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CURRENCY EQUIVALENTS 
(as of 22 September 2016) 

Currency unit – Vietnamese Dong (VND) 
VND 1.00 = $0.000045 
US $1.00 = D22,323.00 

 
 

ABBREVIATIONS 
 

ADB – Asian Development Bank 
AIDS – Acquired Immunodeficiency Syndrome 

AH – Affected Household 

AHI – Avian Human Influenza 
AOP – Annual Operational Plan 
APSED – Asia-Pacific Strategy for Emerging Diseases 
ARI – Acute Respiratory Infections 
AI – Avian Influenza 
BCC – Behavioral Change Communication 
CDC – Communicable Diseases Control 
CDC1 – First GMS Regional Communicable Diseases 

Control Project 
CDC2 – Second GMS Regional Communicable Diseases 

Control Project 
CEMA – Committee of Ethnic Minority Affairs 
CHW – Commune health workers 

CLMV – Cambodia, Lao PDR, Myanmar and Viet Nam 

EGP – Ethnic Groups Plan 
EHF – Ebola Hemorrhagic Fever 

EMG – Ethnic Minority Group 

HICH – Health Care in the Central Highlands Project 
HIV – Human Immunodeficiency Virus 
HMIS – Health Management Information System 
IEC – Information, Education and Communication 
ICP – Inter-communal Polyclinics 
IHR – International Health Regulations 
MDG – Millennium Development Goal 
MERS – Middle-east Respiratory Syndrome 

MEV – Migrants, Ethnic and other Vulnerable Groups 

MMR – Maternal Mortality Ratio 
MOH – Ministry of Health 
MOF – Ministry of Finance 
MPI – Ministry of Planning and Investment  
NGO – Non-governmental Organization 
PAM – Project Administration Manual 
PCR – Project Completion Report 
PHC – Primary Health Care 
PMU – Project Management Unit 
RCU – Regional Coordination Unit  
SARS – Severe Acute Respiratory Distress Syndrome 
SBV – State Bank of Viet Nam 
SDR – Special Drawings Right 
U5MR – Under-five Mortality Rate 
VBA – Village Birth Attendant 



 

VHW – Village Health Worker 
 
 

NOTES 
 

(i) The fiscal year (FY) of the Government of Lao PDR and its agencies ends on 
31 December (from 2016 onwards). “FY” before a calendar year denotes the 
year in which the fiscal year ends, e.g., FY2017 ends on 31 December 2017.  
 

(ii) In this report, "$" refers to US dollars.  
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1. EXECUTIVE SUMMARY 
 

1. This report summarizes the Vietnam-specific Ethnic Group Development Plan 
(EGDP) analysis, strategy, and plan for the GMS Health Security Project (the Project) based 
on the Government’s and ADB’s Safeguard Policy Statement (SPS). Ethnic minority groups 
(EMGs) comprise a large segment of the targeted populations in Viet Nam’s northern 
mountains and central highland districts, living in diverse socio-economic settings with 
different customs and languages. In Viet Nam, it is estimated that about half the targeted 
population will be ethnic minorities. 1  
 
2. It is more practical to focus on EMGs that may not have access to services, are being 
displaced, or lack citizen rights and empowerment. In the context of the Project, this EGDP 
focuses on the first group, including remote ethnic groups, and internal and external 
migrants over half of whom are EMGs. The challenges of control of infectious diseases of 
regional relevance in these two subgroups are quite different.    
  
3. The proposed GMS Health Security Project for Cambodia, the Lao PDR, Myanmar 
and Viet Nam aims to improve regional public health security by strengthening health 
security systems and communicable disease control (CDC) in border areas, particularly for 
migrants, youth, and ethnic minorities. Three components or outputs2 are proposed: (i) 
improved  GMS  cooperation  and CDC in border areas; (ii) strengthened national disease 
surveillance and outbreak response systems; and (iii) improved laboratory services and 
hospital infection prevention and control. The Project is designed to support regional 
cooperation and national capacity building for prevention and control of emerging infectious 
diseases (EID) and other diseases of regional importance such as malaria, dengue, cholera, 
tuberculosis, HIV/AIDS, and drug-resistant infections. The Project will cover a total of 36 
provinces in Viet Nam, 12 provinces in Cambodia and Lao PDR, and 5 states and one 
region in Myanmar.  
 
4. According to ADB’s 2009 Safeguard Policy Statement (SPS), the Borrower is 
required to ensure benefits for EMGs affected by the Project. According to the Indigenous 
Peoples Safeguards Sourcebook3: 
 
5. “The borrower/client is responsible for assessing projects and their environmental 
and social impacts, preparing safeguard plans, and engaging with affected communities 
through information disclosure, consultation, and informed participation following all policy 
principles and safeguard requirements.” According to the Sourcebook, “[Ethnic Group] 
safeguards are triggered when a project affects either positively or negatively and either 
directly or indirectly the indigenous people (para 8).” Furthermore, “the project is expected to 
have only limited impact and is accordingly categorized as B (para 67).”  
 
6. As per the ADB SPS, “if [ethnic groups] are the sole or the overwhelming majority of 
direct project beneficiaries

 
and when only positive impacts are identified, the elements of an 

[EGDP] could be included in the overall project design in lieu of preparing a separate 
[EGDP].” While the project is expected to have positive impacts on EMGs, they are not the 
sole or overwhelming majority of direct project beneficiaries. Furthermore, given the scale 
and complexity of this regional project, the potential for not achieving certain intended 
positive impact on ethnic monitories justifies a category B and warrants preparation of this 
EGDP to help achieve intended impact on EMGs.  

                                                           
1
  The Government of Myanmar doesn’t use the term “indigenous peoples” but “race” or “ethnic minority”. 

2
  Government uses the term ‘components’ and ADB uses ‘outputs’, and therefore both terms are used in this 

EGDP  
3
  ADB. 2013. Indigenous Peoples Safeguards: A Planning and Implementation Good Practice Sourcebook (Draft 

Working Document).  
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7. This EGDP for Viet Nam summarizes the findings of the assessment and 
consultation process. Rather than referring to ‘indigenous peoples’, the Government of Viet 
Nam (GoV) uses the term ‘ethnic group’ as many of the affected ethnic minorities are not 
indigenous, and are in fact recent migrants. Therefore, the term Ethnic Group Development 
Plan (EGDP) will be used for the Viet Nam component documentation.   
 
8. No negative impact is foreseen. The major concern is that proposed benefits for 
EMGs do not or fully materialize. Potential shortcomings may be related to (i) project 
relevance and appropriateness for certain ethnic groups, (ii) project efficiency and (iii) 
sustainability of interventions. In particular, for Component 1, CDC in border areas, 
interventions such as community campaigns should be appropriate for ethnic groups. 
Surveillance and response systems should also be appropriate given limited community 
resources. Accessing laboratory services is also a major challenge. Improving infection 
control in hospitals is affected by family care traditions of EMGs. Each of these needs to be 
mitigated to the extent possible. Sustainability of interaction of communities and health 
services depends very much on appropriateness of staff and affordability of services, as well 
as on the integration of ethnic group needs in provincial annual plans. Inclusivity in central 
and provincial planning and monitoring processes along with special efforts to reach certain 
target populations will be critical success factors.   
   
9. It is recommended that Ministry of Health (MOH) collaborate with government 
organizations outside of MOH, as well as with NGOs more actively engaged in addressing 
EMG issues. In Viet Nam, sufficient EMG legislation is in place, but implementation remains 
weak in the government system due to a general lack of acceptance of EMGs as an issue 
and priority. Outside of the MOH, each country has government organizations and NGOs 
which are more active in addressing EGDP issues, and so it would be useful for each MOH 
to collaborate with these organizations.  
 
10. It is recommended that MOH aim for mainstreaming of EGDP in all operations, 
including routine public health planning, administration, and services, as well as for Project 
implementation. The EGDP strategy aims to (i) enhance equal opportunity, (ii) target 
vulnerable groups, and (iii) promote EGDP dimensions in all Project activities. It proposes to 
maximize benefits for vulnerable groups in border areas who are most at increased risk of 
infectious diseases. These groups include migrants, HIV infected young people, pregnant 
women, and isolated ethnic groups. Viet Nam’s EGDP is aligned with national contexts, and 
legislative and policy commitments.  
 
11. Related ADB health projects have shown a steady improvement in EGDP 
implementation. Project Directors are committed to provide the necessary leadership and 
inputs to fully implement the EGDP. Key features of the EGDP are mirrored in the project 
Design and Monitoring Framework (DMF), Loan Covenants, and Project Administration 
Manual (PAM).  
 
12. The project will allocate funds for the implementation of the plan. Activities funded by 
the project include outreach activities, information education and communication campaigns 
under output 1. The total budget for those activities is estimated at $1.1 million. The project 
will engage a national safeguard specialist 60 person-months to support and monitor the 
activities in the plan. The safeguard specialist will be hired at the beginning of the project 
and the activities will be conducted during the whole duration of the project. 
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2. DESCRIPTION OF THE PROJECT  
 

1. GMS leaders are committed to enhance regional health security following outbreaks 
of emerging infectious diseases (EIDs), notably severe acute respiratory syndrome (SARS) 
in 2003, and Avian Influenza in 2004. Recent outbreaks of Ebola Hemorrhagic Fever (EHF) 
in West Africa and Middle-East Respiratory Syndrome (MERS) in South Korea show 
respectively, how EIDs can get out of control with major human impact, and how a relatively 
small outbreak in a hospital can also have major economic impact. New zoonosis diseases 
also pose a constant threat in the region. 
 
2. The misuse of antibiotics for bacterial infections is causing drug resistance, while 
new antibiotics are few and expensive. Nosocomial infections in hospitals are increasing due 
to poor infection prevention and control (IPC). Common infections like dengue and cholera 
show genetic adaptation. While climate change including global warming and frequent 
flooding may also further increase the burden of infectious diseases. While the incidence of 
HIV/AIDS, tuberculosis and malaria have declined following major investments, drug 
resistant strains of diseases, such as for malaria and TB, are also considered EIDs and 
major threats for the control of these diseases. Childhood infections preventable through 
immunizations are resurging due to weak vaccination systems. Continued investment will be 
needed to keep communicable diseases under control. 
 
3. The overarching drivers for GMS control of emerging and re-emerging infectious 
diseases (EIDs) are the International Health Regulations (IHR, 2005), Asia Pacific Strategy 
for Emerging Diseases (APSED, 2010) and other (WHO) regional disease control and 
system building strategies for improved public health security, including: surveillance and 
outbreak response, risk analysis and communication, community preparedness, laboratory 
services, hospital infection control, regional cooperation, and monitoring. Viet Nam is also 
implementing WHO strategies to address regional priorities such as the control of malaria, 
dengue, HIV/AIDs and Tuberculosis (TB), strengthening of laboratory services, infection 
control in hospitals, and efforts to control fake drugs, and drug resistance. 
 
4. The term health security4 refers to a public health goal of prevention of epidemics or 
other disasters with major impact on health and the economy, and is concerned with the 
health of populations. In contrast, universal health coverage is concerned with the right of 
every individual to access affordable, quality health care. Investment in the control of 
emerging diseases has strong public goods, market failure and equity rationale, in addition 
to potential economic and political consequences of a major epidemic or pandemic.  
 
5. Overall, public health security systems for APSED and other significant diseases 
need to become more mainstreamed, standardized, reliable, and financially sustainable. 
Second, in view of the increase in communication, urbanization and industrialization, the 
traditional dependence on a single public health system no longer holds, and MOH will need 
to strengthen its capacity for collaboration with other sectors. Progress in APSED is affected 
by health system limitations, but these are not clearly identified. Key areas are IT 
connectivity, basic capacity of staff as well as administrative and management capacity. In 
general, the private sector is a big unknown in terms of surveillance and response.  
  
6. While there is a high risk of the spread of diseases and drug resistance, surveillance 
and response systems have not been fully capable of real-time and accurate information, 
indicating epidemic status at local levels. Several disease reporting systems are in place, but 
are not linked, do not reach communities, and fail to provide necessary diagnostics and 
quality public health information to make meaningful decisions in a timely manner. 

                                                           
4
 According to WHO, health security is achieved through a set of activities, both proactive and reactive, to 

minimize vulnerability to acute public health events that endanger the collective health of national populations. 
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Computerization of data management would allow linkages with clinical services and e-
learning. Competent field epidemiologists at provincial level and assistants at district level 
are few, which further limits efforts to improve disease control and community prevention 
and preparedness.      
 
7. One way to address this is through integration of public outreach services, including 
community health promotion, prevention and outbreak preparedness, active case finding, 
screening, and, if necessary outbreak response ranging from food poisoning and dengue 
control to simulation exercises and control of the EIDs. Such packaging of services could 
make services more efficient and provide tangible staff learning opportunities. Capacity 
building for control of EIDs and other regional health threats can be combined. Further 
quality and efficiency improvement can be gained by combining services, such as for 
combining laboratories in regional hubs; and by improving quality control and audit of public 
health services, in both public and private sectors.    
 
8. Laboratory services are complex, requiring some 20 subsystems to be in place. In 
Viet Nam, insufficient effort has gone into strategic planning, human resource development, 
referral and maintenance systems, quality assurance and audit, and medical-laboratory 
linkages. Addressing these system gaps will enhance benefits of past investments.  
 
