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RAPID HEALTH IMPACT ASSESSMENT SUMMARY 
 

Executive Summary 
 

A. Introduction 
 

ES1. The Asian Development Bank (ADB) supports economic growth and development in the 
Asia-Pacific region. The People’s Republic of China (PRC) has requested ADB to provide 
financing through a loan of $250 million. This proposed project will improve infrastructure and 
integration facilities, regional cooperation, and local economic development in the Lincang Border 
Economic Cooperation Zone (LBECZ), in Yunnan province, PRC. A full Environmental Impact 
Assessment (EIA) has been developed for this project and provides a detailed project description 
related to specific project components and environmental baseline conditions.1 As part of the EIA, 
key health related risks and mitigations were identified for specific project components. The EIA 
also called for the completion of a rapid Health Impact Assessment (HIA) to enhance 
understanding of baseline health conditions and key health issues in the project area that may 
hold risk. 
 
ES2. The objectives of the rapid HIA are to: 

(i) Characterize health conditions and issues for people living in the project area, 
(ii) Assess and prioritize health risks and opportunities for workers and community 

members the development of the project within a growing economic zone may 
hold, and  

(iii) Identify culturally and contextually appropriate health mitigation and enhancement 
measures the project should implement. 
 

B. Approach 
 

ES3. The rapid HIA approach is benchmarked by international HIA practice2 with specific 
guidance from the newly developed ADB HIA sourcebook3 and the ADB Health Impact 
Assessment Framework for Special Economic Zones in the Greater Mekong Subregion.4 This 
framework calls for a new, prospective rapid health impact assessment for newly proposed 
economic zones. This is to ensure a zone is developed in a strategic manner that incorporates, 
plans for, and manages health risks, impacts, and opportunities right from the beginning.  
 
ES4. The rapid HIA was undertaken intermittently between May and July 2018. Activities for 
this project involved:  
 

(i) Scoping to identify key health issues requiring consideration and associated health 
data gaps;  

(ii) A field mission to validate scoping phase findings and fill identified data gaps. This 
involved site visit to project component locations, and key informant 

                                                 
1  ADB. 2018. People’s Republic of China: Yunnan Lincang Border Economic Cooperation Zone Development 

Project. Environmental Impact Assessment (Draft). www.adb.org/projects/documents/prc-49310-002-eia  
2  Quigley, R., L. den Broeder, P. Furu, A. Bond, B. Cave and R. Bos 2006 Health Impact Assessment International 

Best Practice Principles. Special Publication Series No. 5. Fargo, USA: International Association for Impact 
Assessment. 

3  ADB. 2018. Health Impact Assessment: A Good Practice Sourcebook. Draft Working Document (to be published) 
4  ADB. 2018. Health Impact Assessment Framework for Special Economic Zones in the Greater Mekong Subregion. 

www.adb.org/publications/health-impact-assessment-framework-economic-zones-gms  

http://www.adb.org/Documents/RRPs/?id=49310-002-3
http://www.adb.org/Documents/RRPs/?id=49310-002-3
https://www.adb.org/projects/documents/prc-49310-002-eia
https://www.adb.org/publications/health-impact-assessment-framework-economic-zones-gms
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interviews/group discussions to collect additional baseline data related to health 
and the determinants of health;  

(iii) A risk assessment to identify and prioritize issues requiring attention; and 
(iv) The collaborative development of mitigation/management measures with area 

health officials.  
 
C. Analysis of Health Impacts 
 
ES5. Triangulation of data that informed the scoping phase along with additional data collected 
during the field mission identified the following health risks requiring management actions for this 
project: 

(i) Increased risk of communicable diseases transmission during construction and 
operation;  

(ii) Increased pressure on and demand for local health services during construction;  
(iii) Increased risk of non-communicable diseases during construction and operation; 

and  
(iv) Increased risk of traffic-related injuries during construction and operation. 

 
ES6. A potential increase in risk of transmission of vector-borne diseases, respiratory infections 
and sexually transmitted infections (including HIV) during construction can be associated with in-
migration of construction workers. During operation, the increase in routine cross-border 
movement of people from the enhanced cross-border trade activities holds a potential for 
importation of infectious diseases (dengue, malaria, other vector-borne diseases and other 
infectious diseases with high incidence in Myanmar) to the project areas. This can introduce or 
re-introduce these diseases to the project area. 
 
ES7. Increased pressure on and demand for local health services can be felt during 
construction, especially as existing local health services currently struggle to meet existing 
demand. The incoming construction workforce can put to the catchment area of existing health 
services can place further stress and reduce the quality of care they are able to provide to the 
local population. 
 
ES8. An increased risk of non-communicable diseases during construction and operation can 
stem from construction-related activities generating dust, noise and traffic, with subsequent 
impacts in terms of exacerbation of respiratory conditions, decreased wellbeing, sleep 
disturbance, annoyance, cognitive impairment in children and stress-mediated cardiovascular 
conditions.   During operation, and as the project areas develop and become more urbanized, 
and as the local population progressively shift their livelihoods from agricultural work to wage-
earning activities, lifestyles, behaviors, and daily routines will shift. These shifts will likely decrease 
the amount of physical activity local residents take; affect their diet and other cardiovascular 
disease risk factors. 
 
ES9. Finally, an increased risk of traffic-related injuries during construction and operation can 
occur as construction-related traffic in the local areas will increase. While road infrastructure is in 
good condition, roadways for the most part are spacious and driver behaviors have been 
observed to be generally safe, the increase in industrial traffic during the construction stage can 
increase the risk of traffic related incidents. Traffic-related injuries and mortality remain a risk that 
needs to be addressed. In addition, when the economic zone is fully operational, heightened 
industrial traffic will be a normal part of business in the region and other smaller trade-related 
traffic will also increase in the project area.  
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D. Health Impact Mitigation and Enhancement 
 

ES10. The following recommendations build on the mitigation included in the project’s 
environmental management plan, have been developed in partnership with local health officials 
and are aligned with health risks identified. They focus on preventing the spread of infectious 
disease, strengthening local health service capacity, ensuring safe and healthy worker 
accommodation, supporting health sector relationships in the project area, and maintaining low 
traffic injury and mortality rates.  The below recommendations will be further developed during 
implementation, in collaboration with the health stakeholders of the project area of influence, 
informing further development of a Public Health Management Plan (Table 2) and integrated 
within the Environmental Management plan. 
 
ES11. Preventing infectious disease will include the following strategies:  
 

(i) Vector-borne diseases prevention activities at construction sites will be 
implemented. This will include built-in design measures in project buildings and 
public spaces to reduce mosquito breeding. Existing community-level dengue 
prevention activities will be scaled-up during LBEZ construction. 

(ii) Existing efforts for malaria elimination and control of other communicable diseases 
at different levels will also continue and be further supported. Prior to construction, 
a workshop will be facilitated with health stakeholders on addressing existing 
infectious disease risks in the project area and to explore options for targeted 
infectious disease prevention and control for migrant workers working on the 
LBECZ construction sites. 

(iii) The existing Public Health Bureau’s Community Comprehensive HIV/AIDS 
Prevention and Control Model will be expanded to Qingshuihe village to also 
include other communicable diseases. The existing Construction Workforce HIV 
Prevention Program will also be expanded and implemented to include other 
communicable diseases at the beginning of the construction phase, given the size 
of the construction workforce and the and duration of the construction period. 

(iv)  The development of an infectious disease outbreak preparedness plan that would 
outline an organizational chart for response, communication and action protocols, 
roles and responsibilities, key points of contact and implementation resources 
required. 

ES12. Strengthening the local health service capacity is critical to manage health issues 
associated with the local and incoming worker population. The Quingshe health centre is 
recommended to increase health staff to better serve existing population and cope with the 
construction workforce. It is also recommended that occupational health services be provided at 
the construction site. Emergency vehicles are required to transport more serious cases to the 
nearest hospital.  
 
ES13. Safe worker accommodation is also required during the construction phase. Observations 
of existing worker accommodations indicate unsafe conditions. It is recommended to implement 
the checklist for safe worker accommodations, provided in the ADB HIA Framework for Special 
Economic Zones in the Greater Mekong Subregion, to reduce the risk of tuberculosis and other 
communicable disease transmission on this vulnerable population.  
 
ES14. Bilateral engagement between health stakeholders will also help support effective and 
continued health promotion and prevention activities during construction and as the zone 
develops. At present, regular meetings amongst health officials within the PRC occur and bi-
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lateral meetings also take place between health officials from PRC and Myanmar. Given the 
history of movement, trade and relations between people in this area (within the project area but 
also between the PRC and Myanmar) strengthening information-sharing mechanisms, 
surveillance, and health promotion actions with a view to addressing infectious disease will 
undoubtedly benefit all as the zone continues to develop.  
 
ES15. And while low traffic injury and mortality rates should be celebrated in the project area, the 
reality is, construction phases involve increased industrial traffic. In addition, when the economic 
zone is fully operational, heightened industrial traffic will be a normal part of business in the area. 
As such, the development and implementation of a traffic safety plan is an important preventative 
action to ensure road traffic injuries remain low in the area. 
 
ES16. As per the HIA framework for economic zones, it is acknowledged that the nature of 
businesses will change with time. It is recommended to have ongoing risk assessments, i.e. 
repeat the assessment step of the rapid HIA at regular intervals (e.g. bi-annually or whenever 
major changes to project design or as appropriate, during review missions). New risks will emerge 
that cannot be identified or characterized at this point and any unanticipated impacts will be 
addressed accordingly. 
 
ES17. Improving Health Surveillance and Response is a fundamental component of on-going 
risk assessments, surveillance and response mechanisms. In collaboration with project area 
health surveillance professionals, specific activities would involve identifying the current health 
surveillance landscape in the LBECZ project areas to improve health surveillance to enable 
accurate health data recording; data loss scenarios (to capture new cases of important 
communicable diseases and mobile population cases); timely access to health data on critical 
vector-borne, animal-borne, water-borne illnesses and other communicable/infectious diseases 
to ensure effective management of risks; and coordination and collaboration in health surveillance 
across the border, to improve data sharing on emerging risks, manage potential outbreak 
scenarios collaboratively, and enable a focus on health opportunities in the project area.  
 
ES18. Finally, as workers shift their livelihoods from agriculture to wage-earning activities and as 
project areas become more urbanized, a number of measures are proposed to promote healthy 
lifestyles through the built environment. As part of the project component of capacity building on 
urban master planning, a health-proofing review of the proposed master plan designs for the 
economic zone areas will be undertaken. This will embed healthy urban design principles into the 
area master planning process and ensure the built environment will include health enhancing 
features to promote healthy lifestyles and daily routines such as safe and convenient active travel 
options, improve thermal comfort and reduce urban heat island effects, ensure good access to 
services and amenities, pedestrian, cyclists and road traffic safety, and other features.
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1. INTRODUCTION 
 
1.1. The Yunnan-Lincang Border Economic Cooperation Zone Development Project 
 
1. This proposed project will address urban and social development, border connectivity and 
trade facilities in three Lincang prefecture counties (Cangyuan, Gengma and Zhenkang) in 
Yunnan province, the People’s Republic of China (PRC). The PRC has requested the Asian 
Development Bank (ADB) to provide financing through a $250 million loan to improve 
infrastructure and integration facilities, regional cooperation, and local economic development in 
the Lincang Border Economic Cooperation Zone (LBECZ). The project will deliver four outputs: 
(i) Improvement of cross-border trade capacity; (ii) Improvement of urban environment 
infrastructure in Mengding Town and Qingshuihe National Port area; (iii) Upgrades to social 
infrastructure and services; and (iv) Strengthening of institutional capacity of involved agencies. 
 
2. The LBECZ is located adjacent to the Myanmar border. The project components are 
located in Qingshuihe village and Mengding Town of Gengma County, Mengdong Town and 
Mangka Town of Cangyuan County, and Nansan Town of Zhenkang (Figure 1). This part of the 
PRC shares an almost fluid inland border with Myanmar. Many local residents from both countries 
are from the same ethnic groups with similar living styles and habits, and share the similar culture, 
language, habits and economy. 
 

Figure 1: Location of project components within Lincang Prefecture, Yunnan Province 
 

 
 

3. The project involves the construction of several subprojects required to support the future 
development of this area (Figure 2). Subprojects include the development of: 

(i) A border residents trade market 
(ii) An international cooperation area 
(iii) Trade area roads 
(iv) A bridge over the Nanting River 
(v) Water supply and waste water treatment systems in the Qingshuihe border area 
(vi) Municipal solid waste management systems in the Qingshuihe border area and 

Mengding 
(vii) River rehabilitation in the Qingshuihe border area 
(viii) New energy public transport facilities in and servicing Mengding and Qingshuihe 
(ix) A new elementary school in Cangyuan 

Yunna
n  
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(x) An upgrade to an elementary school in Qingshuihe 
(xi) A new hospital in Zhenkang Sino (Myanmar Friendship Hospital) 
(xii) A new hospital in Qingshuihe 

 
Figure 2: Project components and their location in LBECZ area 

 

 
Source: PMO and PPTA consultants. 
 
