn 435 14
Lizn 43 14 Burmen Bamar £7 15
Shan 17 03 Eawyvewmans (hJanumanaw) 3l 1:0
Mfanmw i4 0.4 Paoyve m 0e
Others 2 02 Shan 11 0.7
Eeligion Manaw 11 04
Christiantty 1344 196 Dehers 3 S|
Buddhiam 1470 472
Others (zlam Amnmem et o8 il

Table 11. Profile of households surveved

The households surveyed are highly diverse. The
majonty identify as Karen (39.5%). followed by
significant representation from Kavan (22.9%) and
Mon (15.6%) communities, This ethnic compostion

4.5 Wealth distribution by surveyed areas

The survey vsed the Equity Tool adapted from
the Myanmar DHS wealth ndex to assess house-
hold economic status and 1dentify inequities across
regions using a nationally comparable framework®
Indicators included household assets (phone;
radio, vehicle), housing matenals (roofing, flooring),
access to water and sanstation. and cooking fuel
tvpe. Households were scored using a standardized
algonthm and placed into national wealth quintiles.
The wealth distnibution across surveved regions
teveals economic dispanties. with most houszhelds
m Karen Karenni. Mon, Tanmntharyi and Nay Pvi
Taw 1n the bottom 40% of the national wealth quin-

1s mirrored in language use, with Karen. Kayan, and
Mon being the most spoken languages. Religious af-
filtation 15 nearly evenly split between Christianity
(49.6%) and Buddhism (47 2%).

tiles - underscoring widespread poverty and vulnera-
bility. In contrast. Kachin stands cut with a relatively
stable economic profile, where nearly three-guar-
ters (7/4.5%) of households fall wathin the middle-
mncome group. Shan (South) shows a more balanced
distribution but lacks representation in the nichest
guintile, pomnting to limited upward mobility. Bago
{(East) records the highest concentration of extreme
poverty. with 43% of households in the poorest
20%. Across all regions, the presence of households
in the nchest 20% 15 munimal. highlighting a nar-
row wealth ceiling and broader structural meaquality.

11 Ethaic Demographic and Health Survey (EDHS) - 2024
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Figure 23. Distrbution of howzcheld wealth qumtile by survaved areas

46 Migration

46.1 In-vs out-migration

The migration data shows net population loss across
all repions since the 2021 military coup, with sig-
nificantly more people leaving than amving. Karen-
ni and Karen States experienced the highest net
out-migration, together accounting for nearly $0%
of the total net migration deficit i surveved com-
munities, likely reflecting intense push factors such
as conflict, insecunty, or lack of opportumities. Oth-
er regions like Tanintharyl. Shan (South). and Nay
Pyt Taw also show moderate outflows, while Mon,
Kachin, and Bago (East) experienced relatively
minimal movement. No surveyed area recorded a
net gain 1n population.

4.6.2 Ongm-Destination Flow

Migration patterns across regions reflect a layered
interaction of displacement. labor mobilitv. and
socio-poliical context Karenmi and Karen States
display a blend of intemal displacement and m-
ternational labor migration-dnven by confict
and long-standing cross-border ties-while Tanin-
tharyt and Bago (East) show a stronger economic
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Figure 24. Hoimehold-level net migration by surveyed areas

mugration profils. with over half of migrants head-
g abroad. In contrast. Kachin and Men show
more localized movement, likely due to close-knit
commumnes and fewer external Iabor lhinkages
Shan (South) and Nay Pyv1 Taw present more mixed
mobility trends. balancing inter-state and limited
mtemational movement.
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Karenni 34
Shan (South) 14
Afon L?I.
Tanintharvi 3 : 19
Kachin 031 4,';{ (N}
Bago (East) o0 0o “ 0.0
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4.63 Migration trends by age and sex

Migration in Burma is imncreasingly driven by voung
people, with over two-thirds of all migrants under
the age of 25. Youth aged 1524 form the larg-
est group (n=481). followed by children under 15
(n=270), indicating that migration often begins ear-
ly 1n life and includes entire families or unaccompa-
nied youth seeking safetv, education. or livelihoods.
This trend has likely been accelerated by the junta's
reinstatement of conscniption laws 1n 2024, prompt-
mg a surge n vouth cutflows-particularly among
young men attempting to avord forced military ser-
vice.

There i1s a slight overall majonty of female migrants,
with the gender imbalance more pronounced among
children and vouth. This pattem may be influenced
by caregiving responsibilities, access to education,
and protection rizks that are especially relevant for
mirls Adults aged 23-49 make up roughly one quar-
ter of migrants_ with men the majonty in this work-
mng-age group — highlishting commeon labor migra-

47 Mortality

4.71 Crude, infant, and under5 mortality rates

Mortality patterns 1 Burma's ethnic areas remain
notably higher than national and regional bench-
marks, despite pradual mmprovements. In 2024
the Crude Mortality Rate (CMR) 1n ethnic regions
was 9.0 per 1.000 populatton (93% CI: 7.3-10.5).
comparable to national estimates, but higher than
the estimates for other Southeast Asian countries
like Cambodia (6.0). Indonesia (8.0). Laos (6.0).

i3 Ethaie Demographic and Health Survey (EDHS) - 2024

and the Philippines (6.0). The Infant Mortality Rate

tion patterns. Migration among older adults is rare,
accounting for just 3 4% (n=060) of the migrants in
surveyed households.

) Female Aale
50+ I
300 200 100 0 100 200 300

Figure 26. Migration patterns by ape and'zex

(IMR) in the surveved ethnic areas of Burma-62.0)
per 1,000 live births-1s almost double the national
estimate (34.1) and triple the estmate 1n counines
like Cambodia (20.0), Indonesia (17.0)and the Phal-
ippines (22.0). The Under-5 Mortality Rate (USMR)
in the surveyed ethmic areas of Burma follows a
similar trend, reaching 853 1n 2024, compared to



38.7 in Burma nationally,

While the Burma Census and global estimates sug-
gest nattonal child mortality has declined. the per-
sistently elevated rates in ethnic regions-particularly
the IME. and USMR-pomnt to stark geographic m-

equities 1n survival outcomes. These figures reflect
both historical underinvestment and ongoing access
barniers due to conflict, displacement, and weak
health infrastructure: Urgent, equity-focused invest-
ments are needed to close these gaps and improve
child survival in Burma’s most vulnerable regions.

Crude Mortahity Rete (CME)
Ethnic Surveved Arezs
2024 07105
2013* -
2008 13.0(11-13)
200 -
2003 N 0(1527)
20028 235.021-26)
Burms:
.1l L 032
Pty ] Th-
Southeast Asiz 2023
Cambodia 6.0
Indomesia R0
Tao= 6.0
Buma 90
Philippinas 6.0

Source:

Infant Mortality Bate {IMR) Under-5 Martslity Rate (U3MR)
8200316924 §33(49.8-1209)
042 (6651335 141.9 (94 8-180.0)
7.0 (56-98) 139.0 (107-171)
- 21810 (135-301)
1200 (70-175) 276.0(190-361)
135.0 (96-181) 291 0 (238-348)
310Q07-541) 387 (@35614)
620 38.7 (23:5-61.4)
200 22.9(10.9402)
17.0 206 (15:2:28.1)
350 39.0(26.0-58.1)
340 387 23.5614)
20 26.9(20.5:35.9)

Source: Source

hitps//dsts worldbenk -org/mdicstor/ Bipe/dats worldbank org/mdicatos/  hiffps: ;:'dm.nmczé g topic!

SPD YN CDET IN?view—chart

SPDYN TMRTTN child-survival‘mndes-five-morinlity/

Raaten are per 1,000 populstion (CME) or par 1.000 live births (IME_ U3MR); 93% confidence intervalz shown m pareénthezes
Table 12 Mortality table

The age-specific mortality rates (ASMRs)¥ reveal
clear patterns bv age and sex_ specifically mortality
among older people. with rates reaching 1840 per
1.000 for men and 140 6 for women, and begins to
rise steeply from age 30 enwards. Children under
five also face high mortality risks, especially boys
(373 per 1.000) compared to girls (39 3), reflect-
ing persistent child heaith and survival challenges
In contrast. mortality 15 lowest among school-aged
children (3-14 wears), where rates are below 4 per
1000 for both sexes.

A particular trend emerges m the 15-49 age range,
where mortality 1s significantly elevated among men
compared to women. Among vouth (13-24). male
mortality 15 more than ten times higher than female
rates_ and the gap centinues mnto adulthood (23-49),

likely driven by conflict, violenice, and other exter-
nal causes disproportionately affecting men.

aM aF

Figme 27, ASME per 1000 between 2020 and 2024
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4.73 Causes of death, disaggregated by sex
The cause of death data highlights a dual burden

of communicable and non-communicable dissases,
with marked gender dispanities. Trauma 15 the lead-
mg specified cause of death among men, reflecting
heightened exposure to conflict-related violence
(n=36)_ accidents (n=18), seli-nflicted (n=10)_ as-

sault'murder (n=3). or unknown causes (n=2). In
contrast, endocrine conditions such as diabetesz ap-
pear to be more prevalent for women, Respiratory
and gastromtestinal diseases are common among
both sexes, though more prevalent formen.

e\

Unspecified/ Unknown Cauze of Death

Trauma

Respiratory Conditions/ Diseases

Unspecified’ Unkmown Neonatal Death

- =l

Gastroimtesnnal Conditions! Diseases

= =

S
Casdlvascalar Contitions/ Discases Fﬁu

Tiver anil Galliiaditir Conditions/ Disenses B g‘

<0

Nenrological Conditions! Diseases

Yo

Eeunal Conditions/ Dizeazes |

Alcohol-Belated Conditions” Diseazes

|
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—

Endocrine Conditions/ hseases

Pregnancy-Related Conditions

Bites and Stings |
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n"‘t
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Fionre 2B, Canses of death, disaspregated by zex

4.7.4 Causes of death, disageregated by aze

The distribution of causes of death follows a clear
age-related pattern, reflecting a shift from infectious
and neonatal causes in early childhood to trauma in
yvoung adulthood, and NUDs in older age. Among
children under five, neonatal complications, respi-
ratory infections, and gastrointestinal diseases were
the main causes of death Trauma emerged as the
leading cause of death among those aged 1549,
reflecting the impact of conflict. accidents. and vio-
lence. In adults:over 30, mortality was increasingly
drven by NCDs such as cardiovascular, respiratory,
gastromtastinal and hver diseases. as well as can-
cers. Notably, a2 high propomion of deaths - particu-
larly among the slderly - are recorded as unknown or
unspecified. This reflects cntical gaps in diagnostic

Lad
Ly

capacity, medical documentation, and death certafi-

cation, particularly in remote or conflict-affected ar-
eas where access to health facilities 13 more limited.