9. Hospitals are the most likely recipients for any emerging disease, and also pose a 
major concern in terms of spreading these and other diseases. In addition, hospitals are a 
source of nosocomial infections and drug resistance. Current facilities and practices in health 
facilities regarding infection prevention and control (IPC) are substandard, in terms of IPC 
management, staff capacity, facilities (isolation ward, sanitary ware, laundry, medical wears), 
hygiene practice standards, and practices (handwashing, visitors).  
 
10. Regional cooperation consists mainly of ad hoc information exchange and at times, 
joint outbreak response, but without standard operating procedures and regularity of 
reporting. Cross-border cooperation is gaining momentum but needs to be integrated as part 
of regular CDC. In previous projects, knowledge management activities have been quite 
prominent and have generated technology transfer, staff capacity, leverage, competition and 
commitment, and monitoring progress. But their potential, e.g. for developing disease control 
strategies, early warning of outbreaks, and joint diseases control, is yet to be fully 
developed. Regional workshops on health security need to focus more on agreements for 
action, and follow-up. The regional cooperation unit may need to be strengthened.   
 
11. The proposed Greater Mekong Subregion Health Security Project (the Project) is 
designed to support regional cooperation and national capacity building for prevention and 
control of emerging infectious diseases (EID) and other diseases of regional importance 
such as malaria, dengue, cholera, tuberculosis, HIV/AIDS, and drug-resistant infections.  
 
12. The Project builds on the achievements and lessons learned of the Governments of 
the GMS and partners in enhancing GMS health security and reducing the burden of 
communicable diseases. The Project aims to expand beyond core APSED capacities to 
reach geographical areas that have received less attention, in particular, communities and 
hard to reach groups in border areas, by increasing cooperation and linkages and improving 
the quality and bio-safety of services. The Project will strengthen the preventive medicine 
system and services for improved public health security and disease prevention and control, 
especially in poor border districts.  
 
13. The impact will be GMS public health security strengthened. The outcome will be 
improved GMS health system performance, with regard to health security. The proposed 
project locations are provinces and districts along the borders and economic corridors. 



5 

 

Selection of project provinces is based on (i) economic status of the province; (ii) health and 
health services statistics; (iii) regional risks and priority clusters; and (iv) existing support 
from other partners. In Cambodia, the project will cover 13 provinces; in Lao PDR, 12 
provinces; in Myanmar, 6 states and regions; and in Viet Nam, 36 provinces. The project 
outputs will be: (i) improved GMS cooperation and CDC in border areas; (ii) strengthened 
national diseases surveillance and outbreak response systems; and (iii) improved laboratory 
services and hospital infection prevention and control.  
  
(i) Strengthened regional, cross-border, and inter-sectoral CDC. Output 1 will: (a) 

strengthen regional, cross-border and inter-sectoral cooperation for the control of 
epidemics including EIDs, Dengue and other important regional diseases, and (b) 
increase access to CDC for at risk youth, migrants and ethnic groups in border areas 
by providing outreach services using outbreak response teams.   

 
(ii) Strengthened national disease surveillance and outbreak response. Output 2 

will enhance the current surveillance and response system by: (a) expanding web-
based reporting for improved surveillance and response capacities, and (b) 
improved community preparedness and syndromic reporting at village level.   

 
(iii) Improved laboratory services and hospital infection prevention and control. 

Output 3 will: (a) improve quantity and biosafety of laboratory services; (b) scale up 
where appropriate for monitoring hospital based infection and drug resistance, and 
(c) improve hospital hygiene and management of highly infectious diseases.  

  
14. Cost estimates and financing. In Viet Nam, the estimated Project cost is $84 
million, to be financed by an ADB loan of $80 million and $4 million in Government 
counterpart funds. About $6 million is reserved for regional and cross-border cooperation 
and CDC in border areas directly targeting MEVs, who will also benefit from the general 
improvement of health services provided they use these services. Provincial administrations 
will encourage EMGs to use services as part of the Project participatory planning process.  
 
15. Project implementation. The Ministry of Health (MOH) will be the executing 
agency (EA). The EA is represented by the General Department of Preventive Medicine 
(GDPM) in MOH, with the director general of GDPM, as the Project Director, who reports to 
the director general of GDPM and the MOH Steering Committee for ADB funded projects 
chaired by the Vice Minister of Health for Preventive Services. 
 
16.  In Viet Nam, the project management unit (PMU) will be staffed with outstanding 
staff from existing CDC2 PMU and previous projects where GDPM was the project owner. 
Three deputy project directors in GDPM will assist the project director in day-to-day project 
coordination and management, including administration. The National institute of Hygiene 
and Epidemiology (NIHE), the Institute of Hygiene and Epidemiology in Central Highland, the 
Pasteur Institutes of Ho Chi Minh City and Nha Trang, and 36 provincial health departments 
will serve as IAs. Within each project management unit (PMU), a gender and social 
safeguards specialist (GSSS) will be engaged to help plan, provide capacity building for, and 
monitor GAP implementation. The PMU will support: (i) annual operational planning, 
coordination and budgeting, (ii) project implementation activities, (iii) proper procurement, 
financial management, (iv) adherence to safeguards, and (v) monitoring and reporting. At 
provincial or township level, the provincial / township health department (P/THD) will be the 
designated project implementation units (PIUs). There are up to 3 positions in each PIU to 
be financially supported by the Project in each province/township, depending on the 
workload.5 This includes a provincial project coordinator, a technical officer and an account 
assistant. 

                                                           
5
 In Viet Nam, the Province Medicine Centers will be PIU and provide project administrative staff.  
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17. The Regional Steering Committee (SC) established under CDC1 will give guidance 
in Project implementation, policy dialogue, and building of regional capacity and cooperation 
for CDC, facilitating country decisions on the use of pooled funds for regional activities. It will 
be chaired by the minister or vice-minister of the host country and will consist of leading 
representatives from the national SCs, project directors, and ADB and WHO representatives. 
The Regional Coordination Unit (RCU) will act as the secretariat for regional coordination 
activities and the management of regional funds. Regional project meetings will be held 6 
months before the RSC meeting to follow up regional activities and organize regional events, 
and report these to the RSC.  
 
18. Scope. To support regional health security, the Project will directly support 
Cambodia, Lao PDR, Myanmar, and Viet Nam and encourage the participation of the 
Peoples Republic of China (PRC) and Thailand in regional and cross border activities. All 
country project proposals include regional cooperation, CDC in border areas, disease 
surveillance and response, and laboratory quality improvement, as well as hospital hygiene. 
However, there are differences in project emphasis among the 4 countries. For example, 
both MOH Cambodia and MOH Lao PDR give emphasis to reaching those not being 
reached with CDC in border areas. While in Myanmar, the aim at this early stage is to 
develop model services in state laboratories and major border hospitals. In Viet Nam, on the 
other hand, the development the district health center, is among their priorities.    
 
19. Location. The Project is to cover 3 east-west corridors and one multi-limbed north-
south corridor representing 4 distinct geographical clusters of MEV issues, as shown in 
Annex 1. In Myanmar, it includes Shan North, Shan East, Kaya, Kayin, and Mon States, and 
Tanintharyi region bordering China, the Lao PDR, and Thailand. In Cambodia, 13 provinces 
are included in 3 clusters in the north-west, north-east, and south-east. In the Lao PDR, 12 
provinces are included in 3 clusters in the north, center and south of the country.  
 
20. In Viet Nam, 36 provinces (see annex 1, table 4) are included along the northern 
border with China and the western border with the Lao PDR and Cambodia. The north-south 
corridor connects major industrial areas in China with industrial areas in Viet Nam, Lao PDR, 
Cambodia, Thailand, and Myanmar and is the important one in terms of traffic flow, while 
migration flows are mainly to Thailand. The central corridor comprises most EMGs, and the 
north-south corridor passes through few locations with high concentration of EMGs, which 
could be hotspots for targeting. 
 
21. In Viet Nam, poverty rates are highest in the northern mountains and central 
highland, up to 35% in 2004. But MEVs are poorer in general. Within all border districts 
along economic corridors, hotspots and communities with high burden of communicable 
diseases and low CDC coverage will be selected, using reported and estimates cases. 
Selection criteria will also consider local commitment, presence of partners, and feasibility of 
having impact on these communities. The project districts will conduct a participatory 
assessment and planning process, and ensure that plans are included in the provincial 
annual operational plan, and sustained from local sources after project completion.  
 
22. Variations in population, disease patterns and services will require different 
responses, e.g., districts may have more malaria, dengue, HIV or TB depending on location 
and district implementation capacity. A customized bottom-up district and provincial planning 
approach as part of the regular annual planning process would take into consideration a 
range of interventions, disease priorities, health services capacity, and funding constraints.   
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3. SOCIAL IMPACT ASSESSMENT 
 

Legal and Institutional Framework 

23. According to ADB’s 2009 Safeguard Policy Statement, the objectives are to design 
and implement projects in a way that fosters full respect for Indigenous Peoples’ identity, 
dignity, human rights, livelihood systems, and cultural uniqueness as defined by the 
Indigenous Peoples themselves so that they: (i) receive culturally appropriate social and 
economic benefits; (ii) do not suffer adverse impacts as a result of projects; and (iii) can 
participate actively in projects that affect them. ADB indigenous peoples’ policy as presented 
in the SPS includes the following principles:    
 

- Screen early on to determine (i) whether Indigenous Peoples are present in, or have 
collective attachment to, the project area; and (ii) whether project impacts on 
Indigenous Peoples are likely.  

- Undertake a culturally appropriate and gender-sensitive social impact assessment or 
use similar methods to assess potential project impacts, both positive and adverse, 
on Indigenous Peoples. Give full consideration to options the affected Indigenous 
Peoples prefer in relation to the provision of project benefits and the design of 
mitigation measures. Identify social and economic benefits for affected Indigenous 
Peoples that are culturally appropriate and gender and inter-generationally inclusive 
and develop measures to avoid, minimize, and/or mitigate adverse impacts on 
Indigenous Peoples.  

- Undertake meaningful consultations with affected Indigenous Peoples communities 
and concerned Indigenous Peoples organizations to solicit their participation (i) in 
designing, implementing, and monitoring measures to avoid adverse impacts or, 
when avoidance is not possible, to minimize, mitigate, or compensate for such 
effects; and (ii) in tailoring project benefits for affected Indigenous Peoples 
communities in a culturally appropriate manner. To enhance Indigenous Peoples’ 
active participation, projects affecting them will provide for culturally appropriate and 
gender inclusive capacity development. Establish a culturally appropriate and gender 
inclusive grievance mechanism to receive and facilitate resolution of the Indigenous 
Peoples’ concerns.  

- Ascertain the consent of affected Indigenous Peoples communities to the following 
project activities: (i) commercial development of the cultural resources and 
knowledge of Indigenous Peoples; (ii) physical displacement from traditional or 
customary lands; and (iii) commercial development of natural resources within 
customary lands under use that would impact the livelihoods or the cultural, 
ceremonial, or spiritual uses that define the identity and community of Indigenous 
Peoples. For the purposes of policy application, the consent of affected Indigenous 
Peoples communities refers to a collective expression by the affected Indigenous 
Peoples communities, through individuals and/or their recognized representatives, of 
broad community support for such project activities. Broad community support may 
exist even if some individuals or groups object to the project activities.  

- Avoid, to the maximum extent possible, any restricted access to and physical 
displacement from protected areas and natural resources. Where avoidance is 
not possible, ensure that the affected Indigenous Peoples communities participate in 
the design, implementation, and monitoring and evaluation of management 
arrangements for such areas and natural resources and that their benefits are 
equitably shared.  
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- Prepare an Ethnic Group Development Plan (EGDP) that is based on the social 
impact assessment with the assistance of qualified and experienced experts and that 
draw on indigenous knowledge and participation by the affected Indigenous Peoples 
communities. The EGDP includes a framework for continued consultation with the 
affected Indigenous Peoples communities during project implementation; specifies 
measures to ensure that Indigenous Peoples receive culturally appropriate benefits; 
identifies measures to avoid, minimize, mitigate, or compensate for any adverse 
project impacts; and includes culturally appropriate grievance procedures, monitoring 
and evaluation arrangements, and a budget and time-bound actions for implementing 
the planned measures.  

- Disclose a draft EGDP, including documentation of the consultation process and the 
results of the social impact assessment in a timely manner, before project appraisal, 
in an accessible place and in a form and language(s) understandable to affected 
Indigenous Peoples communities and other stakeholders. The final EGDP and its 
updates will also be disclosed to the affected Indigenous Peoples communities and 
other stakeholders.  

- Prepare an action plan for legal recognition of customary rights to lands and 
territories or ancestral domains when the project involves (i) activities that are 
contingent on establishing legally recognized rights to lands and territories that 
Indigenous Peoples have traditionally owned or customarily used or occupied, or (ii) 
involuntary acquisition of such lands.  

- Monitor implementation of the EGDP using qualified and experienced experts; adopt 
a participatory monitoring approach, wherever possible; and assess whether the 
EGDP’s objective and desired outcome have been achieved, taking into account the 
baseline conditions and the results of EGDP monitoring. Disclose monitoring reports. 

