Nam Theun 2 Health Programme

Public Health Action Plan Implementation
2014

Page |1



Table of Contents

1. PART 1: BACKGROUND.........ciiiiiiiiitieeeeeemme ettt eeenennme e e e et seennennne e e e e e e eeeeees
1.1. Nam Theun 2 and Lao PDR........ccooiiiiiiieeeeeee et eeeenemmme et mmmmm e s
1.2. CONCESSION AQIEEIMENT......eeiiiiiiiiiiiime ettt st e e ee bbb smmmmmmmme e eeeennes
1.3. Corporate Social ReSpPONSIDIlItY..........uuuiiiiiii e rmmreeer e e emeeees
1.4. Public PrivatePartnership...........ooouuuiiiuiiie et immmmmmcme et smmmmmmmme e
1.5. The NT2 Health Program...........ccoouuiiiiiieeeeeeeme e eeeemmmme e et mmmnen e

DutwbN P

Page |2



1.6. Primary Health Care... :
1.6.1. Focus on Maternal and Chl|d Health

1.6.2. Health INfOrMatioN ... ..o e et eeeme e e eens

1.7. Book Content... .
2. PART 2: OVERALL APPROACH
2.1. Health Impact Assessment and Beyond
2.1.1. HIA procedure....
2.1.2. Scope of the HIA as predlcted in 2004.. PP PPR 3 X
2.1.3. The Public Health Action Plan (PHAP)12
2.1.4. Did HIA Work for NT2 Project?.........ccooviiiiiiiiimmmmmmmmeeeeeeeeeeeeeisieeeeeenmeeeeeeeeeeenn 14

2.1.5. Development and Introduction of a Financing Systems.............ccccccvveeeeen . 17

oo o NN

2.1.6. INSUraNCe SChEMES.........ccceuiiiii i ceeceeemce e veemcmmer e e e e smmmsnnes s e eeeee o Lo
2.1.7. Surveillance and monitoring (S&M)..........coeiieiiiiiiiceeeie e eeeeeene e L
2.1.8. Support from NGOs and other Local Health AgeRSi..............ccoovviiieeeeeeeennnn. 17.
2.1.9. Collaboration with Institut Pasteur.................uuuvvvimmmmccceeeeeeeiiiviiemmmmmmme e 81
2.1.10. Collaboration with the Government Health Programs...............cccccccicceeee.... 18
2.1.11. Sustainability... . . SRUUPPUPPTRRRPN 1o N

2.2. Public Health Program Methodology Prlmary Health CareApproach ................... 19..
2.2.1. Introduction .. PP PPPPPPR £ I8

2.2.2. The Health Program PP UPPPPPPTRRPPRPPRRD!
2.2.3. State Of Health Of The People Before And Soon After Reloaatio................. 23...
Health SErviCe PrOVISION............ooiiiiiiieeeemeee e e mmmmmmme e e e e e e e e e e smmmmmenms s eeeeeeeee s LaBens

General State of Health............oooiii e e 2B
Maternal HEaIN ... e e e e e e e emmmmmnnns 203
Child HEaIth. ... e e e emmmmenam e 260
Nutritional Status of Children and the Population................c.eevvieeecccee e e
Water and SANITALION. ...........uuiiiiiiii it e eee B
Health Management Information SyStem...........ccccooiiiiiioeeeccce e eeeceeeeen 2800
2.2.4. Concepts And Approaches Adopted By The Program.............ccccevveeeveeeee.... 25,
Primary Health Care (PHC).........oooiii e eeeeeeeme 200
Integrated Approach to Family Planning and Maternal, Newborn and Child Health.27
National Disease CoNtrol Programs.............oooeuiiiimmmeeeeiieieeeeee e emmmmmmmm e 0 28
Basic Principles of Training HealthVorkers ... 28,
Balancing Curative and Preventive Health Care..................vvieeeeeecce e eeeeeeen . 29
Duration of Training SESSIONS ..........ooviiiiiiiiicccmmmmmeaaae e e e e e e e e e e eeeeeeeeeee s cmmmmmmmms e 30
Standards in Health Servic®elivery ...........cccccoooiiiicmiiieieeeeee 2230
SUPErVISION aNd SUPPOIL........cceviiiiiiirtmmmmmmmmsaseeeeeeeeeeessmmmmmmmr e e eeesssssssssmmmmmmmmsseeeeeeeees i3l
Routine Data Collection and MONItONNG.............ooveeiiiicmmemmmmeeeeeaee e s e e 3 20

Overall Technical and SUPEIVISOrY TEAML............ccevvviirieeemmmmmsesseeeeeeeeees e eeereeee D ens

Page |3



2.2.5.

2.2.6.
2.2.7.

Key Steps for Methodology Application...............ccoeeevieeemmmmceeiiiinie e veeccmeens
Involvement of the Stakeholders......... ..o e e

Infrastructure and EQUIPMENL.............uuuuuiueiiimmmmmmme e e e eeeeeeee e s emmmmmeeerssee e smmmmmmmne e
(02T o = o] 1 Y0 =10 1 o [ oo T OSSP
Health Service Delivery DeVEIOPMENL..........ooiiiiiiiieeemmmmme e smmmmmmemr e ee e
Surveillance and MONITOIING............oovviiiiiiieeeeeemm e e e e s e e e e s oo eeeeeeees s emmnnn—— s
Sanitation and Water SUPPIY........ccooiiiiiiiiimmmmmmeme e e e e e e e s smmmmmmnms et e e e e e e s emmmmmmmme e
National Disease Control Programs............ccuuuuiieeeeemmmeeeeeeiinne e e eeesenmmmceeeennns

NTPC Health Program Funding Arrangements...................
NTPC Health Program BUAQEL..............uuuuuuiimmmme e emeeer e s e

Health Program Management Unit (HPMU) BUdget...............uuvvvummmmmmmmeeeeeeeeeeeeeee oo

Sustainability Of the Program..............i e s s

32
33

35
37

37
37
38.

.......................... 38....

38
39
39

Page |4

37...



2.3. Monthly Integrated Outreach Program...........cccccceiiisieeeevmmmeeeviiiie e eveemccceennn L A4
2.3.1. Maternal, Newborn And Child Health..................oiticeemcemee e emeeeeeen. . DA

AL \YA g1 C=To =1 C=To IVAY o] o] = Ted o R UUUSPPRPPRRY - o
ANENALAI CAr@.....oiiiiiiiiiiii i ceermmeeme ettt smmmmmmmms e e e e e s e e s s 11 DD
Skilled Assistance and Supervision during Child Birth...................vvemmmmmceeieeeeeeeeenn, 60....
Medical Complications Of Pregnancy..............eeeevvvicccccmmesesiiininenesimmmmmmmme e enO0.
POSINALAI CAIe........coiiiiiitmmmmmeee oo mmmmmmmme et e e e e e e e e s smmmmmmmms s snneeeee e e e e s emmmmmmmmn s DL
2.3.2. MNCH inthe NT2 ProjeCt Ar€a...........ccccuuvuuicceeeeeneeeeeeiiiisseesseennmmmmeesnnneeeeeenn D2,
Growth Monitoring (GM) for the UNdeFSS...........evvvviiiiiiiimmmmmemeeeeeee e B2
Family PIanning (FP).........coooiiiiiiiimmmem et emmmmmmeme e s rmmmmmmme e e 0nnO2
Antenatal Care (ANC)........cccciiiieiei e mmmmmmme e e e e e e e mmmmmmmmr e e e e e e e e e e e e e 0O G
Postnatal Care (PNQC)..........uuuiiiiiiii ittt emmmmmmme s mmmmmmmme e e eOOB
Skilled Supervision During Childbirth................cooimmmeceeec 64
Emergency Obstetric Care (EOC)........coooiiiiiiimmmemmemiieieeeeee e smmmmmmmme e smmmmmnnn O
Referral System and AMbuUlance ServiCe...........ccuuvviiimeeeeec e eiiiieee e veeeeeece . DL
INFraStrUCIUIE NEEUS.......ceiiiiiiiiiii e immemeee ettt memmmmm e mmmmmmmms e e e DD
INFOrMAtioN NEEAS...........uiiiiiiiiiit i e e e e smmmen DD
Have These Changes Made a DifferencCe?...........ccuuuuvmmmmmeeeeeeeeeeeeeesiceeeemeeeneennnn . 8511
2.3.3. CONCIUSIONS.....cuuiiiiiiiiiee e ceeeeeeee e eeeeeeeens e e e e s emmemmnnm e e e e e e emee L0

2.4. Health EAucation and AWArENESS. . .....cuoee e eeemeemeaeeaaeaaeaaeneeennd DL
2.4.1. Reproductive Health............oooiiiiiiiciiiie e eerrrree e eeeeneeee e D

2.4.2. Family Planning and Contraception...............ccoouvvimmceeeieeeeeeeeiiie s seeeeeneeeennn 8.
P2 G T [ o =T o N[ 1) o OO USPURSRRY 47 SO
Y2 S Y- 11 (o] o DSOS PSSSURRPY 4 4
2.4.5. INTECHIOUS DISEASES......uiiiiieiiiiiie e ceeeeeemce e e e e remmmmee e e e e e e e rmmmnnnne e e eeee s (B
2.4.6. NT2 Public Health Program Approach to Health Education...........................Z8
Training of Health Service Provides............cccoooiiiiimmeeemiiiiieeceecee e B

Housing, Water and Sanitation.............coooo oo eeeeeeecceemmmme e e LD
Monthly Integrated Outreach Program and Health Education.....................ceeeeemm.... 29
Washing Of HANGS..........uuiiiiiiiiii et e e eeeened D
Sexually Transmitted Infections Including HIV/AIDS...........cooo oo 80..
Vector CoNtrol PrOogramL...........uuueeeeiiii it emmmmmmme e emmmmmme e e e e e e e e e e es O
Smoking, Drugs and Alcohgl4 T I T OOT x8 0...0.01.ALLALQA. ... 81...
Legislation and Health EAuCation...............ooo oo 82
Health EduCAtion MAterialS............ccvviiiiiimmrreane et cemmmmmcms e e e D2
CONCIUSIONS ...ttt e s s+t D 2o

3. PART 3: MONITORING SYSTEM.......cciiiiiiieeeeeeeessiiiitee e eeeeesesss e e e s seneeeee 3D
3.1. Health Management Information SyStem............ccooeeiiiimemmccciiii e e eeevecmmeeee e 85,

Page |5



3.1.1.
3.1.2.
3.1.3.
3.1.4.
3.1.5.
3.1.6.

Routine Data Collection And MONItONNG.........coeeeiieriiiiceeeeereeeeeeii e e e seeeeennns OD
The Public Health Database..............ccouviieeeemceii e vcceeeme e ee 91
Health Facility Database...........ccooooviiiiimeeiice e reeeeee e seeeeennns 98
Reporting MechaniSm.............ooooiiiiiieeeeeemmn e eeeeeeeereeeeeeeeess e eeeeeeeen . 101
Essential Considerations For The Success Of The Database.................... 103
Conclusion.................... PP I 10

3.2. Monitoring Heights And Weights............ccooiiiiiiicccceeeee e eeeeeemmmeesiine e 10D

3.2.1.

3.2.2.
3.2.3.
3.2.4.
3.2.5.
3.2.6.
3.2.7.

Use of BMI in NTPC Health Program................cooiieeeeecemn e eeeeieeeeeeenn... 106
METNOUAS........eiiiiiiii it emmmmeeee e emmmmnnee et smmmmmmmme s e e e e s s smmmmmmmm s eneeee e« LOD.

RESUIES. ..t eeemmmmm e s e e e e e e s emmmmme e e e e eeeesene s s mmmmmmmm e e e e e eeee e LD T
The Project Impacts Affecting Food Supply.........ccoevvviiiicccceeemeececeneene 111
Effects of POOr NULItION.........ccooiiiiiiiiccceeeeeee et e s ceeeemcceecn e e e eeeesmmmeeel 12
Effects of Infection on Nutritional Status...............cccevvvvimmmmmmceeieeeeeeeeeiiieenn. 113
Vulnerability of Children to Under NULHtioN .............eeiiiiiis i 113.
What Can Be Learnt from the Use of BMI2.............ouvviiicccccivvveiiiiiiiineee 113
@0 1] 11153 0] o PP B 2

3.3. Before and After- Nakai Resettlement Health Surveys..........ccccooo i veeeeeeeececennn. 115

3.3.1.
3.3.2.

3.3.3.
3.3.4.