Fipurz 29_A fimera] ceremony for 2 mother and two children, two
2choo] commitize members lalled in an-air sinike
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Unzpecified Unknown Cause of Death

Trauma
Respiratory Conditions/ Dseases g
Unzpecified/ Unknown Neanatal Death
 Gastrointestinal Conditions/ Diseases (G
Cancers 1 5 ;
Infections Dizeases i e Q2
Cardiovascular Conditions/ Diseases 01%|  02% 3%
Liver and Gallbladder Conditions/ Diseases 0 4%
Neurological Conditions/ Diseases 0.0% 0% 0% 0%
Renal Conditions/ Diseases - 00% 2% 01%
Alcohol-Related Conditions/ Diseases. 0% 025
Endocrine Conditions! Diseases 01% 05%
Pregnancy Related Conditions | 0.1 % 0.0%.
"~ Titecand St 01%
SR YoCex

4.8 Maternal and reproductive healthcare

481 Women of reproductive age respondesnts

A total of 8.134 women were identified across sur-
veved households, of whom 3974 (48.9% of all
women) were of reproductive age (139 yearz).
From this eligible group, 1,063 women were imter-
viewed. typically one per household, priontizing the
caregiver of the yvoungest child to minimize recall
bias.

Figure 30, Canzes of death dizagrrepated by age

Karen 2T.2%e.
Karenni 29.0 %
Shan (South)  18.6%
Mon 252W
Tanintharyi 319 %
HKachin 203'%
Nay Pyi Taw 63.9%
Bago {East) 284 %
0% 1006 20% 3004 40% S0% 60% TO0%

Figure 31. Surveved women of reprodoctive age by surveved zreas

4.8.2 Fertility patterns and reproductive history of WRA

Wumbear of Presnancres Age at-first Presmancy

Raren 14 (115 iS4y
e 33 (1-14) 223 (14-49)
Mon 18(1-1%) 311(1638)
Shian (South) 3.5(1-9) 2138 (15-35)
Tuniatieicei 140115 203 (12-39)
Eachin 3.5 (119 213 (14-33)
Way Pri Taw 20019} 20.7 (16-359)
Bago (East) 3.3 (1-11) 208 (16-26)
Overall 33(1-19) 206 (12-44)

Fipura 32 Pregrameies aze of first prepnancy

On average, women reported 3.3 hifetime preonan-
ctes; with slight regional vanation-ranging from 2 8
in Mon to 4.0 1n Nav Pyvi Taw:. The average age at
first pregnancy was 21 6 years, with limited vana-
tion across states and regions. The consistency sug-
gests sarly childbearing i1s a norm across surveved
areas.

Across all surveyed areas, 848 respondents (80.7%)
could self-repart thetr history of miscarnages. Near-
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ly one in three (31.1%) women had expenienced one  these estimates may be under-reported, especially
or more muscarriages, and 10.3% of all reported for miscarriages happening sarlier in pregnancy and
pregnancies had ended in muscamage. However, those not reported due to social stigma

483 Antenatal care coverage and frequency

.%wi.thnn;ﬂiﬂ"viﬁi: .!-iwirhl+.ﬂiﬂﬁsil:.- %% with 4+ ANC visits
120

lm m—_l E TR m B

Mon Shan (South) Tammtharyi Eachin  Nay Pyvi Taw Bago (East)

Figure33. ANC coverage by surveved aness

While most women reported recerving at least one  rates of any ANC contact (92%) but very low fol-
ANC wisit. the proportion who achieved the ree- low-through of four wisits (4%} Nay Pyi Taw had
ommended minimum of four or more wisits varied both high rates of no ANC (28 2%) and low com-
widely. Kachin and Karenm stood out with higher pletion of four visits (12.8%). Mon and Karen had
rates of four or more ANC visits (79.3% and 63 3%. substantial proportions of women who recerved no
respectively). Bago (East) had one of the highest ANC at all (25.0% and 13.2%_ respectively).

484 Timing of first ANC visit

@ 1st trimaster @ 2nd trimaster & 3rd trimaster DK /Refused
120-

Karenmi Mon  Shan (South) Tanintharyi Kachin  Nay Pyi Taw Bago (East)
Figure 54 Trmunp of first ANC visit by surveyed aeras
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Although the WHO recommends that women -
tiate thewr first ANC wvisit within the first 12 weeks
of pregnancy.’” this standard was only met by half
(532.6%) of women across the sight surveved areas.
Early ANC uptake was lughest 1n Kachin, Bago
(East), and Karenm_ while notably lower rates were

obsenved in Mon, Tanintharyi, and Karen In these
latter areas, a significant proportion of women erther
delayed care or could not recall when they recerved
it: These dispanties may reflect barmers such as in-
secunity, geographic 1zolation, or limmted access to
health information and services.
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Figure 33. Quality o£ ANC zervices by surveyed areas

The quality of ANC varnied widely across surveyed
regions. While most women who accessed ANC re-
cerved basic interventions - such as blood pressure
(BP) monstoring and won'folic acid supplements
- coverage of more comprehensive services was
inconsistent. WHO puidelines recommend a full
package of preventive care, including tetanus vac-
cination, HIV counselling. urine testing, deworm-
ing. and danger sign education. The low coverage
of crnitical compeonents like tetanus vaccination (av-
erage 62 4%), unine testing (62 0%). danger sign =d-
ucation (60 7%) and HIV counselling (37 7%) high-
lights gaps m service guality that may compromise
maternal and newborn health outcomes.

Figurs 37, A hesith worker ereating a hurth record for 2 newborm baby

Figure 56. A women receiving ANC zerviee: from 2 health worker at
a monastery after feeme from armeed conflict mn ker villace

Delivery outside of a health facihity remains one of
the most critical gaps in the maternal care continu-
um across surveyed areas of Burma. Althoush ANC
coverage 15 mmproving. 38.8% of women continue
to give birth at home or in non-climcal setiings -
often without a skilled birth attendant-sigmficantly
increasing risks for both mothers and newbomis. Fa-
cility-based deliveries are especially rare 1n Nay Pv1
Taw (2.6%). Tanmintharvs (22 4%)_ and Bago (East)
(24.0%%). In contrast, Kachin surveved areas report-
ed a 90.8% facility dehivery rate.
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4 87 Postnatal care (PNC) coverage

@ % withne PNC @ % PNC within hour ) % PNC within day
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% PNC within week

NayPyiTaw Bago (East)

Figure' 3% PNC coveraze by surveyed areas

PNC is a vital component of maternal and newbomn
health, with the WHO recommending timely fol-
low-up- particularly within the first 24 hours and the
week afier burth-to detect and manage life-threat-
ening complications. Despite this, access to PNC
remains catically low across ethnie areas of Burma

Only 46.1% of women reported recerving care with-
in the first hour after delivery, and 23 3% recerved

488 Family planning utilization

Among the 1 063 WRA surveyed, 489 (46.0%) =x-
pressed that they did not want any more children.
Yet only 42 3% of these women were using any
form of family planning, leaving 34 4% without ac-
cess 1o or use of contraception despite thewr desire
to avoid pregnancy. This gap was especially wade
m Mon (72.2% not using fammly planning), Shan
(South) (66.7%). and Tanintharyi (64.7%). Even

k) Ethaie Demographic and Health Survey (EDHS) -

no PNC at all Nay Pyvi Taw. Taninthary, and Mon

State reported the largest PNC gaps-94.7%. 52 2%,
and 30.0% of pregnant women, respectively-did not

recerve any PNC. By contrast, gher rates of care
within the first 24 hours were observed in Kachin
(81.6%) and Karenm (60.8%). Care within the first
week-another critical window-was recerved by only
12.6% of women overall

in higher-uptake arcas like Karenm (38.8%) and
Bago (East) (33.9%), unmet need remained. With
more than half of women who do not wish to have

children able to access contraception-and other

services like skilled delivery or postnatal care sull

out of reach-the threat to women's health and lives

remamns stark:
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Figure 40. Unmet fieed for FP among WA by surveved aresz

Figure 41. A'women recemning family planning zervices

Among women using contraception, injectable con-
raceptives (Lepo) were the most reported method,
used by 47% of respondents. This was followed by
implants (24%) and oral contraceptive pills (21%).
A much smailer proportion reported using intra-
utermme devices (IUDs) (2%) or sterilizanon (4%).
Traditional methods such as calendar-based track-
g, withdrawal, abstinence (2%). and breastfesd-
ing (1%) were rarely used. Notably. no respondents
reported using male condoms (0%), a finding that
stands out and may point 1o deeper issues of access,
stigma or gender norms that limit male mvolve- Figure 42 Types of family planning methods uzed by WRA
ment in family planning decision-making and con-

traceptive use.

OCPIl 208 %
58 Depo Injechion 46.5 %
- U002 %
B Irmplant 33 8%
B Stenbzation 4 %
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4.9 Bed net ownership
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Fyzure 43. Bed net ownership by surveved sreas

Bed mnets, particularly insecticide-treated nets
(ITNs). are a cornerstone of malana prevention
in endemic areas like Burma. They are especiaily

crifical in low-resource sethings. where access to

treatment may be delayved. While 87% of surveyved
households reported owning at least one regular bed
net, only 62% had an ITN. and only 61% felt they
had encugh nets for all houseshold members.