24. The Borrower is required to prepare an EGDP to protect, and ensure benefits for 
ethnic minorities affected by the Project. According to the Indigenous People’s Safeguards 
Sourcebook, “The borrower/client is responsible for assessing projects and their 
environmental and social impacts, preparing safeguard plans, and engaging with affected 
communities through information disclosure, consultation, and informed participation 
following all policy principles and safeguard requirements.”  According to the Sourcebook, 
“[Ethnic Groups] safeguards are triggered when a project affects either positively or 
negatively and either directly or indirectly the indigenous people (para 8).” Furthermore, “the 
project is expected to have only limited impact and is accordingly categorized as B (para 
67).” In the same Sourcebook, it is noted that “a stand-alone [EGDP] may not have to be 
prepared when … only positive impacts are expected from the project.” ADB clarified that 
given the scale and complexity of this regional project, the potential for not achieving certain 
intended positive impact on ethnic monitories justifies a category B and warrants preparation 
of the EGDP to help achieve intended impact on EMG.  
 
25. The Government of Viet Nam (GoV) does not use the term “indigenous peoples” for 
any groups, but generally refer to “ethnic minorities” as those who are living in mountainous 
areas, and formally defined as: “those people who have Vietnamese nationality, who live in 
Viet Nam but do not share ‘Kinh’ characteristics such as language, culture and identity.” 
Within the context of ADB policy, recent migrants, often being squatters on government land, 
are also entitled to be compensated in case of resettlement. On the other hand, an EMG that 
has lost collective attachment to geographically distinct habitats or ancestral territories in the 
project area because of forced severance also remains eligible for compensation.  
 
26. The GoV recognizes 54 different EMGs in the country, in which definition of an 
EMG is based on the following criteria: (i) a language different from the national language; 
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(ii) long traditional residence on, or relationship with land; and long traditional social 
institutional system; (iii) a self-provided production system; and (iv) a distinct cultural identity 
and self-identification as a distinct cultural group that is accepted by neighboring ethnic 
groups. Article 5 of the 2013 Constitution acknowledges the following general principles: 
 

(i) The Socialist Republic of Vietnam is the unified State of all nationalities living 
together in the country of Vietnam; 

(ii) All ethnicities are equal, unified, respect and assist one another for mutual 
development; all acts of national discrimination or division are strictly forbidden; 

(iii) The national language is Vietnamese. Every ethnic group has the right to use its 
own language and system of writing, to preserve its national identity, to promote 
its fine customs, habits, traditions and culture; 

(iv) The State implements a policy of comprehensive development, and provides 
conditions for the ethnic minorities to promote their physical and spiritual abilities 
and to develop together with the nation.  
 

27. The Constitution also mandates preferential treatment of EMG in education and 
healthcare in Articles 36 and 39. Articles in the Civil Law (as amended in 2005) also explicitly 
mention the rights and responsibilities of EMGs. The GoV has passed numerous resolutions 
on EMGs development issues and policy areas: (i) relating to the creation of conditions for 
sedentary agriculture and the settlement of EMG; (ii) relating to the creation of conditions for 
the holistic socioeconomic and cultural development of upland EMGs; and, (iii) relating to the 
allocation of land and to utilize land in upland areas traditionally occupied by EMGs. 
 
28. It is a requirement in Viet Nam that the adaptation of economic and social policies 
to each region and each group should take into account the needs of ethnic minorities. The 
Socio-Economic Development Plan and Socio-Economic Development Strategy of Viet Nam 
specifically call for attention to ethnic minorities. Major programs targeting ethnic groups 
include Program 135 (infrastructure in poor and remote areas) and Program 134 (eradication 
of poor quality houses). A national policy on education and health care for ethnic groups is in 
place. The national legal framework was updated in 2007 with several documents relating to 
regional planning, the Program 135-Phase 2, land administration and compensation. 
 
29. Under the Prime Minister’s office, the Committee of Ethnic Minority Affairs (CEMA) 
(equivalent to a Ministry) is the lead government agency overseeing EMG issues. CEMA will 
play a key role in the implementation of EGDP for this project at all levels from the central to 
province/district/commune. PMU at all levels should engage CEMAs (full-time staff from 
CEMA or based on joint-working group mechanism) at the same level in implementing 
EGDP's activities. 
 
30. The project is guided by and compliant with key GoV policies including: 
 

(x) GoV Decision No.135/1998/QD-TTg (1998) on approval of the 
“socioeconomic development program for the extremely difficult mountainous 
and remote communes” that mandates those who live in mountainous and 
remote areas will be entitled to preferential health examination and treatment. 
(xi) National Assembly Resolution No.18/2008/QH12 (2008) stipulates 
accelerated performance of socialization policies and laws to promote the quality 
of healthcare services and to ensure attention will be paid to the budget 
allocation for the healthcare for the poor, farmers, ethnic groups and those living 
in difficult and extremely difficult socio-economic situations. 
(xii) GoV Decision No.139/QD-TTg (2002) on health treatment for the poor, 
which states that all people who are the poor, live in extremely difficult areas 
under Program 135, and EMGs will receive free medical check-up and 
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treatment. 
 
31. Health care for the poor and EMGs has improved significantly with enforcement of 
Decision 139. Provincial governments have issued regulations on medical checks and 
treatment for the poor, funds for medical care including health insurance cards to those living 
under the poverty line or living in extremely difficult communes (under Program 135), and 
EMGs. Since implementation, the number of patients visiting health facilities has significantly 
increased, which, however, presents a significant challenge due to limited public budget in 
the context of increasing demands from the poor for health check-up and treatment. 
 

32. The project will follow ADB SPS principles, and government requirements and 
regulations.   
 
A. BASELINE INFORMATION 

33. Key demographic, economic and social indicators of the 4 targeted GMS countries 
are in Table 1. Several indicators regarding the specific health status of EMG are lacking.   
 
        Table 1: Key Demographic, Economic and Social Indicators in the GMS  
 

Indicator (latest available, 2013-2015) Cambodia Lao   PDR Myanmar Viet Nam 

Economic growth rate % 7.0 6.5 8 6.0 

Population (millions) 15.9 6.8 54.2 92.5 

Ethnic minority population  (%) 5 40 32 14 

Population below 15 years  31.1 34.7 24.5 23.2 

Median age in years 24.5 19.3 28.5 29.6 

Sex ratio (% m/f) 95 99 94 112 

Population growth rate (%) 1.8 1.9 0.8 1.0 

Population density per square kilometer 85 29 79 279 

Urban population (%)  20.5 37.6 33.6 33.0 

Urban growth rate (%) 2.7 4.9 2.5 3 

Per capita income  in US$ 1008 1589 1184 1868 

People earning below $1.25 per day 
(%) 

19 23 26 13 

Unemployed as % of labour force 0.3 1.4 3.4 2.0 

Internal migrants per year (1,000) 5.500 70 940 1.400 

Estimated external migrants (1,000) 76 22 103 68 

Refugees (1,000) 92 NA 1.184 11 

Tourist arrivals (1,000) 4.200 2.500 2.000 7.500 

Mobile phones subscribers/100 
persons 

134 66 12.8 131 

Internet users estimate (% population) 6 13 1 44 

Primary/Secondary GER f/m 81/89 76/82 79/78 89/87 

Child mortality general population 42.5 41.9 62.4 21.7 

Child mortality in ethnic minorities NA NA NA 39 

Child malnutrition in main population % 28.3 33.9 NA 16.9 

Child malnutrition ethnic minorities % NA NA NA 34.2 

HIV prevalance in main population % 0.6 0.3 0.7 0.5 

HIV prevalence among sex workers % 4.6 1.3 18.4*/** 3 

TB incidence main population /100,000 390 189 369 140 

Malaria cases confirmed total 21,309  46,202  333,871  17,128 

Malaria deaths confirmed / 100,000  1.7 4.4 5.4 0.1 

Full Immunization main population % NA 49 NA >95% 
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Full Immunization EMGs % NA NA NA <85% 

Contraceptive prevalence rate (%) 51 50 46 78 

Indicator (latest available, 2013-2015) Cambodia Lao   PDR Myanmar Viet Nam 

Sources:  
*Viet Nam Economic and Development Strategy Handbook, 2004 
** anecdotal reports, e.g., one study reports under age Hmong sex workers for tourists in 
Sapa 
*** e.g., one study for Lao migrants returning from Thailand 
**** BWHO National Survey of Tuberculosis Prevalence 2010 
*/* SEAJTM Prevalence of Tuberculosis in Migrants 1996 
*/** HIV data from UNAIDS 2008 
HIV data from UNAIDS 2014 report  
WHO and World Bank indicators 
SEAJTM Prevalence of Tuberculosis in Migrants 1996 
**** Vietnam Health Statistical Yearbook 2013 
 

34. While the GMS has been politically stable, all countries experienced rapid economic 
growth and major poverty reduction due to rapid expansion of the industrial and services 
sectors including tourism, even though some two third of people continue to depend on 
agriculture as a livelihood. This development was brought about with increased connectivity 
and foreign investment partly concentrated in economic zones. It has also contributed to 
rapid urbanization and major internal and external migration. The population in the GMS is 
relatively young, with 23%-35% of the population below the age of 15, the so-called 
demographic dividend. However, 13% to 26% of people in these 4 countries are very poor, 
living on less than $1.25 per person per day. While child mortality has declined substantially, 
child malnutrition is still high, and so are the prevalence of major communicable diseases, 
while health sector coverage of the population is not yet universal.   
 
35. About one third of the population in the Lao PDR and Myanmar are EMGs. This is 
much less in Viet Nam at 14% and only about 5% in Cambodia.6 These EMGs are a very 
mixed group, but typically live in the highlands and mountains. In Cambodia, EMGs mainly 
live in the north eastern provinces, with some small groups living elsewhere in the north-west 
and scattered throughout the country. Most of these EMGs are fully assimilated in Khmer 
society and may no longer identify themselves as EMGs, which would exclude them as per 
ADB definition. It may be noted that some EMGs were decimated during the war. People 
today are also hesitant to identify themselves as belonging to an EMG, which is considered 
a lower social status in the hierarchical and status-conscious Myanmar society.   
 
B. STAKEHOLDERS AND CONSULTATIONS 

36. In MOH, EMG issues are referred to in general plans.  As the government aims to 
mainstream EMGs, there is no specific policy, strategy, plan or designated unit for EMGs. 
The General Department of Preventive Medicine (GDPM) is s tasked with ensuring adequate 
services for EGs in view of achieving Universal Health Coverage (UHC), which will among 
others require improving the monitoring system and planning special investments. In every 
village, there is a system that the health workers take responsible for assisting with the 
implementation of health activities, reporting diseases, and planning village health 
improvements. 
 
37. There are several organizations that are involved in the wellbeing of EMGs, including 
the border defence force, mass organizations (such as Women’s Union, Fatherland Front, 
Farmer Association, Youth’s Union, Labour Union), NGOs, and Government services. The 

                                                           
6
 Cambodia has between 1%-10% of EMGs, depending on the definition of EMG. If all minorities are included 

including Chinese, Cham and Vietnamese, it reaches 10%. If only traditional EMGs are included, it may be 1%. 
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lead government agency in regard to EMGs is the Committee for Ethnic Minority Affairs 
(CEMA). CEMA is a ministerial-level agency of the Government, which functions to perform 
management over the ethnic issues throughout the country and public services. CEMA plays 
a key role in the implementation of EGDP for this project at all levels from the central to 
province/district/commune. 
 
38. In Vietnam, the proportion of migrants that belong to EMGs is not known. EMG 
migrants may be more disadvantaged to benefit from the Vietnamese Labour Code which 
aims to ensure a wide range of rights, benefits and protections. The presence of national or 
international organizations or interest groups for specific EMGs may not extend to the most 
disadvantaged groups and to remote areas. One problem is that of skilled EMGs migrating 
to big cities (like Ho Chi Minh city, Da Nang, Binh Duong) or abroad for job (mostly manual 
jobs such as construction worker, garment workers). The impact of this process on the EMG 
transition is not known. However, this new leadership could play an important role in policy 
making and planning. 
 
39. The consultation process has covered some stakeholders including community 
representatives (see Annex 3 for consultation documentation), but also relies on information 
gained from the CDC2 project. International and national safeguards consultants took field 
visit to Tay Ninh province, major borders with Cambodia, casinos, and large migrant 
populations. 
 
C. VULNERABILITIES, RISKS, AND PROJECT EFFECTS 

40. EMGs in GMS border areas can no longer be thought of simply in terms of 
disadvantaged due to isolation; they are becoming increasingly less isolated, more disease-
prone, more marginalized while being rapidly integrated into national and regional economic 
processes and the associated processes of social change. This transformation is largely a 
result of new roads opening up previously isolated areas, attracting not only investment in 
mines, plantations, dams, logging and other enterprises growing numbers of national and 
international cross-border migrants. EMGs are beginning this process of integration from a 
very disadvantaged position.  Migrants, EMGs and other vulnerable groups (MEVs) such a 
youth and pregnant women need special attention in any health administration, but this is 
often not happening, in part because health plans are disease-focused. See Annex 1 for 
more background of MEVs in the GMS.  
 