100 113 1o o PSPPSR B £
1YY Voo (o] [ Yo | 2 PP RUSSPPUTRRR B I o 38
Initial Health SUIVEY...........oeeiiiiiiii et sl LB

Mid-term Health SUIVEY.........uuiiiiiii i eeemmmmms s e e e e e e e e e e smmmmmmmmeeeeeeeee s L1
Final Health SUIVEY..........cooiiiiiiiceeeeeeem e emmmmmmmme e e eee L 1O
Data ManagemeNnt.........ccoouuuiiii i ieeeemmmme e e e rmmmmsr e e e e e een s smmeenene e e e e L22

ST U L PP 9722
StatistiCal SUMMAIY..........ooooiiiiiiiiteeemmmmmie e ee e e e e e e e e s emmmmmmeeeeeeeesseses s vmmmmmmmm e eeeeeeeeeeessnck 22

Resettled POPUIAtION.............oooiiiiiieeeeeeeecceee e s enmemmmm e el 2
Head d the Family...........ccuuiiiiii e mmmmmmmmr a0 0mmel 20
Literacy in the Resettled Population..................eeeiicaaocccc e 126,
L@ o1 B o= 110 o NPT PUPPPPPPPRRRRRPPPN! 2 4
MAITEAI STATUS........iiiiiiiiiiie e eremmmmme e e e e e e e e smmmmmmnns s s e e e e e e e e e e s emmmmmmmns s L 2O
ReproductiveHealth...........ooooii e eeeeemmm L 29
CONIrACEPLIVE USE....ciiiiiiiiiiiiiiitemmmmeme e e e e e e emmmmeeme e s e e e e e e e e e s s smmmmmmmmss e seeeeeeeeeessmmmmnl D L
Experiencing Iliness and Utilization of Health Services..............ooo oo 134.
Mortality during the Past Year.........ccooviiiii i eeeeeeteemmmmmm e e e 139
Bed Net Use in the Resettled Population..................uvieeeeeecceeeeee e eeeeeeemee e 141
Toilet Use in the Resettled Population...............ooorimeeeeeiies e 1410
RTAT Y =T ST 0] o] OO - 924
Smoking Situation in the Resettled Population..............ccooooi e eeeeeeen 143

Physical EXaminNation..............ueuiiiccee e e e eeeeeeeee e eeeeeeemee s e smmmmmmmme e e e e eeeeeeeens LADLL

Page |6



3.3.5. Conclusions... S ORPRPRRNRN £o s B

4. PART 4: LESSONS LEARNT... PR B £
4.1. Preparatory Phase.. PSS B ¢ 5
411. Social Determlnants of Health SRR Y 22

4.1.2. Health for all leading to Universal Health Care.................cooveeeciiiii e, 174.

4.2. Building up to Health Program...............oooviiiiimmmmmmceeiiiiiieeeeeeereeeee e LD
4.2.1. Public Private Partnership.............ccouuuuiiicceeeeemeeeeeiiiiiseeessesenmmmmeessnneeeeseesssnaackd D

4.2.2. CoONtracting OUL SEIVICE........uuuuuuiiiiii e ieeeeeeeerii e e e e emmmmmeemss e e e emeeeeene L D
4.2.3. Collaboration with the MOH...............cooiiiiiimmmiim e veeevveeeseseee e LLGB

4.3. Implementation of the Public Health Action Plan.................oouiiccciiiiins 176..
4.3.1. Implementation of the National Health Programs.............ccccooivicceeeenneceeeens 176

4.3.2. Primary Health Care Approach... PSPPSR RPUPPPPPPR o 47 4
4.3.3. Maternal, Newborn and child health (MNCH) .............................................. 1717..
4.3.4. Importance of health education and awareness............ccceuuvviceeeenreeeeeennnnn. 178.

4.4. Supporting Pillars... FUTRUPRTR I /<
4.4.1. Capacity BU|Id|ng through Human Resource Developme.n.t ........................ 178

4.4.2. Monitoring and Evaluation................cooieeiieeemmmccieiiiii e eeeeevvemcceeeree e e e eeennn s eenl L9
4.4.3. Initial and Subsequent SUIVEYS...........ccciiiiiiriccceeeeeiiiiise e e 180,
4.5. An Experience for Lao PDR..........coooiiiiiiimmmmmmeeeciicieeeeevieeeeeeemeeeeeeeeeeeeeeveeeeeenn. 180

Page |7



LIST OFANNEXES

Annex 2.1: RMU arrangements... S PPTE v S
Annex 2.2: Terms of reference for The PrOV|nC|aI Coordlnator ......................................... 46...
Annex 2.3: Terms of reference for District FacCilitator.............c.oooe i e e eeeeeeeeeeciiiee e 47
Annex 2.4: Training Program from the PHAP.............ooo e 48
Annex 2.5: Revolving Funds... . SRR | S
Annex 2.6: Initial Seed Fundlng for Settlng Up of DRF by Locatlo.n .................................. 49,
Annex 2.7: Village Contribution Funds for Bed Net Impregnation by Year....................... 50.
Annex 2.8: Summary of training, meeting and health education sessions May 2005
December 2013... PO PPUPPRRRY o1 0
Annex 2.9: Major Tralnlng Sessmns Under HPMU D|rect|on ........................................... 5l....
Annex 2.10: Information Required and What Needs to Be Done by Specific Service Are@l
Annex 2.11:Emergency Obstetric Care Protocol (EOC KEE) e e 1.
Annex 2.12:0bstetric Register.... PP A28
Annex 2.13: A Quarterly Report from WHO Anthro . .13
Annex 2.14: Results of Each Individual Unddfive Ch||d Grovvth and Malnutrltlon by Vlllage
e
Annex 2 15 UnderFlve Chrld Growth Monrtonng Attendance Rates by Vlllage (November
2012)... I ¢ -
Annex 2.16: Maternal Newborn and Ch||d Health Intervent|ons for Maternal and Chl|d
Undernutrition and Survival... 84
Annex 3.1: Acknowledgments and Partrcrpatlon in the Flnal Health Survey in Resettlement
Villages.... OO P PP PUPPRRRN ..159
Annex:32(3ueshonnawe - ."_"""“_""_""._161_
Annex 3.3: Focus Group Dlscussmn formaHeaIth SerV|ce Dellvery PPN 42

Page |1



LIST OF TABLES

Table 2.1: Each of the twélealth Programs were to have their own objectives as

summarized in the table below:.. ...13
Table 2.2: HIA/PHAP Objectives and the extent of therr |mplementat|on .......................... 15
4AAT A ¢80d 2ADPT OOAA . Oi AAO 1T £ #EELAQAIL.28 AAA
Table 2.4: Implementation of Primary Health Care in the NT2 Project Area...................... 36....
Table 2.5: Minimum requirements for running a Monthlyintegrated Outreach Program at
Health Centre and District.. 39,
Table 2.6: The Progress of the Health Program Nam Theun 2 HydroeriescPrOJect Srnce
May 2005 to 2013... PP PPPPPPPP X |
Table 2.7: Findings of Studles/Surveys Issues and Solutlons ......................................... 76...
Table 3.1: Routine Data Collection in the NT2 Health Program Area.. .88

Table 3.2: Information Required and What Needs to Be Done by Specific Service Area.89
Table 3.3: BMI Below Normal (<18.5) or Above Normal (>25) by Gender and Aged >2010

Table 3.4: BMI Below Normal (<18.5) or AbovBlormal (>25) by Age Groups................. 110
Table 3.5: BMI Below Normal (<18.5) or Above Normal (>25) by Age Groups and Sex.110
Table 3.6: BMI Below Normal (<18.5) or Above Normal (>25) Aged >2Q..............ccce.ee. 111
Table 3.7: Possible Scenarios as Impacts of the Projec;t:...............................................112
Table 3.8: Underweight and its Interpretation... PRSPPI B 5.
Table 3.9: The Surveys during the Life of the PI’Oje.CI P! 81 £
Table 3.10: Variable Profile (Questionnaire Content)... 121
Table 3.11: Summary Statistics... O 124 ]
Table 3.12: Households and Populatron by Vrllagrz52006 and 2013 ............................... 124
Table 3.13: Population Distribution by Five Year Age Group and Gender (Values in.%)126
Table 3.14: Ability to Read Simple Lao Text! CA .lL.p.u. eeeemmeeeeeeeeeereennennennl 27
Table 3.15: Educational Attainment by Sex! C A Ipu127
Table 3.16: Occupation by Gender! C A lpu128
Table 3.17: Marital Status by Gendeg! CA  .L.p.Uiiiiieeeeeeeeeeee ... 128
Table 3.18: Some Reproductive Health Indicators... S UUPUUP 24
Table 3.19:Life Time Experience of Child Deaths by Women ......................................... 131
Table 3.20: Use Of Contraceptive Mabds By Women.. : S I |
Table 3.21: Modern Contraceptive Method Use and theracy among Women ................ 132.
Table 3.22: Modern Methods of Contraceptive Uptake by Village... ....133
Table 3.23: Reasons Given by Married Men & Women for Not Usrng Contraceptjves .133
Table 3.24: Type of lliness during Last Two Weeks... SR 1 1
Table 3.25: Type of lliness during Last Two Weeks among Chrldren Undiar .................. 136
Table 3.26:Health Sevice Provider as Reported by Respondents.... T B | o
Table 3.27:Reasons for Admission to the Hospital... S I ¥ 4
Table 3.28: Actual Hospital Admissions in Nakai Resettlement Area 201Age >5 ........... 138
Table 3.29:Actual Hospital Admissions in Nakai Resettlement Area 20:ZChildren <5...138
Table 3.30:Type of Health Facility for Admission from the Survey.s...............................139
Table 3.31:Age at Death during Last Year... ....140..
Table 3.32:Top Three Causes of Mortallty by Age Glup 200&12 (AII Deaths in PrOJect Area)
TabIe 3 33 Torlet use by V|IIages in the IHS and the FHS .............................................. 141
Table 3.34: Satisfaction from Supplied Water... . R ¥ 57
Table 3.35: Literacy and Current Smoking by Gender1 C; A l p .. eeeee. 143
Table 3.36: Systolic and Diastolic Blood Pressurénitial and Final HeaIth Surveys ......... 144
Table 3.37:Body Mass Index by Gender! CA .l..¢.1.. R 2 Lo
Table 3.38: BMI Distribution Differences by Age and Gender ....................................... 146

Page |1



Table 3.39: Interpretation of zscores.. ..147
Table 3.40: National Comparisons for UndeB Nutntlonal Status in Nakal Resettlement Area

T e ...148
Table 3.41: Hemoglobin Levels in Male PopulationAge >5 IHS 150
Table 3.42: Hemoglobin Levels in Female PopulatierAge >5 IHS SR =10
Table 3.43: Levels of Moderate to Severe Anemia among Chlldren Under 5 IHS .......... 151
Table 3.44: Urinalysis Using Commercial Dipsticks in the Field.................covieeeemnnnnnn. 152
Table 3.45:Changes in Roundworm and Hookworm by Villages from IHS and FHS......154
Table 3.46:Parasitic Infection by Major Age Group in IHS and FHS...............................154
Table 3.47:Villages and Number of FGD Participants................cccevviemmmmceeicieeeeevevviinieennn 155

Page |2



LIST OFFIGURES

Figure 2.1: The Reservoir Impacted Villages and their New Location. Nakai District......21