Coverage patterns vaned across regions. Karen
State, which i1s known to have high malana ende-

4.10 Disahility
Disability Measurement Methodology

Disability status was measured using the Wash-
mngton Group Short Set of Questions on Disability
(WG-55)", which includes six functional domains:
sezing, heanng walking or climbing steps, remem-
benng or concentrating, self-care. and commumeat-
g Respondents were asked to self-report their lev-
el of difficulty 1n each domain using a standardized
4-poant Likert scale:

1. No difficulty

2. Some difficulty
3. A lot of difficulty
4 Cannot do atall

41 Ethaie Demographic and Health Survey (EDHS) -

micity. showed consistently strong coverage and
perceived sufficiency (77%). In contrast Shan
(South) and WNav Pvi Taw had the lowest rates of
ITN ownership (26% and 22%._ respectively) and
percerved adequacy, although Shan State’s lower
malaria nisk may partially explain this. Some areas,
such as Bago (East). showed high percerved suffi-
ciency despite only modest ITN ownership-possibly
reflecting smaller household sizes, lower percerved
malarna risk. or differences in distribution systems.

Consistent with the approach used m the 2014
Myanmar Population and Housing Census and 1n-
ternational WG-558 guidance: a bmnary disabilioy
variable was constructed, where mdividuals were
classified as having a disability if they reported any
difficulty (1Le., response categones 2-4) in at least
one of the six domains.
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4.10.1 Prevalence of disability
The overall disability prevalence across all sur-

veyed areas was 2. 8%, with vanation between sur-
veved sites. Shan (South) reports the highest rate at
5.8%, followed by Karenmi at 4 7% Nay Pyi Taw
and Bago (East) sites kad the lowest recorded prev-
alence at 0.3% and 0.0%, respectively. The preva-
lence of dizability in the surveyed ethmic areas of
Burma was significantly lower than the national es-
timate of 12.8%."° possibly due to the study meth-
odology-n wim:h the primary respondent reported
disability challenges on behaif of all houschold
members-and due to factors like lack of awareness
and stigma around disabilitizs that contributed to
reluctance to self-report.

4102 Types of Disabilities

Mobility impairments (1.2%), wvisual ddficulties
(1.0%). and cognitive challenges (0. 8%) were the
most reported disability types across all surveyed
areas_ while hearing. self-care, and communication
disabilities were less prevalent Shan (South) and

AT%, !
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6% I

| ' 0.3 %

g wp SRS SRS 1 |atams
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Figure 44. Prevalence of disabnlhes by surveved aress

Karenm reported the highest rates across multiple
domains, particularly in mobility and cognition. In
contrast, Karen Mon, and Tanintharyt sites exhib-
ited low prevalence, while Kachin shows moderate
rates in mobility and cognitive 1ssues.
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Fipure 43. Types of dizahilifies by surveved sress

4.10.3 Disability status by age and sex

Disability prevalence mercased significantly with
age Among children and younger adults, disability
remained low-tvpically under 2% -suggesting that
early-life functional limitations are relanvely un-
commen. However, from nudlife onward. the prev-
alence begins to nse. accelerating notably after age
30 By age 60-64. one m ten individuals reported
a disability, and the figures continued to climb 1n
older age groups.

Ethnee Demoerapluc and Health Swrey (EDHS) -

Gender differences become more visible 1n later life.
Women aged 73 and above reported higher disahil-
ity rates than men of the same age. with prevalence
reaching nearly 40% among women aged 85-89.
This gender gap murors broader pattems seen 1n ag-
mg populations globally, where women-often living
longer and =xposed to different lite course risks-are
more likely to report functional limitations in older
age.
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Patient Health QQuestionnaire-9 (PHQ-9) resulting m a total score between 0 and 17. Based
on this score, individuals are categorized wmnto lev-
PHO-9 15 a wadely used screeming tool desioned  els of depression: no or mimmal ((—4), mald (5-9),
to detect and assess the seventy of depression™ It moderate (10-14), and severe (15 and above). PHQ-
consists of nine questions that evaluate how often 9 15 commonly used in both clinical and commu-
an mdividual has expenenced symptoms such 3z mity health ¢ettings as a first-line screening tool to
low mood, fatigue, sleep disturbances. or difficulty  i1dentify individuals who may require further mental
concentrating over the past two weeks. Each item 13 health support.
scored from 0 ("notat all") to 3 ("nearly every dav”),

1,09

1.0%4
140%

83.0%

Mon Shan (South) Tanmintharyi  Kaschink  Nay Pyi Taw Bago (East)
B Minimal'none @ Afld B Moderate Severe
Figure 47, Prevalence of daprezmon by surveyed greas
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Survey findings using PHQ-9 show that overall,
41 4% of respondents reported some symptoms of
depression. with 33.0% reporing mild depression,
6.9% reporting moderate depression, and 1 4% re-
porting severe depression. The highest burdens were
found 1n surveved communities 1 Shan (South),

412 Nomcommunicable diseases

Age Group

40-534 years.
55+ years

Nay Pvi Taw and Karenmi In Shan (South), 23 4%
reported moderate and 3.1% severe symptoms,
while Karenm recorded 7.1% moderate and 1.6%
severe depression. Nay Pyt Taw's PHQ-9 scores
were concermng, with 25 4% moderate deprezsion
and 20 0% severe depression

Alale
Surveved | Weight
= % |
84 | 400% 1 25
553 | 620% | 1.6

Tahle 13. Weights estimated based on mdividuals surveyved by age group and sender

A total of 2 464 individuals aged 40 and above com-
pleted the non-communicable disease (NCD) mod-
ule. representing 62% of the eligible population =
Participation rates varied by age and gender: 33%
of adults aged 40-54 and 70% of those aged 55+
completed the module, with women more likely to
participate than men in both groups. This reflects

4 12 1 Risk factors for non-communicable diseases

O Women
120

100
50
374
60

40 [

4.5
' 1§

Hypertension Diabetes

the survev design - random selection of one respon-
dent per household for the vounger age group, and
full inclusion for those 535 and elder To comect for
these desion differences and underrepresentation
of men, sampling weights were applied by age-sex
subgroup.

@ Men
| | e T
. Smoking . Alcohaol

Figure 48. Prevalence of NCD nzk factorz by gender

Non-commumecable diseases (NCDs) are closely
linked to a mix of metabolic and behavioral nisk
factors such as hypertension, dizbetes, hugh cho-
lesterol, smoking, alcohol use, physical inactivaty,
poor diet, and obesity. These risks often interact and
compound ones another, mncreasing the likelihood of
serious health outcomes.

Survey findmgs reveal distinct gender patterns 1n the
distribution of these risks. Women are more affected
by metabohic conditions, with higher rates of hyper-

tension (37.4%) and diabetes (4.3%) compared to
men(33.3% and 1 3% respectively). In contrast, be-
hawvioral nisk factors are mors common among men,
with over half reporting cumrent smoking (54.1%)
and nearly half consuming alcohol (46.3%) - more
than double the rates among women. These findings
underscore the importance of gender-sensitive pre-
vention strategies that address both lifestyle-related
behaviors and chronic disease management, tailored
to the specific vulnerabilities of men and women:
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4.12.2 Hypertension care cascade, disaggregated by sex
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Figure 40 Hypertennion care castade by gender

Disagpregated by sex. data on the hypertension care
cascade illustrates how individuals progress from di-
agnosis to sustamed treatment and highlishts where
they are lost along the care pathway, While hyper-
tension affects over a third of both women (37 4%)
and men (33 3%), women show higher awareness
(36.1% vs. 26.7%) and treatment rates (22.7% vs.
16.4%). However, adherence remains low for both

4.13 Impact of the mhlitary coup

The findings reveal multi-layered hardship across
Burma since the 2021 militarv coup. WNearly one
in four households reported direct exposure to vio-
lence, and over one-third expenenced serious harm
or death of zomeone 1n their close social networks.
These traumatic experiences are mirrored in the hish
levels of psychological distress. with three-quarters
of households 1dentifying the conflict and mstabil-

% directly experienced
death/mjury in
houszheld

ME

&% knew someons
killzd or mjured

groups, dropping to 9.6% among women and 6.2%
among men These patterms suggest that wom-
en are more likely to access care, but both sexes
face barmers to mamtaining long-term treatment -
undersconng the need for mproved continuity of
care and gendersensitive strategies to support hy-
pertension control.

ity caused by the mulitary coup as a recent source
of stress. Economic disruption further compound-
ed these pressures. Nearly half of all households
reported income loss since the coup, with figures
exceeding 90% in Bago (East) and 83% in Tanin-
tharyi. This convergence of physical risk, emotion-
al trauma and financial hardship has pushed many
households into precartty.

% experienced stress
due to pelitical secarity

ISEEES

% experienced
inrome losz

751

Table 14. Imypact of political criziz by murveved areas
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4.14 Food security

4.14.1 Mid-upper arm circumference (MUAC) of children under 5

S55AM (<115 cm)

WMAM (>=11.512.4 cm) % Normal (>=12.5 cm)

92T

100.0%

Tabls 15 MUAC for childrén wnder 3 by zarveyed siess

MUAC screening across surveyed regions reveals
that most children under five (94%) had adequate
nutritional status, though 6.1% showed signs of
moderate or severe acute malnutrition (MAMY
SAM). alzo known as global acute malmutnition
(GAM). Nay Pvi Taw had conceming levels of
GAM (16.3%). Karen State, Shan (South), and
Tanintharvi also showed high rates of GAM at
7.6%. 7.3%. and 6.4%, respectively. Karenm State
and Mon State reported lower rates of GAM. There
were no recorded cases of MAM or 5AM in Kachin
State or East Bago Region This suggests that acute
malnutrition 1s not widespread. but concentrated 1n

4.14.2 MUAC of WEA

% SAM (<19 cm)

localized pockets of vulnerability - particularly in
areas facing displacement, economic instability, or
restricted health service access.