41. EMG populations living near regional economic corridors bear a disproportion burden 
of the health costs of the rapid social and economic changes created by these 
developments. Relocation and/or resettlement of EMGs have been supported by 
governments and donors in CLMV for various reasons.  In some provinces, movements of 
highland EMGs to lower altitudes as a result of voluntary and involuntary resettlement has 
had a chain migration effect, resulting in the depopulation of whole highland areas.7 
 
42. When highland-dwelling EMGs move to lower altitudes, they are exposed to 

                                                           
7
 Gebert, R. 1995. Socio-economic baseline survey. Muang Sing: GTZ Integrated Food Security Programme.  

Cohen, P.T. 2000a. "Lue across borders: pilgrimage and the Muang Sing reliquary in Northern Lao PDR. In 
G.Evans, C. Hutton and Kuah-Khun Eng (eds.) Where China Meets Southeast Asia: Social and Cultural 
Change in the Border Region. Singapore: Institute of Southeast Asian Studies. Cohen, P.T., 2000. 
"Resettlement, opium and labour dependence: Akha-Tai relations in Northern Laos", Development and 
Change, 31:179-200. Romagny, L. and Daviau, S. 2003. Synthesis of Reports on Resettlement inLong District, 
Luang Namtha province, Lao PDR. Action Contre La Faim mission in Lao PDR. Lyttleton, C. 2005. "Market-
bound: relocation and disjunction in northwest Lao PDR". In Toyota, M., Jatrana, S., and Yeoh, B., 2003 (eds.) 
Migration and Health in Asia. Routledge. Alton, C. and Houmphanh Rattanavong, 2004. Service Delivery and 
Resettlement: Options for Development Planning, unpublished report, UNDP: Lao PDR, Vientiane. McCaskill 
D. and K. Kampe (eds.) 1997. Development or Domestication: Indigenous Peoples of Southeast Asia Chiang 

Mai: Silkworm Press. 



13 

 

malaria, to which they have little acquired resistance, so in the early phase of relocation to 
lower altitudes, there have been high mortality rates from malaria, as well as morbidity 
resulting from exposure to other water-born and environmentally-related infectious diseases. 
43. EMG populations who suffer from food deficit and malnutrition are more vulnerable 
to contracting new and emerging infectious diseases, and those who live close to rapidly 
developing hubs on transport corridor areas are particularly vulnerable to recruitment into 
sexual services industry, to cross border human trafficking. Under these circumstances they 
become vulnerable to infection with HIV and other sexually transmitted diseases. 
 
44. Some EMGs may use health services, when they are available, only as a last resort. 
This may be because of lack of experience but also reflects anxiety about modern health 
services and expense of accessing them. Traditional beliefs and practices are common 
especially in remote areas. Shifting cultivation practices also limit the opportunities to access 
the health service for some EMGs, especially women. EMGs have had limited exposure to 
modern scientific knowledge about the cause of diseases, and less opportunity to learn 
about the value of vaccination, vector control and other measures. Language and 
educational constraints, coupled with rude behaviors by some health care professionals, 
cause some to feel ashamed and reluctant to access services, and numerous reports of 
belittling treatment of EMGs by government health workers were shared informally during 
the field research. Programs aiming to promote behavior change (e.g. building and using 
latrines, drinking boiled water, removing disease vector breeding sites, hygienic 
management of animals, hand-washing, using bed nets, and acceptance of vaccination) are 
mainly designed for the general population and do not take account of cultural differences in 
behavior and need to use culturally relevant modes of communication in EMG villages. 
Behavior Change Communication (BCC) programs linked to products availability (using 
commercial approaches) may also be considered.  In Vietnam, the Kinh-Hoa majority ethnic 
group consistently have better health access and outcomes.  For example, child mortality for 
the general populace is 21/1000, while the figure if 39 for EMGs.  Similarly, child malnutrition 
in Kinh is believed to be around 3.5-15%, while in EMGs the figure is 34%.   Fewer EMG 
women deliver using skilled birth attendants (96% versus 46%) (table 6 annex 1).   
 
45. Provision of free health insurances has enabled poor EMGs to have improved 
access to health services. However, costs for transportation, meals, some medicines and 
high-tech treatments are not covered by the health cards.  
 
46. Although EMGs are more likely to have a higher burden of infectious diseases than 
mainstream populations due to factors outlined above, there are no comprehensive national 
or regional data comparing CDC incidence and prevalence among EMGs compared with 
majority populations in CLMV, although some information can be inferred from provincial 
data. The disparities are highlighted in country specific data showing that provinces with high 
infant and child mortality rates also have high concentrations of EMGs. Surveillance data 
does not include ethnicity when it is collated at national and often also at provincial levels, 
though this data is collected by health centers and hospitals. Therefore, most 
epidemiological data, unless based on special surveys, is not ethnically sensitive.  
 
47. The Project does not impose any vulnerabilities or risks or negative project effect on 
the EMGs in the project area. The only risk there may be is that EMGs are excluded from the 
benefits of the Project. Hence the EGDP aims to ensure that the project design, 
implementation, and monitoring maximizes benefits for EMGs. Further details of EGDP 
specific activities are available in annex 3.           
 
PEOPLE’S PERCEPTIONS 
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48. Based on 10 years of ADB-supported project experience, the proposed project 
interventions are much appreciated. The problem is on the supply site rather than the 
demand side, in that MOH lacks the means to reach remote EMGs and migrants, and may 
be unable to assign staff to these places.  

49. EMG village health groups indicated that common health problems are respiratory 
and diarrheal infections, dengue, infections, fever, cough, and problems of pregnancy and 
accidents that require referral. They are willing to collaborate but for time constraints if the 
interventions are not controversial and accepted in the community. They don’t want one time 
promises, but continuity of engagement. Village health groups already participate in CDC in 
terms of planning model healthy village development, disease reporting and community 
preparedness, facilitating immunization and case finding, and referring people. The 
proposed project interventions didn’t raise any objections. However, community-based 
interventions require thorough preparation to achieve the desired results. EMGs reside in 
isolated, hilly regions far from community facilities and systems, and it will be important to 
promote a sense of ownership of project interventions. 

PROPOSED MEASURES 
 
50. In preparation of project implementation, each PHD will request border districts to 
identify MEVs along economic corridors, and engage the village health group, CBO or other 
representative group to engage in a participatory assessment to identify gaps in health 
security and plan for a package of activities including screening, diagnostics, disease 
control, and referral to the established programs. Village or facility CDC plans will be 
included in district annual plans and budgets, and if possible scaled up to provincial level. 
This should help achieve benefits for MEVs in this project. Progress in rolling out EGDPs 
should be reported to MOH.  Further details of EGDP specific activities are available in 
annex 3.             

 
D. INFORMATION, DISCLOSURE, CONSULTATION AND PARTICIPATION 

51. Key questions concerning EMGs in project design8, apart from general health 
status, include (i) their understanding of communicable diseases, causes, treatment, and 
prevention; (ii) EMG’s use of services and their perceptions of acceptability, availability, 
quality and affordability of government and other health services; and (iii) community 
organization for health services and participation in the project cycle. The project has no 
negative impact on EMGs, so the focus is on how to improve positive impacts for EMGs.  
 
52. The national and international social safeguard specialists conducted an assessment 
of social impact, including review of documents, field visits, stakeholder meetings, 
workshops, and assessment and disclosure of social impacts and mitigating measures from 
3-16 October 2015. They met with MOH departments, other ministries, partners, and other 
stakeholders. From 6-8 October 2015, meetings were held with GDPM, the Medical Services 
Administration and the Department of Planning and Finance and other departments in MOH, 
Ministry of Labor, Invalids and Social Affairs (MOLISA), MPI, WB, JICA, USAID, EU, WHO, 
UNICEF, and Women’s Union Viet Nam.  
 
53. The team visited Ha Giang and Tay Ninh provinces and conducted interviews with 
state officials, health staff, and community members. Tools adopted by consultants for 
gathering information during field visits included open interviews and observations. 
Respondents were asked about their circumstances, views on health services, and health 

                                                           
8
  KAP studies, key informant interviews and FGD sessions might be assigned perhaps supporting a 

postgraduate project looking into these matters might yield additional information. 
 



15 

 

priorities. As there are no negative effects expected from the Project, the focus was on 
understanding the conditions and how the EMGs could be assisted better through the project 
design. This is provided in the consultation documentation in Annex 3. The provincial and 
district health authorities will disclose the EGDP contents to community representatives 
benefitting from the project. The project will finance outreach activities during which relevant 
portions of the EGDP will be disclosed and local safeguards experts hired by the project will 
support disclosure of the EGDP to beneficiaries.  
 
54. As summarized in Annex 3, patients and other locals were generally satisfied with 
the health services. They particularly praised the attitude of health staff, trying to assist in 
sometime difficult conditions. Emergency Services was singled out as a priority for 
improvement. The main change noted by the patients and other locals was the improvement 
in medicines. Local health staff noted the need for more in-service training and outreach 
services. Government officials emphasized that everyone has access to free health services 
including all ethnic groups and migrants. However, they also noted a lack of qualified staff in 
local health facilities, and that certain EMGs were hard to reach and didn’t make much use 
of public health services. Out of pocket payment was not considered an issue for the poor as 
the health facility provided services for free, or could provide waiver for poor people.   
 
55. Among the risks noted were: (i) lack of interest of targeted EMGs; (ii) weak 
provincial effort in participatory planning, implementation, and monitoring; (iii) lack of effort 
reaching isolated EMGs, migrant camps, and hotspots; and (iii) insufficient technical and 
financial backstopping of MOH. For migrants an additional issue is that may be difficult for 
migrants to access health services due to unregistered migration and employment 
conditions; and for health staff to access and inspect labor camps, factories and casinos, 
which requires collaboration with Ministry of Labor (MOL) and business owners. These risks 
need to be mitigated as part of the EGDP.  
 
E. BENEFITS, IMPACT AND MITIGATING ISSUES 

56. Direct beneficiaries in Component 1 will include prioritized EMGs9, migrants, laborers 
in camps, youth, local health staff, and community health workers. It is expected that in the 
300 targeted districts, the project will reach about 1 million MEVs, mostly through outreach. 
Migrants, youth, pregnant women, and remote EMGs will receive additional screening and 
referral for treatment as needed. Project implementation units in provinces will conduct 
results-based, participatory planning to ensure strong commitment from all stakeholders, and 
prepare annual plans with activities and targets to be financed from project funds. It is 
expected that the provision of vehicles (under Component 2) will increase mobility of 
provincial teams to reach out to these communities. Component 1 will also support regional, 
cross-border, and inter-sectoral cooperation for joint planning to extend services to the target 
groups, and joint activities. Monitoring and supporting this component will be critical and the 
main assignment of the CTAs, and the gender and social safeguard experts.  
 
57. Component 2 will help improve community preparedness, timely detection, 
investigation, risk analysis, risk communication, and containment of emerging and other 
diseases of regional significance, such as Malaria, Dengue, Cholera, TB and HIV/AIDS. 

                                                           
9
  Component 1 targets people in border districts, including migrants and mobile populations, vulnerable women 

and infants, ethnic groups, and in general, poor and people living in remote areas. These populations suffer 
from a high burden of illnesses and common infections such as malaria, tuberculosis, dysentery, diarrhoea, 
typhoid fever, acute respiratory infections, measles, and parasitic infections. Poverty and economic integration 
also pushes and pulls these people into professions and habits with high risk of HIV/AIDS and drug resistance. 
Without appropriate care these diseases result in high mortality, disability, and malnutrition, impact on learning 
and productivity. In addition, these marginalized high risk people that are not in touch with the public health 
system also pose a risk for the unnoticed spread of these diseases that may result in outbreaks.  
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Direct beneficiaries in Component 2 include health staff, and community health workers, who 
will improve outbreak reporting and response and community preparedness that is 
appropriate for EMG communities.  
58. Component 3 will improve diagnostic capacity by improving laboratory quality, and 
also reduce the risk of spread of dangerous infections through better laboratory biosafety, 
hospital infection control, and better case management of infectious diseases. Direct 
beneficiaries in Component 3 include laboratory staff and hospital staff, many of whom 
belong to EMGs, and will work in EMG areas.  Further details of EGDP specific activities are 
available in annex 3.           
 
MITIGATION MEASURES 
 
1. CAPACITY BUILDING 

59. The EGDP activities are mainstreamed into project implementation activities which 

will be implemented by the district and provincial health management and service teams. In 

order to ensure the EGDP is disseminated and that each level understands the actions and 

activities proposed under the EGDP and the grievance procedures; and that all understand 

their corresponding role and responsibilities, pre-start up training for provincial and district 

managers is recommended. 

60. The Project will assist with training and capacity building of MOH/PMU and 

S/RDs/S/RMUs, including for implementation of the EGDP. This will be supported by the 

CTA and safeguards specialists, who will particularly focus on component one with most 

EMG issues. It will be critical for MOH to attract competent mid-career consultants to provide 

effective capacity building. Training will also be provided for IPC nurses and field 

epidemiologists, with some orientation towards ethnic minority and migrant concerns. Key 

features of the EGDP such as support for outreach, participatory assessment and planning, 

education, screening, and referral are mirrored in the project DMF, Loan Covenants, and 

PAM. 