4. In addition to these sub-projects, an institution capacity development component will 
capacity building and support for project and contract management, public financial management, 
border trade and logistics capacity building, teacher training and school leadership, healthcare 
service and hospital management and urban master planning. 
 
5. The work will involve between 960 and 1570 workers during the construction phase which 
is anticipated to last 6 years. The project components are expected to create around 1080 jobs, 
637 of which for unskilled workers.5 An overview of the subproject is provided below. A more 
detailed description of the project is available in the EIA for the project 
 
6. The Qingshuihe border residents trade market will be an important facility used by the 
local residents from both sides of the border. The new facility will replace the existing border 
residents trade market that can no longer meet the growing demand and will support the kind of 
trading that has been in place throughout the long history of the local area. Border trading is an 
important part of the daily life for the local residents in both sides of the border. The new border 
residents trade market will have 93,972 m2 of building area, with five functional areas: 

                                                 
5  Lincang Border Economic Cooperation Zone Management Committee. 2018. Yunnan Lincang Border Economic 

Cooperation Zone Development Project: Ethnic Minority Development Plan. 
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(i) Border Resident Market – the free market area where local residents from both 
sides of the border trade merchandise tax free, with a limitation in trade value set 
as CNY 8,000 for each resident. The area will be administrated and monitored by 
the custom authority. 

(ii) General Trading Area – where the conventional import and export trade can be 
conducted with necessary taxes following standard custom procedures for import 
and export. The area will serve as the general import and export facility to carry 
out trading activities for non-border residents. 

(iii) Receiving Area – serves as the receiving area for the goods imported from 
Myanmar and transferring area for the goods to be exported to Myanmar. The 
receiving area also has the functions of storage, goods distribution, logistics 
service, and other functions. 

(iv) Service Area – used for the employees for the market administration to provide 
supports and services for the operation of the market. The service area includes 
offices, cafeteria, dormitories, activity center, etc. 

(v) Display Area – The area will be used for import and export products display, 
marketing and other trade activities. 

 
7. The facility will be connected to all associated/linked utility facilities such as roads, power, 
water supply, waste water, and solid wastes which will be set up in the LBECZ. All buildings in 
the border resident market will be designed in according to national green building standard 
(GB/T50378-2006), and the considerations will be given to design the complex to meet the latest 
national standards for energy conservation, environmental protection, and green development. 
 
8. The Qingshuihe international cooperation area will serve as the important site for 
manufacturing, storage, logistics, international trade and other activities under the protection of a 
free trade zone (FTZ) policy. Chinese manufacturing enterprises will be able to set up production 
in the international cooperation area, receive raw materials from Myanmar, manufacture the 
products and send them back to Myanmar for resale without being charged for import and export 
taxes. The total building area of international cooperation area is 171,633 m2 and includes factory 
buildings and warehouses, office buildings and some other supporting buildings. Supporting 
facilities such as water supply, drainage, electricity, greening, will also be constructed. There are 
six functional subareas: 

(i) FTZ Manufacturing Area – to be used for FTZ manufacturing under the monitoring 
of customs. The FTZ manufacturing may include assembling of the imported 
materials, parts, electronics, equipment, etc., as well as the manufacturing of the 
imported raw materials. The area could also be used by Myanmar manufacturing 
enterprises making products using the materials or parts from China and resale 
the products back to China. 

(ii) FTZ Warehouse and Logistics Area – to be used as FTZ warehouses and logistics 
services. The imported products can be stored in the FTZ warehouses and 
exported back for resale without being charged for the import and export taxes. 
The area can be also served as logistics service center for product transport and 
shipment. 

(iii) Custom Joint Inspection Area – to be used by the custom for goods and 
manufacturing inspection for the compliance of FTZ and other import and export 
requirements. 

(iv) FTZ Working Area – to be used for the temporary storage of the products as they 
are being processed for various custom clearance requirements. 
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(v) Product Display Area – to be used for product display and business development 
for all enterprises in the cooperation area to promote more integration and 
corporation among these enterprises. 

(vi) The General Service Area – to be used for product display, offices, financial center, 
market, conference rooms, etc., and provide support for enterprises operating in 
the cooperation area. 

 
9. Qingshuihe Border Trade Roads will be constructed with a total of 5.07 km in length and 
within the core zone of Qingshuihe Border Port area. These will include the construction of six 
new urban branch (secondary) roads, including provision for cycling infrastructure. 
 
10. A bridge over the Nanting River will be built (350m cable-stayed bridge and 50m in height) 
connecting Qingshuihe Border Point Economic Zone and Mangka Cross-Border Passageway and 
infrastructure. 
 
11. A Qingshuihe water supply system of 20,000 t/d capacity, 32 km of water transmission 
lines and 28.1 km of water distribution lines and a Qingshuihe wastewater treatment plant of 
10,000 t/d capacity with 28.1 km of sewer piping network will be built to serve the Qingshuihe 
project area. 
 
12. A municipal solid waste management (MSW) management system will be built with 6 
MSW collection stations with toilets in Mengding, a 27 t/d transfer station and two collection 
stations with capacities of 7 t/d and 8 t/d in Qingshuihe as well as the MSW handling equipment 
for both towns. 
 
13. Qingshuihe River rehabilitation and landscaping will be undertaken for flood and pollution 
control, along a 3.43 km section of the river. The rehabilitation includes landscaping on both banks 
of the Qingshuihe River, 3.43 km of flood control rehabilitation, embankment, sewage pipelines, 
and greening of 6.658 million m2 along the river embankment. Construction of the scenery belt 
includes alley roads, small squares, lawns, a leisure pavilion, and other components. 
 
14. New energy public transport facilities in and servicing Mengding and Qingshuihe will be 
built and include 6 new energy buses, two charging stations (one in Mengding and another in 
Qingshuihe) with 37 fast charging posts and 129 regular charging posts and will enable the fast 
development of new energy bus public transportation system in the area. 
 
15. A new elementary school in Cangyuan, with a total capacity of 1080 students, teaching, 
sports and living areas; and an upgrade to an elementary school in Qingshuihe with a new 
classroom building, a new student dormitory and a new cafeteria will be built and accepting 
Chinese students as well as students from Myanmar that currently cannot attend due to existing 
limited capacity of schools in these towns. 
 
16. A new hospital in Nansan (Zhenkang county), the Zhenkang Sino-Myanmar Friendship 
Hospital, will be built with total building area of 56,009 m2, as a Class 2A general hospital with 
500 inpatient beds, fully equipped with medical equipment and devices. The hospital will consist 
of one five-story building for outpatients and emergency response, one five-story building for 
laboratories and offices, one nine-story building for inpatients, a smaller building for infectious 
diseases patients, a smaller building for psychiatric care, a diner, laundry house, and medical 
waste house ad medical sewage treatment station to treat waste water to GB 18466-2005 
standards (discharge standard of water pollutants for medical organizations). Medical waste will 
be treated in the new Liying Medical Waste Treatment Center in Fengqing County. The hospital 
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is estimated to have 800 medical staff, management staff and logistics staff. This new hospital 
with expanded capacity and upgraded services will replace the existing Zhenkang Country 
Hospital that can no longer cope with the increased demand for health services in the area. 
 

Figure 3: Zhenkang Sino-Myanmar Friendship Hospital Rending 
 

 
Source: Feasibility Study Report. 

 
17. A new hospital in Qingshuihe (Gengama county), the border hospital in Qingshuihe 
Border-crossing Economic Zone, will be built with a total area of 14,400 m2, as a Class 2A general 
hospital with 100 inpatient beds, fully equipped with medical equipment and devices. The hospital 
will consist of the one 4-story building with outpatient medical unit, medical and technical unit, 
emergency unit, surgery, and maternity, a 2-story infectious disease building with dedicated units 
for respiratory infections, vector-borne diseases and gastrointestinal infections, an administration 
building and service facilities. The hospital will have specific treatment of hospital wastewater and 
medical waste will be treated in the Lincang Municipal Medical Waste Centralized Disposal 
Center. 
 
1.2. Economic Zone Development: Known Health Risks and Opportunities 
 
18. The LBECZ is located outside of major urban centers, and, as such, infrastructure, 
services, knowledge, attitudes and practices around health are less developed than in more urban 
settings. The LBECZ is strategically placed to take advantage of cross-border collaboration, and 
consequently transient migrant populations are to be expected. This can place added pressure 
on health risks as it is recognized that a coordinated, bilateral health system addressing universal 
health coverage and harmonized surveillance for communicable and infectious diseases is 
currently lacking. The evidence on the health effects of economic zones indicates that these can 
present both health opportunities as well as health risks, depending on how well they are 
designed, implemented and managed (Figure 4). 
 
19. In a poorly functioning economic zone, health risks can stem from: 

(i) mixing of residential and industrial uses of land (the lack of appropriate buffer 
zones);  
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(ii) environmental issues such as airborne emissions, water pollution, noise, light, and 
vibration;  

(iii) inadequate health services for mobile and migrant workers and community 
members;  

(iv) inability of emergency preparedness and response sector to respond appropriately 
to industrial and community incidents;  

(v) conflicts between local residents and projects;  
(vi) lack of cohesion between community members and workers;  
(vii) resettlement that happens multiple times and infrastructure that remains 

unfinished;  
(viii) worker accommodation that is in poor condition; 
(ix) non-existent waste management strategies;  
(x) disorganized and chaotic traffic;  
(xi) workers not being equipped with safe working conditions or provided the basics to 

be safe on- and off-site;  
(xii) poor coping and personal health practices, such as alcohol and drug abuse;  
(xiii) human trafficking;  
(xiv) impoverishment; and  
(xv) lack of basic needs being met including access to safe water, sanitation, shelter, 

security, and safe food. 
 
20. In a well-functioning economic zone, health opportunities can stem from 

(i) universal health coverage for workers and community members;  
(ii) a harmonized health information and surveillance system;  
(iii) meeting of basic essential needs (clean water, shelter, sanitation, security, and 

food safety are accessible);  
(iv) proper zoning of residential and commercial, recreation, and industrial areas; 
(v) the capacity of the emergency preparedness and response sector to respond to 

both industrial and community incidents;  
(vi) industrial traffic having designated routes and road infrastructure in good, safe 

condition;  
(vii) strategic resettlement of households, when required, with infrastructure complete 

and in excellent condition;  
(viii) separate and safe industrial and public waste management;  
(ix) safe worker behavior on- and off-site;  
(x) peaceful cohabitation of workers and community members; 
(xi) strategic location and good condition of worker accommodations; and 
(xii) protection of cultural and spiritual sites. 
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Figure 4: Health risks and opportunities in Economic Zones 
 

 
Note: The above opportunities and risks inform core elements that should be considered in health impact assessment 
work for economic zones.  
Source: A Health Impact Assessment Framework for Special Economic Zones in the Greater Mekong Subregion. 
 
1.3. Objectives of the Rapid HIA 
 
21. As part of the EIA, health related risks and mitigations were identified for specific project 
components. Several health inputs related to project related health risks and possible mitigating 
measures have been included in the draft EIA report that was disclosed on May 2018. However, 
the EIA also called for the completion of a rapid Health Impact Assessment (HIA) to inform an 
enhanced understanding of baseline health conditions and key health issues within the project 
area that may hold risk. 
 
22. It is therefore the overarching objective of this rapid health impact assessment (HIA) to: 

(i) Characterize health conditions and issues for people living in the project area; 
(ii) Assess and prioritize health risks and opportunities for workers and community 

members the development of the project within a growing economic zone may 
hold; and  

(iii) Identify culturally and contextually appropriate health mitigation and enhancement 
measures the project should implement. 
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2. HIA METHODOLOGY 
 
2.1. Guiding Approach 

 
23. The approach for this rapid HIA is benchmarked by international HIA practice2 with specific 
guidance from the newly developed ADB HIA sourcebook3 and the ADB Health Impact 
Assessment Framework for Special Economic Zones4. As per the latter framework, a new, 
prospective health impact assessment should be conducted for newly proposed economic zones 
to ensure the zone is developed in a strategic manner that incorporates, plans for, and manages 
health risks, impacts, and opportunities right from the beginning. In this case, an HIA will focus on 
contextual conditions present in the region supporting the zone. A number of health risks specific 
to each project component have already been addressed in the EIA. This rapid HIA addresses 
health risks and impacts not fully captured within the EIA and EMP and furthermore focus on the 
contextual health conditions supporting project components. 
 