Liealth seprice delivery

&% MAM == 19-22 cm) % Normal (=23 cm)

% n

376 1 0.2%

63 113% 310

176 = =

H B.0% 162

1 190 33

Tsble 16. Rinae for WEA by surveved area:
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MUAC screenmmg of 2423 WRA across regions
mdicates that the overall burden of acute malnutn-
tion remaned low, with 86.8% classified as having
adequate nutrittonal status. 11.8% as MAM. and
13% as SAM Most states and regions reported
strong nutnhon outcomes, particularly Bago (East).
Kachin. Mon. and Taninthary:, where over 90% of
mdividuals fail within the normal range and SAM

was not ohserved. However, Karen Stats shows a

4.143 Household food security status

100

Karen
B Food secure M Mildly Insecurs

Earenni Alon

Shan (South) Tamintharyi — Kachin
B Moderately food inzecure

higher burden, with 3.1% SAM and 13 5% MAM.
accounting for most of the detected SAM cases.
Nay Pyi Taw presents a more concemnmng profile,
with over half of WERA (33.7%) classified as MAM,
and only 42 6% within the normal range. These find-
ings point to generally good nutmnional status across
most regions, with localized pockets of vulnerabaliny
-particularly in Karen and Nay Py: Taw

Nay Pyi Taw Bago (East)

Severely food insecure

Fuipure 31. Food mascaniy by surveved arsss

Food secunty was measured using the Houschold
Food Imsecunty Access Scale (HFIAS), which s
based on respondents’ self-reported expenences
with food access over the previous 30 days > Only
one 1n three (34.3%g) households was food secure.
and 40.2% of houscholds expenenced moderate or
severe food msecurity in the month prior to the sur-
vey. The highest levels of moderate or severs food
msecunty were cbserved in Nay Py1 Taw (76.7%).
Shan (South) (73.9%). and Kachin (63.0%), where
over half of households faced serious challenges in
food access. Karenm also showed a sigmificant bur-
den, with 26 7% of households being moderately
food insecurs and 18 7% of households being se-
verely food imsecure. In contrast. Bago (East) stands
out with 76.7% of houscholds being food secure,
followed by Mon (61.7%).

Fizure 32 Tww children sharing z meal
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CONCLUSION

The 2024 EDHS presents the most comprehensive,
population-based assessment of health, well-being,
and service access across some of the country s
most underserved and hard-to-reach regions since
the 2021 military coup. Drawing on data from over
3.000 households and 15.000 individuals, the sur-
vey provides a rare and critical view into how com-
munities ars coping with overlapping challenges-m-
cluding economic hardship_ service disruptions. and
rising heaith neads.

Findings show that conditions for many househelds
have wotsened 1n recent vears. Health gains made
over the past decade have been reversed in sever-
&l areas, with growing needs and reduced aceess;
particularly for women and children Across nearly
every domam-including maternal and child health,
mental health. non-communicable diseases-sipmif-
icant service gaps persist, sspecially among mural
and displaced populattons. Owver half of all births
still occur at home, one quarter of postpartum wom-
en recetve no postnatal care. over 40% of surveyed
adults show signs of depression, and food 1nsecurity
affects 40% of all surveyed households.

Conflict and displacement continue to shape the
avatllability and accesmibilitv of services: Many
households report recent expenences of trauma -

cluding loss and injury, while over three-quarters
cite political instability as a current source of stress.
Nearty half have experienced mcome loss, with ar-
eas facing a parhicularly complex mix of displace-
ment, dismupted livelihoods, and constrained service
access.

Yet, ‘amid these challenges, the data also highlight
the strength and resilience of local systems. In many
areas; ethnic and communiiv-based actors remain
the frontline providers of health and humanitarian
services. These networks-built over decades — have
proven central to mamntammng access, sustamning
care, and anchonng communities Outcomes tend
to be stronger where these systems are well-estab-
lished. though gaps in coverage and capacity persist
as needs confinue to grow.

Taken together, these findings call for a recalibration
of a1d strategies and a deeper investment 1n equity,
mnclusion, and local leadership. This data providss
a vital foundation for shaping responsive program-
mung, strategic partmerships. and evidence-based
policy. Sustained. flexible, and community-centered
approaches will be eszential-not only to mest imme-
diate needs. but to support recovery and build more
resilient systems for the firture.
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B RECOMMENDATIONS [l

Burma is expeniencing a protracted humanitarian
crisis marked by conflict, displacement, and deterio-
rating access to health senaices-pamicularhy m ethnie
and hard-to-reach areas. In this context, there 1s an
urgent need to support mnclosive, community-driven
health systems that promote equaty and resihience
This section outlines practical recommendations
for local govermance actors, international partners,

donors. neighbonns countries. and investors 1o

strengthen health services and svstems in a con-
flict-sensitive and community-responsive manner.

Recommendations to local governance actors:
Foster inclustve. data-driven. and coordinated local
health svstemns by partnermg with EHOs, investing
mn infrastructure and workforce. and using local data
to plan for emergencies and improve access, espe-
cially for remote and displaced communihes.

Recommendations to the international diple-
matic community: Support and protect communi-
tv-hased hezlth systems by engaging directly with
local health actors, advocating for humanitarian ac-
cess and protection under intérmational law, and pro-

viding flexible, targeted support to sustain essential
health services in hard-to-reach areas.

Recommendations to donors and funding agen-
cies: Pniontize underserved remons by providing
flexible, mult-vear funding that strengthens local
health systems. supports mtegrated and cemmuni-
ty-led services, and enables inchusive data; infra-
structurs, and accountability mechanisms.

Recommendations to neighboring countries:
Strengthen border health collaboration by recogmz-
ing and working with EHOs and ECBHOs, enabling
patient referrals, supporting displaced health profes-
sionals, and ensunng melusive policies that uphold
access to care for conflict-affected populations.

Recommendations to foreign investors: Adopt
responsthle investment practices by conducting
confiict-sensiive due diligence, aligming with local
development prionties, partnering with community
organizations, and supporting social mitiatrves that
enhance health. education, and resilience particular-
by 1n affected areas.
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QUESTIONARIES
Ethnic Demographic and Health Survey (2024)

Start Time (24-hour format)y

Hour - Afmnute

Informed Consent

Introdoction

Hello, my name. 1= and I'm here ag part of 2 smdy conducted by BMABPHWIT/EKDHW/
CHDMNNMIWNHC/EWAT 'SHDESDF. focusing on aszessing the health and welfare sitnation within vour commursty, Cur 2mm is to zather mfor-
mation from vou and others in the commumity ta betfter understand health sccess, beliefe practices” and welfsre ne=ds This datawall puide ne
i addreszing commumity priomties effectively

Procedure

our village wes randomby-zelected for incluzion m iz siudy. If vou choose to participate. we'll mauwire shout vanous-aspeoty of commumnity
renlience, meludime community charactensties, infrastuctures and available zervices, well-beme, social support. and overall situation in-your
willzze This process will take apprommately 43-90 minntes,

Benefits and risks

Participating in this morcey poess little to ne nsk to vour health. Some guestions may evoke memories of past Samily heslth s=nes or loses,
and if any ave distrez=zine vou can <kp them  You're aleo free to refime any question or tenminate the mteraew at any pomt. While there are no
direct incentves the information pathered will benefit you'and vour commumity in the long nm by informine healtheare priorites

Questions and Concerns
I'm available to address any questions or eoncems vou may Kave abont the survey. If any questions are imelear, fee] fre= fo ask for elarfication

Confidentiality
Your identrty snd responzes will remain confidentizi When anabvring the data. no one will be ablz to link anmwers back to vou mdividoally.

Voluntary Participation

Declining to-answer or opting oot of the murvey will not impaet your aceess to community services! You have the noht to withdraw 2t any time
without consegnences Tor yow of your family,

Do vou have any guestions about the survey or interview? Answer anv questions they may have.

Do vou wish to participate in this stndy? Pleate eomplete either the written consent OR verbal conszent.

1} Wrtten Conszent:
e Yez [ am consenting to participate
#» o, Iam NOT conseptme to participste

" Stgnature " Date (YYYY MM/DD)

2} Verbal Consent (if not able to complete written consent). Investigator or witness may complete:

® ez Tam conzemtne fo participats Thumb Print of Parficipant:
& No, ['am NOT conzenting to participate

5,;l_ S Dae .:'ﬂ"{'l },ﬁr]'_nb]
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Community Resilience Survey (2024)
Fill out the village identifization before starting the mfeview

SIN Ouestions Coding categories

-3 Dhstnct Tame

{3 Tovwmzhay (AT} T T SR R

4. Village Name: .

GPs fstimde: . ... ..o .o oo =

| 5. Lonpetwde: . .

Diate of interview N Y
5 DD /MM /YYYY

.f Surveyor ID

[s. Pespondent's role m the village
[ Wame: ars no nasd | L

NE: Community kav informants-can be elders. mlimons e R
leaders comumnty representatives; elc. (af least 3 and not

A, COMAITNITY CHARACTERISTICS

Al What 1= the omr=nt populston of this nillsss™
Exiimmiz
AZ | How hes the populanon of tis villase chaseed | 1=Stayved the ssmses
sinre 30057 lncressed
F=Decraased
TTEDE
EE=Hefn==d
A3 What are the (o laresst sthnic svoups m ths Er s o=
villaz=? r.
TEOR
SE=Rafizad
Af | How'fr = thisilisge from the nemresptomm? | o (A=
TEOR
SE=Rafizad
AS | Forhotw many vears has tis villass =T | _iweEar
TT=OE
SE=Rafizad
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B. COAMMUNITY INFRASTRUCTURE AND SERVICES

TATER

Bl

TWhat iz the mmm svarce of household drinkins

A

TORIETD

I=Prped {pohlicHH wmp)
2=Protect=d wells-sprmes

CTRICITY

7B

Do any of the boweehold: n the villsgs have
elertricry?

1f X0, skip 1o BS

Whar thars of the hotzebolds in thevillazehas
glectnciis?

TWhariz the tmem source of snseEy ™

MOEBILE FHONES

Dioes iy villzss kave mobile phons samice]

I Ko, :kip to BT

TWhat shers of houssholds m this villag= he=
mohil= phogesT

&ons
TI=D
H=Fefzed

=104

Doz thre villzzs Bave mremer scoesr?

1=
==
T
Bi=F=fu=ed

I Ka, 1kip o BD

Bl

TWhat shore of hoosebolds m to= villase s
Imtammest aoomi’

1=Evervone

I=hJars than ore-half of hrosekolds
F=aAbout ome-half of howsshalds
4=Le3: than ona-helf of hossholdz
=y =

=limn=

BE=Fafized

=

ROADE AND TEANSFORTATION

B=

Thhat i3 the mam rooe geed o reach this
Tilizze?