2. INSTITUTIONAL ARRANGEMENTS 

61. As the lead agency in the Project, the GDPM will be responsible to the Minister of 
Health for quality, effectiveness, efficiency of Project implementation within funds allocated. 
MOH with its assigned coordinating departments have demonstrated acceptable experience 
with donor funded projects including ADB and WB, though there is room for improvement. 
Vice-Minister CDC will hold quarterly meetings with GDPM and others on invitation to 
monitor progress, and ADB will be provided minutes of these meetings. It will be critical for 
GDPM to attract competent mid-career consultants to provide capacity building. However, 
the government pay scale for consultants is not aligned with current market rates.  
  
62. Provincial Health Departments (PHDs) will work as the PIA to implement the Project 
in their provinces. Each PHD, as PIA, will nominate and ensure performance of focal points 
including four key functions for project coordination and administration, project planning and 
monitoring, technical, and accounting, and may also nominate 1-2 focal points in each 
district for the period that the project is active in the concerned province and district. PHDs 
and lower levels will be provided with training to implement project activities.  
 
63. The MOH will be the Executing Agency (EA) and will be responsible for overall 
project leadership and performance monitoring. The GDPM will be the Implementing agency 
(IA) for day to day project oversight at the central level in cooperation with other relevant 
departments, institutions and provinces. The organogram is in Figure 1.  
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64. The CPMU will be established as part of GDPM headed by a Project Director for 
overall project management, assisted by three Deputy Directors (Technical and Monitoring) 
and a Deputy Director (Administration and Finance). A Chief Technical Advisor and Gender 
and Social Safeguards Specialist will be engaged with special responsibility for Component 
1. Linkages will be established with community-based organizations and partners as 
needed.  PHD in cooperation with PMC will manage provincial implementation. Relevant 
training courses in project management, procurement, and financial management will help to 
build capacity within the entire project management system, from central to provincial level.  
 
65. The Regional Steering Committee (RSC) established under CDC1 will give 
guidance in Project implementation, policy dialogue, and building of regional capacity and 
cooperation for CDC, facilitating country decisions on the use of pooled funds for regional 
activities. It will be chaired by the minister or vice-minister of the host country and will consist 
of leading representatives from the national SCs, project directors, and ADB and WHO 
representatives. The Regional Coordination Unit (RCU) will act as the secretariat for regional 
coordination activities and the management of regional funds. Regional project meetings will 
be held 6 months before the RSC meeting to follow up regional activities and organize 
regional events, and report these to the RSC.  

 
66. Related ADB health projects have shown a steady improvement in EGDP 
implementation. The MOH, as the Executing Agency, is responsible for implementing the 
EGDP with the help of GDPM and provincial governments. Project Directors are committed 
to provide the necessary leadership and inputs to fully implement the EGDP. Key features of 
the EGDP such as support for outreach, participatory assessment and planning, education, 
screening, and referral are mirrored in the project DMF, loan covenants, and PAM. 

 
3. GRIEVANCE REDRESS MECHANISM 

67. Regular meetings and consultation will seek to minimize dissatisfaction among 
project-affected people. Local stakeholders’ opinions and concerns will be part of the project 
planning and implementation. The participatory approach will encourage people to raise any 
concerns before conflicts may appear in the design and implementation of Project activities. 
The beneficiaries can address their concerns through their representative. The complaint will 
be assessed and negotiated into a solution between the project representative (focal point or 
IA) and local authorities, and then fed back to the communities as part of the participatory 
planning process. If the conflict is not solved amicably, it will be taken to the PMU or MOH 
Steering Committee under the MOH. The project representatives at various levels will be 
responsible for reporting any grievances up to the appropriate level. The particular activities 
will be carried out after such conflict is resolved satisfactorily.  In cases where Affected 
Households (AHs) do not have the writing skills or are unable to express their grievances 
verbally, AHs are allowed to seek assistance from any recognized local group, NGO, family 
member, village heads or community chiefs to have their complaints or grievances written for 
them. Throughout the grievance redress process, the responsible committee will ensure that 
the concerned AHs are provided with copies of complaints and decisions or resolutions 
reached. 
 
4. MONITORING, REPORTING, AND EVALUATION  

68. Monitoring, reporting and evaluation of the project EGDP will follow the overall 
project monitoring, reporting and evaluation arrangements. PMU and S/RMUs, in 
consultation with beneficiaries, will ensure that appropriate EGDP sensitive indicators are 
collected at community and health facility levels. PMU will prepare comprehensive quarterly 
reports based on agreed indicators as shown in the DMF. The reports will be submitted to 
ADB within the next quarter. The beneficiaries will also be informed about the project 
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progress. Social Monitoring reports discussing progress in implementing the EGDP will be 
disclosed on ADB’s website. 
 
69. Project evaluation will be carried out in three phases: (i) Project inception: capacity 
building, participatory assessment and planning, identification of sites, planning 
implementation details; (ii) Mid-term evaluation: assessment of progress of EGDP 
implementation and adjustments, after 1.5 years; and (iii) End-of-Project evaluation and 
impact assessment after 5 years. The inception report, mid-term evaluation and project 
evaluation will be made available on internet. Each S/RMU will carry out assessment of all 
training activities, and baseline and end-of-project data collection for assessing trends in the 
use of CDC services by EMG in border areas under Component 1. No survey will be done: 
community and health facility records will be used to assess trends. Project evaluation will 
include an assessment of the effectiveness of EGDP, in terms of enhancing positive 
impacts. The evaluation will also assess the participation of stakeholders in project 
implementation. Beneficiaries will be verbally informed about various reports which will be 
disclosed on ADB’s website.  
 
5. BUDGET AND FINANCING 

70. Estimated costs of CDC for vulnerable groups are budgeted for under Component 
1, at a cost of about $ 1.1 million, most of which will benefit EMG as targeted states are 
mainly populated by EMGs. The activities in the EGDP are integrated into the overall 
arrangements and total budget of the project, including for consulting services. EGDP-
related training and communication activities will be incorporated into other project training 
and communication activities.  

  
70. The activities will be implemented over the entire period of the project. During the first 
year, the townships will undertake a situation analysis, together with a participatory planning 
process with all stakeholders. This will be facilitated by the national safeguards specialist.  
 
 
 
 
 
 
 

ANNEX 1:  MIGRANTS, ETHNIC GROUPS AND OTHER VULNERABLE GROUPS 
 
1. The GMS is an increasingly interlinked geographical and economic region that shows 
remarkable ethnic and social diversity. Historically, it has seen successive dynasties, 
migrations, conflicts, and occupations, but despite this intermingling has retained distinct 
populations and EMGs. While some of the EMGs are original inhabitants, others migrated 
later from neighboring countries, either by conquest or to lands traditionally less populated, 
in particular the highlands and mountains, and habitats rive with endemic diseases. These 
EMGs maintained practices and customs from their homeland, and adjusted in various ways 
to their new surroundings. Remarkably, many of these EMGs have remained isolated and 
homogenous, even when adapting to new economic opportunities in agriculture, tourism, 
trade and migrant labor. Many EMGs in the GMS are trans-border people, and form a major 
part of the population in some parts of Cambodia, Lao PDR, Viet Nam, and Myanmar.  
 
2. Road construction is rapidly improving regional and local connectivity, opening up 
new areas and creating economic corridors and employment. Settlements along these roads 
attract entrepreneurs and migrants. Immigration and trade agreements stimulate the flow of 
people and goods between countries. Tourism promotion and increased wealth add regional 
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travel and demand for services. These economic developments accelerate social change, 
and are likely to have both positive and negative impacts on health.  
 
3. More recently, rapid expansion of plantations and industrial zones with labor 
opportunities in areas traditionally settled by EMGs have caused rapid transition in terms of 
changing social structures, labor, consumption, and exploitation. While some EMGs have 
benefited from new economic opportunities, many have difficulty adjusting, at times with 
serious consequences such as new poverty, malnutrition, and diseases. Communicable 
diseases are a major concern, both in terms of new behavior, such as increasing risks of TB 
and HIV, and habitat, such as increasing risk of Malaria and Dengue. Furthermore, lack of 
knowledge of diseases and access to services make them prone to spreading diseases, 
including EIDs.  
 
4. Migrants, ethnic and other vulnerable groups (MEVs) in border areas are more likely 
to be exposed to different types of infectious diseases, and vary by occupation and location. 
MEVs may also be less willing to access services due to lack of awareness, financial 
hardship, illegal labor, addiction, and lack of rights. Cross-border migrant workers with HIV 
or TB may not be able to continue treatment. There are two major child rights issues: youth 
are particularly vulnerable for exploitation resulting in HIV and STIs, and may have less 
access to services. Pregnant women are also more vulnerable to infectious diseases, and 
may pass HIV and other infections on to their children.    
 
5. Providing effective CDC will help to improve health, child protection, better learning in 
school, economic productivity, and poverty reduction, all highly prioritized by Government. 
Better connectivity, urban development, social and environment changes all continue to 
facilitate the spread of infectious diseases in the region, and require effective and sustained 
regional and cross-border information exchange and cooperation on CDC to control them.  
 
6. In the GMS, public and private health services reach a large part of the population. 
While Viet Nam is also focused on providing services to the general public, MEV and others 
not reached by the formal health service continue to be at risk of infections, including 
possible drug resistant infections. As health status improves, the impact of those not 
reached by the health system becomes relatively larger, and it will become more cost-
effective for the government to develop ways to reach these groups, at a higher unit cost.    
 
7. Access to the public health system is less than satisfactory (such as unaffordable 
service fees, complicated procedure on health insurance, poor service quality) in about 300 
poor and often mountainous border districts. The population in these districts includes ethnic 
groups and migrants from other districts, and mobile people working cross-border. While 
these people have a higher disease burden and may sustain the spread of infections, their 
access to health services is less due to the aforementioned factors.  
 
8. Public and private health services efforts to reach MEV are have been met with a 
range of challenges, including poor living conditions and services in these areas, language 
barriers, market failure. Government regulations that limit adequate compensation for health 
workers (e.g. unaffordable allowances, inadequate provision of training and refresh training), 
and in general, lack of trained people, many of whom migrate after education. Hence, 
special arrangements are needed to reach these people, often requiring a more multi-
sectoral and partnership approach. This should be done as soon as possible to help the 
health workers continue to dedicate to their works by providing more allowance and refesh 
training.  
 
9. Table 1 summarizes the demographic, economic and social environment in the four 
Project GMS countries, which provides the context for EMGs. In Viet Nam, EMGs in the 
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northern mountains and the majority Kinh from the red river delta and other places have 
been encouraged to move to the central highlands. Some EMGs (e.g. Ba Na, Gia Rai, E De) 
in the central highlands have been relocated (mainly in Dak Lak, and Gia Lai, Lam Dong) to 
make place for major rural developments (Yaly Hydro-power plant, Da Nhim Hydro-power 
plant, coffee and rubber plantation). This has contributed to impoverishment of some of 
these groups, and associated health problems. Non-immune migrants moving to forested 
areas have also contributed to the re-emergence of Malaria in those areas. Injecting drug 
use among EMGs is also contributing to the HIV epidemic.   
 
10. Lao’s EMGs are closely related to those of Viet Nam, and both Cambodia and Lao 
are attracting migrants from Viet Nam, including skilled workers, farmers, and farm laborers 
for rapidly developing services, industries and plantations. Even so, the total number of 
external migrants is small for Viet Nam, in particular compared to internal migrants, each of 
which includes a high proportion of EMGs that may have less access to supportive services 
and health insurance. However, specific data are lacking. Some EMGs still live in isolated 
locations in the region, but most are exposed in one way or another to developments at 
home and abroad, which bring opportunities in terms of trade and labor, and risks in terms of 
social instability, diseases and drugs. Mobility and migration of EMGs are therefore a major 
concern in the context of regional health security.      
 
11. A remarkable feature is the low median age of populations, in particular in the Lao 
PDR. Also in Viet Nam, either for employment or as a result of exploitation, minors below 18 
migrate internally, often to contribute to the family income as child labor. In addition, as 
shown in several UN studies, a large proportion of external migrants are below 18 years of 
age, but reportedly less so than in other GMS countries. These minors are especially 
vulnerable to all kinds of exploitation, and those returning home may have less access to 
health services. Child migration and its consequences is a serious child rights issue which is 
not receiving adequate attention in the health sector. Another concern in Viet Nam is the 
high male female ratio, suggesting, among others, gender-based selective abortion.  
 