2.2. Core HIA Elements 
 
24. As per the HIA framework, the following ‘core elements’ were considered in conducting 
the rapid HIA for LBECZ: 

(i) Preexisting burden of diseases 
(ii) Transboundary impacts 
(iii) Resettlement 
(iv) Bringing people together from different cultures 
(v) The condition of worker accommodations 
(vi) The transportation of hazardous materials 
(vii) Shifts in the way of life and livelihoods 
(viii) Complaints and grievances 
(ix) The condition of transportation corridors and behavior of roadway users 
(x) The availability, condition, and capacity of health infrastructure and health services 
(xi) The availability of health services suitable for community members and EZ workers 
(xii) Personal health knowledge, attitudes and practices 
(xiii) Labor conditions with attention to gender issues 
(xiv) Priority emerging and reemerging infectious diseases 

 
25. Additional core elements have already been addressed as part of the EIA and supporting 
documentation and are not duplicated in this report. These include: local waste management 
conditions, existing environmental quality, and climate change. 
 
2.3. Potentially Affected People 
 
26. The HIA framework also outlines people who interface with zone development that should 
be considered in the assessment of health risks and opportunities. LBECZ-associated people are 
considered those who: 

(i) will be resettled as a result of project components;  
(ii) have their livelihoods positively impacted due to zone development (economic 

opportunities); 
(iii) have their livelihoods negatively impacted due to zone development (economic 

displacement); 
(iv) live adjacent to a developing zone; 
(v) live adjacent to worker accommodation facilities;  
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(vi) live along economic and transportation corridors associated with LBECZ-related 
industrial traffic; 

(vii) work in the construction of the zone and associated businesses; or 
(viii) work in the established LBECZ businesses. 

 
27. LBECZ workers (including those who are involved in the construction of the zone and 
associated facilities) are a critical population within the area supporting zone development. The 
safety, security, and fair treatment of workers are fundamental toward maximizing economic 
growth, income generation, and health opportunities in the LBECZ. The towns supporting zone 
development also represent home to workers (at least part-time), and how and where they spend 
their time off can have both positive and negative impacts to people within these areas. 
Conversely, baseline health conditions present within the project areas hold distinct risks to 
worker health. As such, workers are recognized as a fundamental part of the local communities. 
 
2.4. HIA Phases for Economic Zones 
 
28. There are five main phases for an HIA (Figure 3) process. Screening establishes the 
health relevance for the project, which in the case of the LBECZ relates to the sensitivity of 
development in border areas and the known health risks potentially associated with economic 
zone development (as described in section 1.2). The rapid HIA for the LBECZ project involved 
the first 4 phases and was accomplished with support from the Project Management Office 
(PMO), and relevant governmental agencies (regional and local Health and Family Planning 
Bureaus, Public Health Bureaus, Centers for Disease Control and Health Inspection Bureaus). 
 

Figure 5: The Health Impact Assessment Process 
 
 
 

2.5. Rapid HIA Activities for the Yunnan-Lincang Border Economic Cooperation Zone 
Development Project 

 
29. Preliminary work accomplished through the EIA identified a rapid HIA would be 
appropriate for this project. The rapid HIA involved: 

(i) Scoping and desk-based research to identify key health issues requiring 
consideration and associated health data gaps;  

(ii) A field mission to validate scoping phase findings and fill identified data gaps. 
This involved site visit to project component locations, and key informant 
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interviews/group discussions to collect additional baseline data related to health 
and the determinants of health;  

(iii) A risk assessment to identify and prioritize issues requiring attention; and 
(iv) The collaborative development of mitigation/management measures with 

area health officials. 
 
30. Scoping involved a desktop review of project related documentation. This phase also 
involved discussions with the ADB project team including safeguard specialists, project officers 
and consultants to understand better the health context for which this project would be developed, 
and health-related issues observed during previous project missions. A desktop literature review 
of peer-reviewed, governmental and non-governmental organization literature associated with the 
state of health and health determinants in the project area was also conducted. 
 
31. A field mission was undertaken on 11-15 June 2018 and involved observation of project 
component locations and the main project area. The mission also involved key informant 
interviews and group discussions with health stakeholders at the Lincang prefecture level and the 
project area level. Interviews and discussions were held with representatives from: 

(i) The Lincang Municipal Health and Family Planning Commission, Public Health 
Bureau and Center for Disease Control and Prevention;  

(ii) Zhengkang County Health and Family Planning Bureau, Center for Disease 
Control and Prevention, Health Inspection Bureau and County Hospital;  

(iii) Gengma County Health and Family Planning Bureau, and Center for Disease 
Control and Prevention;  

(iv) Mengding Township Center for Disease Control and Prevention; Director of 
Mengding Hospital;  

(v) Medical doctor from the Qingshuihe community health center. 
 
32. Data, information, grey literature and expert opinion on the health profile of local 
communities, key health needs and vulnerabilities, state of key determinants of health, potential 
project-related impacts and opportunities, existing disease prevention and health promotion 
programs, activities and initiatives were sought. The baseline health profile of local communities 
is described in section 3. The preliminary rapid HIA findings and recommendation emerging from 
the field mission were validated during a second consultation meeting with representatives from 
the Lincang Municipal Health and Family Planning Commission, Public Health Bureau and Center 
for Disease Control and Prevention on 15 June 2018. 
 

Figure 6: Consultation meetings in Zhenkang and Qingshuihe 
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33. A risk assessment was undertaken as per Draft ADB HIA Sourcebook3 and the ADB 
Health Impact Assessment Framework for Special Economic Zones in the Greater Mekong 
Subregion4. Given the strategic and rapid nature of the HIA, the risk assessment focused on 
identifying, and prioritizing issues requiring attention. The risk assessment was accomplished by 
collaboratively triangulating contextual information and data related to the issues of interest 
gathered during the scoping phase and field mission and completed using the professional 
judgement of the HIA consultants. These issues were reviewed with and agreed upon by project 
area health stakeholders. The results of the risk assessment are described in section 4. 
 
34. The method of assessment that underpinned this risk assessment followed two broad 
steps: the definition of the risk of impacts through an impact pathway linking a project components 
or activity to one or more health outcomes (mediated or not by a change in determinants of 
health); followed by the characterization of the health risk or impact to inform their prioritization. 
This method of assessment is underpinned by the scientific literature on the health impact 
pathways of interest, baseline health conditions and health priorities in the project area, 
consultation feedback from health stakeholders, regulatory standards (where relevant) and the 
policy context. Prioritization was informed by professional judgement on the magnitude of the 
effect, the vulnerability/sensitivity of affected populations and other contextual factors such as 
whether the impact could make a potentially important contribution to a recognized health priority, 
whether the impact is a strong or consistent issue highlighted by local health stakeholders, or 
whether the impact could affect known national, provincial, regional or local policy goals, aims or 
expectations. 
 
35. The development of mitigation measures was accomplished through a collaborative 
review of rapid HIA findings between the HIA consultants and local health stakeholders. These 
are described in section 5. 
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3. HEALTH BASELINE PROFILE 
 
3.1. Demography and socio-economic characteristics 
 
36. Yunnan Province is situated in the far southwest corner of the People’s Republic of China 
(PRC). It shares borders with Lao People’s Democratic Republic, Myanmar and Viet Nam. 
 
37. Approximately 47 million people reside in Yunnan Province.6 Over five years (2011-2016), 
Yunnan’s population has increased by 1.4 million, with growth occurring mainly in urban areas. 
The ratio of men to women is 51.5:48.5; 17.8% of the population is under 14 years of age, 73.4% 
between 15 and 64 years, and 8.8% is 65 and over. About 43.1% of the population reside in urban 
areas. 
 
38. As of 2016, there are 2,370,000 people residing in Lincang prefecture7 of which 21.3% of 
the population live in urban areas (504,446 people) and 78.7% in rural areas (1,865,554 people). 
 
39. Gengma, Zhenkang and Cangyuan counties have 291,296, 179,967, and 168,399 
inhabitants, respectively. The four towns where the various project components are located 
(Mengding, Mangka, Nansan and Mengdong) have a total of 187,067 inhabitants, with a 
breakdown by town provided in Table 1. 
 

Table 1: Population in towns of project area 
 

Town Population 
Mengding Town (Gengma County) 94,155 
Mengdong Town (Cangyuan County) 38,583 
Mangka Town (Cangyuan County) 13,792 
Nansan Town (Zhenkang County) 40,537 

Total 187,067 
Source: Gengma, Cangyuan and Zhenkang Statistical Yearbooks 2017. 

 
40. Yunnan Province is the most ethnically diverse region in China, with 33.5% of population 
being from ethnic minorities (EM). EM comprise 41.2% of the population of Lincang prefecture, 
58.8% of the population of the three project counties, and 42.8% of the population of the four 
towns in the project area. Dai, Wa, Yi and De’ang minorities make up 83.6% of the total EM 
population in the project area. The Wa share the largest percentage with 11.8%, followed by the 
Dai with 11.46%, the Yi with 11.15%, and the De’ang with 1.36%. The remaining 7.03% include 
Lahu, Lisu, Bulang, Bai, Miao, Jingpo, Hui, Zhuang, Buyi, Manchu, Yao, Hani, and other 
minorities.5 
 
41. Yunnan is one of the poorest provinces in the PRC, with a per capita gross domestic 
product of 52% of the national average in 2009. The poverty incidence rate is almost four times 
the national average.8 The number of people living in poverty in Yunnan has reduced in recent 
years, from 4.7 million in 2015 to 2.5 million in 2017, representing a decrease of 2.2 million (a 
47% reduction). In the same period the number of national poverty counties in Yunnan has 
declined from 88 counties in 2015 to 47 counties by 2017.5 

                                                 
6  National Bureau of Statistics of China. 2016. http://www.stats.gov.cn/english/ 
7  Lincang Statistical Yearbook 2017.  
8  ADB. 2011. Empowering Women through Rural Infrastructure.  

www.adb.org/sites/default/files/publication/29263/empowering-women-rural-infrastructure.pdf 

http://www.stats.gov.cn/english/
http://www.adb.org/sites/default/files/publication/29263/empowering-women-rural-infrastructure.pdf
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42. According to the official statistics from the Lincang Poverty Reduction Office, 86,108 
people were living in poverty in Lincang in 2017 with a poverty incidence of 5.05%. Cangyuan 
and Zhenkang are still national poverty counties with 23,291 people and 11,049 people living in 
poverty, respectively (18% and 8% of the counties’ population, respectively). Gengma hasn’t been 
a national poverty county since 2016 with only 2,548 people (1.3% of the county population) living 
in poverty.5 
 
43. The large proportion of EM populations in the project areas contributes to higher than 
average poverty levels. This is because EM populations have a lower level of education, higher 
rates of illiteracy and lower per capita farmland allocation. Furthermore, border counties are 
predominantly rural and remote mountainous areas with harsh geographical conditions, shortage 
of natural resources, weak infrastructure and social facilities.5 
 
44. A number of poverty reduction programs are in place for border communities. The Yunnan 
government has developed a series of special support policies to accelerate poverty eradication 
for ethnic minority groups inhabiting in border areas. Yunnan Provincial Government launched 
“2015-2017 Action Plan of Comprehensive Well-being Improvement for Border Ethnic Residents” 
in 2015. Lincang Prefecture developed and implemented a prefecture level 2015-2017 Action 
Plan of Comprehensive Livelihood Improvement for Border Ethnic Residents accordingly. This 
action plan comprises major five components: house reconstruction; fostering of special 
agriculture industry; village level infrastructure improvement (roads, water supply system and  
village level health care centers); improving the living environment in villages (solid waste 
collection points, drainage pipelines); and skills development for rural workers (agricultural 
technology training, professional farmer training, and entrepreneurship training). In addition to the 
integrated action plan, the Lincang government issued the “Lincang City Implementation Plan for 
Exempting 14-year education for Students in Three Border Counties” in 2016. Students from three 
border counties of Gengma, Zhenkang and Cangyuan have been exempted from tuition, 
accommodation and textbook fees including all students studying in pre-primary school, primary 
school, middle school and high school. The policy is aimed at not only easing financial pressure 
on EM poverty families but offering impoverished students opportunities to enjoy higher education 
in order to fundamentally lift border EM families out of poverty.5 
 
3.2. Health profile 
 
45. Local health officials report that infectious diseases are a priority concern in the three 
border counties associated with the project. Important infectious diseases include Dengue Fever, 
Malaria, HIV/AIDS, Tuberculosis, Influenza and other vector-borne and communicable diseases. 
In 2017, a program for prevention and control of dengue fever, Zika, malaria, and other vector-
borne diseases was implemented; the community comprehensive HIV prevention and control 
program was expanded from 32 to 69 villages (however, it is not yet being implemented in 
Qingshuihe village); an HIV diagnosis and treatment program targeting construction workers is in 
place; and a new prevention and control program for tuberculosis was launched. Free malaria 
testing and treatment, and free dengue testing is available at Qingshuihe health center. 
 