1=Pwved Foad Coocrets road
=Dzt om zyavel rosd

=hlived pm=d and dim
d=Footpathrad

f=(Oher fspecivy .. .
TT=0E

i8=F=fired

EN

Are thers tmss of the vesr when peopls camae
ravel

becames of poor conditiore oo the main rouse™
(Amy conditiom: poimecal ssnestion. desg=tey,
eh ]

1=e
=Yes

B3=Fafuz=d

Ell

Izthisvillsze sevaced by pobiic tamspont?

1=
P

b i

FE=Fefzed

If ¥, skip o B13
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Homy' far = the nearest villass with poblic
UETEpOTTEonT

)
TR
BE=Fafised

Whot re the commom tvpes of teesporstion
for people o Tillaze o mivel to the negrast
village or romu’

I=Np }=Ye: TT=DEK ES=FEefned HW=N4

=Talicne

b

=Sicvrles

b

bl

F=Animal-Poereréd Tramspon

b

Fimvme Cars

bt

AR A R b

=Trecurs or Farm Vehickss

b

8

Circle alf fhat apply

EOheripedtey

HOUSING

Ela

What shars of houssholds inthe villags has
metat sheerms for rooET

[=Ev=rrmn=

=lor=s then ope-fulf of horesholds
F=Abour one-half of housahold:
4=0 25z than ome-half of housaholds
HarrfEw

==

TT=0E

3B=Rafied

What thare of hogszholds m the village has
ik or cement block hoosis™

=Evervmme
2=l lore than one-balf of bowssholdy

SCHOOLS

Bis

13 ther= & promany schoal n thos villesaT

1M Ve, Skip to B18

Bl7

I no, how far ey 12 the mesr==s primary
=choal?

Big

TWhat shame of shigible school-1as Ewls stend
fhe= primary school?

TT=DK
AR=Fafused

BlZ

What thass of sHptle schooi-gas bovs amend
the primary =chool?

=All the ben=
=N\ fore thian ome-half of the bovs
3=Abour ons-half of the bors
4=f_pax than ome-helf of the bovs
=Yy fvelions

._='|:n{

SE=Rafined

=%
i
TEOK
BE=Fafised

B11

What is the phyzics] condition of the primary
sl thit the childres i thic villsss send?

= Enrsilent
=0Cood
F=Fax
4=DPgar
J=Vexy Pomx
T=RE
Ei=Fafized

I: there @ middle school m tim villaze

=ho
=V

BE=H=fized

If Ye=. Skip fu B3
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EI3 | How fEr away is e negvest middle schood? milz
T=0K
GE=Fafmzad
oo=a

B2 | Whatshars of alisihle schosl ass zit atend. | T=ATl of ke =ith
the middls school? 2=iowe than onehalf of the sirks
I=Ahout one-Balf of the =irls
=T.e=s than ane-halfof fhe suls
STy fewMlome

T=DE

EE=Fafized

B25 | What chere of shizible school-zae bovs sitend | [=All ofithe b

the rriddle =chool? 2=MJore than cns-half of the bers
F=About onebalf of the boa

4=7 g2= than ope-half of the bov=
F=Nery fenvoms

T=0

GE=Rafizad

EX§ | Aredhere enongh tearhars in the middls =e
srhael” =T

BIT | Whati= the phy=ical condiom of the middi= I= Exc=llem
zhool thet the childron tn this villase anend” | Z=10ood

Elf | Isthsre 3 hizh school i this villese™ =
11 Yoz Sldp (o B3

BEIP | How far away & b= pesrest hash school m — mile
terr= of mEvel tme b walk? TT=DE
BE=Fafmed
ap=n1a

B3l | What char= of clisible school-zas sirls atfend. | I=All of the =itk

the hizh schoplT I=hlore than one half of the gurfs
I=About on=-keif of the =irls
4=Lezs than ans-half of e sirls
=Ny fewldoms

=

Bi=Fafized

E3l | What share of elisible zchool-azs boyz sttend I=All ofthe boy=

the hrsh schocl™ =lore thon cne-half of the bovs
I=Abom oekalf of thebovz
4=1 g2z than ope-half of the bov=
=y fewone

T

BE=Fafizad

E31 | Areihere enongh teathass inthe kigh schopl™ | [=Me
I=Tes
7=
3E=Flafzed

B33 | What iz the phy=ical condition of the high I=Enc=llam
school that the children i tin: villsse anend? | I= Good
3=Fair

&= Poor

5= Poot
=
Bi=Fafimed

HFEATTH SFRVICES

B34 | Is thee heabth ssrvice mothis villege? 1=
e
T
GE=Fafizad

If Yes. 1kip to B3§

E33 | How fEr iz the nasrect health service Som 6=z . mmls
willa=" TI=OE

GE=Fafmzad

oo=a

B3 | Imthepsst 12 monthe wes thers 2 oms when =
people in the villspe needed bealth sarvices bt | =T
conld noi =t then TT=OE
BE=Fafmad

T o, skip to B8
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B37 | Hves why werethey not sble tn pat thahesith | 1= No, 1=Yes, T=1DIK_ 38~ Refirzed BS=NA
F =:7 Rzad the amvwer -
bl =220 becks_fariliry as Sl 1 [a &g | oo
=10 =affin the ot 1 |2 R (g2
3= Hasliy faciticy wes destron=2 1]z 38 | o2
4= Fecuny problam 1 ]2 B3 [B%
S=1o mEmEpoiston ilz B8 | 2% | Chrcle nll thet spply
=2e road or poot 1ead condition 1 ]2 E§ |&=2
T=1lo medicme= and medscal sopply 1 |2 Bi | B2
=10 monesy for == 1 |2 E3 | B2
L= Fequired service oot sewilahisz 112 38 | o2
1= Othar {Speafy)
E38 | What iz thie pimdicel condition of tha near=st I=Esmallant
hesith srmicefacilny ™ =Gaod
F=Faar
4=Dpoe
3="ery Poor
T=DK
EE=Rafirad
MARKFTS Barza
B32 | I:there o kst o this villsss™ =i
=T
Mlsri= Fows of biz or small shops or salls = I Y, skip fo B4
selime @ vorier of poods. Si=Fafu:ed
EAQ | How Gr from this villaee 1= the nearsst e IS
mmarin=tT TT=DE
SE=Flafizad
be=lia
B4l | Inthe past 12 months o thers o time when 1=
peapls inthis villsze needed to bay ar =20 in == ! .
the raricet et could Ao T7=0K s ik dacimoc
SE=Rl=fimad
B42 | ifves why were people notable o buyarsall | I=0e, 2= Ve, T7= D 38— Refwsed 08=NA
tha mmariEeT
= 1= Markcer chosed B E S
2=2e road or poot read condition 1 ]2 E§ [&=2
=140 mEREparation 1 |2 Ef |02
4= Could not pav fixr tranzpanaon 1 |2 E3 | B2 | Circle all that apph
#= Securty protl=n 1]z i | es
= Ammal diseqse: ombezel= 1 1|2 Bl |58
T=Price oo low fiy s=liins’ top hish for buyinz 1 ]2 Eg |82
E=aber {Bpecifi
SECTUREITY
2 | Whe pronadss secarmy for this villsss? e
h = Write dowe the
(E. SAC. FDF, EAOs locmilitin sfc) | 77=DKC iy R
SE=Rl=fimad Ay
OTHER FROGRAMMES AND SERVICES
B4 | Are there prosyameses of places m thiz villase: | =000
where peopls (a=e sbove 15 can receve minlt | 2=Yes they ar= mmilshls = no cos
afucston or CEmne? =Yz thev are miailshls for 3 ==
T=0E
EE=Rafis=d
B43 | Are there prosvameses of places mthiz villase: | =000
whers peopls can recens food assismncs” == they are vailsbl= 5t no o
F=V¥ex thev mre mailshls for 3 f==
T=DE
EB=Rafisz=d

33 Ethaic Demographic and Health Survey (EDHS) - 2024




Baf | Aredhere prozymmmes o pleces nthisvllese | [=Ne

whers peogle can recems Housing mx=risks I=Tee they mre suailshle stno cost
and piher non-food itesnT =Tk, thev ars gumilahis for s fee
TT=DE

EEi=Fafizad

C. LOCAYT ATUTHORITIES

1 Heve there been sy SAT progymemes or =0

actrvries in to: 1illese in the past 12 months? | 250
TT=OE If Mo, Sldp to C3
BE=Faimad

CI | Ifves. whor kmde of SAC prosrammes or I=Mo, 1=Ye:, TT=DK_ Bi=Refused 92=N1

st eommrred within the past 12 months™ P —— p—— T [2 | = |3z | ez
I= Emargency cach gsoisancs 1 (2 |77 |BE [22
3= Copditional food azsistancs (nos-smerzancy) 1 |2 | ™ |BE fE8
4= Condinensl cesh sseisincs (non-smerseney) 1 |2 |77 |EE [ 99
F=1nconditonnl food eEiiancs (Hon-— SmerEency) L2 |77 |8 |22
&= Uncendehional food assstancs {pon— amersency) I |2 |77 | |22
= Livestock progemmms; inpus P [2 |77 | B (o P P
= Asricbiure prosramming’ mps 1 (2 |77 |BE [22
D="TWater' mrissnon development 1 |2 | ™ |BE fE2
1i="Wimmen's reprodnctns basith 1.2 | 7 | BE [98
li=Nummom' sopplemennll fesdine: school feedins L2 |77 | BB o2
1= Educanom prozamme: I |2 |77 |EE |22
13="WASH prograrmne V|3 | 77|88 o2
14=Heahhrare prosrenms 1 (32 |77 |BE [22
Ta=0ihar (Specift’)

3 Haue= thare besn any sthnic-led prosramme: o | 1=270
BCrvities in thes village in the past 12 months? | Z=Tes
Tr=Di IF Ko, Skip ta C5
E=FeiEed

T4 | Ives what kmds of sthyc-led programmes or | 1=No, 2=Yez, 770 Sf—Hefmred, #0=N4

e S S T T RIS
1= Emergency cach-assmmnce |2 |77 |88 jag
3= Condifons! food asiistancs {nob-emsrzancy) 1 (2 |77 |BE [22
4= Copditional cash seostance (non-smergency) 1 (2 | ™ |BE fE5
F=Tnconditional food ssizmncs (non — smsrzency) L |2 |7 |BE o8
f=1ncondnonal food EEEiancs (on-— SmerEency ) L2 |7 | |22
=Lestpck prosyammme; 1 T | BE | ==
#@wf;;gm;gi PR | T |88 jee e Al oy
0= fmizanon developresnt 1"|12 | 77 |86 |22
1[="Tomen's reproducties beaith L |2 |7 |58 |28
Il=Yutrmion' =uppl=m=ntal f2=din= =hool feedins 1 |2 |7 |58 |22
2= Educanion prosramme L2 |77 | B8 (22
13=TASH programmes PR | T |88 e
14=Healthray=s proarsmes |2 |77 |88 |20
=lheriSpmtyy, 0000000000000 ==