Figure 2.2: Area of Intervention.. crmmmmmrn e 22
Figure 2.3: NTPC, Resettlement Management Un|t and Mlnrstry of Health ..................... 22..
Figure 2.4: Organization Chart of Health Program Magement Unit... e 23
Figure 2.5: Conceptual Public Health ApproachAn Example ........................................... 30...
Figure 2.6: Project Cycle Management... PP 7
Figure 2.7: Project Cycle Management Contlnued . TP 7. 3
Figure 2.8: The Health System FrameworkSystem Burldlng Blocks w35
Figure 2.9: Scatter plot from IHS showing total number of children born and totaI aI|ve at the
start of the NT2 project (N=14D) .. . ...b6
Figure 2.10: Normal Growth Monitoring Curve from Chlldblrth Unt|I Flve Years of age .B7
Figure 2.11: Because of poor weaning PractiCeS...........ccevvvrrimmmmmmmmeeeeeeeeeeeeeeeieeennenneeeeeeee O
Figure 2.12: Mortality Rates in The Project Area... " SRR o 1o 18
Figure 2.13: Childhood Mortality Rates in the Prorect Area (Jan 20985ep 2013) .............. 66.
Figure 2.14: Prevalence of Underweight, Wasting and Stunting of Under Five in Nakai
Plateau (WHO Anthro)... . SN o ¥ A
Figure 2.15: Prevalence Rates of Roundworm Parasrtlc InfestathrAscans ...................... a7...
Figure 2.16: Contraceptive Prevalence Rat®y Age Groups, Nakai Plateau June 2013.....68
Figure 2.17: Immunization Coverage in the Resettlement Area June 2Q13..................... 68..
Figure 2.18: Number of ANC Visit in the Project Areas by Year (Jan 2aQf 2013)........... 69
Figure 2.19: Low Birth Weightin the Project Areas by Year (Jan 2008un 2013)................ 69.
Figure 2.20: Gestational Age for the First ANC Visit in the PrOJect Areas by Year (Jan 2008
Jun 2013).... ..69..
Figure 2.21: ASS|sted Brrth in the Prorect Area by Year . ...69
Figure 2.22: Actual Undernourished Child with Poor Weanrng Practrces ......................... 117
Figure 2.23: Actual Normal Growth Monitoring Curve from Childbirth Until Five Years of age
Figure 3.1: Public Health and Health Facility Databases..............cccoccccccevvvevviviivnnnee s 87
Figure 3.2: Front Page of the Public Health Database............cccccovccceeeeeeei e 91
Figure 3.3: Family Health File$orm ...........coooiiiiimiieeee e eeeeeeme e eeeenmnees 92
Figure 3.4: Model Healthy HouseholfForm..............ooovuiiiimcccciieieeiiiieemmmmemeeeeeeeeennnn. 92001
Figure 3.5: Model Healthy V|IIag§orm93
Figure 3.6: Birth Register Form... PSP PPPPTR P IIRRPPPPPPY * 1 18
Figure 3.7: Death ReglstratlorForm y SO PPPPRRRRRRR V.
Figure 3.8: Reproductive Age (1245 Yrs) Form z Tetanus Tox0|d TR * |-}
Figure 3.9: Reproductive Age (12249 Yrs) Form.. . ..95..
Figure 3.10: Growth Monitoring (Welght Length/Helght) and ImmunlzatlorForm z Under—
Figure 3 11: Famrly Health Frles . 97
Figure 3.12: Death Register by Health FacﬂrWlee U URTRSPPSTIN > 4
Figure 3.13: Birth Register by Health Facility Live... 97
Figure 3.14: Reproductive Healtly Live.. .97
Figure 3.15: Under Five Children by Health FaC|I|tyL|ve .................................................. 97..
Figure 3.16: Reproductive Healtly Live.. PP UPPPPPPPR © o
Figure 3.17: Model Healthy HH Quarterly ........................................................................ Qs8....
Figure 3.18:Front Page of the Health Facility Database..........c.ccccoovieeeeeeeemeeveiiiin e 98
Figure 3.19: Major Category of Reasons fOr..............ceiiivieeeeemmmeveiiin e eeevveemmmeeneneeeeeennn. LOQL
Figure 3.20: Major Systemic Category fOr.............uiiiiiiiecmmmmeiiiie e eeeeeviemmcceeeen e eeeeeenn . 1000
Figure 3.21: Major Category of Reasons fOr..........ccoevevvvieeemcmciiiii e evevvmmceeeeee e eeeeennn. 100,
Figure 3.22: Major Systemic Category for.............uiiiiiiiecmmemeiiiie e eeeeeviemmcceeeen e eeeeeenn . 1000

Page |1



Figure 3.23: Output Table of Obstetric Register.... O 0
Figure 3.24: Health Managementiformation System Process ........................................ 102
Figure 3.25: Prevalence of Underweight, Wasting and Stunting...................cceeeeeeenn...... 108
Figure 3.26: Prevalence of Underweight, Wasting and Stunting....................cccceeev........ 108
Figure 3.27: Nutrition Status(Stunting) of 5-19 Surveyed...........ccoooeviiiiimmcceeeeee e, 109..
Figure 3.28: BMI Below 18.5 by Age Group and Gender ...110
&ECOOA o08cwd "-) | py8u.. 'gA L0108 Al d11
Figure 3.30: Health Survey Methodology... S 74 O B
Figure 3.31: Percent Change in the Number of HouseholddaPopuIation ........................ 125..
Figure 3.32: Population Distribution.. ..125
Figure 3.33: Scatter plot from IHS showmg totaI number of children born and totaI aI|v<130
Figure 3.34: Contraceptive Prevalence Rate By Age (Modern Methods)..............cccevueeee 131
Figure 3.35: Contraceptive Prevalence Rate by Age Groups Nakai Resettlement Areal32
Figure 3.36: Type of Hospital for AdmISSION..........cccoeviiiiiiiceeeer e ceeeeemmme e 139,
Figure 3.37: Reasons for NOT UsSINg TOIEL........ccooiiiiiiiieeeeeeeeei e eeeeeeeeeee . LA2.
Figure 3.38: Smoking Status in Resettled.................ooiiceeeeeeme i ecreeeeeecceee e LA3,
Figure 3.39: Age at Starting to Smoke... PPV - 7
Figure 3.40: BMI <18.5 by Gende@Aged RS PP PPPPRRPRRPP I o I
&ECOOA o81pg "z!)CA Ac . cATiU AL AAO o 145
Figure 3.42: BMI <18.5 by Age Group and Gender... . ...146
Figure 3.43: Prevalence of Underweight, Wasting and Stunting AII Undﬁs in Nakai (WHO
Figure 3.44: Prevalence of Underweight, Wasting and Stunting .................................... 148
Figure 3.45: Nutrition Status (Stunting) @ 5-19..........cccoiiiiiiiiiicceeee e eeeeeeee e 149
Figure 3.46: Physical Examination... e ceerreeeeeernnnmmnneeeen . 150
Figure 3.47: Multiple Parasitic Infections Nakai Surveyed Population .......................... 153
Figure 3.48: Parasitic Infestation in Nakai Surveyed Population...................cccceeeeeen...... 153
Figure 3.49: Roundworm (Ascaris) Infestation Rate5153

Page |2

CAT A


file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716059
file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716103
file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716105
file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716110
file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716111
file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716112
file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716116
file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716116
file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716117
file:///D:/All%20data/Public%20Health%20Program%20Document/Reports/Methodology%20development/UPDATE%20VERSION%20BY%20SK/Latest/NT2%20PUBLIC%20HEALTH%20PROGRAM%20BOOK%20-%20LATEST%20-%20MERGED%20FILE%20(SK)%2028%20Jun%2014-Annex%20&%20all.docx%23_Toc391716119

AlIP
ANC
BCG
BMI
CA
CDC
CDR
CFSVA
Cl
Cms
CPR
CVvD
DBP
DCCA
DH
DHO
DoB
DRF
E&S
ENT
EOC

FGDs
FHS
FP
GM
gm/dl
gms
GOL
HAZ
Hb
HC
HC&S
Hgb Pro
HH
HIA

HIV/AIDS

HMIS
HMIS
HPMU
HS

Ht
IBNs
ICHC

DEFINITIONS/ABBREVIATIONS
Annual Implementation Plan
Antenatal Care
Vaccine against Tuberculosi¢Bacille CalmetteGuérin)
Body Mass Index
Concession Agreement
Communicable Disease Control
Crude Death Rate
Comprehensive Food Security and Vulnerability Analysis
95% Confidence Intervals (statistical)
Centimeters
Contraceptive Prevalence Rate
Cardio-Vascular Disease
Diastolic Blood Pressure
District Committee for Control ofAIDS
District Hospital
District Health Office
Date of Birth
Drug Revolving Fund
Environment and Social
Ear, Nose and Throat
Emergency Obstetric Care
Female
Focus Group Discussions
Final Health Survey
Family Planning
Growth Monitoring
gram/decilitre
Grams
Government of Lao PDR
Height for Age
Hemoglobin
Health Centre
Health Checks and Survey
Hemoglobin Testing System (Portable)
Household
Health Impact Assessment
Human Immunodeficiency Virus/Acquired Immunodeficiency
Syndrome
Health Management Information System
Health Management Information System
Health Program Management Unit
Health Survey
Height
Impregnated Bed Nets
Integrated Community Health Center

Page |1



ID
IHC&S
IHS
IMCI
IP
IPD
IUD
Lao PDR
LBW
LSIS
M
MCH
MDGs
MHS
MIOP
ml
MNCH
MOH
MS

N
NCHS
NCLE
NECHR
NFE
NGOs
NRO
NT2
NTPC
Obe &
Gyn
OPD
PCCA
PHAP
PHC
PHO
PNC
PPP
RH
RMU
RTAs
SBP
SD
SDP
SGA
SPSS®
STis
SW
B
TBAS

Identification

Initial Health Checks and Survey

Initial Health Survey

Integrated Management of Childhood Ilinesses
Institut Pasteur

Inpatient Department

Intra-Uterine Device

, AT 0AT Pil A0 $Ai T AOAOEA
Low Birth Weight

Lao Social Indicator Survey

Male

Maternal and Child Health

Millennium Development Goals

Mid-term Health Survey

Monthly Integrated Outreach Program

Milliliter

Maternal, Newborn and Child Health

Ministry of Health

Microsoft

Number (statistical)

National Center for Health Statistics

National Center for Laboratory andepidemiology
National Ethics Committee for Health Research
Non-Formal Education

Non-Government Organizations

Nakai Resettlement Office

Nam Theun 2 Project

Nam Theun 2 Power Company Limited

Obstetrics andGynaecology

Outpatient Department

Provincial Committee for Control of AIDS
Public Health Action Plan

Primary Health Care

Provincial Health Office

Postnatal Care

Public Private Partnership
Reproductive Health

Resettlement Management Unit

Road Traffic Accidents

Systolic Blood Pressure

Standard Deviation (statistical)

Social Development Plan
SmallHor-Gestational Age

Statistical Package for Social Scientists
SexuallyTransmitted Infections

Service Women

Tuberculosis

Traditional Birth Attendants

2ADOAIE

Page |2



TT
Under-5s
UNFPA
UNICEF
VHV
WAD
WASH
WAZ
WFP
WHO
WHZ
WNTD
Wit

YO

Tetanus Toxoid

Children Under Five Years of Age
United Nations Population Fund
United Nations Children's Fund
Village Health Volunteer

World AIDS Day

Water, Sanitation and Hygiene
Weight for Age

World Food Program

World Health Organization
Weight for Height

World No Tobacco Day

Weight

Year old

Page |3



INTRODUCTION

0A0O Ox1 AAAAAAO EAOA OAAT OAT AOEAAT A AEAT CAO
(popularly known as Laos).Lao PDR has rich water resources, mainly good quality fresh watdrhe

total of annual water flow in Lao PDR is estimatedt&70 billion cubic meters, equivalent to 35% of

the average annual flow of the whole Mekong BasiiwWater Environment Partnership in Asia) Water

is an essential part of the life and culture of Lao people, and also contributes to the seetmmnomic
development goals of the country. Ultimately the welfare of Lao PDR is bound up with water and all
development plans will depend on water resources in some way. The contribution of the water sector
has been examined through water sulsectors: Irrigation, Hydro-power, Navigation, Fisheries, Urban
Water Supply, and Rural Water Supply which are major users and the amount of water uses by these
sub-sectors are being significantly increased.

Clean energy production has caught the favour of internationalnvestors and a number of
hydroelectric projects have been developed and more are in the pipeline. Nam Theun 2 Hydropower
project is a leader among them and has been a significant water resource development since its
inception in 2005. The power produced mce 2010 and its exportation to neighbouring Thailand has
benefited both countries and this partnership for the next 20 years is bound to bring much needed
huge economic benefits to Lao PDR. Nam Theun 2 has been a unique experience in public private
partnership and has demonstrated that major hydro projects can be gentle and environment friendly,

if only the project owners seriously consider the preservation of environment and the interests of the
impacted populations.

This book deals with the health impats of a major hydroelectric project and how adverse impacts can
be mitigated and its benefits transferred to the people. Mitigation measures related to health were
exclusively transferred to people through a collaborative approach with the government hedlt
infrastructure and using the opportunity to strengthen the existing health care delivery system in the
impacted areas. This with the ultimate aim of a sustainable health program for the impacted
populations on project completion.

Part | of thebook intro duces the subject and describes the underlying principles which oversaw the
implementation of the public health action plan. The part played by the concession agreement between
the government of Lao PDR and Nam Theun2 Power Company, the corporate sociapomsibility of
the company, the public private partnership and the health program lead by the primary health care
implementation at grass root levels.