        Table 1: Key Demographic, Economic and Social Indicators in the GMS  

Indicator (latest available, 2013-
2015) 

Cambodia Lao   PDR Myanmar Viet Nam 

Population (millions) 15.9 6.8 54.2 92.5 

Ethnic minority population (%) 5 40 32 14 

Population below 15 years  31.1 34.7 24.5 23.2 

Median age in years 24.5 19.3 28.5 29.6 

Sex ratio (% m/f) 95 99 94 112 

Population growth rate (%) 1.8 1.9 0.8 1.0 

Population density per square 
kilometer 

85 29 79 279 

Urban population (%)  20.5 37.6 33.6 33.0 

Urban growth rate (%) 2.7 4.9 2.5 3 

Per capita income  in US$ 1008 1589 1184 1868 

People below $1.25 per day (%) 19 23 26 13 

Unemployed as % of labour force 0.3 1.4 3.4 2.0 

Internal migrants per year (1,000) 5.500 70 940 1.400 

Estimated external migrants (1,000) 76 22 103 68 

Refugees (1,000) 92 Na 1.184 11 

Tourist arrivals (1,000) 4.200 2.500 2.000 7.500 

Mobile phones subscribers/100 
persons 

134 66 12.8 131 

Internet users estimate (% population) 6 13 1 44 
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Indicator (latest available, 2013-
2015) 

Cambodia Lao   PDR Myanmar Viet Nam 

Primary/Secondary GER f/m 81/89 76/82 79/78 89/87 

Contraceptive prevalence rate (%) 51 50 46 78 

Source: UN Statistics Division, 2013-2015  
 
12. As table 1 (previous page) illustrates, there are related developments which may be 
both beneficial and harmful to ethnic groups, migrants and minors including the rapidly 
expanding labor market and increasing per capita income, increasing cost of living, 
increasing demand for products and services, tourism, and increasing popularity of internet 
and mobile phones.  

 
13. Several studies of the World Bank, UN, and other agencies have documented that 
ethnic groups and migrants, have on average less income, are more often poor and very 
poor, have less access to health services, and have worse health indicators, as illustrated in 
Tables 2 and 3. Data comparing ethnic groups with similar residence is not available. 

 
Table 2: Poverty Headcount by Ethnic Group in Viet Nam 

 Kinh-Hoa Khmer-
Cham 

Tay-
Thai-

Muong-
Nung 

Other 
Northern 
Upland 
EMGs 

Other Central 
Highlands 

EMGs 

Poverty Headcount % 13.5 34.6 45.2 72.4 73.6 

As share of population 
% 

15 70 

 Source: Bauch et all, 200910 
 

 
Table 3: Health Disparity by Ethnic Group in Viet Nam 

Indicator  Kinh EMGs 

Child mortality 21 39 

Received skilled birth attendance 96 46 

 Source: WHO11 
 
14. In Viet Nam, the gaps in poverty and health indicators are actually widening.12 This is 
not unusual for a country in transition, with uneven distribution of economic development 
whereby urban and industrial zones move ahead, and the Government, recognizing this, has 
brought a range of policy directors and investments to address this.13 It is expected that, with 
increasing education and economic participation of ethnic groups, economic gaps among 
ethnic groups will reduce, but that inequity will increase between income groups.  
 
15. Increasing mobility and affluence will also increase the risk of communicable 
diseases, and some ethnic groups are ill informed about these risks, or may have customs 
which obstruct prevention of diseases. In certain traditional communities, for example, there 
are fears that vaccination of children will lead to infertility. Tracking recent outbreaks of polio, 
it was found that some Hmong communities have extremely low vaccination coverage. 
Similarly, it was found that migrants have higher levels of HIV and TB infections.  

                                                           
10

  Viet Nam Academy of Social Sciences. Poverty reduction in Viet Nam: Achievements and Challenges. Hanoi 
2011.  

11
  Malqvist M et al. in Bulletin of the World Health Organization. Maternal health care utilization in Viet Nam: 
Increasing Ethnic Inequity. Geneva. 2013 

12
  Hai-an Dang, World Bank. Indigenous Peoples, Poverty and Development. Chapter 8: A Widening Gap for 
Ethnic Minorities. 2010 

13
  World Bank. Poverty Reduction in Viet Nam. Achievements and Challenges. 2010.  
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16. In summary, EMGs have higher levels of poverty, higher mortality rates, and burden 
of communicable disease burdens than the majority populations. Use of health services is 
mostly lower including for vaccination. Political conflict, geographical and social isolation, 
language barriers, traditional customs, and poverty have contributed to the disparities 
between EMGs and majority ethnic groups and need to be taken into consideration when 
preparing project interventions.  
 

17. While migration carries additional health risks and problems such as drug addiction, 
overall it has been a major force for poverty reduction in the region. Studies show that ethnic 
groups are left behind mainly due to lack of economic opportunity, e.g. lack of quality 
agricultural land and access to markets due to geographical isolation, social exclusion, and 
lack of credit.14 The problem relates to the nature of migration, often illegal, or with 
misinformation about salary and labor conditions, and sometimes confinement, coercion and 
sale of migrants. Studies show that migrants often live in very cramped conditions, with 6 
people or more sleeping in one room. 
 
18. A WHO SEARO report divides mobile and migrant populations (MMPs) broadly in 
three mobile groups: (i) those affiliated with an employer, including semi-mobile employees 
and seasonal farm workers; (ii) those affiliated with the government, including military, 
security personnel, and border guards; and (iii) non-affiliated, including ad hoc labourers, 
new settlers, highly mobile labourers and short-term migrants.15 While all these groups need 
to be targeted with basic public health interventions, the first two groups are organized and 
therefore, in principle, easier to access. However, experience shows that it is also difficult to 
access organized groups of migrants working in plantations, casinos, and factories. While 
laws and policies are in place to reach these people, usually through the Ministry of Labor, 
they lack sufficient quality and quantity of inspection and migrant access to services, and 
require special arrangements with agreements between those in charge. For non-affilliated, 
often illegal migrants including ethnic groups and minors, it is even more difficult to 
encourage them to use public services. Grassroots organizations and NGOs can play a 
major role in this field. Viet Nam has so far shown little recognition of this potential resource.  
 
19. The Project will directly support Cambodia, Lao PDR, Myanmar, and Viet Nam and 
encourage participation of the Peoples Republic of China (PRC) and Thailand in regional 
and cross border activities. Project scope is similar in the four countries, but with country- 
specific system development priorities. In Viet Nam, major emphasis is given to developing 
the district preventive health system.  The Project will cover 36 border provinces in Viet Nam 
along the borders with China, Lao PDR and Cambodia, and target about 2 border districts 
within each province16 In Cambodia, 12 provinces are included, along the border with Lao 
and Viet Nam in the east, and along the border with Thailand in the west. In Lao PDR, 3 
clusters totaling 12 provinces are included in the north, central and south. In Myanmar, 5 
states and one region along the eastern border with China and Thailand are included.  
  
20. Three east-west corridors and one multi-limbed north-south corridor represent four 
distinct geographical clusters of MEV issues, as shown in Table 1. The north-south corridor 
connects major industrial areas in China with similar production areas in Viet Nam, Lao 
PDR, Cambodia, Thailand, and Myanmar.  

 
Table 4: Geographical Clusters Along Economic Corridors 

                                                           
14

 http://siteresources.worldbank.org/EXTABOUTUS/Resources/Gender.pdf 
15

  WHO SEARO. Vector control and personal protection of migrant and mobile populations in the GMS: A matrix 
guidance on the best options and methodologies. New Delhi. 2015 

16
  The list of provinces with ethnic groups and other information is listed in Table 4 
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Cluster and 
Corridor 

Main Ethnic 
Groups 

Ethnic Group 
Characteristics 

Implications 

Cluster 1: 
Northern corridor: 
Vietnam North, Lao 
North, Myanmar-
east, Myanmar-
east, Thailand-
north-east 

Large ethnic 
minority 
populations, in 
particular 
originating from 
China; Includes 
the Hoa and 
Hmong  

Relatively isolated, self-
sustaining highland  
groups with high burden 
of HIV,  respiratory 
infections and other 
common infections, at 
risk of epidemics 
through trade, less 
accessing health 
services 

Some border districts 
are hard to reach 
based on government 
conditions, but these 
highly remote people 
may also be less at 
risk of epidemics. 
Focus on accessible 
hotspots for outreach 
services, community 
workers. 

Cluster 2: Central 
corridor: Vietnam 
Central, Lao-south-
central, Cambodia 
north-east, Thailand 
north-east, 
Myanmar-central 

Large ethnic 
minority 
populations, 
including large 
indigenous Mon-
Khmer and 
related groups 
and migrants 
from northern 
areas 

Relatively isolated, 
traditional, poor and 
less educated highland 
groups and migrant 
workers, with high 
burden of common 
diseases, at risk of 
epidemics of  malaria 
and dengue and less 
accessing health 
services 

Border districts may 
be more accessible 
but face political 
problems. Focus on 
providing (ethnic 
minority friendly 
services17 at health 
facilities, free 
services, and 
community workers  

Cluster 3: 
Southern corridor: 
Viet Nam-south, 
Cambodia south-
east to north-west, 
Thailand east to 
West, Myanmar-
south 

Largely 
inhabited by 
non-ethnic 
minorities 
including Kinh, 
Khmer, Thai and 
Burmese.  
Has large 
migrant and 
Muslim 
populations 

Largely integrated 
populations, better 
educated, mainly living 
in lowlands, industrial 
zones, high burden of 
dengue, diarrheal 
diseases,  more timely 
reporting of diseases 
and accessing services  

No need for special 
services for ethnic 
minorities. Needs 
special care for illegal 
migrants by providing 
them information and 
access to free health 
services.  

North-South 
Corridor: China-
south to major cities 
in the GMS 

Mainly passes 
through non-
ethnic minority 
populations 
except when 
passing through 
Cluster 1 
corridor 

Mostly migrant ethnic 
groups providing 
unskilled labor and 
other services along the 
economic corridors 

No need for special 
services for ethnic 
minorities. Needs 
BCC and services for 
migrant workers in 
hotspots, factories, 
casinos and labor 

                                                           
17

  From the “Second Health Care in the Central Highlands Project” - Project No.44265, IPP document, para 51 
shows that: i) Some ethnic people disagree with using the examination room for both men and women, 
because they think the examination is private. A mutual usage may cause them to feel ashamed, shy or even 
humiliated, ii) In clinical practices, the patients have to expose a part of or the whole of their bodies to be 
examined or to experience medical techniques, then the design of windows, door, construction materials 
should be appropriate with the facility but should ensure the privacy, iii) Some ethnic groups even think the 
direction of the facility and the door should be appropriate with indigenous culture, thus, before the construction 
of the new facility, there should be a survey of cultural feature and a meeting with the representatives and 
indigenous people to seek for an appropriate solution. 
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Cluster and 
Corridor 

Main Ethnic 
Groups 

Ethnic Group 
Characteristics 

Implications 

camps.   

 
21. Primary targeted provinces/states/regions in CLMV countries and neighboring states 
and provinces in China and Thailand are listed in Table 2. 
 

Table 5: Targeted Provinces/States 

Cambodia 13 Pailin, Battambang, Banthey Kandal, Meanchay, Preah Vihar, Stung 
Treng Rattanakiri, Mondulkiri, Kratie, Tbong Khmum, Prey Veng, Svey 
Rieng, Kampot,  

Lao PDR 12 Bokeo, Luang Namtha, Udomxay, Phonsaly, Huaphan, Xienkhuang, 
Bolikhamsay, Khammouane, Saravan, Sekong, Attapeu, Champasack  

Myanmar 6 Shan North, Shan East, Kaya, Kayin, Mon, Tanintharyi 

Viet Nam 36 An Giang, Bac Giang, Bac Kan, Bac Lieu, Binh Phuoc, Cao Bang, Dak 
Lak, Dak Nong, Dien Bien, Gia Lai, Ha Giang, Ha Nam, Ha Tinh, Hoa 
Binh, Kien Giang, Kon Tum, Lai Chau, Lam Dong, Lang Son, Lao Cai, 
Nam Dinh, Nghe An, Ninh Binh, Ninh Thuan, Phu Tho, Quang Binh, 
Quang Nam, Quang Ngai, Quang Ninh, Quang Tri, Son La, Tay Ninh, 
Thanh Hoa, Vinh Long, Vinh Phuc, Yen Bai 

China 1 Yunnan 

Thailand 12 Mae Hong Son, Chiang Mai, Chang Rai, Phayao, Buen Khan, Nhakon 
Phanom, Udon-Ratchatani, Sa Kaew, Tak, Kanchanaburi, Ratchaburi, 
Phetshaburi 

 
22. Within these provinces/ states, border districts/ townships will be selected which have 
‘hotspots’ along economic corridors with high burden of communicable diseases and low 
CDC coverage in MEVs. Selection criteria will also consider local commitment, presence of 
partners, and cost-effective reach, with impact on these MEVs. The Provincial Preventive 
Medicine Centers (PPMC) will need to conduct the selection process after initial orientation.  
 
23. Plans will need to be included in provincial annual operational plans, approved at 
higher level, and investment sustained from local sources in subsequent years.  
 
24. EMG populations living near regional economic corridors bear a disproportion burden 
of the health costs of the rapid social and economic changes created by these 
developments. Relocation and/or resettlement of EMGs have been supported by 
governments and donors in CLMV for various reasons.  In some provinces, movements of 
highland EMGs to lower altitudes as a result of voluntary and involuntary resettlement has 
had a chain migration effect, resulting in the depopulation of whole highland areas.18 

                                                           
18

  Gebert, R. 1995. Socio-economic baseline survey. Muang Sing: GTZ Integrated Food Security Programme.  
Cohen, P.T. 2000a. "Lue across borders: pilgrimage and the Muang Sing reliquary in Northern Lao PDR. In 
G.Evans, C. Hutton and Kuah-Khun Eng (eds.) Where China Meets Southeast Asia: Social and Cultural 
Change in the Border Region. Singapore: Institute of Southeast Asian Studies. Cohen, P.T., 2000. 
"Resettlement, opium and labour dependence: Akha-Tai relations in Northern Laos", Development and 
Change, 31:179-200. Romagny, L. and Daviau, S. 2003. Synthesis of Reports on Resettlement inLong District, 
Luang Namtha province, Lao PDR. Action Contre La Faim mission in Lao PDR. Lyttleton, C. 2005. "Market-
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25. When highland-dwelling EMGs move to lower altitudes, they are exposed to 
malaria, to which they have little acquired resistance, so in the early phase of relocation to 
lower altitudes, there have been high mortality rates from malaria, as well as morbidity 
resulting from exposure to other water-born and environmentally-related infectious diseases. 
    