C: | Hmve there been any T05 or 29G0Hed fimeme- | I=NNp
ticmal or Iocal) prosramms: or actividesin this | =es
villsz= in the pest 12 monthsT TT=DED T No_ Slkip ta C7

BE=Fafized
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C& | Ives what kinds af T o0 GC-1ed [ir_luz[- I=l%o, I=Yes, TT=DH. Ei=Refined M=N2
= Emerg=nry cash sssrtance 1 |2 |77 |88 |90
3= Condmignal food srimce (non-smereoncy) 2 |7 | &8 G0
4= Condmonal cash a==sancs (MON-SM=TEency) 1L |2 |77 | &8 |09
= Uncondmons] food s=0siance (non — SMETESOCY ) 1 |2 |77 pER | g0
=TUncoadrtonal fopd gzscrance (Bon — smarsancy) L |2 |77 B8 |20
=Lv=tock prosammine . Impurs 1 |2 |77 |88 |95: vl ol ik mpial
= Azrionltors prosrmnmine mpsts 1 |2 |77 |8 |90
= "Wat=r amzznon dev=lopment 2 |7 |88 |00
0= Wore=n's reproducive heglth I |Z |77 | &8 |99
Tl=Tnrmics supplementsl Eading: school foedine 1|2 |77 |58 |eo
1= Educefion prosramms L |2 |77 B8 |20
13=WASH prosmammes 1 J2 |77 |58 o
[ 4= Heshhcars progremms 1 |2 |77 |88 | 9@
I=Othes {Speclyy- o o 0
C7 | Have thare boeg gmy CEOCS0-2d (Commu- | <50
ity o focsl) prosrammes o soirvities i thit ==
village m the past 12 month=" = If Mo, Skip C9
BE=Rafirzad
CE | I ves wha binde of CBO C50-led (imrer- 1=Na, 2=Yez, T7=DK_ Si-Refmed S=XA
Teticmil iy 1 PROETMIES OF ILR = Emerzencs food ssismncs 2 |77 [s8 [o0
geoimrad within the past 12 monghks? =
2= Emergsncy caah BEmBLe I |2 |77 | &8 |09
3= Comdmonal food 33zizEnce (QM-EMETESCY 1 |2 |77 pER | g0
4= Condinions? cazh desistance (nan-smargency’) I |2 |77 |E8 |29
= Tncondmons] focd sssiztance (ton — emerssncy) 1 |2 |77 V8 05
= Unconditions] food ssiztancs (o — smarssnry) 1 |2 |77 |88 |9
=Lrr=mck prosTamemine mpars £ ER [oo Circle al thet sppls
E=Agnnulnre prosrammins mpars I |2 |77 | &8 |09
B= Wat=r mmissian development 1 |2 |77 | |e0
1= TWheeen's s=productive health I |2 |77 |68 |29
H=TInnion sipplementsl feeding’ schoot feedine 1 |2 |77 | BB |[8o
3= Educstion prosrsimmes 1 |2 |77 | &8 |90
3="WASH po=ramms 2 |7 |88 |00
4= Heglthcars prozramms 1L |Z |77 | &8 |09
iS=Cher (Specify -
C2 | Deron b= the followme tvpes of commmtess | [=No, 3=Ym 1=V bui not operationa], T7=DK_ 83=Refiied BE=NA
o o Wl [= "Tllaz= Dewlopmen: Commirss 1]z [ = |58 |oo
="\illas= Admmenmve Commmmes 1|2 |77 |
3= \illzg= Heshth Comemitt=s’ Villazs Tract Heslth 1 |2 |77 |ER |e8
Commmse
4= Fdiicsrion Comenittes 2 |7 |88 |op
= Conflict Fesphmion Comemmze Lj2 |7 |8 | Gl Bt apply
= Wat=r and Sanmamon Commies 1 |2 |77 %8 |09
T="Tnman"s Coeremittes I |2 |77 |8 |29
B="Yomb's Commites 1 |2 |77 | B |E0
= THasster Preparedne: = Feponze Commmes 1 |2 |77 V88 |9%:

0= Orher frpeecfy); 0

=
-
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C10 | Flease descoribe Important events that heve takes pisce m (i -conmumity tince 2001 incloding soy svesty thol | In what vear did What thare of the comemmi-

hve securred fhis vesr thiz svant pocar? v was affered”
W gre specifically misresed in evenrs thir have chanssd the nell-bems of peopls m this comeemiy for
beste=r o for wonee. T=naune
Exzmples of events thst misht heve made peopls worse off e diz=zze spidemics gop fihrss nsmrs! 1=z &
dizsspers price fucmamons or the I of kev sooal services. =14
Exmmmples of events that mey kave made people better off ars now' schools or medics] ferilifiss new 3=12
Empoyment oppanunite: of the Consructon of & bew road 4=314

5= glmger 3l
NOTE- Can Lisr up ro three fypes of venfs, Same nipe of evenl o e mennoned more diin aoce of o ar
[EME SSPUIES CCTITEIES

Drect Indivect

EVENTS THAT MADF FEOFLE WOESE OFF

EVERTS THATMADE FEOPLE BHETTER OFF

End Time {24-hour format): :

Hour Minuote
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Ethnie Demostaphie znd Heazlth Sy (2004) Chestee Ty: _— HET

Start Time (24-hoor format)

Hour - Minote

Soprey or ID Date:

DD MM ¥Y

Cluster 1D Housshald D

If thiz iz different than the village zzioned, plesze wiite the ariginal villzoe name belovs and explem why vou are st thiz villaze:

Informed Consent

Introduction

Hello, Fm hers ae part of & study conducted by BMABPHWT'CHDR® KDEHWHKWATAMNHC 55DF/SHD focusing on assessing the health
and welfsre sivation within vour commumity. Qur sm 12 {o gather mftrmation from you 2nd others m the community to befier understand
hezlth aceeas) beliefz, practices. and welfare needs. This dats will gmde @ in addredsing commumity priomhies efectively:

Procedure

Your household was mndomly zelected for inclusion in this study-due to elmbility within the specified age rance If vou chaoss to parficipate,
we'll mguire about vour methods for stavme healthy, accezzing healthears, health pniomties.-and the human riphts sination in vour commumty:
Additionally, well mreazure the mid-upper srm circumference (WMUFAC) of fermales aped 1549, snd all ehiuldren mder 3 in your bonsshoeld
Bleod pressure and rezpiration rate will be measvured for mdindualsaged 13-12 and those over 42. Thes process will take approximateldy 43-00
oumites

Benefits and risks

Parficipsting m thiz survey pozes hittle 1o no nsk to your health Some queshions may evoke memones of past famly health 1zeues-or loszes,
and if sy are distrezsme, you can skip them Vou're also free to refose any guestion or termurate the interview at-any point. While there are no
direct incemtives, the mformation sathered will benefit vou and your community m the lons run by informime healthesre pricnties.

Quzstions and Concerns

I'mavailable to address any queshons of concems you may have sbout the smvey. If any queshone are unclesr, feal free to a2k for clanfication
Confidentialtity

Your identity and responses will remam confidential When analyring the dats no dee will be able to lmk answers back to vou imdividually,
Voluntary Participation

Diechming to smawer or opting out of the survey will mot impact viour access to commumity z2rvice: . Tou kave the right to withdraw st amy time
withont consequences for vou arvour family

Are vou willing to be m = stody T

=20 {Fefuzed — DO NOT CONTINUE INTERVIEW siappms HH)
1 =Y (CONTINUE INTERVIEW)

1 = Survey ineomplsta bevauss thie respord st ez distrassed

= Survey incomplste because the rezpondens refiusad to commus

= Mot 2t homs {attempted to contact 3 tomas slppene HE)

NELY N .

Diate:

DD M ¥y Signsture of Person Obtwinmg Comeenne -

Sigmed copies of this consent form must be retamed on fite by the mrveyor
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SECTION 1. HOUSERG LD TABLE  Contine: ishilisy
oy o AT by b oy Gpuestbon 11 )% sk o thoned sed o

Tk if pariee: 1 promory meapomtess for it

EF mgetar T

V1 G o Do oy e vl vkl i 5 % o
m? ek tadl flniagmily.

| = Ha
FE ]
T LK,
s b el

Undsmnd=s temp cedenecod)
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SECTION 5. MIGHATTON
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Head of bousehold 1D (referencine Honsehold table Section 1)

EECTION 5. HOUSEHOLD BACKGROTND
= Qosxtinn Coding Fesponze Isstructicn
. I S
E Av=rasp houschold monthly income mthe pass | 270
I b fricrath =TIE SRR . |, %
= BE=TFefzed
I=Na, 2="Yes, 77 =DHE Ei=Refimed W=Na
i=Telsvizion 1 |2 |77 |88 | &=
I=NIohil= phons 1 |2 | 77 |88 |89
J=Fefnr=sm 1 |2 |77 | 85 |22
4=Thi= 1 |2 |77 |58 |o=
F=Chmr i |2 |77 |88 |
= Ead (bed mamesy, blanket and plioas) 1 |2 | 77 |'8E |02
7= Cupboard 1 |2 |77 |88 | &=
58 | Dioes vour housshold havs =Eeomic fn 1 |2 | 77 |88 |89
Circle sl that sppiv
O= Comput=r 1 |2 |77 | 85 |92 .
I=Almarbile 1 | |77 |58 |o=
11=Car i |2 |77 |88 |
1= Animal Cart 1 |2 | 77 |88 |02
13=Tractor 1 |2 |77 |88 | &=
14=Binxl= 1 |3 |77 |88 |88
5= sov bousehold member oom s wach? 2 |77 | &6 |92
1= any bouschpld haove 2 besk accomm™ 1 |Z |77 |38 | 5%
1 ="bod
I =Tilstmck concr=ie
- What 2 the muin mwarenal of the Soor of your 3= Eambog wall =
| dvelime? A= Opherfapemit Wiexining
T—=Uh
BE=Fafz=d
I=%%od
I =Til=brick concr=t=
3=Eanboo wall
What 1 the muin mstenal of the sxterior walks Ei 3
4= Cithay Obzars
D of vour deeilme? ]
o
EE-Fained
SE What tvpe of foel doss vour heasshold mamb- | 1 =Elecrmciy
uze for coolomz? I =Firswood
3 ={h=roosk
4 =rnhar
TT=DE
EE=Hafined
5F Wit iz the mmin Isnsuyze vou snd yoor hoosshnld members commrmmicsts mesr often™
1=luns
2=mistian
I=BEuddhesy
sz What & the muin rehzeon witich vou =nd vour ':!“hﬂmi
bouzzhold membars ars sssocimtsd with? _— (Specifyy:
Ei=Hsfized
SH | Wha 2 of ar= the athmicry which von md vour homeshold members sre affiligred 107 - 3_
EmETwETE anly
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SECTION 8 SENSE OF WELLBEING AND VULNERAHILITY

Crver the lav I weeks how offen bave vou besn bothersd by any of the followinz problema?