Part Il describes the overall approach of international standards of Health Impact Assessment and the
development of the Public Health Action Plan. This is followed by the health program methodology
used with an emphasis on the outreach program to reach the whole population in the project impacted
areas. Along with service provision in the outreach progranthe importance of health awareness and
education was the center piece, so that people recognize that they can help improve their own health
by adopting responsible health behavior.

Part Il emphasizes the importance of monitoring and surveillance and cidal and continuous need
for collecting reliable and complete information on health and how it served as a model for the National
Health Management Information System. The section also deals with periodic health surveys which
allowed the health program toevaluate the effectiveness of the implementation of the public health
action plan.

Lastly, the lessons learnt and how they may help similar programs within and outside the country.
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1. PART 1:BACKGROUND

1.1. Nam Theun 2 and Lao PDR

Historically the potential of Nam Theun tributary of the Mekong River for hydropower has been ihe
news aslong backas 1927 whenE (pétéhtial for hydropower was described byHenri Cucherousst in
Bulletin Economique of March 1927 (in the booklet titted The Nam Theun 2 EpicThe scope of the
project continued to receive attention frominternational organizations and in particular from the
French ownedElectricity De Francelnternational (EDFI). The project wasalso backed by the World
Bank andthe Bankapproved it in early 2005 announdng that Nam Theun ZNT2) will be a model
hydro project setting example of sustainable development in the country and internationally.

The Nam Theun 2 Hydropower Projec{NT2), is a hydrodectric dam located on the Nam Theun River
in central Laos.After a comprehensive lengthy impact assessment between 1992004 construction
activities started in 2005 and the dam was completed on time in 2010 wherommercial operation of
the electricity generating plant began. The scheme diverts water from the Nam Theun, a tributary of
the Mekong River, to the Xe Bang Fai River, enabling a generation capacity of 1,070 MW, from a 350 m
difference in elevation betweenthe reservoir and the power station. It is the largest hydroelectric
project so far in Laos, exporting power to Thailand and supplying the local area with electricity. The
project has environmental and social impacts, and comprehensive measures have be@signed to
mitigate theseimpacts. According to a group of social and environmental experte/ho advise on the
project, these measures could become a global model. Newsweek magazine referred ssia "kinder
and gentler dam'.

Central Laos, particularlyKkhammouane Province, has benefited a Idtom the project. Anyone who
has been to the aredefore 2005 and compares the developments taking place nqwwill notice the
difference. NT2 project brought huge revenues to the local area andirihg the peak @nstruction
period of the projectthere was a workforce of more than 9, 00@eople working on the project, more
than 80% of whom were Laotians and 80% of these workers were local, from Khammouane province.
The project also includel ambitious and sustainableenvironmental and social programs, designed and
implemented in cooperation with the Government and people of Laos and its backers from
international funding agencies including the World Bank, Asiatic Development Bank, the European
Investment bank and the Fench Development Agency.

At the time of signingconstruction contracts in 2005, NT2project was the largest foreign investment
in Laos, the world's largest private sector cros®order power project financing, the largest private
sector hydroelectric project financing, and one of the largest internationallyfinanced IPP projects in
Southeast Asia. The dam also marked a return by the World Bank to funding larggale infrastructure,
after a decadelong hiatus. According to the governmentfolLaos, "the project is an essential part of the
country's development framework and the Project's implementation is likely to be the first real
possibility for (Laos) to reduce gradually its dependence on Official Development Assistance".

The success of theompleted project is the result of a number of important underlying principles
which has helped thepartnership of Lao Peoples Demoncratic RepublicKRDR and Nan Theun Power
Company (NTPC)o develop over the years and result in this exaordinary development in the area.
Some of thesignificant underlying principles are discussedhere for the full understanding of the
content in this volume.

1 A booklet titted The Nam Theun 2 Epic (Act 1) page 1stMay 1927.
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1.2. Concession Agreement

The Nam Theun 2 Project is bound by a Concession Agreement between the Government of Lao PDR,
represented by the Committee for Investment and Goperation, acting for and on behalf of the Lao
PDR as the&Government of Lao GOL), and a project companyestablished in the Lao PDR as a limited
company and licensed as a foreign investment company under Lao PDR Law called Nam Theun 2
Power Company Limited

The Concession AgreemeniCA) grants the Company the concession to implement the Project on a
build, own, operate and transfebasis for a Concession Period of 25 years following the occurrence of
the Commercial Operations Date, subject to certain rights of extension of that term. On the expiry of
the Concession Period the Company is required to transfére Project free of charge to the GOL.

The Company igointly owned by EDF International of France (EDFI) as to 35 percent, Lao Holding
State Enterprise of the Lao PDR (LHSE) as to 25 percent, Electricity Generating Public Company
Limited of Thailand (EG©) as to 25 percent and Italian Thai Development Public Company Limited of
Thailand (ITD) as to 15 percentlater sold to EDFI and EGC@nd manages itself in accordance with a
Shareholders Agreement made between EDFI, LHSE, EGCO and ITD (to which the @onipecame a
party following its incorporation) and the Articles of Association of the Company.

The Company is a special purpose company the sole purpose of which is to carry out the business of

the Project in accordance with the 8. The CAcontained a detailed description of roles and
responsibilities of the company anddrove all aspects of development in the project. ndler each
sectionthe CAidentified clearly and detailedwhat should happen to the impacted populations as well

as envirormental responsibilities of the company. The Environmental Impact Assessment and Health

)y Il BAAO ! OOAOOI AT O xAOA Al AAOIT U AAEET AA AT A & Oi A}
Plan.The process of monitoring was also guided by the CA and all dieiss under NTPC management

followed the CA for fulfilling the requirements.

Under health through the Public Health Action Plan, the health checks were identified along with the
subsequent surveys to monitor the health of the population to ensure thahe adverse effects of the
project were not only mitigated but overall living conditions enhanced due to the development
brought into the areas because of the projecthe implementation of the PHAP and its outcome has
been the subject material of this volme and detailed in chapters that follow.

1.3. Corporate Social Responsibility

Developmentcomprises the activities designed to improve the standard of living of thmdigenous
peoples and their communities affected by the project. This process can be greatly enhanced by
Corporate Social Responsibility if private sector sincerely engages in the process of development.
Conscious of her CSRNTPCwith the support of all its shareholders, actively worked towards
improving the living conditions of the population in the project impacted areas.

Contractors and private enterprise for profit must understandand practice in real termsthe concept
of service and selfless effort to help othersarho may be impacted by theiendeavoursdeveloped. This
is particularly so among rural poor and vulnerable people. Such people often hawe suffer the
experience of being exploited and taken for granted witltheir immediate or short-term needsbeing
satisfied by very little. It is not too far back in time wherexplorers from Australia went to Papua New
Guineain search ofgold. Theexplorers used theknowledge and labour of local peopleo dig for gold
and in return gave them cigaretes, which the natives werajuite happy with. Many largeorganisations,
concerned with mining and other development projectshave used cheapand-outs only to satisfy the
superficial short-term needs oflocal communities who are impacted by such projestAs far as health

2 Agreement on EDF Group Corporate Social ResponsibiliDF Group CSR Agreemenf2009
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service to impacted populations is concernedt is often a clinicor two, providing free treatment to the
local communities, available duringthe building phaseof the project. Theselimited health services are
closedor neglectedwhen the active construction phase is completed and the communities are left to
fend for themselves or left to the governments to take over with little supporiSince theseprojects are
often in rural and remote areas theydo not come under the priorities of the governmentsAt the same
time the impacted people are too defenceless tiemand orfight for their rights for basicservices.Such
communities are dten left with no option other than to besatisfied with minimal services, as prior to
their arrival there was nothing availablein the areaanyway.

Corporate Social Rsponsibility (CSR3 is voluntary responsible behaviour of enterprises towards
society and presupposes legal compliance. Societies differ by nation, history, culture, language,
religion, level of education, way of thinking and many other factorsnithe western countries CSRnd
related activities arean essential corporate requirement that aravell regulated and this issignificantly
different from many other regions. The basic principles of social responsibility are accountability,
transparency, and ethical behaviour as wélas communication within the network of people, groups
and organisations that have an interest in business through developmerithese varied networks,
includes the communities that are also stakeholders impacted by any such projects undertakings

Accountability means that the business is willing to take responsibility for the impact it may have on
its specific environment. The ownes should be able to explain and justify the decisiantaken.
Accountability is important in the case of decisions whie affect clients, employees, suppliers,
neighbours or the local community in important economic, social and environmental aspects.
Accountability also is the willingness and ability to revise and correct wrong decisions, take
responsibility for damage caugd and adopt preventive measures. It helps enterprises make these
decisions understood and therefore is a way to enhance credibility and reputation.

Transparency means to make information available about the enterprise's decisions and activities
regarding the relevant social, economic and environmental aspects of its operations. Such information
can be made available on an ad hoc basis, but businesses may evaluate whether there is a legitimate
and strong interest in having a more regular information flow o their clients, partners, employees or
other people and organisations in their network.

An enterprise should behave ethically, meaning that all decisions should be taken and carried out in
an honest, fair and reliable way, without accepting illegal berfiés or conflicts of interest. This includes
the economic operations of the enterprise as well as a concern for people and the environmdgthical
behaviour is being influenced a great deal by the personal values and sense of responsibility of the
owner-manager, such as the willingness to treat other people as equals and with dignity, to keep
his/her word or to help others. Only if ethical behaviour is being practiced continuously in daily life
will it provoke reciprocity and trust, so that the receivers @ ethical behaviour themselves adopt such
attitudes.

Active networking becomes an important principle for successful business to ensure communication
and resolve possible conflicts in a better way. A business should identify who has an interest in its
decisions and activitiesand importantly who is affectedby such outcomes so that it can understand

its possible impact and how to address it. This should not be limited to clients and suppliers as every
business group may also have rights, claims or spéc interests which might affect the daily work of

the business and should be taken into account. Each enterprise should consider itself as part of, and
not separate to, its corresponding local or regional structurend societiesaccording to its size and
abilities.

CSR is not only an ethical issue but it is of great benefit to the enterprises in the long rthe major
benefits of behaving in a socially responsible way could be:

1. Higher motivation and productivity amonginvestors, employeesand contradors

3 NORMAPME User Guider European SMEs ohSO 26000Guidance on Social Responsibility=irst edition,
July 2011.
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2. An increased reputation and trust that leads to higher appreciation from customers and
suppliers and all other stakeholders that are impacted by its activitiestherefore aiding its
greater economic success

3. Enhanced recognition as operating publicly in society involves consideration for the
intentions of customers, representatives of local communities, banks and other important
stakeholderscontacts

4. An acknowledgement of commitment because CSR is not a shout to business success but
instead requires financialinvestment that pay off in the longer term

5. A higher acceptance within the community because CSR makes a business adapt more quickly
to the needs of itsmpacted stakeholders, theirenvironment as wel asits clients.

Often corporatesraise an issuewhen discussingCSR that a private company is notneNGO, yet many
corporates make daations to voluntary organizations who may be doing social development work
Carnegie who famously said that thewealthy should consider their wealth to be trust funds that they
should use for the good of the community The Question may be asked, tat is wrong for a corporate
to act like an NGO with a sincere goal of making the deprived poor communitismve a stepfurther
for better livelihood and sustainable future through a small contribution from their sizable profits?

In compliance with the EDF Groups agreement on Corporate Social Responsibiiityd NTPC being
major part of its interest, CSR was a priority issue fothe companyand every effort was made to
employ the principles discussed here in the NT2 projeciit a fraction of the cost of the construction
project, NT2 project was able tdbenefit large areas inLao PDRand poverty removedin a considerably
short period of time. The deprived status of the districts in Khammouane province, which was
adjudged to be one of the most deprived angoverty-stricken area of Laos; after five years into
operation phase, only one district remained indeprived status and clearlyNakai district has been
graduated out ofpoverty-stricken districts.

1.4. Public Private Partnership

PPPsis characterized by the sharing otommon objectives, as well as risks and rewards, as might be
defined in acontract or manifested through a different arrangement, so as to effectively deliver a
service orfacility to the public. The private sector partner may be responsible for all or somgroject
operations, and financing can come from either the public or prate sectorpartner or both. Turning

to the private sector can, when appropriately structured and executed, help address specific cost and
investment challenges, deliver improvements in efficiency, and enhance service quatity.

Demonstration of public private partnership (PPP) was clearly visiblein 4 0#8 O 31 AEAT $AO
Plan, especially irits environment and social mitigation activities. The involvement of NTPC, a private
company constructing the hydropower and the public institutions in the Khammouane provincein

central Laosas public partners, formed the basis of PPR The health program of the project worked

entirely and exclusivelywith the local health authorities and the Mnistry of Health in facilitating the
implementation of the national disease control programs and strengthening the existing public health

care delivery systemin the impacted districts.