46. This section summarizes the baseline health profile of project-affected populations 
identified by county, regional, provincial and national authorities and from a review of publicly 
available, peer reviewed literature as priority issues. These include maternal and child health, 
non-communicable diseases, vector-borne diseases, sexually transmitted infections, and 
respiratory infections. 
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Maternal and Child Health 
47. The Maternal Mortality Rate (MMR) in Yunnan is about twice the national average of 
56.2/100 000 live births9, and in remote mountainous regions, the rate is five times higher.10 The 
national rate of birth in hospitals in 2005 was 79%, but in Yunnan, it was around 57%.11  However, 
the MMR in this province is declining. Studies show that the use of prenatal care, modern home 
delivery, hospital delivery and improvement in drinking water are helping to contribute to this 
decline.12 
 
Non-communicable diseases 
48. Non-communicable diseases (NCDs) were responsible for 88.5% of mortality in China in 
2016, and 82.6% of disability-adjusted life years (DALYs).13 Cardiovascular diseases, cancers 
and chronic respiratory diseases are top three groups of conditions responsible for the majority 
of the burden on NCDs.  NCDs are an increasing challenge for the health system. The prevalence 
of these conditions in the project areas was not ascertained but are likely to be in line with national 
levels and likely to be the top causes for mortality. The main types of cancer in the project areas 
were reported to be lung, liver and gastro-intestinal cancer. The contribution of hypertension, 
tobacco smoking and being overweight to the burden of NCDs in China is high (16%, 13% and 
8% respectively) The prevalence of smoking is especially high in men (estimated for West China 
at 59.2% in men, while at 2.0% in women).14 
 
Vector-borne diseases 
49. Malaria. Yunnan recorded consistent malaria outbreaks and epidemics in the recent 
past.15,16  Based on national network surveillance data, malaria cases in Yunnan Province 
accounted for 31.4, 14.0 and 17.3% of the overall cases in 2012, 2013 and 2014 respectively. In 
2012, Yunnan’s malaria incidence rate was 1.79/105 in 2012.17 Reasons for malaria epidemics in 
Yunnan Province may include its tropical and subtropical climate, especially in valleys18,19, and 
social factors such as the international movement of individuals to and from the Lao PDR, 
Myanmar and Viet Nam. A recent study showed that 20 to 30-year olds had the highest malaria 
incidence rate.17 High risks groups are identified to be male farmers and migrant workers as a 
result of undertaking outdoor jobs, their adverse working conditions. Southwest counties near the 
China-Myanmar border represent high-risk regions where the economic and health conditions 

                                                 
9  Li, C. 2001. Health care in rural China: current development and strategic planning. Chinese Health Econ; 20:11–13. 
10 Li, S., Bai, N. 2005. China Human Development Report 2005. Beijing, China: The China Development Research 

Foundation. 
11 Yunnan Provincial Bureau of Statistics, Office of Yunnan Provincial Maternal/Child Commission. 2002. Social 

Progress of Yunnan: Women and Children’s Development in 1990s. Kunming, China: Yunnan Guohao Publishing 
Company. 

12 Li, J., Luo, C. et al. 2007. Maternal mortality in Yunnan, China: recent trends and associated factors. An International 
Journal of Obstetrics and Gynaecology; 114 (7): 865–874. 

13 Institute of Health Metrics and Evaluation. Global Burden of Disease database. Data for 2016. 
14 Li, Q., Hsia, J., Yang, G. N Engl J Med. 2011 Jun 23;364(25):2469-70. doi: 10.1056/NEJMc1102459. Prevalence of 

smoking in China in 2010. 
15 Xu, J., Liu, H. 2012. The challenges of malaria elimination in Yunnan Province, People’s Republic of China. Southeast 

Asian J Trop Med Public Health; 43:819–24.   
16 Xia, Z.G., Zhang, L. et al. 2014. Lessons from malaria control to elimination: case study in Hainan and Yunnan 

provinces. Adv Parasitol; 86:47–79. 
17 Yang, D., Xu, C. et al. 2017. Spatiotemporal epidemic characteristics and risk factor analysis of malaria in Yunnan 

Province, China. BMC Public Health; 17(1):1-10 
18 Na-Bangchang, K., Congpuong, K. 2007. Current malaria status and distribution of drug resistance in East and 

Southeast Asia with special focus to Thailand. Tohoku J Exp Med; 211:99–113.  
19 Clements, A.C.A., Barnett, A.G. et al. 2009. Space-time variation of malaria incidence in Yunnan province, China. 

Malaria Journal; 8:180 
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have been identified to be relatively poor with more frequent movements of people to and from 
Myanmar for trading. New cases of malaria have been found to be positively associated with 
temperature, precipitation, rice cultivation and proportion of rural employees.20,21,22 
 
50. In 2010, PRC launched an action plan with the goal of malaria elimination by 2020.23 
Intensive malaria control interventions over the last decade have reduced the prevalence of 
malaria by 95% in border counties of Yunnan Province.24,25,26 A recent study showed that in these 
border counties 85% of malaria cases were imported, and most were transmitted by mobile and 
migrant populations (MMPs) with apparent infection origin in Myanmar. Malaria cases imported 
from Myanmar, from the continuous influx of migrants from Myanmar as well as Chinese migrant 
workers returning from abroad, are a key obstacle for malaria elimination in PRC.27,28 Recent 
intensification of malaria control in the border counties have been successful and no malaria 
transmission has been recorded in Lincang prefecture since 2016. Cases of malaria have been 
diagnosed in the area and are reportedly from Myanmar nationals. 
 
51. Dengue. Since 2000, sporadic imported cases of dengue fever (DF) have been reported 
almost annually in Yunnan Province.29 In 2008, a reported epidemic of DF was imported from 
Mujie City, Myanmar to Ruili City, where another border economic zone is located.30 Since 2013, 
one large-scale dengue outbreak has occurred in Xishuangbanna and Dehong Prefectures of 
Yunnan Province, which border Laos and Myanmar.31,32 From 2013 to 2015, dengue outbreaks 
have been reported annually in these border areas. In 2015, emerging indigenous DF was 
reported in Gengma County in Lincang Prefecture. This outbreak included 96 indigenous and 104 
imported cases. Imported patients originated from the neighboring Myanmar cities of Gungnong 
and Lashio.33 Dengue Fever has peak transmission in the summer months (July to October). 

                                                 
20 Wardrop, N.A., Barnett, A.G. et al. 2013. Plasmodium vivax malaria incidence over time and its association with 

temperature and rainfall in four counties of Yunnan Province, China. Malaria Journal; 12:452. 
21 Li, S.G., Yin, S.Q., Wang, J.Z. et al. 2016. Shifting from control to elimination: analysis of malaria epidemiological 

characteristics in Tengchong County around China-Myanmar border, 2005–2014. Malaria Journal; 15:45.  
22 Duan, Y.Z., Li, S.G. et al. 2013. A point-like outbreak caused by secondary transmission from an imported malaria 

vivax case. Int J Med Parasit Dis; 40:57–9 
23 Ministry of Health, People’s Republic of China. Malaria elimination action plan 2010–2020 (in Chinese). Beijing: The 

Ministry; 2010. accessed Jun 25, 2011. 
24 Xia, Z.G., Feng, J., Zhou, S.S.. Malaria situation in the People’s Republic of China in 2012 (in Chinese). Chin J 

Parasitol Parasit Dis. 2013, 31413–418. 
25 Wang, R.B., Zhang, J., Zhang, Q.F. Malaria baseline survey in four special regions of northern Myanmar near China: 

a cross-sectional study. Malaria Journal. 2014;13:302. 
26 China Office for the tenth Global Fund to fight Malaria: Impact Evaluation of Malaria Control across Chinese-Myanmar 

Border (in Chinese). Dissemination workshop of China’s tenth Global Fund to fight Malaria. Puer, Mar 31, 2014. The 
Office; 2014. 

27 Zhou, G., Sun, L., Xia, R., et al. Clinical malaria along the China-Myanmar border, Yunnan Province, China, January 
2011–August 2012. Emerg Infect Dis. 2014;20:675–8. 

28 Wangdi, K., Gatton, M.L., Kelly, G.C., Clements, A. Cross-border malaria: a major obstacle for malaria elimination. 
Adv Parasitol. 2015;89:79–107. 

29 Wu, J.Y., Lun, Z.R., James, A.A., Chen, X.G. Dengue Fever in mainland China. AmJTrop Med Hyg. 2010;83(3):664–
71. 

30 Zhang, H.L., Fu, S.H., Deng, Z., et al. An outbreak of imported dengue fever from Myanmar to the border of China, 
with its viral molecular epidemiological features. Zhonghua liu xing bing xue za zhi. 2013;34(5):428–32. 

31 Wang, B., Yang, H., Feng, Y., et al. The distinct distribution and phylogenetic characteristics of dengue virus 
serotypes/genotypes during the 2013 outbreak in Yunnan, China: Phylogenetic characteristics of 2013 dengue 
outbreak in Yunnan, China. Infect Genet Evol. 2016;37:1–7. 

32 Guo, X., Yang, H., Wu, C., et al. Molecular Characterization and Viral Origin of the First Dengue Outbreak in 
Xishuangbanna, Yunnan Province, China, 2013. AmJTrop Med Hyg. 2015; 93(2):390–3. 

33 Hu, C., et al. Epidemiological and molecular characteristics of emergent dengue virus in Yunnan Province near the 
China-Myanmar- Laos border, 2013–2015. BMC Infectious Diseases (2017) 17:331 
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52. Other vector-borne diseases have been recorded in Lincang (e.g. Japanese Encephalitis, 
Polio). 
 
Sexually transmitted infections 
53. HIV/AIDS. Yunnan is situated along a main drug trafficking route, moving heroin into China 
from Southeast Asia’s opium-producing “Golden Triangle” region.34 Since the first HIV epidemic 
in China was identified among people who inject drugs in Yunnan in 1989, Yunnan has been an 
important HIV area in China.35 In 2010, the cumulative number of reported HIV infectors and AIDS 
patients (HIV/AIDS) in Yunnan was 83,925 accounting for 21.0% of the total national figure.36 
Furthermore, Yunnan serves as a primary entry point for the introduction of different HIV-1 
genotypes into China.37,38,39 Yunnan is recognized as an epicenter of the HIV-1 epidemic in China. 
Various studies have been done on subpopulations with the prevalence of HIV, which include: 
people who inject drugs, male STD clinic attendees, pregnant women, female sex workers, and 
men who have sex with men.40 The major contributor to HIV transmission in this province before 
2006 was reported to be people who inject drugs, and after 2006, the main transmission route 
changed from intravenous injection to sexual contact.41 Yunnan has been recognized as an 
epicenter of the HIV-1 epidemic. 2010 statistics indicated the cumulative number of reported HIV 
cases accounted for 21.0% of the total national case load.42 It is acknowledged that this province 
serves as a key entry point for different HIV-1 genotypes into China.37, 38, 39 
 
54. In Lincang prefecture, HIV rates have reportedly been increasing in recent years. While 
prevalence remains low (~0.3% of population), sexual behaviors (condom use is reported to be 
not common) and injectable drug use are key risk factors for HIV transmission. 
 
Respiratory infections 
55. Pulmonary Tuberculosis (PTB):  Chinese national authorities established the 12th five-
year National TB Control Programme in 2011. The implementation of the integrated control 
strategies has helped control the burden of PTB, however, a continuous increase of the PTB 
burden has been observed in Yunnan province. A 2017 study identified an association between 
PTB infections and low socio-economic status and the in-migration of people into a district.43 
Tuberculosis, including HIV-TB co-infection is reported to be prevalent in the project area, 
especially in Nansan town with a reported number of 200 current TB cases under treatment. Rural 
low-income populations are reportedly most affected. The implementation of the integrated control 
                                                 
34 Beyrer, C., Razak, M.H., et al. 2000. Overland heroin trafficking routes and HIV-1 spread in south and south-east 

Asia. Aids; 14(1):75–83 
35 Lu, L., Jia, M., et al. 2008. The changing face of HIV in China. Nature; 455(7213):609–11. 
36 China Ministry of Health, Joint United Nations Programme on HIV/AIDS, World Health Organization. 2012 update on 

the HIV/AIDS epidemic in China. Chin J AIDS STD; 18(1):1–5 
37 Graf, M., Shao, Y., et al. 1998. Cloning and characterization of a virtually full-length HIV type 1 genome from a 

subtype B'-Thai strain representing the most prevalent B-clade isolate in China. AIDS Res Hum Retroviruses; 
14(3):285–8. 