26. EMG populations who suffer from food deficit and malnutrition are more vulnerable to 
contracting new and emerging infectious diseases, and those who live close to rapidly 
developing hubs on transport corridor areas are particularly vulnerable to recruitment into 
sexual services industry, to cross border human trafficking. Under these circumstances they 
become vulnerable to infection with HIV and other sexually transmitted diseases. 
 
27. Some EMGs may use health services, when they are available, only as a last resort. 
This may be because of lack of experience but also reflects anxiety about modern health 
services and expense of accessing them. Shifting cultivation practices also limit the 
opportunities to access the health service for some EMGs, especially women. EMGs have 
had limited exposure to modern scientific knowledge about the cause of diseases, and less 
opportunity to learn about the value of vaccination, vector control and other measures.  
Language and educational constraints, coupled with rude behaviors by some health care 
professionals, cause some to feel ashamed and reluctant to access services, and numerous 
reports of belittling treatment of EMGs by government health workers were shared informally 
during the field research. Programs aiming to promote behavior change (e.g. building and 
using latrines, drinking boiled water, removing disease vector breeding sites, hygienic 
management of animals, hand-washing, using bed nets, and acceptance of vaccination) are 
mainly designed for the general population and do not take account of cultural differences in 
behavior and need to use culturally relevant modes of communication in EMG villages. 
 
28. Provision of free health insurances has enabled poor EMGs to have improved 
access to health services. However, costs for transportation, meals, some medicines and 
high-tech treatments are not covered by the health cards. An International Organization for 
Migration (IOM) program on the Thai-Cambodia border found 127 cases of TB when 
screening deportees, with about 3% of migrants returning from Thailand to Lao PDR testing 
positive for HIV. A major problem is that these returning migrants do not get pre-screening 
nor do they have access to treatment in Lao PDR or Cambodia, so they have to try to return 
to Thailand to continue treatment. Default rate is high, leading to drug resistance. 
 

29. In summary, most EMGs in GMS border areas can no longer be thought of simply in 
terms of disadvantaged due to isolation; they are becoming increasingly less isolated, more 
disease-prone, more marginalized while being rapidly integrated into national and regional 
economic processes and the associated processes of social change. This transformation is 
largely a result of new roads opening up previously isolated areas, attracting not only 
investment in mines, plantations, dams, logging and other enterprises growing numbers of 
national and international cross-border migrants. In most cases, EMGs are beginning this 
process of integration from a very disadvantaged position.  
 
30. Although EMGs are more likely have a higher burden of infectious diseases than 
mainstream populations due to factors outlined above, there are no comprehensive national 
or regional data comparing CDC incidence and prevalence among EMGs compared with 
majority populations in CLMV, although some information can be inferred from provincial 
data. The disparities are highlighted in country specific data showing that provinces with high 
                                                                                                                                                                                     

bound: relocation and disjunction in northwest Lao PDR". In Toyota, M., Jatrana, S., and Yeoh, B., 2003 (eds.) 
Migration and Health in Asia. Routledge. Alton, C. and Houmphanh Rattanavong, 2004. Service Delivery and 
Resettlement: Options for Development Planning, unpublished report, UNDP: Lao PDR, Vientiane. McCaskill 
D. and K. Kampe (eds.) 1997. Development or Domestication: Indigenous Peoples of Southeast Asia Chiang 

Mai: Silkworm Press. 
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infant and child mortality rates also have high concentrations of EMGs. Surveillance data 
does not include ethnicity when it is collated at national and often also at provincial levels, 
though this data is collected by health centers and hospitals. Therefore, most 
epidemiological data, unless based on special surveys, is not ethnically sensitive. Table 3 
uses some proxy indicators comparing health status of EMGs with the general population: 
 
Table 6.  Health status of MEV use of Health Services compared to General Population 

Indicator (latest available) Cambodia Lao PDR Myanmar Viet Nam 

Population (millions) 15.9 6.8 54.2 92.5 

Ethnic minority population (%) 5 40 32 14 

Internal migrants per year (1,000) 5.500 70 940 1.400 

Estimated external migrants (1,000) 76 22 103 68 

Refugees (1,000) 92 Na 1.184 11 

Child mortality general population    21 

Child mortality ethnic minorities range    39 

Child malnutrition in Kinh/Chinese %    3.5-15 

Child malnutrition ethnic minorities* %    34.2 

HIV prevalence in general population 
% 

   0.5 

HIV cases among ethnic minorities**    Na 

HIV prevalence returning migrants  
%*** 

   Na 

HIV cases in youth below 18 years    5300 

HIV cases in antenatal women    77000 

HIV prevalence among sex workers %    3 

TB prevalence general population 
%**** 

   1.45 

TB prevalence ethnic minorities ****    More rural 

TB prevalence departing migrants % 
*/* 

   0.64 

Skilled birth attendance Kinh %    96 

Skilled birth attendance EMGs %    46 

Complete Basic Immunization Kinh %    >95% 

Complete Basic Immunization EMGs 
% 

  
 <85% 

*Viet Nam Economic and Development Strategy Handbook, 2004 
** anecdotal reports, e.g., one study reports under age Hmong sex workers for tourists in 
Sapa 
*** e.g., one study for Lao migrants returning from Thailand 
**** BWHO National Survey of Tuberculosis Prevalence 2010 
*/* SEAJTM Prevalence of Tuberculosis in Migrants 1996 
HIV data from UNAIDS 2014 report  

 
31. The Project design will need to include special strategies to reach these MEVs, and 
budget allocations that take into account the factories and casinos expected to provide 
medical services, and which may not include MCH care. The provincial health office also has 
less authority over these establishments. Hence, the Project design will support the 
development and harmonization of strategies where appropriate.  The project will support 
implementation through CDC activities in border areas, as per output 1.   
 
32. Governments have demonstrated strong political commitment to containing EID, 
including establishment of policies and plans, but substantial and sustainable financing is still 
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lacking, while priorities shift to non-communicable diseases, and to a lesser extent CDC. 
 
33. APSED provides a strong strategic framework, but weak on implementation, and 
spread over many departments within MOH. One option is to integrate APSED into system 
strengthening and health sector planning and budgeting in general, to provide more of a 
program approach. In any case, health security depends on overall health systems capacity, 
and should not be managed separately. At a second level, it is important to develop one 
strategic approach in the GMS, or at least alignment of country programs, which will help 
strengthen each country’s efforts. In this context, the Project can play an important role, and 
hopefully the four Project countries will agree to cooperation and adopt a common but 
country-specific approach.  
 
34. APSED implementation, which is evaluated each year, provides a strong monitoring 
framework for overall Project progress, but lacks a plan to roll out various strategic areas. 
Based on APSED self-evaluation, major gaps include: (i) surveillance and response in 
groups outside the reach of regular services; (ii) risk analysis and communication; (iii) 
laboratory services and biosafety; (iv) infection prevention and control in hospitals; and 
particular (v) inter-sectoral, cross-border and regional cooperation. These will be assessed 
further for possible project support.   
 
35. In the past, ADB has engaged in many subsectors including HIV and malaria control, 
control of dengue, surveillance and response, laboratory services and regional coordination 
and knowledge management, and less involved in hospital, market infection, and TB control. 
Guidance is needed on whether ADB support should consolidate, target certain subsectors 
or strategic areas, or follow more of a system building approach. Is there scope to explore 
further during project implementation? How does current project design accommodate this 
concern?  
 
36. Large groups of MEVs are basically unknown to Provincial health officers who may 
not know the actual population of MEVs in their province as a basis for budgeting and 
services. Migrant workers in factories and casinos are supervised by other ministries, and 
receive limited work place care, but not necessarily CDC. Hence, multi-sectoral cooperation 
is needed to improve surveillance and response. Tracking systems should be put in place for 
all migrants and visitors, and to check for infections. Illegal loggers who are at higher risk of, 
and spreading drug resistant malaria, are not captured by formal registration systems, and 
therefore need to be tracked using other means. Specific gender issues affecting access 
also need to be considered, in particular for women’s empowerment to take decisions as the 
typical caretaker in case of illness.  
 
37. Border populations often speak different languages from the majority population. 
Those who have attended school may speak Vietnamese, but adults (particularly women) do 
not, and are unlikely to read and write. They have different customs and beliefs to the 
mainstream populations of the country, which is likely to influence their perceptions of illness 
and health. Few health workers are from EMG because of their generally lower levels of 
education. Where village health volunteers are engaged in the district health service, they 
are predominantly male.19 Accordingly, there are challenges in communicating information 
on CDC effectively, especially to women who are key targets for CDC information.  
 
38. A large number of HIV/AIDS and TB cases go undetected. Despite Global Fund 
(GF) support, funding is insufficient to treat even known cases. As GF scales down, 
domestic budgets have increased, but not enough. As mentioned above, EID are also 
seriously underfunded with health and economic implications. Sustainable solutions for 
recurrent cost financing are needed. Governments recognize the need for regional public 

                                                           
19

  Except in Cambodia where it is policy to appoint one health worker of each sex. 
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goods and goods with externalities. However, loan funds for hardware like infrastructure, 
vehicles, and equipment are preferred. It will be important to demonstrate economic returns 
of this Project, which is complicated by the uncertainty of EID risks. For this Project, small 
grant support may be available for malaria control and regional coordination.  
 
39. All ministries have serious management challenges, including: (i) limited number of 
competent staff at central level to provide (part time) project oversight; (ii) projects are 
implemented as self-standing investments, and insufficiently integrated in general health 
services development through provincial plans and budgets; (iii) lack of competent technical 
staff in PMUs; and (iv) challenges in basic project management capacity and cash flow. Most 
provinces have considerable (spare) capacity in project implementation, so to the extent 
possible, project activities, with proper technical support from central level, and should be 
delegated. Major procurement should be centralized for economy of scale, but this remains 
challenging due to lengthy procedures and problems securing quality equipment.  
 
40. Staff competency linked to weak education institutions, personnel management, 
and quality control mechanisms, as well as specific technical challenges for the control of 
HIV/AIDS, malaria, TB and dengue indicate the need for careful attention to the technical 
aspects of the Project and will require the assistance of WHO and other experts.  
 
41. In addition to standard Project challenges, additional challenges in implementation 
concern the complexity of regional projects, in particular as countries may require different 
time frame, project designs, and loan modalities. Regional coordination mechanisms are 
also challenging, as well as flow of funds for regional activities through the proposed regional 
coordination unit. Program financing with multiple partners requires effective coordination 
mechanisms, and decentralized financing of services requires solid financial accountability.  
 
42. For example, ADB’s first GMS CDC project successfully supported avian influenza 
control in Myanmar through WHO. China and Thailand have well designed CDC systems 
and do not seek ADB support, but are interested in bilateral capacity building and cross-
border coordination. Accordingly, project guidance is needed in terms of how GMS countries 
can be engaged in the context of the ADB GMS health program, ASEAN and other 
developments.  
 
43. Based on these and other challenges, risk analysis is an important feature of the 
project design, and needs to consider all these aspects. Risks will need to be thoroughly 
discussed with government and partners. Governments and ADB need to take a strong 
position to ensure that the project design is appropriate, realistic, and is implemented in a 
professional manner.  
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ANNEX 2: ETHNIC GROUP DEVELOPMENT P CONSULTATION 

Note: Stakeholder meetings, workshops, and assessment and disclosure of social impacts 
and mitigating measures were held from 3-16 October 2015. Meetings with MOH 
departments, other ministries, partners, and other stakeholders were held from 6-8 October 
2015. 
 

Topic Questions Responses Proposed action 

Ministry of Health*  

Health 
Plans 

Are policies for 
ethnic groups and 
migrants adequate? 

All people have access to health care. 
Health services for EMGs and 
migrants are the same as for other 
people.  Not enough legislation for 
MOH supervision of the workplace. 

MOH to work with 
MOJ to improve 
legislation 

 Are national plans 
addressing needs of 
ethnic groups and 
migrants? 

The Government gives priority to poor 
districts where many EMGs live. 
Through poverty reduction, health and 
education programs EMGs receive 
considerable support.  
No specific plans for migrants health 

MOH to address 
this. Project can 
assist with 
improving 
provincial annual 
plans 

 Are there legal 
barriers? 

MOH has insufficient authority to 
inspect workplaces for migrants and 
non-migrants 

MOH to address 

 What are planning 
issues for ethnic 
groups and migrants 
in regional CDC? 

Not enough understanding of issues 
of EMGs, lack of information of 
conditions and health problems of 
migrants, and no migrant health policy 

DPHIS to improve 
information 
collection 

 Is investment in CDC 
addressing the 
needs of ethnic 
groups? 