Service contracts were not formalized, as is usually done through contracting osgpecificservices, but
through the process of Health Impact Asessment, defining the needs and priorities required in the
project area and its fulfilment through the Concession agreement signed between the Government of
Lao PDR and the NTPChis process allowed the investment to come &m the private sector and the
ownership remaining in the hands of the public institutions. The investment not only consisted of the
financial support from NTPC but providing a team of experts to implement the public health action

4 North American ReviewWJune 1889). Reprinted inThe Annals of Americavol. 11, 18841894 (Chicago:
Encyclopaedia Britannica, 1968), 222226.
5Irina A. Nikolic and Harald MaikischPublic-Private Partnerships and Collaboration in the Health Sector. HNP
Discussion Paper. Hedlft, Nutrition and Population. The World Bank. October 2006
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plan in collaboration with the local health authorities.Ramification of this partnership was recognised
by the international monitoring agencies andthe GOLand form the theme of this book.

Although the project was driven by concession agreement, private public partnershi@PP)had a
major role in the changes brought into the areas affected by the NT2 project. Concessions are
arrangements with the private sector in which, for existing facities, asset ownership remains in public
hands but where the private partner is responsible for new investments, as well as operating and
maintaining the existing assets. Concessiongere aso used for new facilities, with the private sector
partner responsible for design, construction and operation. These were the salient features of the
Public Health Action Plarimplemented in collaboration with the government health infrastructure and
services in the project areas. All health services and facilities ingtproject area received technical and
financial assistance from NT2 projectat the same timeall the services and provision mechanism
remained in the hand of thepublic sector. The assistance provided was in full consultation with the
public sector and regular reporting to the local health authorities was maintained throughout the
project life. This included the infrastructure development in the project impacted districts, capacity
building of all health workers through training and field support, focusingon health education and
awareness to empower local communities, improving the standards of health care delivery and
establishing mechanisms for surveillance and monitoring for continued evaluation of what haaeen
investedinto the impacted areas and to esure if the outcomes demonstrated success.

Often PPP is considered in terms of support that boils down to financial and other resource support.
Rarely, it is a combination of these resources and the technical input to make the national strategies
work and turn them into a sustainable program. The gperience gained in this area by the NT2 Health
Team demonstrated that such an approach can succeed and benefit the local communities and in turn
the country. A commitment to suchanapproach by corporates can make a positive and lasting change.

1.5. The NT2 Health Program

Meriem Gray describeshe NT2 resettlement program under three broad phases: (1) Consultation and
planning; (2) Physical relocation; and (3) Livelihoods development. The consultations and community
outreach helped determine resettlement siés, the design of houses, village layouts, and livelihood
opportunities. A comprehensive resettlement package provided to all resettled people included
community infrastructure such as roads, schoolshealth facilities and water supply. Household
entittements, such as housing, electricity, agricultural land, and a livelihood support program. The post
relocation livelihood program is based on four pillars: agriculture and livestock, community forestry,
reservoir fisheries, and offfarm income. It takes intoconsideration the natural resources available to
re-settlers, their skills, traditions, and previous livelihood patterns. The program aims to help
households achieve an acceptable income level through a diverse set of livelihood opportunities. These
also helps villagers decide for themselves which combination of livelihood opportunities to pursue
over the long terms$

NTPC had chosen to set international standards in its work on Social Development Plan by following
WHO and the World Bankecommended Health Impact Assessment (HIA) to be carried out before the
start of a project and a balanced Public Health Action Plan HRP) drawn, so that impacted
communities are not adversely affected from the negative impacts of the projedtealth Impact
Assessment is a combination of procedures, methods and tools by which a policy, program or project
may be judged as to its potentiakffects on the health of a population, and the distribution of those
effects within the population.” HIA identifies appropriate actions to manage those effects.

Livelihood improvements were strengthened byusing the high standard of resettlementprincipl es,
which included a welldesigned sustainable housing for all relocated villages with improved all
weather access fom the main roads; safe water at close proximity for every home and improved

6 Meriem Gray.Nam Theun 2 Multipurpose Development ProjecOverview and Update. The World BanKluly
2012.71539
7WHO. Gothenburg consensus statement on HIAVHO 1999
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sanitation facility for each house. These amenities weri@astrumental in improving the health of the
populations even before any health service interventions were made. Safe water and proper sanitation
improved the gastrointestinal infections, including parasitic infestationin the populations, especially
amongchildren. Sanitation facilitiesconsiderablyreduced the parasitic infestation in the communities
which was found to be unacceptably high in the baseline studies. Better housing reduced the
respiratory illnesses among children

1.6. Primary Health Care

The Primary Health Care, as defined by the WHiS essentialhealth carebased on practical,
scientifically sound and socially acceptable methods and technology, maaleiversally accessibleto
individuals and families in the community. Itaddresses the main health problems in the community,
providing promotive, preventive, curative and rehabilitative services accordingly Although Lao PDR
is a signatory to the implementation of the Primary Health Care Policy, it was not apparent in the
project area at the start of the project and required intensive effort on the part of the NT2 ldih
Team to introduce the concept.

1.6.1. Focus on Maternal and Child Health

Maternal and child health, as one of the important components of the PHC, was the focus of NT2 health
program. The livelihood opportunities were further strengthened by marked improvements in the
health services in the resettled villages and adjoining areas of the project activities; that is the two
provinces immediately above and below the dam.

Social determinantsof health (SDH)matter for the design of health programmes intendedo reach the
impacted poor populations. The healthcare services are a key determinant of health and health equity
and also that policy needs to take account of both the demand for and the supply of services. These
include the empowerment of women; the rog of local civil society institutions in fostering trust
between communities and service providers; the effect of poverty on demand for health services, not
simply through reduced incentives to seek care, but through barriers, such as geograqdii or socal
marginalisation, that prohibit care seeking; and underlying all of these, the vital role of the public
sector and of political conmitment to invest in and fashion a healthcare system from which all can
benefit equitably 8 An added complexity ighat negative or positive impacts of SDH can be accumulated
during a lifetime, alter health trajectories across the life course, and be trafesred across generations.

Bearingin mind the social complexities communities faced\ T2 Project concentratedon two aspect
of health care delivery. Firstlyto concentrate on the health of women and children, as health indicators
on morbidity and mortality reveal beyond doubtthat the women and childrenshare excessive burden
of ill health and hence,they are the largest health service consumer&econdly, the only way to reach
this sub-groups of the population was to takéhealth services to them rather than to wait for them to
come to the health facilities, as there were severalbcial barriers for them to seek health care. This
was achieved through thetraining of the health centre staffto cater to the preventive and curative
needs of women and children and taking these services to thlages under the monthlyintegrated
outreach program.A full chapter is devoted to maternal and child health in this volume detailing the
activities and outcomes.This was not to exclude othersrbm health services, as the staff at health
facilities continued to be availableto the general populationthrough the regular opening hours of the
health facilities and the special mechanism of emergencgferral care.The NT2 health experience of
implementing this approach has proved beyond doubt that considerable improvements in the health
of women and children can be achiead through this approach.

8 Sebastian Taylorand Alireza Marandi.Social determinants of health and the design of health programmes for
the poor.BMJ. 2 August 2008. Volume 337. p26869.
9 Ritu Sadana and Erik Blagjow Public Health Programs Can Improve Health Equity. Public Health Reports.
Supplement 3 Volume 128. 2013
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1.6.2. Health Information

Acknowledging and measuring health inequity, as political a process as any subsequent inrtion,
is the indispensable basis of health equity actiofrundamental tothis action is the need for better data,
to evaluateand monitor positive or negative aspects of intervention$? This process enabled d re-
evaluate the strategies put in placeand to improve them if found ineffective. NT2 Health team
undertook this taskright from the start of the project and by three years into the project were able to
monitor the health of the impacted populations using the data collected routinely by the health
facilities. This database was developed over the life of the projeahd is nowbeing adopted by the
neighbouring provinces, and is set to help the countryas a modelin the Health Information
Management System.

1.7. Book Content

Chapters that follow, arethe experience of the NT2 health team in implementing the public health
action plan in a manner that is not common to other similar projectsLessons can be learnt from it,
whilst setting up similar projects elsewhere.

10 Sebastian Taylorand Alireza Marandi.Social determinants of health and thelesign of health programmes for
the poor.BMJ. 2 August 2008. Volume 337. p26%69.
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2. PART 2:OVERALL APPROACH
2.1. Health Impact Assessment and Beyond

The World Health Organization defines the Healtimpact Assessment (HIA) as a practical approach
used to judge the potential health effects of a policy, program, or project on a population, particularly
on vulnerable or disadvantaged groups. Recommendations are produced for decisiorakers and
stakeholders, with the aim of maximizing the proposal's positive health effects and minimizing its
negative health effects! Reducing health inequities through action on the social determinants of

health was passed at the 6% World Health Assembly in May 2009, urging Member States "to take
into account health equity in all national policies that address social determinants othlth and to
ensure equitable access to health promotion, disease prevention and health cate."

2.1.1. HIA procedure

()! 02/ #%

. 10EAEI U AOOAAI EOGEA
s e s Screening the policy or project. Is HIA required?
Ol'l EAU
007 COAI {
$AOAT T PI : Identifies key health issues & public
OEAOA [/ Scoping > | concerns, establishes ToR, sets
001 OPAA boundaries
| 0OAOOI 4 —
Rapid or in-depth assessment of health
Appraisal _____» | impacts, using available evidencg who
will be affected, baseline, prediction,
@ significance, mitigation
Reporting » | Conclusions and recommendations to
remove/mitigate negative impacts on
o1l | E A U @ health or to enhance positive
y i D1 Al Al
OEAO A Monitoring |——» Action, where appropriate, to monitor
actual impacts on health to enhance
existing evidence base

Source: http://www.who.int/hia/tools/en/

As one of the large development projects with national interests, Nam Theun 2 Power Company

(NTPC) was obliged to commission a comprehensive HIA. In 2004 a group of international

consultants were procured by NTPC to carrgut HIA and to develop a comprehensive Public Health

Action Plan (PHAPBA O PAOO 1T £ OEA AT | PAT Wil cahdullaiisiused $ AOAT T b
71T 01 A (AA1T OE / OCAT EOAQEI 160 AZEOA OOACAO 1T &£ Al AOOI

11 http://www.who.int/hia/about/defin/en/index.html

12 Document EB 124/R6. 6% World Health Assembly Resolution. Geneva, World Health Organization,
2009. http://apps.who.int/gb/ebwha/pdf_files/EB124 ZAREC1/2B124_RECZn.pdf

13 Krieger GR, Balge M, UtzingerHealth Impact Assessment and Public Health Action Plan. Chapter V. Social
Development Plan. NTPC 2004vww.namtheun2.com
14 NTPC.The Social Development Plan. 2005. Vientiangww.namtheun2.com
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illustration above to develop the HIA/PHAPThe process required to identify and assess the potential
impacts by the project on heah of the impacted populations and involved:
1 an in-depth review of available national and district health data;
9 analysis and synthesis of project study areapecific baseline economic, health and
nutritional surveys;
9 comparison of study area data to nationsand district health data;
field survey visit by the HIA study team; and
9 consultations with relevant health stakeholders, particularly the MoH and officials from the
local health authorities providing health services in the area, and representatives frothe
World Health Organization (WHO) and the World Bank.

=

Key objectives as identified in the NT2 HIA were:
T to establish the baseline of existing health conditions in a project area;

to evaluate the potential health impacts on individuals,populations and communities
influenced by a project, programme or policy;

T to employ qualitative, semiquantitative or fully quantitative data for assessment of health
impacts, where impacts can be neutral, positive or negative;

I to provide a formal mechanisn that involves and engages the relevant stakeholders to ensure
appropriate discussions directed towards the prevention and mitigation of negative effects on
health; and

T to provide a basis for developing formal mitigation action plans.

Early 2005 the Heakth Impact Assessmentand Public Health Action Plan was delivered by the
consultants and NT2 project approved and adopted it in its Social Development Plan.

The HIA described the likely impacts of the project on the health of communities and individuals
located near the immediate dam construction area as well as distant geographical regions. The areas
mentioned were watershed areas; downstream areas; resettlement areas, planned; resettlement
areas, spontaneous, also known asmmp followersareas; and transpotation corridors (e.g. roads,
bridges, airstrips and associated villages and communities).