38 Luo, C.C., Tian, C. et al. 1995. HIV-1 subtype C in China. Lancet; 345(8956):1051–2. 
39 Cheng, H., Zhang, J., et al. 1994. HIV-1 subtype E in Yunnan, China. Lancet; 344(8927):953–4 
40 Yang, L., Chen, M., et al. 2015. The changing trends of HIV-1 prevalence and incidence from sentinel surveillance 

of five sub-populations in Yunnan, China, 2001–2010. BMC Public Health; 15:376 
41 Jia, M., Luo, H., et al. 2010. The HIV epidemic in Yunnan Province, China, 1989–2007. J Acquir Immune Defic Syndr; 

53 Suppl 1:S34–40. 
42 China Ministry of Health, Joint United Nations Programme on HIV/AIDS, World Health Organization. 2012 update on 

the HIV/AIDS epidemic in China. Chin J AIDS STD; 18(1):1–5 
43 Huang, et al. 2017. Spatial-temporal analysis of pulmonary tuberculosis in the northeast of the Yunnan province, 

People’s Republic of China. Infectious Diseases of Poverty; 6:53 
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strategies has helped control the burden of PTB, however, a continuous increase of the PTB 
burden has been observed in Yunnan province. 
 
3.3. Health system in the PRC 
 
Health Service Administration 
56. The health system in the PRC is organized according to government administration, which 
includes central, provincial, prefectural, county, and township levels. Each government unit at the 
county level or higher has a functional health bureau under dual control of the corresponding 
government and the health bureau of a higher administrative level.44 Health care service provision 
in the PRC is broadly divided into three segments:45 specialized public health services; primary 
public and clinical health care; and curative health care (secondary and tertiary). 
 
57. Specialized public health services are carried out by Centers of Disease Control and 
Prevention (CDC) and health care agencies for women and children. The CDC oversees public 
health management. Governments at provincial, prefectural, and county levels have a CDC and 
also a health care agency for women and children. 
 
58. Primary public and clinical health care services are carried out by subdistrict health 
centers, community health service centers (stations) in the urban areas, township health service 
centers, village clinics in the rural areas, and outpatient departments in both areas. 
 
59. Curative health care services are carried out by hospitals. They are categorized into public 
(government) and nonpublic, according to ownership. Hospitals in the PRC are accredited as 
levels 1–3. Hospitals accredited as level one are at the township level for primary public and 
clinical health care described above. Hospitals accredited as level two are at the county and 
prefectural levels providing comprehensive health service with coverage for certain regions. 
Hospitals accredited as level three provide comprehensive or advanced health service with 
coverage for province or even the whole nation. Hospitals in each level are ranked as A or B on 
the basis of the functions, size, technical skills, equipment, and quality of service. A hospital 
ranked as A in level three is the best. Village clinics, township health centers, and hospitals at the 
county level constitute the basic rural health care delivery system. Although the number of primary 
health care institutions is high, these institutions only possess basic health care equipment. Health 
care needs that cannot be managed by primary health care institutions are referred to hospitals 
and other specialized health institutions at the county level. This is called the village–town–county 
three-tier referral system for the rural area. 
 
60. Mengding Town. Current health services available in Mengding town include one disease 
prevention and control center, three health centers, three private hospitals, 23 health clinics, 16 
private clinics, and 298 medical practitioners (including 120 formal employees). Qingshuihe 
village has one village health center with one doctor and one nurse and is only able to provide a 
very limited range of outpatient services. Free malaria testing and treatment and free dengue 
testing is available in the health center. This health center also doubles as a border health post, 
serving migrants in the area. The national standard for physicians density in PRC is 1 per 1000 
people, and with a population estimated at 2000 to 3000 residents, Qingshuihe village is 
underserved. An ambulance service is currently not available. In Qingshuihe village it is estimated 

                                                 
44 Shi, L. Health care in China: a rural-urban comparison after the socioeconomic reforms. Bull World Health Organ. 

1993;71(6):723–736. 
45 Liang, L., Langenbrunner, J.C.. The long march to universal coverage: lessons from China. Washington DC: World 

Bank; 2013. (Universal Health Coverage Studies Series (UNICO); studies series; no.9). 
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that 350 migrant workers from Myanmar are present. Nationals from Myanmar are required to 
make disbursements (fee-for-service) for health care services. Migrant workers and further cross-
border movements fueled by the on-going conflict in Myanmar have also reportedly burdened 
local health services. 
 
61. Nansan Town. Current health services available in Nansan town in Zhenkang county 
include the Zhenkang County People's Hospital and the Zhenkang County Hospital of Traditional 
Chinese Medicine. The services provided by the Zhenkang County People's Hospital cannot meet 
the current demand of border residents due to poor facilities and insufficient equipment. Patients 
often have to be transferred to Lincang city hospitals either due to limited bed provision or due to 
lack of medical equipment for diagnosis, resulting in poorer quality of care and increases health-
related costs patients and families (e.g. local residents report an additional cost of 300 Yuan per 
day including the travel cost, an accompanying member’s accommodation and meal when a 
patient has to be transferred to Lincang. 
 
Health Insurance System 
62. Residents in urban areas are covered by the Urban Employee Basic Medical Insurance 
(UEBMI) and the Urban Residence Basic Medical Insurance (URBMI) schemes and residents in 
the rural areas are covered by the New Rural Cooperative Medical Scheme (NRCMS).46 In 
addition to the three basic health care insurances, insurances for critical illness, medical 
assistance, and emergency disease assistance exist. Together they form a complete insurance 
system that protects Chinese citizens from expenses related to medical conditions. Foreigners 
using health care have to pay for the services. 
 
Health information system and selected health registers 
63. Surveillance for communicable diseases: surveillance for communicable diseases via the 
disease surveillance points system has been conducted for decades.47 In 2004, a real-time, case-
specific, and web-based disease surveillance system was set up.48 The system monitors 37 
communicable diseases and includes death reports. The state CDC developed a nationwide web-
based automated system for outbreak detection and rapid response to communicable diseases.49 
Cancer registries vary across the country. The National Central Cancer Registry of China was 
established in 2002 to collect and evaluate cancer data reported from local cancer registries.50 In 
2008, the Ministry of Health launched a national program to support cancer registries. The number 
of population-based registries at county level or above increased to 308 covering of 300 million 
people (22%) in 2014. However, the quality of the local cancer registries varies.51 
 
3.4. Other determinants of health 
 
64. Traffic related infrastructure in the project areas is in good condition. Roadways for the 
most part are spacious and driver behaviors have been observed to be generally safe. Public 
transport service is not currently available between Mengding and Qingshuihe. Electric bicycles, 
                                                 
46 Sun, Y., Gregersen, H., & Yuan, W. (2017). Chinese health care system and clinical epidemiology. Clinical 
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motorcycles, and motor tricycle are three common transport means used in the area to travel 
between Mengding and Qingshuihe highway. 59.9% of local residents use motorcycles for 
traveling, 43.7% use motor tricycle, 47.5% use electric bicycles and 12% travel with private cars. 
 
65. Solid waste management is still an unresolved issue in project areas of Mengding Town 
and Qingshuihe Area. Solid waste collection services are inadequate there. There are insufficient 
collection stations, garbage bins and garbage trucks in Mengding and Qingshuihe. Local 
community residents report that the current solid waste collection situation in Mengding and 
Qingshuihe is poor and in need of improvement such as inadequate dustbins and waste not being 
collected and carried in a timely and regular fashion result in a dirty environment with bad odors. 
Furthermore, inappropriate dumping of waste outside of bins and refuse piling up in front of 
houses for long periods of time contribute to the poor environmental quality. 
 
66. The municipal water facilities in Qingshuihe are inadequate for current residential and 
commercial needs. The access to basic utilities is low - 26% of households do not have access 
to clean piped water, and 29% are not connected to the sewerage system. Households, who are 
not connected to the Network drainage system, directly discharge their domestic wastewater on 
the ground outside houses or into their own yards or nearby ditches. Local residents report 
negative impacts associated with discharging wastewater into the open areas, including flies, 
mosquitoes and mice, and odors near the discharge areas. 
 
67. A description of land use in the project areas, the physical environment, the ecological 
environment, and additional information on solid waste management, water supply and 
wastewater treatment in the project area is available in the project EIA (EIA chapters 4.1, 4.2, 4.3 
and 4.7). 
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4. ANALYSIS OF HEALTH RISKS AND IMPACTS 
 
68. To identify key issues holding health relevance for workers and community members, the 
HIA SEZ scoping phase checklist was completed through the review of available project 
documentation and discussions with project staff and consultants. Completion allowed for the 
systematic identification of key issues holding health risk. As the project, itself, will involve direct 
improvement to some of the key issues identified (such as concern over environmental quality, 
waste management strategies, improvement of roads), subsequent phases of the rapid HIA 
focused on issues not directly addressed by infrastructure improvements, and issues already 
highlighted in the EIA (e.g. resettlement). Also, as per the GMS HIA Framework for, the analysis 
of health risks and impacts places workers as part of the community. As such, the risks identified 
during this rapid HIA are relevant for both workers and community members. 
 
69. The EIA has identified that during the construction period, the social and living 
environment will be affected, such as traffic barrier, land acquisition, noise and vibration caused 
by construction, construction dust, earthwork excavation and so on, which will affect the residents' 
normal life, rest and learning environment. From the EIA, through triangulation of additional data 
as part of the rapid HIA scoping phase, along with data collected during the HIA field mission 
identified the following health risks requiring management actions for this project: 

(i) Increased risk of infectious/communicable diseases transmission during 
construction and operation,  

(ii) Increased pressure on and demand for local health services during construction,  
(iii) Increased risk of non-communicable diseases during construction and operation,  
(iv) Increased risk of traffic-related injuries during construction and operation, 
(v) Increased risk of noise related health impacts during construction, and 
(vi) Increased risk of health-related impacts associated with resettlement. 

 
70. These risks are elaborated on below. 
 
4.1. Increased risk of communicable diseases transmission during construction and 

operation 
 
71. During the construction phase, there is a potential for an increased risk of transmission of 
vector-borne diseases, respiratory infections and sexually transmitted infections (including HIV). 
These risks are associated with: 

(i) The project site being located in an area where new cases of important vector-
borne and communicable diseases occur.  

(ii) The project requiring a migrant workforce during the construction phase. The in-
migration of construction workers from other geographical areas where vector-
borne disease, such as malaria or dengue, are prevalent should be expected. This 
can introduce or re-introduce these diseases to the project area. Malaria was 
endemic in the project area until very recently; currently the only malaria cases in 
the project area are imported cases diagnosed in migrant workers. Dengue 
transmission occurs every year with peak transmission in the summer months; 
imported cases of dengue constitute a considerable proportion of all dengue cases 
in Lincang. 

(iii) A pre-existing mobile population in the project area, primarily from Myanmar, which 
is an additional source location for vector-borne and other communicable 
diseases.  

(iv) Poor environmental management of construction sites that can create favorable 
conditions for the breeding of disease-transmitting vectors. Improper management 
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of solid waste and construction materials and debris can favor the pooling of water 
collections that serve as breeding sites for the Aedes mosquito (vector for dengue 
fever).  

(v) Poor worker accommodation conditions that optimize conditions for the 
transmission of respiratory infections amongst construction workers. Construction 
workers are a vulnerable population with lower education levels, low wages and 
sub-standard accommodation driving vulnerability and disease transmission. It has 
been observed in the project area that pre-existing worker accommodations are 
not adequate in terms of health and safety standards and thus pose risk to worker 
health, especially from a communicable disease perspective. 

(vi) Unsafe sexual behaviors, and workforce-community interactions that can 
contribute to the spread of sexually transmitted infections, including HIV. HIV 
prevalence is currently low in Lincang but has been increasing. Condom use has 
also been reported to be low. There are high rates of poverty in the project area 
and health literacy is therefore potentially low. These factors contribute to 
heightened risk of STI and HIV transmission amongst construction workers and 
local populations. 

 
72. During operation, the increase in routine cross-border movement of people from the 
enhanced cross-border trade activities holds a potential for importation of infectious diseases 
(dengue, malaria, other vector-borne diseases and other infectious diseases with high incidence 
in Myanmar) to the project areas. This can introduce or re-introduce these diseases to the project 
area. 
 
4.2. Increased pressure on and demand for local health services during construction 
 
73. Existing local health services, especially in the Qingshuihe border port area, currently 
struggle to meet existing demand. The Qingshuihe health center is anticipated to be the main 
local health service provider for the construction workforce, which at its peak will comprise up to 
1570 workers. This additional population within the catchment area of the health center will place 
further stress on the health center and reduce the quality of care it is able to provide to the local 
population. 
 