¢ =Tlnpe of the tme
1'=Farely (le== then I-2 dov: perpeesk)
I=Some of the tms (-3 days por wesk)

84 | Lie imerest o plesoors in doins thinesT = 0ft=n (4-3F dops perpyssks)
&= All of the time= (5-7 dayz perweek)
TI=DE
E5=Hefzed
& =2one of fil= ome
1'=Farely (less than 1-2 davs perweesk)
I=Some of the mme{2-3 devs per wesk)
&8 | Feeline down depresz=d or hopale=sT 3= Criten (45 days perweek)
£=All of the mme {57 duyz per week)
T=DK
5= Fefiesd
& =NNone of the tms
1 =Farsly (l=oz than [-2 dayvs perwesk)
=L z Z=5aime of the mme (2-3 davs parweak)
8 mmm&]m:“ orshving adeep, of slomping | en (45 days s e
’ 2= All of the mme (§-7 dayz psrwedk)
T=DK
BE=TFlefped
&=None of the tme
1 =Fzrely (lets thae [-I davs per waek)
1= Somre= of the tme (213 deys per wesk)
; - 3= (dEn (L5 day: pe ek
&3 FEEHDE wmedar !m'mg Lintla ENEEY 2= AT of the timz (6-7 Eh}'E [E"'ﬂ_':&,-
TI=DKE
Bf=F=fuzed
& =2one of til= ome
1'=Farely (less than 1-2 davs perweesk)
I=Some of the mme{2-3 devs per wesk)
£E | Poor appstile or greresim=" 3= Criten (45 days perweek)
£=All of the mme {57 duyz per week)
T=DK
Ei=Fefiesd
F=2jops o the nme
Eeeling bad shewt woaurseli-or that vou 35 E_= ¥ -:‘]:E!hm =:;=Eﬁ“ﬂ':
5 f=ilnre or have [=t vomrsalf ar vour family F-Diat: el ie fhkpe {3 i per i)
& dowa? . g - = {Oriisn (45 dayz per wesk)
’ 2= All of the mme (§-7 dayz psrwedk)
T=DK
Bf=TFlefped
=10 of the tms
1 =Fzrely (Jets thae [-I davs per waek)
=5 13 (2-3 day=
oo | s contcrang i s vt | T Som=ofhe e (03 s pervedy
o i rempapey or WnChins vl = Al of the time (8- dave perwedk)
T=DKE
25=PFefimad
{F=Tnos of the dme
= Rarehv ile== 1T dgws
Miovinz or sp=dkine o siowly that othsr ,.];_ = D';]:; ‘_h‘“_'_‘r‘q ‘:d;'\:l}ﬂ “-:2:'
people conld have noticed Or e opposiiebe: | 5 o oy oo b S PRI
&H 3 kL 3= Orft=m (-3 days pay wesks)
mg s Bdgmy omreatless hat you Bve b2em | oy e e 06, dave per et
moving sround = Iot moee than wnal? :=-Dig - B P
5i=Fefuz=d
& =2one of fil= ome
Have thonshis that vou wonsd be better off 1="Rar=ly (es= thap I-2 davs perweek) 2= Some of the
& dead or ofurmine yours=iT nme {2-3 davs per weelt! 3= Ofizn (4-F davs per wesk)

(1f imrerizores dizclosar thoushty of kammne
elf ples=e refar tham to EHO for core )

4= All afthe trme {5-7 day: perowsek) TT=DE
BE=Fefesd
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SECTION 7. SENSE OF FOOD SECURITY

TA

Haow oft=n did voo wormy that vour homshald
wiould not hwee snoush food™

I="o, nevey waorry = all

Z=Farzhy (I-1 rome= in the post £ weskz)
F=Somermss £3-10 nmes m the pysr 4 wesks)
3=1{iien |merz than 10 times m the past 4 wesks)
F=All pithe tome

TT=IE

Ei=Fafus=d

How off=n did vou or sy houschokd member
mt 3hile to ear the mds of foods you mefen=d
berams of #lack of resources”

{ =N, n=ver happensd

I=Farch (1-I tipes i the peer 4 wasks)
J=Somstimss (3-10 umes i the pest 4 pesis)
4= {ften {mese than 10 omes in the past 4 wesks)
F=All of the oma

TEOR

EE=Hafned

T vou ar 2oy houzehiold member ha= to
=pt 3 lirmited vansty of foods do= 1o 2 lack of

TESDIrTas !

| =Tn, never hnppe=nad

Z=Earely (I-1 1ores mothe past 4 wesks )
3=Somstimes (3-10 omes in the past 4 wesks}
4=Ofi=n (mces than [0 imes 1n the past 4 weake)
F=All ofth= tms

T=DK

EE=Rafiz=g

D vou or 56y bousehold member bave to st
sopes fiods that vou reelly did not wont to sat
becanze of & lack of resourca: to obiein other

tvpes of foodT

1 =}o. never happensd

I=Farsh {1-I times in the et £ meaks)
F=Spmetimes (3-10 omes in the past 4 weeds)
3= Dften {pser= than 10 ome: n the pest 4 wesks)
F=All ot the tme

=R

EE-Fafned

i vou or mmy hoasehob] member hev= to
=nt 5 analler meal than vou f2lvou nesdad
beranss there was not snoush foed 7

1 =N, never happensd

I=Farch (1-I tipes i the peer 4 wasks)
J=Somstimss (3-10 umes i the pest 4 pesis)
4= {ften {mese than 10 omes in the past 4 wesks)

Trd vou ar 2oy other bouszhold memher b=
teeE foner meals mos day becmuzs thers was
not =noaeh foad?

| =Tn, never hnppe=nad

Z=Earely (I-1 1ores mothe past 4 wesks )
3=Somstimes (3-10 omes in the past 4 wesks}
4=Ofi=n (mces than [0 imes 1n the past 4 weake)
F=All ofth= tms

T=DK

EE=Fafir==g

W Es thars s o food o et of sy omd in
vy hoosshinld becmse of 1xck of reaour=s
te get frod?

1 =¥, never happen=d

=Emrely {1-I mmes m the past £ wesks)
F=Somstnes ¢3-10 omes m the pact 4 weds)
4=0fien (e then 10 times in the past 4 wesks)
I=All ofths tme

=¥

EE=F=fim=d

Dad vou ar any beusehold memba ga 1o deep
&t nisht homery bersmes thers was nof snmael
food?

1 =}o, never happensd

I=Farely (1-I times i thes proer 4 wesls )
F=Spmetimes (3-10 Omes in the past 4 weeds)
4=10ften (menre duan 10 times in the pesy 4 wesks)
3= All offthe me

IO

§E-Feinwed

=]

Dad you ar aoy booschold member z2 0 nhols
dsyv snd nizht without =sttne
amihms becamee thers wis mot enouzh food”

| =Ho, n=ver happensd

Z=Farzhy (I-1 rome= in the post £ weskz)
F=Somermss £3-10 nmes m the pysr 4 wesks)
3=1{rien (merz than 10 times m the past 4 wesks)
f= All of the mme

TT=IE

SE=Hafined
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SECTION 5. WATER AND SANTTATIHON, HY GIENE(WASH)

= Questicn Codimg Eazponiz Inztrecion

1=l I="e 7T =D[8L Ei=Fafizad M0=NNA

1=Tinnk withour iy trestmmem

I=Eotlinz

Whut methods do vour bonsehold proalivpse | 3=1ca filters or geves
to mk= water safer foy dripkiesT

| T |i8E
2|77 |8
55 o
4= Tz wiier priicsfion w3bles drops or powdsr bR |TT | B
3= Expozs water to sunlishe B2 2

i

]

= -
b
|

.|
]

EEN

Circls 2l sppty

&

.
()
1
i

= by (speciy)

How lon= do= o toke o e=t to the muin zowes | oo mm
of drinlons womr™ TT=D

I=Hn I=T 7T =D 35 =Fsfiad 00204

1= Puped (pubbe TH tsp) |2 |7 |58 |22
I= Protacted w=liz sprines 1|3 |77 | BB fpoo

F=Unprotected wells' sprma= L2 |77 | B8 92

What & the mam soarce of non-drmbine water | 3= Fainwater coll=ction
for mernbers of vour honsshold™

-
()
1
i
i
L=

ac

1 |77 |88 | oo

§=Truck: vendor I |2 |77 |88 |2
7= Battled watsr 1°13 |77 | B8 fFoa

B= Cnhar (zpecily)

80 | Iy there anv 20ap m the kousshobd for hamed I=%n
shinsT I=TE
TT=DE
BE=Flefred

i

Oihseriition

=la
Z="e: nod shared with others
iE Does vounr huzehald kgys itx onn Iurin=T I=Tfo: we shars with othars
T=DEK
#3=Flafirred

= Oihseriition

Iftia, Sapeo DA

Iz the Intrme of the hovsehold =smrery™ =76
=¥as
T=DK Ofgeriation
Ei=Hefimed
2E=10A