4EA Al 4EAOT ¢ 01 xAO #1 I PATU2O j.40#Q80 OOOAOAC
was based on 1) ensuring the good health of the workforce, 2) mitigatj impacts and 3) promoting
positive improvements in the health of the host communities. The overall public health management
approach, as described in the HIA/PHAP, focused on strengthening the existing health care delivery
system in the project area, inorporating workforce and community health considerations
systematically and ceoperatively into project planning and management. The HIA drew upon the
Ethnic Minority Development Plan (EMDP) and the Resettlement Action Plan (RAP) detailed in the
Environmental Assessment and Management Plan (EAMP) that contained a comprehensive
assessment of potential environmental impacts.

Nine years later, of combined construction and operation phases, the impacts are visible and

predicted impacts can be evaluated and tobserve if the mitigation measures taken have neutralized

the negative impacts of the NT2 project.

#1171 OOAOU O ()! PDPOAAEAOEIT O T &£ OAOOOAET O AAAAOOA
spontaneous settlements, explosive developments stardein the corridor from Nakai to Thakhek,

soon after the construction work began for the roads, the dam and the power house. Project camp

near Gnommalath brought huge numbers of camp followers and the spread was all the way up to

Nakai plateau. The newly onstructed road to Vietnam border from Gnommalath, adjacent to the

xI OEAOOS6 AAIi Pph AAAAA O OEEO OOOE A& O OAOOI Al Al O
general goods stores and entertainment (beer bars) emerged, bringing more and more camp

followers to the area. Along with this development, as predicted, came some of the unwanted
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environmental impacts such as road traffic accidents, entertainment industry including sex trade,
and sexually transmitted infections including, HIV/AIDS; to name a few.

Village to be resettled A Resettled ViIIagAs seen nowafter Resettlement)

(Picture from HIA 2004)

2.1.2. Scope of the HIA as predicted in 2004

The focus of the HIA on both general and specific public health issues were identified, evgter and

sanitation (general) malaria and HIV/AIDS (specific). Typical occupational health concerns, such as

i OOAOI T OEA1 AOAT ET EOOEAOh xAOA OEAxAA AO OEIT OEAA
Head Contractors Construction Safety Plan. Howeweénjuries and deaths likely to be caused by road

traffic accidents were identified as public hazard. The families and relatives of project workers/staff

and service industry providers economically attracted to the project, e.g., food vendors,

entertainmel O j As8c8h OAgqh AiT 1T 001 AAT A CciiT AbGh AOA8 xAOA
potential social and environmental impacts.

HIA referring to WHO document, Human Health and Dams, described three scenarios of likely results

from the projectimpacOOh AO O. 1 #EAT CAd6 j £01T 1 AAOAT ET AQqn O3E
Ol EAT AAT AT 66 | Ei POT OAT AT 60Qh diredt (§pecifidcausaai@fedd O AE O
relationship) and indirect (nutritional and livelihood) impacts.

HIA had particulary identified housing (design and construction)water, Sanitation and Food; and
transportation as major factors in enhancing the health of the impacted populations. Furthermore,
HIA had broadly definedenvironmental health areasthat could be reasonably linked to the major
sectors:

1 Respiratory disease: including but not exclusive to ARIs (bacterial and viral), TB and
pneumonias.
Vector-related disease, including but not exclusive to malaria, typhus, dengue.

Sexually Transmitted Infections (STIs): including but not exclusive to HIV/AIDS, genital ulcer
disease, syphilis, gonorrhea, Chlamydia, hepatitis B;

1 Soil and Water borne disease: including but not exclusive to soil transmitted helminths (STH),
leptospirosis, schistosomiasismeliodosis, cholera, water quality

9 Food and nutrition related issues: including but not exclusive to stunting, wasting, micro
nutrient diseases, changes in agricultural practices, gastroenteritis (bacterial and viral);
opisthorchis infection, and food sadty.

1 Accidents/injuries: including but not exclusive to traffic and road related, construction (home
and project related) and drowning.
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1 Exposure to potentially hazardous materials: including but not exclusive to pesticides,
inorganic and organic fertilizers, road dusts, air pollution (indoor and outdoor related to
vehicles, cooking, heating or other forms of combustion/incineration), landfill refuse or
incineration ash, any other project related solvents, paints, oils or cleaning agents, etc.

1 Psychosoci& including but not exclusive to relocation, violence, security concerns, substance
abuse (drug, alcohol, smoking), depression and communal social cohesion.

9 Cultural Health Practices: including but not exclusive to the role of traditional medical
providers, indigenous medicines and unique cultural or ethnic health practices.

During the initial construction phase of the Project, impacts in all nine environmental health areas
were predicted to be significant, with a mixture of positive and negativeffects. Substantial
improvement across all four subsectors (housing and urban development; water, food and
sanitation; transportation; and communication and information access) were predicted. The sectoral
improvements were expected to directly affect btdens of disease across many of the environmental
health areas (respiratory; vectorborne; soil/water; and potentially food nutrition). It was cautioned
that these positive impacts can only be achieved by significant efforts in environmental areas (health
infrastructure), as well as program management; and a detailed implementation of the health plan
was described. It was emphasized that establishment of a rigorous system for monitoring and
surveillance of health and social welbeing was essential.

2.1.3. The Public Health Action Plan (PHAP)

The HIA team had put forward the PHAP and had referred to two main areas of impact, namely the
Resettlement Health Program and the Regional Health Program. The periods of impact identified
were the periods of construction andhe operations. It was envisaged that the PHAP will work
through the four years of construction and operation each, to mitigate most negative health impacts
and to build on positive aspects of health in the impacted communities to ensure that people enjoy
better quality of life, including health, at the end of the program. Implementation of the planned
activities of the Resettlement and the Regional Health Program were considered to be the Lao public
health institutions, with technical and financial suppot from the NTPC.

The Monitoring and Surveillance of Health was identified as an essential aspect of the PHAP. On the
one hand it was to provide a tool for the NT2 project to demonstrate the impact and the effectiveness
of their prevention and mitigating activities, whilst on the other hand it should support the Lao
Government and the local communities to request for additional support when needed.

The PHAP proposed following assumptions:
1 Promotional, preventive and curative service delivery activities wl be conducted by Village
Health Volunteers, Health Centres, District Hospitals and District Mobile Teams. The
Provincial Hospital of Thakhek will play an important role as referral hospital.

1 Support, supervision and inspection activities will be the respnsibility of the District Health
Offices (DHO), the Provincial Health Office (PHO) and for specific aspects the Ministry of
Health through its central level departments.

1 Training activities will be conducted by a variety of institutions amongst others ta Thakhek
Provincial Public Health School, the Provincial Health Office, different central level
departments and divisions of the MOH, the provincial and central hospitals, and possibly the
Institute Francophone pour la Médecine Tropical (IFMT) and Thai Héth Institutions.

1 Specific activities, as social marketing for condoms and antiretroviral treatment will be
contracted out to specific NGOs (e.g.: PSI and MSF).

T -AOGO i1 O6AI AT O TOCATEUAOEIT OOAE AO OEA |, Al

be involved in promotional and preventive activities.

The Resettlement and the Regional Health Program were to put a lot of emphasis on improving the
functioning of the public health institutions and to include: human capacity building, development of
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managementsystems, infrastructure, equipment, transport, medicine and medical supplies,
operational costs, and also technical assistance.

The Plan highlighted different financing mechanisms to be used during different periods and
targeting specific groups. Medicatxpenses of resettler families was to be covered up until COD + 2
and those households elsewhere clearly suffering iliness as a result of the construction work
activities will also be subsidisedAdditionally, the Health Programs was to try to render the x@sting
health services and cost recovery system more efficient and transparent.

This PHAP proposed planned activities, a schedule and budget for the total project period. The
program period for the Resettlement Health Program was about 8 year while thesBional Health
Program was 4 year construction of period, followed by 5 year of monitoring of any impacts from the
new water regimes.

A midterm review was also planned to evaluate the effectiveness of the PHAP and to make any

required adjustments. Detaila planning and budgeting was to be done on yearly basis and that it

should run concurrently with the GOL financial year. Planning and budgeting in the Plan was

AT OOOOOAA OiF OEA .40#60 001 EAAO - AT ACAT AT O 51 EOQ |
with Thakhek PHO and concerned DHOs.

The annual plan and budget for the financial year was to address mainly the following aspects:

Development of a comprehensive curative system through the health facilities

Construction of sanitary facilities, waste management and domestic water supply for all

impacted populations

1 Conducting health education and awareness activities, sensitizing tlecal communities on the
behavioural changes to address health risks

1 Development of a comprehensive preventive program to include maternal and child health

through integrated outreach activities at the ICHC and the DH.

T
1

Table 2.1: Each of the two Health Programs were to have their own objectives as summarized
in the table below:

Objectives of the Resettlement Health Objectives of the Regional Health Program
Program (Impacted villages from Mahaxay,
(Fourteen villages resettled in Nakai Gnommalatand Khamkheut district}
Plateau)

1 Prevent and mitigate effects of 1 Prevent and mitigate effects of
resettlement on the resettled construction and of operation of the
population of the Nakai plateau NT2 Dam on the local population

1 Improve the health situation of the 9 Prevent and mitigate effects of the
resettled population of the Nakai population influx (workers & camp-
plateau followers) on the localpopulation

1 Build the capacity of the Public Health § Improve the health situation of the local
Institutions for addressing their population
OAOCAO D1 BOI AOET 1| 1 Build the capacity of the Public Health

Institutions for addressing their target
biI POI AGEI 1 08 1 AAAQ

The objectives mentioned here were to be achieved through several strategies, which wdbalddress
the whole chain of services required for achieving the objectives. They were as follows:

1 The Prevention and Mitigation activities addressing the 8 Environmental Health Areas,
implemented by the MOH institutions;
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1 The Resettlement and Regional Héth Program would support improvement of the Public
Health Institutions and Programs. This support was to include: Capacity building,
Infrastructure, Equipment, Transport, Medicine and Medical Supplies, Operational Costs;

1 Implementation and planning of the mitigating activities were to be carried out in an
integrated manner whenever possible;

1 The two new Health Centres for the resettlement area were planned and were expected to
function as Integrated Community Health Centres under the modepgaroach of HSIP;

1 In order to assure comprehensiveurative care, a referral system was to be developed
integrating the Health Centres, the rehabilitated District Hospitals of Nakai and Mahaxay, the
rehabilitated and upgraded District Hospital of Ghommalaand the Provincial Hospital of
Thakhek

1 Capacity building was recognized as a major component and would get a detailed plan based
on a training need assessment.

T ! O-TTEOIOETC AT A 3000AEIT AT AA6 OUOOAI AAOAITI
responsible fa centralizing, processing, analyzing, interpreting and communicating data
coming from different data collection systems (routine and surveys, existing and newly

developed).
9117 O)1 ZAAOGET 6O $EOAAOA | OOAOAAE 2APEAdtakODPI 1 O
developed, including a contingency fund for the outbreak.
1 &ET AT AEAI | ARAOGOEAEI EOU xAO Oi AA AOOOOAA OEO
AEEAAOCAA AT 1 OOOOAOEIT AOAA EAI EI EAOG | AAEAAI
I AAT OAET ¢ O OEA - BDEODOPDADPAO( AARAEDHE ABOAOACU O
Ci Al T/ OeEA , Al 0%$2 EAAI OE OAAOI O EO Oi OA&AOAA OE.
UAAO ¢mgmn AT A O AT OOOA OEAO Ail , Al PATBPI A EAOA

described within this chapter are developed in accordance with the six major directions for the Lao
Ministry of Health by the year 2020:

strengthen the ability of health care providers;

1
1 improve community-based health promotion and disease prevention;
1 improve and expand hospitals at all levels and in remote areas;

1

promote and strengthen the use of traditional medicine with the integration of modern and
traditional care, ensuring the quality, safety and rational use of food and drug;

promote the operational health research; and

ensure effective health administration and management, se#fufficient financial system and

establish health insurance fund.
yT AT T OAET AGEI 1T xEOE OEAOA -/ ( AAEET AA AEOAAOQEITT
November20n¢ EAAT OEZAZEAO OEA O6AOU (ECE OOEI OEOU 0071 CC
OAAI OEOI OCE 2AO0AO01 AT AT O AT A OEA 2ACEITTAI (AAT O
(ECE O0OEI OEOU 001 COAI 068

2.1.4. Did HIA Work for NT2 Project?

The HIA/PHAP was a substantial document and formed a full chapter in the Social Development Plan,
with details of all impacts and how the health plan would be implemented in order to not only

mitigate any adverse effects of the project, but to markedly impve the health of the people. This
responsibility entrusted to the NT2 health team (the Health Project Management UriHPMU). The
team consisted of three Lao doctors, and an international public health consultant serving as the
manager and technical adiger of the team. The role of the team was to implement the PHAP in such a
way that the local health authorities take up the responsibility and own the plan.
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The task was not an easy one as all aspects of the plan had to be implemented in full collabonat

with the local health authorities, which required intensive training of health staff and a total change

of the philosophy of health care delivery in the area. The philosophy of simply addressing illness care
had to be changed to a comprehensive curatvand preventive approach, with the view that this
approach will reduce the extent of illness and overall burden of disease in the community for the
health service providers. In addition, if sustainability was the ultimate aim of the project, the work
hadto be carried out by the local health workers right from the start. This required preparation of
extensive training program for all level of health workers, starting from village health workers in the
villages to the doctors in the district hospitals. It equired building of infrastructure and equipping of
the health facilities to enable the health workers in providing standard health care. Introduction of
outreach programs, so that preventive services could reach the project impacted people and this
included importance of health education for the first time in the communities. The need for health
information, which was totally lacking, was immense as without it surveillance and monitoring

would not be possible. Detailed chapters in this book address the ategies developed and used to
address these issues. This chapter mainly addresses how effective the HIA and PHAP were and the
extent to which it was implemented. The table addresses the objectives from the plan and anticipated

strategies, and lists the exént to which it was completed.