Figure 7: Qingshuihe health center 
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4.3. Increased risk of non-communicable diseases, including psychosocial conditions 
during construction and operation 

 
74. During construction, a number of activities will generate dust, noise and traffic. Dust-
related health effects can include the exacerbation of respiratory conditions as well as decreased 
wellbeing. Noise from construction activities and construction traffic can cause sleep disturbance 
(at night), annoyance, cognitive impairment in children and stress-mediated cardiovascular 
conditions.  The increase in construction traffic in local roads can also change the safety as well 
as community perceptions of safety of local roads and generate stress and anxiety in local road 
users and pedestrians. 
 
75. During operation, and as the project areas in Quingshe and Nansan develop and become 
more urbanized, and as the local population progressively shifts their livelihoods from agricultural 
work to wage-earning activities, a lifestyles, behaviors, and daily routines will shift. These shifts 
will likely decrease the amount of physical activity local resident take, affect their diet and other 
cardiovascular disease risk factors. 
 
4.4. Increased risk of traffic-related injuries during construction and operation 
 
76. This will increase traffic in the project area. Increased industrial traffic can increase the 
risk of traffic related injury and mortality rates, especially in rural areas where road users are 
diverse, road user behaviors are typically poor and road conditions are subpar. The increase in 
construction traffic, especially of heavy goods vehicles, along the road local networks will affect 
road safety and the risk of road traffic accidents and injuries. This risk is higher for pedestrians 
and cyclists and near vulnerable receptors such as schools and other social services. 
 
77. Construction-related traffic in the local areas is expected to increase. While road 
infrastructure is in good condition, roadways for the most part are spacious and driver behaviors 
have been observed to be generally safe, some instances of improper and unsafe use of road 
infrastructure were observed. A recent study has identified that between 2004 and 2014, Yunnan 
Province had the highest rate of serious fatal – road traffic accidents (SF-RTAs) as compared to 
all other provinces in the PRC.  While local project area SF-RTA rates are unknown given this 
project will increase traffic in the area, traffic-related injuries and mortality remain a risk that needs 
to be addressed. In addition, when the economic zone is fully operational, heightened industrial 
traffic will be a normal part of business in the region and other smaller trade-related traffic will also 
increase. 
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Figure 8: Multiple road users in the project area 
 

 

Figure 9: Unsafe use of roadways in the project area 
 

 
 
4.5. Increased risk of noise related health impacts 
 
78. As per the EIA, construction works may cause objectionable noise nuisance to workers, 
and most importantly, the students or teachers at this Qingshiuhe school and the local community 
living in vicinity of the proposed Cangyan Guomen School. Night-time construction traffic and 
related offloading can also generate night-time noise and related impacts. Noise-related impacts 
include health effects such as annoyance in the general population and learning impairment in 
school children related to day-time noise exposure, and sleep disturbance related to nigh-time 
noise exposure. 
 
79. According to World Health Organization (WHO) guidance, to avoid sleep disturbance at 
night, sound pressure levels at the outside facades of the living space should not exceed 45 dB 
LAeq,8-hr and 60dB L Amax, so that people may sleep with bedroom windows open. These 
values have been obtained by assuming that the noise reduction from outside to inside with the 
window partly open is 15 dB(A). To protect the majority of people from being seriously annoyed 
during the daytime, the sound pressure level on balconies, terraces and outdoor living areas 
should not exceed 55 dB LAeq,16-hr for a steady, continuous noise. To protect the majority of 
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people from being moderately annoyed during the daytime, the outdoor sound pressure level 
should not exceed 50 dB LAeq,16-hr. 
 
4.6. Increased risk of health impacts associated with resettlement 
 
80. Health impacts associated with resettlement and loss of livelihoods can be dependent on 
the adequacy of resettlement action planning, livelihood restoration planning and the 
implementation of appropriate mitigation measures. Potential impacts with health implications can 
include: 

(i) reduction in food security (if resettlement sites do not provide opportunity for at 
minimum, small-scale harvesting);  

(ii) loss of access to important social and health services (these services are generally 
provided at the commune level so if the resettlement site is not located in close 
proximity to the rest of the commune villagers will be impacted); 

(iii) increase in drug and alcohol consumption if cash compensation is not dovetailed 
with engaged resettlement planning with affected people prior to relocation; 

(iv) social dislocation and impacts to social and cultural support networks if resettled 
location is not adequately planned to minimize this; 

(v) homelessness if only cash compensation is provided; 
(vi) stress-mediated mental well-being disorders such as anxiety and depression 

associated with resettlement.  
(vii) Other health and wellbeing impacts if new infrastructure and housing at the 

resettlement site is not built appropriately. 
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5. HEALTH IMPACT MITIGATION AND ENHANCEMENT 
 
81. The following recommendations include those already provided earlier in the EIA 
(associated with specific project components) and those developed in partnership with local 
health officials during the rapid HIA work. They support on-going activities at the project site level 
and prompt an active, preventative approach to health to ensure potential negative health impacts 
are mitigated and managed effectively. The recommendations are required to protect both 
workers and community members alike. 
 
82. According to the EIA, the project contractors will implement precautions to protect the 
health and safety of construction workers. The occupational health and safety risks will be 
managed by applying measures in the following order of preference: avoiding, controlling, 
minimizing hazards, and providing adequate protective equipment. All workers will undergo a site 
induction/orientation that will highlight expectations on minimizing impacts to the physical and 
social environment. There will be an on-site and off-site code of conduct established that will 
outline roles, responsibilities and consequences for non-compliance. According to the EIA, prior 
to construction, the Environmental Management Plan will be finalized to include the following 
components: 

(i) Public Health Management Plan 
(ii) Waste and Hazardous Material Management 
(iii) Worker accommodation Management (if there are workers’ camps) 
(iv) Traffic Safety Management component during construction 
(v) Dust, Noise and Vibration Management 
(vi) Occupational Health and Safety Management 

 
83. The community and occupational health and safety-focused recommendations as 
highlighted in the EIA include: 

(i) Construction of the Qingshuihe school will occur during the holiday season to avoid 
noise during school period and delayed cognitive development in school children; 
additional noise-related mitigation is provided in the EMP (EIA Annexure 3, item 
2.3)  

(ii) Measures during construction works to avoid stagnated water in construction sites 
that could create temporary breeding sites to mosquitoes 

(iii) During construction, the EA and the PIUs through the construction company will 
engage in public consultations and EMP trainings to improve worker and 
community members’ knowledge, attitudes and practices on health and safety.  

(iv) Construction sites will be fenced off and marked, so as to prevent the access of 
local residents, in particular children in the vicinity of construction sites 

(v) Contractors will implement precautions to protect the health and safety of 
construction workers. All workers will undergo a site induction/orientation that will 
highlight expectations on minimizing impacts to the physical and social 
environment. There will be an on-site and off-site code of conduct established that 
will outline roles, responsibilities and consequences for non-compliance.  

(vi) in collaboration with local health services, construction workers can be screened 
and treated for infectious diseases such as malaria, dengue, sexually transmitted 
infections upon recruitment and before leaving to their home communities. Periodic 
examinations by occupational health physicians should be available to all 
construction workers for screening, early diagnosis and treatment of occupational 
diseases and key infectious diseases.  

(vii) Conducting regular information, education and communication (IEC) campaigns 
addressed to all site staff and labor (including truck drivers and delivery crews) and 
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the immediate local communities concerning project risks and impacts, and 
appropriate preventative behaviors with respect to STIs, including HIV, malaria, 
dengue and other vector-borne diseases, vaccine-preventable diseases, 
tuberculosis and other infectious diseases  

(viii) Developing peer educator program for workers and providing work time for peer 
educator’s activities  

(ix) Distributing condoms to project workers and educating them regarding use 
(x) Contractually requiring project transportation contractors to provide HIV/AIDS 

education programs, condom distribution, and case finding/treatment of curable 
STIs during required medical exams for truckers; and providing support for a 
Voluntary Counseling and Treatment (VCT) program at the local hospital, based 
on needs. 

 
84. The proposed project is classified as category A for Involuntary Resettlement given the 
need for involuntary land acquisition resulting in physical and economic displacement. The 
proposed roads, hospitals, schools, WTP, WWTP, and solid waste collection and transfer stations 
will acquire the total land of about 2,140 m2, including farmland and rubber plantation. It is 
estimated that over 200 affected persons will lose 10% of their productive land and some houses 
and enterprises/offices will be demolished. The PMO and implementing agencies are preparing 
a resettlement plan in compliance with PRC regulations and ADB’s Safeguard Policy Statement 
(2009). The following health-focussed mitigation measures associated with resettlement should 
be included in the resettlement plan: 

(i) Select a resettlement site that does not affect cultural connections, food-security, 
and access to existing socio/cultural support networks and health and social 
services. It is also important to ensure the relocation site has minimal risk for the 
transmission of vector-borne and water-borne infectious diseases. 

(ii) Provision of technical assistance in terms of an architecture/home design and 
livelihood specialist to engage with households on the individual level to establish 
a resettlement household plan. This type of planning reduces the risk of 
homelessness, stress-mediated disorders, food-security and allows for household 
needs to be met accordingly post-relocation. 

(iii) Training of health staff and village health workers on signs of stress-mediated 
disorders and non-invasive preventative and treatment options to optimize 
opportunities for livelihood restoration efforts. 

 
85. Priority recommendations from the rapid HIA focus on: 

(i) preventing the spread of infectious disease,  
(ii) strengthening local health service capacity and emergency preparedness and 

response,  
(iii) supporting health sector relationships in the project area,  
(iv) ensuring safe and healthy worker accommodation,  
(v) maintaining low traffic injury and mortality rates, 
(vi) conducting on-going health risk assessments, 
(vii) promoting healthy lifestyles and preventing non-communicable diseases, and 
(viii) improving health surveillance and response. 

 
86. These recommendations are described below and included in Table 2 as a public health 
management and monitoring plan (PHMMP). These recommendations and PHMMP will be further 
developed during implementation, in collaboration with the health stakeholders of the project area 
of influence. 
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5.1. Preventing the spread of infectious disease 
 
87. Strategies for the prevention, further spread and re-introduction of infectious diseases will 
seek to: 

(i) Increase access to malaria and other vector-borne/communicable disease 
prevention and control services in the project area 

(ii) Strengthen malaria and other vector-borne/communicable disease prevention and 
control services in Myanmar 

(iii) Promote cross-border collaboration for vector-borne/communicable diseases and 
malaria elimination 

(iv) Strengthen preventative behaviours on vector-borne and communicable diseases 
in general through an understanding of Knowledge, Attitudes and Practices (KAP) 
on vector-borne and other communicable diseases in the project area. 

 
88. Specific strategies will include: 

(i) Vector-borne diseases prevention activities at construction sites will be 
implemented. This will include built-in design measures in project buildings and 
public spaces to reduce mosquito breeding. Existing community-level dengue 
prevention activities will be scaled-up during LBECZ construction.  

(ii) Existing efforts for malaria elimination and control of other communicable diseases 
at different levels will also continue and be further supported. The challenge of 
cross-border movement of people and malaria importation will continue and could 
even increase with increased cross-border movement of people. Prior to 
construction, a workshop will be facilitated with health stakeholders on addressing 
existing infectious disease risks in the project area and to explore options for 
targeted infectious disease prevention and control for migrant workers working on 
the LBECZ construction site. These activities could also be implemented through 
existing health-focused non-governmental organizations operating in the area.  

(iii) The existing Public Health Bureau’s Community Comprehensive HIV/AIDS 
Prevention and Control Model will be expanded to Qingshuihe village to also 
include other communicable diseases. The existing Construction Workforce HIV 
Prevention Program will also be expanded and implemented to include other 
communicable diseases at the beginning of the construction phase, given the size 
of the construction workforce and the and duration of the construction period. 

(iv) The development of an infectious disease outbreak preparedness plan that would 
outline an organizational chart for response, communication and action protocols, 
roles and responsibilities, key points of contact and implementation resources 
required. 

 
89. Additional vector-borne and other communicable disease interventions targeting different 
groups of MMPs52 (as relevant) in the project area (e.g. Yunnan Province/Lincang prefecture and 
Myanmar’s Shan State/border districts of Shan State North) will be guided by KAP findings. 
Specific interventions could include: 

                                                 
52 Traditional slash-and-burn and paddy field farming communities visiting their forest farms, commonly ethnic minority 

groups; seasonal agricultural labourers; military patrols, border guard forces, and armed groups; forest workers in 
the formal sector (police, border guards, forest/wildlife protection services); forest workers in the informal sector 
(hunters, small-scale gem/gold miners, people gathering forest products such as timber, rattan/bamboo; transient or 
mobile camps associated with commercial projects (road/pipeline construction, large-scale logging; formal and 
informal cross-border migrant workers (legal and illegal workforces). 
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(i) Setting up malaria screening points at bus stations along international borders and 
working with cross-border bus companies to provide messages about vector-borne 
and other communicable disease prevention;  

(ii) Mapping formal and informal work sites and hard-to-reach populations for vector-
borne and communicable disease prevention using standard operating procedures 
(SOPs);   

(iii) Intensifying case detection at development sites and hard-to-reach populations 
and identifying/ training mobile vendors to provide health education and referral 
services; and 

(iv) Working with immigration officers and police to explain public health messages, 
advocating for collaboration with key decision-makers and employers of migrants 
by explaining the cost-benefit of having healthy workers. 
 