EMGs live in remote places where 
there is less access to health services, 
needs more effort 

The project will 
make more funds 
available 

 What could be 
negative impact of a 
regional CDC project 
on ethnic groups and 
migrants? 

Promising services that don’t 
materialize 

The project should 
be well managed 

 Are Government and 
partners  active in 
regional CDC? 

Government participates in regional 
events but cross-border work needs to 
be stepped up  

The project will 
make funds 
available for cross 
border work 

 What would be major 
constraints for CDC 
in border areas? 

The main problem is access, 
especially during rainy season. 
Funding is also insufficient to expand 
CDC to hard-to-reach group. A third 
problem is posting health staff to rural 
areas 

The project will 
make funds 
available for 
outreach services 

Health 
Status 

Is the specific health 
status of ethnic 
groups and migrants 
known? 

Data are not collected by ethnic group, 
some small studies suggest that 
EMGs suffer more from usual 
infections like malnutrition, pregnancy 
complications, pneumonia,  diarrheal 
diseases and tuberculosis 

DPHIS to improve 
data collection 
system for 
universal health 
coverage  

 What explains the 
poor health status of 
ethnic groups and 

The main problem is poverty. The 
second is EMG’s backward custom 
and culture. The third is the poor 

Target the poor  
communities in the 
project area 
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Topic Questions Responses Proposed action 

migrants? accessibility to health services due to 
difficult and remote geographic 
condition. EMGs are increasingly 
informed and ready to use health 
services as well as traditional health 
care 

 Are ethnic groups 
and migrants more 
prone to epidemics? 

Hard to say, migrants probably, 
remote ethnic groups are self-
sufficient and isolated but some may 
engage in cross-border trade 

DPHIS to improve 
data collection 
system  

Health 
Servic
es 

What are the 
problems of 
providing health 
services for ethnic 
groups and 
migrants? 

Mainly problem of resources: access, 
staff, and funds for operations.  

The project can 
link communities 
with services, but 
not scale up 
services 

 Are health services 
affordable for ethnic 
groups and 
migrants? 

Travel cost is high. Poor EMGs have 
special card for free health care but 
often still need to pay out of pocket 
due to lack of medicines 

No project subsidy 
will be provided for 
the poor, only 
information, 
screening, and 
referral 

Provincial Health Departments  

Health 
Plans 

Are EMGs and 
migrants specifically 
referred to in plans? 

Reference is made to both groups but 
there are no specific plans for EMGs. 
Migrants health is an issue under 
consideration  

The project will 
help to improve 
plans 

Health 
Status 

Occurrence of 
epidemics 

Mainly food poisoning and dengue, 
some zoonotic cases 

The project will 
improve the 
surveillance 
system 

 What are the specific 
health problems of 
EMGs and migrants 

EMGs have same old diseases as 
Khmer, but maybe more because of 
poverty and poor hygiene. Migrants 
are more at risk of HIV/AIDS  

The project will 
help assess health 
problems 

Health 
Servic
es 

What are the major 
hurdles for ethnic 
groups and migrants 
to access services? 

For EMGs probably high cost of travel, 
for migrants perhaps company 
restrictions.  

The project can’t 
address this, only 
indirectly through 
legislation 

 For those who can’t 
pay out of pocket, 
are there 
arrangements? 

Yes free health care card, but may still 
have some out of pocket payment 

The project can 
facilitate 
accessing health 
cards 

Health 
Monito
-ring 

Are health and health 
services data split by 
ethnic groups and 
migrants? 

No DPHIS is 
considering this 

Health Center Staff  

Health 
Plans 

Are you aware of any 
special 
arrangements for 
EMGs and migrants? 

No, but many migrants in factory 
workers don’t use public health 
services, they go to factory clinic  

MOH to address 
this issue 

Health What do you see as Common infections, high blood The project will 
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Topic Questions Responses Proposed action 

Status the major health 
problems of ethnic 
groups and 
migrants?   

pressure, diabetes, and complications 
of delivery   

help collect 
information on 
health problems 

 Do you think HIV and 
TB are higher or 
lower among ethnic 
groups and 
migrants? 

Don’t know, but HIV higher among sex 
workers, who may be migrants from 
Viet Nam, China or upcountry. TB 
perhaps higher in old people. 

As above 

Health 
Servic
es 

Are ethnic groups 
and migrants using 
these health services 
as others? 

Factory workers have less access to 
health services. There are no remote 
ethnic groups here, all have access 

MOH to address 
legal access 
issues 

 Are there specific 
access problems in 
the provision of 
health services to 
ethnic groups and 
migrants? 

All people have access to health 
services. Foreigners have to pay.  

The project to help 
examine out of 
pocket payment 

 Are there language 
problems?  

Sometimes with Vietnamese and 
Chinese speaking people, but they go 
to their own private doctors 

 

 Are there affordability 
problems? 

No, people can pay for medicine As above 

 Any other problems?  Lack of ambulance for emergencies, 
lack of staff for 24 hour services 

The project will 
provide 
ambulances 

Village Headmen  

Health 
Plans 

Are you involved in 
discussions to 
improve health 
services? 

Attends village health group meetings  The village health 
group will be 
engaged in 
planning  

 Do you think plans 
are appropriate for 
the local community? 

Health services are improving, still 
insufficient resources for health center 

MOH is preparing 
for a new HSP3 to 
support this 

Health 
Status 

What do you see are 
the major health 
problems in your 
community? 

Delivery, road accidents, and common 
health problems 

The project will 
provide an 
ambulance for 
emergencies 

 Did you have any 
major epidemics? 

Usual common diseases, Dengue The project will 
improve reporting, 
outbreak 
response, and 
community 
preparedness 

 Are TB and HIV 
major health 
problems? 

Few cases The project will 
help screen and 
refer suspected 
cases  

 Are there specific 
groups more at risk? 

Road accidents common among 
young people, pregnancy 
complications 

The project will 
provide an 
ambulance 

Health What are the good Improved staff and medicines  
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Topic Questions Responses Proposed action 

Servic
es 

parts of the health 
services? 

 What parts of the 
health services 
would you like to see 
improved? 

Ambulance As above 

 Are health services 
affordable for the 
poor? 

Still need to pay extra for medicines, 
some people can’t afford 

The project will 
examine and 
report this matter 

Patients  

Health 
Status 

What is the reason 
for your admission? 

Became ill  

Health 
Servic
es 

Do you find the 
hospital clean, can 
you get clean water 
and toilet? 

Mostly clean  

 From how far did you 
travel? 

  

 Are you happy with 
the quality of care? 

  

 Are health services 
affordable?  

  

Female and Male Community Members  

Health 
Status 

What are main health 
problems in your 
community? 

Malaria, diarrhoea   

Health 
Servic
es 

Are health services 
adequate? 

Yes, same for both men and women  

 What is availability 
and attitude of staff? 

Not always available   

 Are medicines 
available? 

Not really, only simple medicines  

 Other issues?   

Partners**  

Health 
Plans 

What are planning 
issues for ethnic 
groups and migrants 
in regional CDC? 

Lack of information, no specific 
targeting, difficult to access EMGs in 
remote areas and to legal issues to 
reach migrants in factories 

MOH/DPHIS will 
examine this and 
propose legislation 
and investment 

 Is investment in CDC 
addressing the 
needs of ethnic 
groups and 
migrants? 

Insufficient policy and funds As above 

 Are there legal 
issues for ethnic 
groups and 
migrants?  

MOH can access factories and 
casinos for outbreak invitation but not 
routine inspection, MOL has a more 
narrow agenda   

As above 

 What are major 
gaps? 

MOH inspection of workplaces  As above 

Health 
Status 

What is the HIV and 
TB status among 
ethnic groups and 

HIV likely higher among migrants 
because of lifestyle but no data 
available. TB is higher in poor people, 

As above 
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Topic Questions Responses Proposed action 

migrants? diabetic, prisoners, not know what is 
status in EMGs 

 Is the surveillance 
system reaching 
ethnic groups and 
migrants? 

Yes but factories and casinos need to 
report to do self-reporting to provincial 
health office and  MOH for 
investigation 

CDCD is 
considering how to 
improve the 
surveillance 
system in 
workplaces 

Health 
Servic
es 

How is access to 
health services for 
ethnic groups and 
migrants? 

EMGs have same rights and free 
health care but access in remote 
areas less. Factory workers need 
permission to access services 

MOH/DPHIS will 
examine this and 
propose legislation 
and investment 

 What is the 
government capacity 
in providing services 
to ethnic groups and 
migrants? 

Problems of staff availability in rural 
areas. Factories are usually in 
locations with good health services, 
migrants can access if permitted 
during working hours  

MOH/DPHIS will 
examine this and 
propose legislation 
and investment 

 What works better in 
reaching ethnic 
groups and 
migrants? 

For remote areas, it might be better to 
contract out services to NGOs, or 
provide additional resources to 
provide services  

MOH has not 
agreed to do 
contracting out for 
this project 

*DPHIS, CDCD, DHS, NIPH, TB and HIV/AIDS programs 
** IOM, WHO, USAID 
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ANNEX 3: Ethnic Group Development Plan 

 
Project 
Outputs 

 

Sub-outputs 
Ethnic Groups’ Design 

Features/Activities 
Performance 

Targets/Indicators 

Output 1: 
improved  GMS  
cooperation  
and CDC in 
border areas 

1.1. Improved  
regional, cross-
border and 
inter-sector 
cooperation 
 
1.2 Enhanced 
knowledge 
management 
and community 
of practice 
(COP) 
 
1.3 Increased 
access to CDC 
in border areas, 
in particular for 
vulnerable 
groups such as 
migrants,  HIV 
positive youth,  
pregnant 
women, and 
isolated ethnic 
minorities.  

Enhance participation, 
capacity building and decision 
making opportunities for 
representatives of EMG in 
regional, cross-border, and 
inter-sectoral events 
(continues throughout project) 
 
 
Use workshops for EMG 
advocacy and increasing EMG 
awareness among workshop 
participants and  
stakeholders/governments. 
(continues throughout project) 
 
Ensure full participation of 
EMG staff for outreach 
activities using EMG-sensitive 
education and care 
procedures. Project staff 
responsible for the 
implementation of EGDP. And 
they will develop this with the 
assistance of the project 
consultants in charge of 
EGDP.  (continues throughout 
project) 
 
Proactively target EMGs at 
increased risk of infectious 
diseases with CDC activities in 
border areas.  (continues 
throughout project) 
 

  
 
 
 
 
 
 
 
 
Workshop materials 
clearly demonstrate 
mainstreaming of EMG 
issues and promotion of 
EMG-sensitive strategies.  
 
Participation of IP staff in 
outreach activities.  
 
 

Output 2: 
strengthened 
national 
disease 
surveillance 
and outbreak 
response 
systems 

2.1 
Strengthened 
surveillance 
2.2. 
Strengthened 
response 

Collect, analyze and report 
EMG-disaggregated data. 
(continues throughout project) 

Ensure participation of EMG 
staff in any outbreak response 
teams.  (first year of project) 
 
Increase participation of EMGs 
in field epidemiology training. 
(continues throughout project) 
 

EMG disaggregated 
reporting for CDC project 
activities in each country.  
 
In districts with over 20% 
EMGs, each outbreak 
response team has at 
least one EMG staff. 
 
Of participants in field 
epidemiology training, at 
least 5% are EMG in 
Cambodia, 10% in Lao 
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Project 
Outputs 

 

Sub-outputs 
Ethnic Groups’ Design 

Features/Activities 
Performance 

Targets/Indicators 

PDR, 20% in Myanmar, 
and 10% in Viet Nam.  

Output 3: 
improved 
laboratory 
services and 
hospital 
infection 
prevention and 
control 

3.1 Improved  
laboratory 
quality and 
biosafety 
 
3.2 Improved  
infection 
prevention and 
control in 
hospitals 

Ensure representative EMG 
participation in laboratory 
training programs for districts 
with large IP population. 
(continues throughout project) 
 
 
Ensure representative 
participation of EMGs training 
in hospital infection prevention 
and control.  (continues 
throughout project) 
 
 
Ensure EMG sensitive facilities 
- in isolation wards  
(continues throughout project) 
 

Representative 
participation of EMGs 
laboratory management 
and quality assurance 
training programs  
 
Representative 
participation of IPs in 
hospital infection and 
control training.   
 
All repaired isolation wards 
provide arrangements for 
EMGs   

Project 
Management 

3.1 Ensure 
Integration of 
project 
activities in 
regular services 
 
3.2 Improve  
efficiency and 
governance. 

All implementation plans for 
specific project activities and 
annual operational plans 
(AOPs)  supported provinces 
address gender and EMG 
dimensions of project activities 
(continues throughout project) 
 
 
All implementing agencies 
have an EMG focal point 
(continues throughout project) 
 
All quarterly reports report on 
progress in EMG issues (every 
quarter) 
 
   

Proportion of project 
implementation plans and 
AOPs that address IP 
dimensions adequately.   
 
Proportion of active focal 
points in implementing 
agencies (based on 
participation in events. 
 
Proportion of quarterly 
reports that report on EMG 
issues. 
Proportion of consultants 
with EMG experience.   

 