Table 2.2: HIA/PHAP Objectives and the extent of their implementation.

No. | Objective as ldentified in the HIA Implementation during the life of the Project

1. Implementation of the Prevention | All the eight areas of Environment Health, as
and Mitigation activities detailed in the HIA, were implemented and
addressing the 8 Environmental | served as a check list for the NT2 Health team an
Health Areas by the MOH the local health authorities.
institutions;

2. | Resttlement and Regional Health | Capacity building, Infrastructure, Equipment,
Program would support Transport, Medicine and Medical Supplies,
improvement of the Public Health | Operational Costs were adequately addressed as
Institutions and Programs. detailed in chapter three.

3. Implementation and planning of This was fully implemented through Sexually
the mitigating activities were to be | Transmitted Infections including HIV/AIDS
carried out in an integrated program; RoadTraffic and other accidents
manner whenever possible; control and management programs; control of

malaria and vector control program; water and
sanitation; and the MCH outreach programs in all
the 93 project villages.

4. | Planned construction of two new | Refurbishment of the Nakai District hospital and
Health Centres for the resd@tement | construction of two new Integrated Community
area and planed building of new | Health Centres in the resettled area were
health facilities and refurbishment | commissioned early in the project construction
for rest of the projectareato | phase to serve the 14 resettled villages.
function as Integrated Community | - ,ngirction of one district hospital and two
Health Centres under the model health Centres in the Regional Health Program
approach of HSIP; : g rograr

and refurbishment of all other health facilities in
the project area provides better health facilities
to the impacted populations.

5. | Development of an effective The strengthening of all health facilities through
referral system was to be supply of basic medical and office equipment,
developed integrating the Health | training of health personnd, and continued
Centres, the rehabilitated District | sypport from the NT2 health team accomplished
Hospitals of Nakai and Mahaxay, | this objective. Sound referral system with four
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the rehabilitated and upgraded
District Hospital of Gnommalat and
the Provincial Hospital of Thakhek

ambulances, in addition to sealed road, bringing
down travel time from more than four hours from
Nakai district hospital to the provincial hospital

in Thakhek to less than one hour, further
improving chances of survival of all medical
emergencies.

Training program for all level of health workers
throughout the life of the project helped &ain
this objective, improving the quality of health
service provision in the area.

6. | Capacity building was recognized
as a major component.

7. | DPOIT Bl OAl Ol A A Aneffective and efficient Health Management
AT A 3O0O0O0AEIT T Al A A Information System (HMIS) compatible with the
include a centralizing, processing, | National HMIS was developed over the life of the
analyzing, interpreting and project. Live health information on the population
communicating data coming from | ig ayailable since 2008. In 2010, a fuher
different data collection systems. developed database was implemented by NT2

health team. The information system is being
considered as a model for the MOH HMIS and ha
been successfully implemented in three provinces
already.

8. |[I'T O)1 £ZAAOGET OO ¢ Infectious Disease Outbreak Rapid Response

Rapid Respons® OAD A OA AT
taskforce was expected to be
developed, including a contingency
fund for the outbreak.

Preparedness plan was contracted out to
independent consultant. An independent
consultant was procured to devel@ the plan,
which was rolled out in 2005.

9. | Financial Accessibility was to be
assured through special funding
£ O OEA OAOGAOOI A
AT 1 OOOOAOGEIT AOA
expenses the equity fund

Most of the treatment was provided free or on
minimal charges under the district health
authority arrangements. A contingency fund was
created and used for vulnerable people in the
project area.

The Table 22, addressing the objectives listed in the HIA, demonstrates that the HIA/PHAP was of
great assistance to the NT2 health team in focusing on important issues and to lead the health service
providers and health facilities in the project area in addressing the real health problems. It was
possible to mitigate health impacts of the project activitiesgspecially the construction work and

ET £ 0 T £ 17170 111U OEA xT OEAOO AOO OOAOOAI
curtailed the STI and HIV epidemic in the resettled population and at the end of the project closure
no significant increases were observed in persons living with HIV/AIDS in the project area. Increase
in accidents and related injuries was inevitable with over 150 Km of sealed road and a number of dirt
roads connecting all the resettled villages to the main road. Increasetime use of commercial

vehicles on these roads, especially the use of motorcycles by resettled people, were the main reason
for increase in road traffic accidents. However, the roads and the waleveloped referral system also
helped transporting to any cawsalities due to RTAs to provincial hospital in saving lives. Road safety
and prevention of RTAs was a regular topic of health education and awareness in all health facilities
and outreach programs. Overall reduction in deaths over the last five years il agje groups from all
causes is reassuring. The residual impacts were manageable with minimal effects on the impacted
populations, which is substantiated through the detailed chapters in this book.

Primary health care delivery through outreach work in allproject villages further improved the
health of the project impacted populations, especially the health of the women and children,
discussed in details in the Chapter 4.
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There were some areas where NT2 health team did not make as much progress as exgeat the
implementation of the PHAP. There were clear areas where weaknesses prevailed and more work is
required to fill those gaps.

2.1.5. Development and Introduction of a Financing Systems

Capacity building of district health staff to manage the local finams was an area where only limited
success was achieved. To start with advance funding was made available for a period of time under a
well-planned activity schedule However, in spite of careful monitoring, acquittals were not made

and it became impossibldo move forward with the activities. The NT2 health team had to change the
system to provide funding according to each budgeted activity, rather than for a quarter. District
health offices were much more complacent of showing accountability in this respediealth center

staff were much more reliable and conducted the activities efficiently and provided the acquittals on
time.

Throughout the life of the project timely funding was made available for all the health service
provision activities by the NT2 halth team to all the health facilities. Cash management by the health
facilities was less successful as advance payment and the project did not result efficient spending by
district health authorities.

2.1.6. Insurance Schemes

At the time of midterm review, National Health policy did not consider health insurance system as a
priority in the country. As NT2 Health program was focusing on the National Health Programs and
health insurance system was not one of the priority areas, it was dropped. Moreover, thedith team
was of the opinion that the impacted villages and the health facilities were not ready for this program
at the point in time. However, parts of the scheme difhancing systens of revolving funds was
successfully implemented. The drug revolvingund in villages and health centers and the revolving
fund for mosquito nets in malaria control programs were two examples. Village Health Workers drug
revolving fund was successful in most villages and subsidized mosquito net sales have lasted the life
of the project with no new injection of funds other than initial amount of USDs 150 for each village.

2.1.7. Surveillance and monitoring (S&M)

The PHAP had described S&M as an essential part of the plan and had proposed an agency who would
take it upon herself to develop the S&M system. However, the agency highlighted in the PHAP for this
task was not forthcoming in providing the required support. Members of the NT2 health team also had
skills to manage this area and took it on themselves to develop amprehensive Health Management
Information System in the project area. Over the life of the project a robust health information system
has been developed ifhouse. The HMIS system has not only provided all the needs of the project but
has also come up to sge as a model for the country. The subject has been devoted a full chapter in
this book (Chapter 6).

Under the S&M the initial health checks and survey and the subsequent rtefm and final health
surveys were also developed and conducted ihouse, savingsignificant funding which could be used
for other activities in the improvement of health of the impacted populations. The NT2 health team
utilized government health staff to carry out these surveys which provided an opportunity for health
workers to understand the health problems of the local people and exposed them to master skills
which were usefulin-service provision through the health facilities and the outreach work.

2.1.8. Support from NGOs and other Local Health Agencies

The PHAP had specifically proposkthe collaboration with NGOs and other National Agencies who

could assist in the implementation of the PHAP. Some of the popular agencies that were engaged in

health issues in the country were mentioned in the PHAP, namely Population Services Internatibna

(PSI), Institute Francophone pour la Médecine Tropical (IFMT),i AAAET 0 OAT 0 &Oi 1 OEi1
antiretroviral service in the neighbouring Savannakhet and CARE. The World Bank was also keen

that the project sub-contracts some of the areas of health interventiosito other agencies.

Page |17



A significant time at the start of the project was spent by NT2 Health Team with aforementioned
agencies to discuss the PHAP and to explore possibilities of collaboration. The multinationals, WHO,
UNICEF and UNFPA, who were the leagemcies assisting the MOH were also visited. However, in spite
of these discussions, the health team faced difficulties in establishing the right kind of collaboration in
accordance with the objectives of the PHAP. Some of the problems encountered were:

1 There were agencies well suited for collaboration but were too thinly placed in the country
within their own activities and found it difficult to spare time and resources, in spite of funds
being made available;

1 There were others who were keen to know how mah money the project had and wanted to
work independently with no accountability to the project;

1 There was a reputed international agency which point blank refused to work with the
government health workers. Collaboration and working with the existing goveiment health
AAOA OUOOAI AAETC .4¢ (AAITOE 4AAI B8O 1100
sustainability of the health program at the end of the project, it was not possible to collaborate
with such an agency;

1 The surveillance and monitoring assistancdrom the agency named in the PHAP was too
farfetched to be practical for the area under consideration;

1 There was an agency which could assist with the treatment of patients but were not in a
position to engage in the connected training of health personnelnd health education and
awareness program;

1 Expectations to share from the small NT2 Health budget were too great by some agencies and
health team could not afford such collaborations;

1 There were a couple of agencies agreeing to collaborate but were fouttdbe not competent
enough to provide technical support required by the project.

Despite these difficulties the NT2 health program continued to receive support from some NGOs
through the local government arrangements. Prominent agencies were Savanakhet Slfreatment
and HIV testing program run byMédecins sans Frontiéres and World Bank TB control program under
national management. In addition extensive support made available from the provincial and MoH
tertiary services in training programs.

2.1.9. Collaboration with Institut Pasteur

One agency not featuring in the PHAP was Institut Pasture, as it was not in existence at the time of
developing the HIA/PHAP. NT2 Health Program worked closely with the institute providing assistance
to the project area in the Khammoane province. The main focus of this collaboration was centered on
the control of vector borne diseases and addressed control of dengue and other vector borne diseases.
Additional funds were provided by NTPC to Institut Pasture for its activities over a pd of two years.

2.1.10. Collaboration with the Government Health Programs

As pointed out in the PHAP, close collaboration with the national health systems and local health
authorities was considered a priority. The NT2 Health Team took this as a challengadavorked
exclusively with the local government health teams and through them developed all health services.
The main areas of collaboration consisted of infrastructure development, capacity building,
strengthening surveillance and monitoring, health serwes development through strengthening
standards of health care at the health facilities and development of the primary health care through
its outreach program in the project area. The process was slow to develop in the beginning but after
three years it ook off and the whole health system in the project area was then geared to provide a
comprehensive curative and preventive services through all the health facilities in the project area.
These services have progressed through the life of the project ancetls&M demonstrates beyond
doubt that the health of the impacted people have improved significantly because of the successful
implementation of the PHAP. A separate section in this book describes in detail the health gains made
during the life of the projed. Supervisory support from Districts and the Provinces has remained
weak and is partly related to good governess and accountability.
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2.1.11. Sustainability

3000AET AAEI EOU EO A OECI EEZEAAT O EOOOA &EI O AT U E
document.Health programs seek to arrange physical (e.g. microbial, nutritional and chemical agents)

and social (e.g. community and social issues) contingencies to achieve better health outcomes.
Programs are sustainable when physical and social contingencies cam érranged to achieve better

health outcomes which maintain over time at an acceptable level of disruption to established
benefits 15 Sustainability also means that the changes continue after the change agents are no more
operative in the area.