5.2. Supporting health sector relationships and partnerships in the project area 
 
90. ADB’s work on managing health risks in economic zones has identified that political 
support, collaboration, and commitments from a number of government authorities are required 
for successful realization and optimization of health benefits and effective management of health 
risks. In border areas, a deeper approach is required to address transboundary health issues; 
collaboration and relationships are required between officials from each respective country. 
Strong relationships and collaboration contributions will see improved access to appropriate 
health services for mobile and migrant workers and community members and a reduction of 
identified health risks through the initiation of mitigation and management measures. 
Collaboration and coordination on health, in the end, provides enhanced space to focus on health 
promotion, and reduces reactionary responses enacted to address emerging health issues. This 
is particularly relevant to the Yunnan Lincang Border Economic Cooperation Zone Project area. 
 
91. At present, regular meetings amongst health officials within the PRC occur and bilateral 
meetings also take place between health officials from PRC and Myanmar. Given the history of 
movement, trade and relations between people in this area (within the project area but also 
between the PRC and Myanmar) strengthening information-sharing mechanisms, surveillance, 
and health promotion actions with a view to addressing infectious disease will undoubtedly benefit 
all as the zone continues to develop. 

5.3. Strengthening local health service capacity and emergency preparedness and 
response 

92. The project EMP in the EIA report (EMP annexure 3, item 2.8) includes a mitigation 
measure to establish regular engagement with Qingshuihe Health Center to ensure capacity at 
the center is available to provide medical services to the construction workforce and strengthen 
health staff at the center or at the worker camps medical facilities, as needed. 
 
93. This aspect is critical to manage health issues associated with the local and incoming 
worker population. It is recommended that the Qingshuihe health centre increase health staff to 
meet PRC requirements (1 doctor per 1000 population), in order to better serve existing 
population and cope with the incoming construction workforce. 
 
94. In addition, it is recommended that occupational health services be provided at the 
construction site. Emergency vehicles are required to transport more serious cases occurring on 
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sites in the Qingshuihe port area to the nearest hospital located in Mengding town, which is 30 
minutes away). 
 
95. In terms of health emergency services capacity, it is further recommended that an 
emergency preparedness and response capacity assessment be undertaken especially on 
dealing with disease outbreaks. This assessment will clearly identify gaps in service appropriate 
for zone development and will inform the development and implementation of the Yunnan Lincang 
Border Economic Cooperation Zone emergency preparedness and response plan. 
 
5.4. Ensuring safe and healthy worker accommodation 
 
96. According to the EIA (paragraph 635), a worker accommodation plan will be developed, 
whenever worker camps are set up, as part of each contractors’ site specific environmental 
management and supervision plan. The EMP (EMP annexure 3, item 2.8) ensures worker 
accommodations meet international health and safety standards to mitigate environmental, health 
and safety risks, and ensure construction sites, canteens, food, water and food handling, and 
toilets, are maintained under hygienic conditions as outlined by international standards for worker 
accommodations. 
 
97. Observations of existing local worker accommodations indicate the possibility of unsafe 
conditions. Given the presence of tuberculosis and other communicable diseases in the project 
area, it is recommended to implement the ADB SEZ HIA Framework’s checklist (Appendix A) as 
a due diligence process to ensure safe and healthy worker accommodations to reduce the risk of 
tuberculosis and other communicable disease transmission on this vulnerable population. The 
meeting of these minimum standards for worker health and safety should be made a contractual 
obligation as part of this project. 
 
5.5. Maintaining low traffic injury and mortality rates 
 
98. While low traffic injury and mortality rates should be celebrated in the project area, the 
reality is, construction phases involve increased industrial traffic. In addition, when the economic 
zone is fully operational, heightened industrial traffic will be a normal part of business in the region. 
As such, the development and implementation of a traffic management plan, based on a risk 
assessment is an important preventative action to ensure road traffic injuries remain low in the 
area. 
 
99. The project’s EMP (annexure 3, item 2.8), stipulates that a traffic control and operation 
plan must be prepared by the contractor in consultation with the local traffic management authority 
prior to any construction and further defines that the plan will include: 

(i) Selection of haulage routes to reduce disturbance to regular traffic. 
(ii) Trucks hauling construction material and waste to be fully covered. 
(iii) Divert or limit construction traffic at peak traffic hours. Construction traffic at the 

school site will be avoided during critical periods such as school drop off and pick 
up times. 

(iv) Project owner to work with local highways authority and traffic police to carry out 
road maintenance work during the construction process. 

(v) Construction units to strengthen traffic safety education for vehicle drivers; and 
(vi) Construction vehicles on designated routes or locations such as in the crossing of 

villages, densely populated areas and near sensitive locations (schools, health 
facilities and other social services) to drive slowly and according to designated 
speed limits (e.g. 30 km/h). 
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100. According to the EIA (paragraphs 629 and 649), a traffic risk assessment shall be 
undertaken prior to construction, to inform the development of this plan, and the plan shall further 
stipulate: 

(i) Zero tolerance clauses in the worker codes of conduct for non-compliance with 
speed limitations; 

(ii) Traffic signs on entry and exit points of construction sites, and signs inside villages 
for caution with the transportation machinery; 

(iii) Prohibition for overloading near schools, traffic arteries and other densely 
populated areas; 

(iv) Avoidance of overrun vehicles on the road, large tonnage of vehicles in and out of 
the narrow village roads;  

(v) Active precautions and measures through the widening reinforcement, and 
watering of berms; 

(vi) No parking of construction vehicles on roads adjoining to project area is allowed; 
and 

(vii) Engaging with local residents along transportation corridors with traffic safety 
awareness campaigns. 

 
101. Furthermore, the plan shall define institutional capacity/guidelines/plans on the proper 
transportation, storage, and treatment of hazardous materials (detailing storage, handling, 
transportation and waste management appropriate for current and future economic zone 
contexts); and an emergency preparedness and response plan and response capacity in case of 
an incident involving hazardous material (or otherwise). 
 
102. This plan shall outline objectives, roles and responsibilities, management actions, a 
schedule, human and financial resources and collaboration efforts required with other institutions 
associated with managing health risks from traffic. 
 
5.6. Conducting on-going risk assessments and Due Diligence Reviews of Mitigation 

Measures 
 
103. As per the ADB HIA framework for economic zones, it is acknowledged that the nature of 
businesses within an EZ will change with time. This zone will continue to grow, new businesses 
will be established. As such, potential new risks will emerge that cannot be identified or 
characterized at this point. As this is a Category A project, it is recommended that as part of 
regular environmental and social monitoring, the LBECZ repeat a health risk review with local 
health stakeholders at regular intervals (e.g. semi-annually). This risk review would ideally 
generate a ‘health report’ for the area that could be distributed to companies (both construction 
and operational) as to ensure they are aware of existing health risks in the area, appropriate 
preventative measures along with information related to testing and treatment if required. 
Incoming businesses can use this information in induction training and can inform proper worker 
health mitigation measures. Such a collaborative process will strengthen relationships between 
the health and business sectors in the economic zone; a necessary requirement for effective, on-
going health risk management in economic zones. 
 
104. Third-party due diligence reviews of mitigation measures will also occur across the 
construction phase of the project. 
 
105. Ongoing risk assessments and third-party reviews will also enable an update of the public 
health management plan where relevant. 
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5.7. Promoting Healthy Lifestyles and Preventing Non-Communicable Diseases 
 
106. As people in the LBECZ area shift their livelihoods from agriculture to wage-earning 
activities and as project areas become more urbanized, a number of measures are proposed to 
promote healthy lifestyles through the built environment. As part of the project component of 
capacity building on urban master planning, a health-proofing review of the proposed master plan 
designs for the economic zone areas will be undertaken. This will embed healthy urban design 
principles into the area master planning process and ensure the built environment will include 
health enhancing features to promote healthy lifestyles and daily routines such as safe and 
convenient active travel options, improve thermal comfort and reduce urban heat island effects, 
ensure good access to services and amenities, pedestrian, cyclists and road traffic safety, and 
other features. 
 
5.8. Improving Health Surveillance and Response 
 
107. A fundamental component of on-going risk assessments is surveillance and response 
mechanisms. These are critical for enabling a predictable setting and accountability for risks, 
impacts, and management measures. A surveillance model will involve multifaceted data from 
many sources including the health sector. These data need to be able to describe current 
conditions along with the contextual setting. Linked with an on-going risk assessment, 
surveillance and response represents an ongoing, dynamic, and iterative process that is also 
responsive to growing and changing Economic Zone communities. The model will provide a clear 
process for collecting and tracking issues related to community and worker health in an EZ area 
and for measuring the effectiveness of mitigation measures. Surveillance data also can inform 
further investigations to identify root causes of emerging heath issues. Importantly, surveillance 
data feed into the risk assessment, which can trigger a new response if and when required. 
 
108. In the past, ADB has focused on strengthening health surveillance in GMS countries. The 
health data landscape in economic zones (and across the Asia-Pacific) is often fragmented. 
Health data is held in public institutions, private clinics, worker health clinics with no sharing 
mechanisms in place. Also, many users of health services in the GMS prefer to self-treat 
communicable diseases, and pharmacies represent a vacuum of data loss in respect to capturing 
emerging cases. As such, reactive health management is the norm, and the burden and trends in 
diseases and the risks and impacts associated with development projects in terms of these 
diseases are unknown and thus, unable to be managed strategically. 
 
109. ADB’s work on managing health risks in economic zones has identified that a well-
developed health surveillance system is needed to monitor and respond appropriately to risks 
that may manifest in these dynamic and ever-changing areas. Cross-border health surveillance 
mechanisms are of utmost importance in border economic areas as the reality is, these regions 
pose an additional challenge: the loss of health data across the border. To exemplify this point, 
in a similar economic zone between Lao PDR and Thailand, worker health data is recorded in 
Thailand as adequate health services are not available on the Laos side of the border. As such, 
the data profile of economic zone workers in Laos is effectively lost to Thailand. There is no 
sharing of worker health data in this area. A similar observation has been made between 
Cambodia and Viet Nam in the Bavet economic zone area. It is known this phenomenon exists 
also in the Yunnan Lincang Border Economic Cooperation Zone project area, with data from 
residents of self-administered areas in Myanmar reportedly captured in Yunnan. For example, a 
recent investigation into a Polio case originating from Myanmar in the project area (Lincang) 
identified a seven-day delay in cross-border information sharing and the need for enhanced cross-



36 
 

border collaboration to manage potential outbreak scenarios.53 The majority of malaria cases in 
Yunnan have also a reported infection origin in Myanmar and stress malaria elimination efforts.54 
 
110. There is also a reported high number of cross-border transients in the project area. An 
increase in mobility stimulated by the development of the Yunnan Lincang Border Economic 
Cooperation Zone project is expected. Difficult to manage, communicable (and other) diseases 
have already been identified in this area (malaria, dengue, drug-resistant tuberculosis, polio, 
HIV/AIDS). As such, a strengthened health surveillance system is a fundamental requirement and 
highly recommended for the effective and strategic (rather than reactive) management of 
important communicable diseases and transboundary health issues, risks and impacts as the 
zone begins to develop. 
 
111. It is the objective of this recommendation to facilitate a series of activities to explore the 
strengthening of health surveillance in the Yunnan Lincang Border Economic Cooperation Zone 
Project area with the aim of capturing mobile and migrant cases and strengthening cross-border 
surveillance. 
 
112. Specific activities would involve mapping the strengths and gaps of the current health 
surveillance landscape in the Yunnan Lincang Border Economic Cooperation Zone Project area, 
and the reach of the existing health information system and health registers to the project area, 
especially the CDC’s surveillance for communicable diseases. This will be based on health 
priorities as identified in this report and updated after conducting regular on-going risk 
assessments (as described in 4.6) and involve a detailed assessment of: 

(i) current data recording, enumerating and analysis methods;  
(ii) data loss scenarios;  
(iii) process and capacity of handling, treating and communicating health data. 

 
113. In collaboration with project area health surveillance professionals, this information would 
improve: 

(i) health surveillance to ensure accurate health data recording;  
(ii) data loss scenarios (to capture new cases of important communicable diseases 

and mobile population cases);  
(iii) timely access to health data on critical vector-borne, animal-borne, water-borne 

illnesses and other communicable/infectious diseases to ensure effective 
management of risks.  

(iv) Coordination and collaboration in health surveillance across the border, to improve 
data sharing on emerging risks, manage potential outbreak scenarios 
collaboratively, and enable a focus on health opportunities in the project area. 