MOTE: Choosz “Ye" onfvwiisn all 4 omt=is
(proot'cover, mr fow pipe. enoush witer,
s=pire wall snd roof)met

1= Connected fush wilst

2= Toilet- simph dry cover pit
Z=Toiles- Uncm=r pa

4= Cnndoors m the gpamn air
BE | Tipe of toilet weed by bemsehold 5= (b (Specdy) Cezeramion
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SECTION B MAT ARIA

= Question Ceding Feiponze Instrection
24 Do vou have bed nete i vour hoesehold? =l Mo, skp o OC
I=Te=
T=IK
BE=Fafinzd
241 | Ifves arethare sy TV met=? =g o dbpwoda3
I="m T=DE
Bi=TFR=fmsad
BE=IA
24 2 | Ifves, how pamy m= T [ | = |-, §
[i=Fafmw=d
Se=200
243 | How many are resular bad nesT = 000000 {Bedmai)
T=IK
Bi=TF=fmad
BE=IIA
OB Do yom bimvs =nouzh bed nsts for sv=ry permoy =Ml
in vour bor=shold? I=Ye= TT=DE
Eli=H=fuzed
oe=3a ——
2C Inthe past 12 months  plesss tonk abaot alt =10
the peopls in thiz homshald who hed fever For | 2=Yes -
tha perzan who most recenthe bad fever iz she | TT=DE EX¥e, dopw 104
tesed for maians Eli=FHafia=d
20 If S'he woss pocigvs. did the parson estrested | =100
for Nulal=ris by @ heshh moeksr medic or =T
VHWT =D
Eli=FHafia=d
Se=204
SECTION 11 CRISIS
= Queigon Cadinz Responie Inyfrochion
104 Hm# your bousshold sipenienced wimeszed I=Xo
acrtual or threarened degh or sevous mjory ==
Imes T=0K
L= Februsry 02T im hivanresr? G8= Fefimed
8 Jince February st 2021 neclose fendhor | (=200
cloze fomily pavaber=s of any family membess | 2= T
dead or were sengusly =
inpoed? 55=Flefossd
10e In the pasr month wes the polincal srvrnon- =%o
ment g zgurce of dress fior vour bousehold I=T= ome
membersT TR
Bi=Hainzad
108 B Fab 1, 2021 bmvs vour homsshiold =pe- | I=THo
reencad o loss of income? =T If o, =iop o next
T=DK sechan
33— Fefmed
D1 | Apprommes=ly bow much loss of income per =270 koas [0%%6)
i 2=Sont= loss (15%)
F=Hal of incorpe 13 (50%)
d=RJost of moomes ket [T304)
5= Al of incoeees logt (1007%)
TI=DK
Ei=Fsfmed
o=l
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SECTION 1L MEASUREMENT
Thm it o Frh e gu estin ire oy for housedve Womom b ers a o et he age o F 40 yesim B s Iy it i esit, rpikes BT TR _.___.____n___"__...____ Vit gl 40 = 54 morl 0 0 Chine o eSS yer Pleogo qh__ Urgmam e nmon b you five el foeth o b ol oo
Do W il o i kot i s (IR AR VTN TTIERTIFETTR
Uiy B we | oibeid i resn e s o b s e b bl oo reonnd len vilvo Y Real 1w o e 1Y e P e el g _-m,-
LU, byl to Do fle el ti jpctom o f P n LT D o b HE 1 0 Bl ang | LTS Pl 1] :—.FE.E&:..__ LIRS Polea ILIEL B R iy 1 LHES Pralen
Gt vamnd L tory o wte b g o Wiy 1 Hmdingd Hinilmg 1
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Thus part of the questionnaire 12 only for women sped between 15 to 40 vesrs Iivme m the same howsehold comenthy pregnant or has a vounger
child of under five vears old. If there are more than one woman within the eriteria_choose the woman who has the voumger child of inder fiva
vearz old. If there are no women within the crieria, then this part of the survey 1z not nzeded: Please tead the same consent az you have read
for the hesd of household before you start this part of the interview

Surveyor ID: HH member ID: Diate :
DD MM T¥
Are vou wilhng tobe mnthes study”
(i =Ng {Eefnzad - DO NOT CONTINUE TNTERVIEW sheippane HH)
1 =Yes [CONTINUE INTEREVIEW)
2= Survey incomplete because the rezpondert was distraszag
3 = Borrew ineomplats hecauss the mepondant refinad o contims
7 =Xot-at home-(attarpied to contast 3 times shppmme HH)
Signature of Person Obtanung Conzent:
SECTION 13. PREGNANCY HISTORY
Ng Crupstion Coding Eoponss Instroction
I=T\men slons
=TWomsn mnd Imshard: parmer
Whio i the priroery dacicion maley for masss- ii?‘rmf;mfﬂn?ﬁ
134 | mlbeslh myoorhomehold (AMC, deimery, SRS 2UE (RpRcHT)
DBC and farmity planning?
B8=TF=fmed
How many toses have vou been pregnam”
Gas HNCLUDE CURFENT FREEGANCY AND E"—E__ng_d..g
B ALL BREVICUS FREETANWCIES. DCLTD- i
G ZE=Fefined
ABROHTIONE MISCASRIAGES
Hirw mrmy tmes b= w0 been presmant in
e past o v=ErsT z fe :
e NCLUDE CUHEENT PEEETANCY AND £ P
Lt ALL DREVIOUS FEEE@SANIIES DI THE EE;?':L
LASTTWOYEARS, -
CLUDIIMNG ABQRTIONS MISCARFTAG
ES
Beoprd 55 mumber
343 Hirw sy tmes hav= vou-had shortonsT EE=Faf
2=MA
24 Howr ol wer= vou dunns vour frsr FRecord 2= mumber
presmancy” (Azs in Year) =0
EE=Fefused
be=niA
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Anitenntsl Care

Ars voo curently pregnanT

=Tio
=Tz
T=IDK

85= Fefized

Mo, Sp do
13E3

How ety momths sre won praguent”

Fecord a: momher
T=0R
Bi=F=fimed
BE=1A

How meny aoename] care v did yoo hove
sz vour last'ourrent presEancy T

{1 mot curpenrly prosnant vou ot ack sboot
= Iy child ander the az= of 3)

Feoad mmmhe
T=D
Ei=Rafured
pe=2rA

13E4

Which wesks of your preemrey did oo stam
o S ANE rmEait?

< i eek=

16 = 28 TWeeks

I8 — 40 Wiz
=D

EE=Flafimed

SR=A

1
x

1383

Whio provided srfenam] core o vou donns
wovar Lasy coreent pr=snancy T

1=Ha 1= 7 =DE i =Fafiz=d 00=N4

T=Dwaorimss

b
|
A

=HA MW AMW

[ ]

53

I=Erihmc health workss: medic

3

£=Tradirionad Birth 5 ti=ndant

8

Circle all agply

I={rhar {gpecdy}

1B

Dhd the ANC vou recemre moinds these

o

sarvices]

1="a, 3="T=, 77 =K, 58 =F=fi=ed 5=274

1=Blood presmure messursment

=Full ATT (2 ar 5 doaesT)

¥r | 88

(3]

3=Unps estirs

77| 68

(=]

E=Commszima ahour danzer siam

= | e

b

£

bl R o

S=HIV oounselins

|
&

A=FES04 znd Fobic Acd

&5

3

=El

= =
¥
|

Circlz all apply

LIB.T

devvorming pilis durme v sstomrent pres-
naney? {Can eatdmmt=]

Delivers

snd PNC

Diescribe the result of vour 1=t prepnancy 7

= Corrently presnsmt wirh & &t chid
=Ahscamisze Abardon
=31l Buth

BT
end the sorver

Whete did vou delivar voor Izt bebvT

TWho deftverad your st baby ™

1=No 2=Ym= TT=DH{ BS =Rafimed DE=3%

1= Docon Murse

3

=Ha W 20w

3= Ethnic hesith worie=s medic

4= Tradmignal Borth Atisndem

o Rl B B
b
|
=]
o

b Y

Circle gl apply

S=0ther Bpeaf S
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F'JI
iai

When did vou bezn bressf=sdme your st
baby efar d=biveny” ’

I =Did not breasticed
=Tz=x than 1 hour
=1 to-Ghours
=TWitkin 7 1o 24 hours
=1 dayto 3 dry=

& =Afi=r 3 dav T=0E
Ei=Fafized

Qo=

LU R )

How old 1= the voon=sst baty™

Hecord = numbsr
———
Bi=Fafimed

]
L]
L

Faor oy maere peonthe did oo bressdead vom
lz=t batn™

Hecord = meezar (1 — &)
7= seven or more months
8 = cumrently by sastfeeding
T

SE=FE.afhmed

Do=nlA

3CE

When did voo et srvine vour 1ot baby ame
tinne, incknding wexter, 10-ea or drmkc besides
beagst muilk™ This doemn't mehuds water groing
together with mediczsnon

=05 monrh:

I=Afer i monhs

3= =ill sncleanely brezcdeadine
TR

GE=Fafmzed

oo=hia

13

Havs vou snd vour newbem recsiad poanmrsl
care I days after delivenmes vour lest behyT

T

==
o
=D
Ei=Fofizad
pE=2IA

13CE

Teceive postnetalcars visms withm 42 Savs
after delmenine vour b=t haby ™

Eecord == mieger (I -5)
TT=DE

EE=Fafizad

ao=n14

Familr Planninz snd correception

130

Ar=vou planmine for (more) children?

I=Ha
=Tes
TT=0E
Ei=Famms=ed
0o=20a

130

Do vou coprently do amythmz 1o prevant 3
PrEEmancy

I=Ha
=hes
TI=OK
EBE=Fafizad
oo=n1A

I, endihe

1302

I=HKo, =% 7 =DE §i =F=fiired 20=2014

i

8

What-ars you doies (which msthod == o

5= TNorplant Trmplisnt

bt

| R |

te=zme ) MDA o prevent & presmency T
CHOOSE ALL THAT APFLY

5= hisle condom

“=F=mals Condom

il

E= Sreplivetion

8

= Calendar method

10=Withdrawal

11=Abstinancs

|

1= Exrlnsn= Breastfeedm=

b

Crcle all sppls

Eftd Time (24-hour format): -

Hour -

hinnte
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