 
 

                                                 
53 Wang, et al. BMC Infectious Diseases (2015) 15:18. DOI 10.1186/s12879-015-0745-y 
54 Wangdi, K., Gatton, M.L., Kelly, G.C., Clements, A. Cross-border malaria: a major obstacle for malaria elimination. 

Adv Parasitol. 2015;89:79–107. 
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5.9. Grievance Redress Mechanism 
 
114. The effective management of grievances requires a systematic process to receive, 
investigate, and respond to questions and complaints. Grievance management is a normal part 
of business functions, and includes the development and management of economic zones. It can 
be expected that specific concerns related to these projects would be related to dust, traffic safety, 
water pollution and noise during construction. Worker accommodation related grievances are also 
common. 
 
115. A proper Grievance Redress Mechanism (GRM) will be implemented through 
PMO/LEPB/Lincang Municipal Government to address any concerns, complaints or impacts/risks 
that emerge during the proposed project activities. The EIA describes an appropriate GRM that 
will be able to capture also health-related issues filed by any project related stakeholder. The 
PMO will establish a Public Grievance Center (PGC) at project site prior to construction to deal 
with complaints from affected people during implementation of the Project. The Center will act as 
a clearing house and will maintain a confidential database for complaints and will compile records 
and their resolutions which are included in project monitoring reports. The PGC’s phone number, 
fax, address, email address will be publicized through notice boards at the project sites and within 
nearby communities.
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TABLE 2: PUBLIC HEALTH MANAGEMENT AND MONITORING PLAN 
 

No Potential Impact 
Proposed Mitigation 

Measures 
Monitoring Means 

and frequency Location 
Performance 

Indicator Responsibility 
Approximate 

Cost ($) 
Construction and Operation Phases 
1 Increased risk of 

communicable 
disease 
transmission 

Strengthen preventative 
behaviours on vector-borne 
and communicable diseases 
in general through an 
understanding of Knowledge, 
Attitudes and Practices (KAP) 
on vector-borne and other 
communicable diseases in 
the project area. 

KAP assessment to 
be undertaken in 
project area prior to 
the start of 
construction and at 
the end of 
construction period 

Project Area 
communities 

Improved KAP 
indicators for key 
communicable 
and vector-borne 
illnesses; 
Improved rates of 
communicable 
and vector-borne 
illnesses 

LBECZ 80,000 

  Increase access to malaria 
and other vector-
borne/communicable disease 
prevention and control 
services in the project area in 
Yunnan 

Initiatives to be based 
on KAP findings 

Project Area 
communities 

Improved rates of 
communicable 
and vector-borne 
illnesses 

LBECZ 100,000* 

  Strengthen malaria and other 
vector-borne/communicable 
disease prevention and 
control services in Myanmar 

Initiatives to be based 
on KAP findings 

Project Area 
communities 

Improved rates of 
communicable 
and vector-borne 
illnesses 

LBECZ 100,000* 

  Promote cross-border 
collaboration for vector-
borne/communicable 
diseases and malaria 
elimination 

Bi-lateral meetings to 
occur once every 2 
months to begin prior 
to construction. 

Project Area  Improved sharing 
of health cases, 
strengthened 
responses 

LBECZ 50,000 

  Implement the SEZ HIA 
Framework’s worker 
accommodation checklist as 
a due diligence process to 
ensure safe and healthy 
worker accommodations to 
reduce the risk of TB and 
other communicable disease 
transmission 

Include standards as 
a contractual 
obligation. Monitor 
accommodations 
once established. If 
they conform to 
standards, monitoring 
monthly. If not, 
immediate corrective 
action required until 
conformance is met.   

Worker 
accommodations 
associated with 
the project 

Worker 
Accommodation 
Checklist 

LBECZ/ 
contractors 

10,000 
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No Potential Impact 
Proposed Mitigation 

Measures 
Monitoring Means 

and frequency Location 
Performance 

Indicator Responsibility 
Approximate 

Cost ($) 
  Mapping the strengths and 

gaps of the current health 
surveillance system 

Once, prior to 
construction 

Project area • current data 
recording, 
enumerating and 
analysis 
methods;  
• data loss 
scenarios;  
• process and 
capacity of 
handling, treating 
and 
communicating 
health data. 

LBECZ 20,000 

Subtotal for (1) 
*May also be included in existing malaria elimination programs 

360,000 
 

2 Increased 
pressure on and 
demand for local 
health services 
during 
construction 

Ensuring adequate medical 
service personnel at local 
clinic meet population needs 

Prior to construction, 
and monitoring semi-
annually 

Project Area Doctor to 
population ratio 
meets National 
standards 

LBECZ included in 
Lincang 
prefecture 
health budget 

  Emergency preparedness 
and response capacity 
assessment 

Once prior to 
construction 

Project Area Completion of 
assessment 

LBECZ 10,000 

  Development and 
implementation of the 
emergency preparedness and 
response plan 

Once prior to 
construction 

Project Area Completion and 
implementation 
of the plan 

LBECZ 20,000 

Subtotal for (2) 30,000 
3 Increased risk of 

non-
communicable 
diseases 

Health-proofing review of the 
proposed master plan 
designs for the economic 
zone areas will be undertaken 

Once, prior to 
construction 

Project area Healthy urban 
planning 
principles 
embedded in 
master plan 

LBECZ/ 
contractors 

30,000 

Subtotal for (3) 30,000 
4 Increased risk of 

traffic-related 
injuries  

Traffic risk assessment Once before 
construction begins  

Project area Identification of 
safe traffic routes 

LBECZ 20,000 
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No Potential Impact 
Proposed Mitigation 

Measures 
Monitoring Means 

and frequency Location 
Performance 

Indicator Responsibility 
Approximate 

Cost ($) 
  Development and 

implementation of a traffic 
management plan 

Once before 
construction begins, 
on-going monitoring 
of traffic related 
injuries and incidents. 

Project area Traffic injury 
rates 
Traffic incident 
locations 

LBECZ 10,000 

  Development and 
implementation of hazardous 
materials management plan 

Once before 
construction begins, 
on-going monitoring 
of hazardous material 
incidents. 

Project area Hazardous 
material incidents 

LBECZ 20,000 

Subtotal for (4) 50,000 
5 New emerging 

health risk  
Conduct on-going health risk 
review with local health 
authorities 

Semi-annually once 
construction begins 

Project area Submission of 
health reports to 
contractors on 
existing health 
risks; health risk 
information 
included in 
induction training 

LBECZ/contract
ors 

10,000 

Subtotal for (5) 10,000 
Total cost (1+2+3+4+5) 480,000 
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WORKER ACCOMMODATION HEALTH AND SAFETY CHECKLIST 
 

Accommodation Standards for Worker Health and Safety55 Y N Not 
Applicable 

Action 
Required 

General Living Facilities 
Location of accommodation is safe from flooding and landslides     
Free and safe transport is provided from accommodation to worksite      
Accommodations are clean and kept in good condition      
Accommodation site is adequately drained      
Heating, air conditioning, ventilation, and lighting 
Accommodation facility is properly ventilated     
Adequate lights are provided, including emergency lighting       
A window area covering approximately 5%–10% of the total wall space is 
present in all rooms     

Electrical fittings are installed in the workers accommodation facility and are 
inspected every 6 months      

All electrical circuits and equipment have been earthed and fitted with earth 
protective devices to reduce the risk of electrocution     

Wastewater and Solid Waste 
Wastewater, sewage, food, and other waste products are properly disposed 
in compliance with national standards     

Local contractor has been hired to empty septic tanks on a routine basis     
Subcontractor is monitoring environmental surroundings of the camp     
Garbage containers are provided and routinely emptied     
A pest extermination point person has been assigned     
Accommodation has a pest control management procedure     
A waste inventory has been developed     
Waste is separated and labeled appropriately     
Rooms/Dormitories 
Rooms/dormitories are routinely cleaned and kept in good condition     
Floor material of rooms/dormitories are made of material that is easily 
cleaned     

Sanitary facilities are located in reasonable proximity to rooms/dormitories     
Resident workers are provided enough space (10–12.5 cubic meters or 
floor area of 4-5.5 square meters and a minimum ceiling height of 2.1 
meters) 

    

The number of resident workers who share accommodation space is 
minimized (no more than eight workers per room)     

Doors and windows have locks     
Doors and windows have mosquito screens     
When accommodation space is shared, partitions and curtains are 
available     

There are separate living facilities for male and female workers     
Bedding and Storage 
Each resident worker has his/her individual bed     
Each resident worker receives a clean pillow, mattress, blanket, and 
bedding linen      

A minimum distance of 1 meter exists between each bed     
Triple bunk beds are not used     
Resident workers have space to store personal belongings (at least one 
personal cupboard per worker).        

Bathrooms, showers, and sanitary facilities 
There is an adequate number of toilets (1 per 15 persons per gender), 
urinals (1 per 15 persons), handwashing basin (1 per 6–15 persons), and 
showers (1 per 20 persons) are available 

    

Toilet and sanitary facilities are convenient and easily accessible      
Showers are built using anti-slip flooring that is easily washable     

                                                 
55 This checklist can be adapted based on the size of accommodation and number of workers. 
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Accommodation Standards for Worker Health and Safety55 Y N Not 
Applicable 

Action 
Required 

Shower facilities are provided with an adequate amount of hot and cold 
water     

Laundry Facilities 
Facilities to wash and dry laundry are provided       
These facilities are routinely cleaned     
Laundry facilities are built with material that is easy to clean     
Canteen and Cooking Facilities 
Canteen and cooking facilities are routinely cleaned and sanitized     
No cooking is permitted in sleeping areas     
Food preparation area is adequately ventilated and equipped     
Kitchen floors, walls, ceilings, and counters are nonabsorbent, nontoxic, 
durable, and easy to clean      

Cleaning and disinfecting facilities are provided     
Storage for cooking utensils is provided     
Food waste and other garbage are disposed in sealable containers and are 
routinely removed from kitchen area to prevent accumulation     

Food safety and nutrition 
The following food safe procedures are posted in food 
preparation/eating/washing areas in local language (e.g., World Health 
Organization’s five keys to safe food):  

1. Keep clean 
• Wash your hands before handling food and often during food 

preparation 
• Wash your hands after going to the toilet 
• Wash and sanitize all surfaces and equipment used for food 

preparation 
• Protect kitchen areas and food from insects, pests, and other 

animals 
2. Separate raw and cooked 
• Separate raw meat, poultry and seafood from other foods 
• Use separate equipment and utensils such as knives and cutting 

boards for handling raw foods 
• Store food in containers to avoid contact between raw and 

prepared foods 
3. Cook thoroughly 
• Cook food thoroughly, especially meat, poultry, eggs, and seafood 
• Bring foods like soups and stews to boiling to make sure that they 

have reached 70°C. For meat and poultry, make sure that juices 
are clear, not pink. Ideally, use a thermometer 

• Reheat cooked food thoroughly 
4. Keep food at safe temperatures 
• Do not leave cooked food at room temperature for more than 2 

hours 
• Refrigerate promptly all cooked and perishable food (preferably 

below 5°C) 
• Keep cooked food piping hot (more than 60°C) prior to serving 
• Do not store food too long even in the refrigerator 
• Do not thaw frozen food at room temperature 
5. Use safe water and raw materials 
• Use safe water or treat it to make it safe 
• Select fresh and wholesome foods 
• Choose foods processed for safety, such as pasteurized milk 
• Wash fruits and vegetables, especially if eaten raw 
• Do not use food beyond its expiry date 

    

Medical Facilities 
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Accommodation Standards for Worker Health and Safety55 Y N Not 
Applicable 

Action 
Required 

There is a first aid room that is staffed by health practitioners 7 days a 
week, 24 hours a day      

Workers have received first aid training     
Workers have received a health check     
Accommodation has policies on HIV and communicable diseases, drugs, 
and alcohol     

Worker Conduct 
Incidents and conduct issues involving workers are being recorded and 
investigated     

Possession of illegal drugs and alcohol is strictly enforced and personnel 
may be subject to immediate dismissal     

All workers have been given an induction to the SEZ area, expected codes 
of conduct, and the special economic zone’s grievance mechanism     

Visitor entrance and exit policies are developed and implemented     
Disciplinary procedures are developed and implemented     
Security 
Security controls are present at the entrance of the camp     
A security policy has been developed that take takes appropriate measures 
to protect accommodation staff and workers against theft and attack     

Fire 
All buildings have a fire system installed     
All accommodations should provide adequate means for individuals who 
are asleep to escape in case of a fire     

Fire extinguishers are present next to all exit doors and adjacent to high-
risk areas (e.g., cooking stove)      

Fire evacuation drills and exercises are performed regularly in conjunction 
with testing fire equipment; all drills and exercises are recorded     

  