The SocialDevelopment Plan during its implementation provided balanced approach of social,
environmental, or economic inputs into the impacted areas. This process was complemented by clear
direction laid down in the HIA for health improvements in the impacted popultons. The health
program objectives were achieved to a large extent through an overall strengthening of health service
processes, in particular through the outreach programs in the project villages.

Although the project ended in December 2013, a skeletalipport has been maintained by NTPC for
another year to help the local health authorities in the process of sustainability. The health service
provision is universal in the project area and health center staff and their support from district and
provincial health services is expected to sustain this approach. A determined effort will be required by
the health authorities to sustain this success.

HIAs consider determinants of human health stemming from all of the three pillars of sustainability
social, ervironmental, or economic!®é This HIA contributed to sustainability efforts by providing
decisionr-makers with information that enabled them to better consider tradeoffs and identify
OUl AOCEAO AAOI 0O OEA OEOAA PDPEI I A@d@of the healthlidsu@d
OEAO ET &£ OAT AAA OPAAEALAEA DOI COAI O 1TO DIl EAUS
International Finance Corporation!? If an HIA is not conducted properly decisiormakers may pursue
an action that has unintendedenvironmental or economic consequences. Furthermore, maintaining
and improving human health is an essential condition for enabling current and future generations to
meet their social, economic, and environmental needs.

A
O I

The HIA/PHAP served its purpose for N2 Health Program for the impacted populations. The program
not only succeeded in mitigating adverse effect of this major project but actually enhanced the health
of the people in the area. In December 2013, at the health program closure ceremony, the keal
Minister announced that Nakai District was removed from the list of national poverty stricken districts,
a clear sign that the NT2 project collectively had a positive impact on the local populations.

The World bank, WHO and other international agencigsromoting the HIA for all major development
projects can use Nam Then 2 project as an example to demonstrate how to develop an HIA and what
to look for beyond the process. This volume takes HIA/PHAP a full circle and describes HIA life cycle.

2.2. Public Health Program Methodology - Primary Health Care Approach

2.2.1. Introduction

The reservoir created by the dam covers an area of 450 krand fourteen villages (population~7000)
had to be relocated before inundation. These villages have been resettled into newbveloped areas
with quality housing, planed electrification, access roads, clean water and sanitation facilities.
Community buildings like schools, healttcentres, markets and community halls are provided. Each
household has been allocated a piece of lafal agriculture and a separate area with rights of grazing.

The implementation of the PHAP was based on the Primary Health Care approach and a team of four
professionals have been working with the local health authorities in its execution since the begiimg

15 Hal Swerissen Understanding the Sustainability of Health Programs and Organisational Changaculty of
Health Sciences. La Trob®niversity. Victorian Quality Council. Victoria. AustraliaJune 2007.
16 Quigley, R., et al., Health impact assessment: International best practice principles, in Special Publication
Series No. 52006, International Association for Impadissessment,: Fargo, ND.
17 International Finance Corporation, Introduction to health impact assessment, 2009, International Finance
Corporation: Washington, DC.
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of the project in 2005. The health program has demonstrated a significant improvement in the health
of the impacted populations. At the outset it is important to understand that there were no
extraordinary measures taken to achieve this level of succedut simple public health measures to
provide constant support to the health workers in implementing the primary health care policy and to
the existing National Disease Control Programs. The principles that guided the project are summarised
as follows:

1. The basic principles of Primary Health Care as outlined by WHOHe AlmaAta Declaration
of 1978)

2. Revival and prioritisation of the importance given to awareness and education in the health
system delivery in Lao PDR

3. Upholding of the National Disease ConttoPrograms and assisting the local health
authorities in maximising their implementation

4. The Health Impact Assessment (HIA) and PHAP developed before the start of the project
was instrumental in identifying the extent of the health problems and how to ad@ss them

5. Well planned training and field support of health workers and health facilities in
implementing the health programs was crucial

6. Tools for monitoring and evaluation of the health service interventions were developed
and maintained

7. The NTPC healtheam, right through the project life, maintained the role of technical advice
and helped the local health authorities to carry out their duties efficiently.

The local government, the local health authorities and the community leaders as stakeholdersree
encouraged to consider themselves as partners in the process. This message was repeated at every
opportunity and stakeholders reminded that the health program was a part of the overall development
process associated with the NT2 Project and that the owenship of the program by local health
authorities and the impacted communities was essential for its success and eventual sustainability.

The NT2 Health Program Management Unit (HPMU) activities were aimed at strengthening the local
government health staf and to build their capacity to continue to provide higher standards of health
care to the impacted populations. This was done througfive major areas of intervention

9 Infrastructure Development z including refurbishing and building new health facilities,
transportation (ambulances, vehicles, motorcycles), medical and office equipment

1 Human Resource Development z including training of all level of health workers for capacity
building

9 Health Education and Awareness Focus z of both the health workers and he populations
served

9 Health Service Delivery Development z raising the standard of iliness care and treatment at
health facilities through improved medical procedures, equipment and treatment standards

1 Surveillance and Monitoring z including collection of routine data and its basic analysis and
its interpretation leading to monitoring the health of the people served.

Nam Theun 2 Power Company (NTPC) was responsible for funding (limited by cost as defined in the
CA) and the oper#don as detailed in the PHAP. The health program was limited to technical and
financial support from the NTPC. The health workers in the existing and the new facilities remained
the responsibility of the provincial health governments according to GOL ruleand regulations and no
new appointments were made for the implementation of the PHAP. However, a provincial coordinator
and four district health facilitators were assigned by the local health authorities, led by the
Resettlement Management Unit (RMU) to ssist in the implementation of the PHAP. They were
rewarded with daily remuneration of per diems under the RMU funding, also funded by NTPC under
its CA obligation. The function of the provincial coordinator and the four district facilitators was to
work closely with the HPMU team and to understand and assist in the implementation of the PHAP
(Annex 2.7).

The health problems identified in the project impacted area were largelglentifiedin the HIA in 2004
from visits and discussions with the health authoities in the project area Available health
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information/reports locally and nationally reviewed and some special surveysiere carried out in the
project area duringthe preceding years from the start of the project.

A baseline survey, as planned and directed under the Concession Agreement to conduct the Health
Checks and Survey on the resettled populations, was completed between December 2005 and
February 2008.

HPMU used this opportunity to conduct dull-scalelnitial Health Checks andsurvey (HS) on the total
resettled population. Apart from serving as baseline information, the survey provided full family files
of the resettled population. These files to date see as the health service provision and a monitoring
tool to assess the health status of the impacted populations.

The first Annual Implementation Plan (AIP) workshop with the stakeholders was conducted in June
2005 by Environment and Social Division oNTPC at the start of the project. Annual planning
xI OEOET PO EAOA AAAT AT 1 AOAOAA OET AA OEAT AT A OAO

2.2.2. The Health Program

The Project is located in Khammouane Province, in central Lao PDR. Main impacted areas due to the
Nam Theun 2 dam ae the four districts; Khamkeuth District immediately downstream Nam Theun
River after the dam due to marked reduction of the water flow in the river, the reservoir impacted
Nakai District where 14 villages were directly impacted and required relocatioffFigure 2.1), Districts
Gnommalath and Mahaxay in the corridor of the construction work due to the construction of the main
road, the power house and the transmission lines, the downstream channel for the discharge of water
after the power production. Selectd villages of these four districts were covered under the health
program. The Resettlement Health Plan covered all the relocated villages in the Nakai plateau and the
remaining three districts under the Regional Health Plan. Three more districts are impac
downstream and were covered under a separate downstream program.

Figure 2.1: The Reservoir Impacted Villages and their New Location. Nakai District

Red dots: Original locations of the villages before inundation

In all, four districts in two provinces fall under the health program covering a total of 93 villages with
an approximate population of 57,800 peoplgFigure 2.2). Two new health centers were built in the
resettlement area and managed by Nakai District héth office. Two new health centers were also built
in Gnommalath district and one health center each in Mahaxay and Khamkeuth were refurbished.
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The management of the health progrartargely came under the Resettlement Management Unit (RMU)
appointed by the MoH as specified under the concession agreement (CA). Provincial Governor as
chairman of the Resettlement Committee (RC) oversees the functioning of the RMU. Day to day
functioning of the RMU is managed by the RMU Director, a deputised Governmental senior official. The
NT2 health team and the Provincial Health Office, work under the RMU to oversee the implementation
of the PHAP and to ensure all CA requirements are met. The role &R as described in the CA is as
follows:

- Coordinating the planning and implementation of the Resettlement Process;

- Carrying out public consultations;

- Managing and allocating operational budgets received from NTPC to the District Working
Groups;

- Providing guidance and training;

- Facilitating the participation of Resettlers;

- Monitoring the implementation by each party;

- Participating in the Grievance Procedure as required;

- Undertaking such activities as the RC may determine from time to time.

With regards to the health program, the role of RMU according to CA is to facilitate and strengthen all
national health programs that are in place. Therefore, RMU responsibility was to inform impacted
communities on endemic diseases; to ensure the availabilityf @ssential drugs; to train and transfer
appropriate technology; to provide support to disease control programs; to ensure timely monitoring
and to strengthen the skills of health personnel. These functions were carried out by the local health
authorities under the guidance and support of the NT2 health team.

Figure 2.2: NTPC, Resettlement Management Unit and Ministry of Health

NTPC BoD Provincial | [linistry of Health
Governor
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Committee (RC) Committee
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NTPC Social and Resettlement Provincial Health
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Source: NTPC HIA
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Figure 2.4: Organization Chart of Health Program Management Unit
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To be more effective and in view of ultimate sustainability of the health program, NT2 health team
chose to be truly embedded in the provincial health workforce and the organization chart describes
the embedded nature of the team(Figure 2.4). The team also served as technical advisors and
channelledthe NTPC funding, advising and supervising the appropriate use of funding according to
the health plan activities. The plan was strictly to promote the scheduled government district health

serviceprovision activities and to facilitate implementation of the National Disease Control Programs.

All health workers in the government health facilities were employed and paid by the local health

authorities.

2.2.3. State of Health of the people before and soon after relocation

Findings of the health surveys conducted before the start of the project, as part of the HIA and soon
after relocation of the impacted communities, provided valuable information on the state of health of
the impacted people. This informaibn served as the base line for future health state assessments of
the impacted populations.

Health Service Provision

Most of the resettled villages were originally situated along the shores of Nam Theun River and the
river served the communities as their lifeline. The communication and basic facilities were extremely
sparse. Villagers had no health facilities in their lages except the traditional healers and birth
attendants. The nearest district hospital was in Nakai. Villages were not connected by roads and
movement was severely affected during rainy season because of flooding. For illnesses, people relied
on traditional and spiritual assistance from the traditional practitioners. The hospital and health
centers in the project area provided mainly illness care. Apart from occasional team from the
provincial health services providing immunizations, there were no outreah services available to these
communities.

General State of Health

Most of the health problems were related to infectious diseases and medical emergencies. In the
absence of any health services people relied heavily on traditional medicines and spirityaractices
and many died of diseases that could easily be treated or prevented by modern medicines. Women and
children suffered most and experienced very high morbidity and mortality.

Maternal Health

The surveys conducted before the start of the projeqirovided little information on maternal health.
However, some useful information was collected from the Initial Health Survey conducted soon after
the relocation of the impacted populations who were going to be impacted by the inundation after the

Page |23



dam condruction. Vulnerability of women from pregnancy and related complications was widely
prevalent in the absence of skilled assistance during childbirth. Moreover, childhood under nutrition
among girls lead to stunting, increasing the likelihood of complicatins during and after child birth,
and the probability of permanent disability or death due to pregnancy. Child hood mortality was high
during and soon after birth. Home birthing was the norm and assistance was only from the untrained
village traditional birth attendant.

The IHS findings(Table 2.3) showed that more than half of the women had experienced a loss of at

least one child Most of these deaths were soon after birth in the first couple of months.

Table 2.3: Reported Number of ChildrenDead AU -1 OEA0O8 O ! CA ' Of Ob
(numbers and percent in brackets)

Total no. of Children -T OEA0B8O0 ' CA j900¢ Total

Died/mother 15-24 25-34 35-44 45 and above

Nil 246 (82.8) | 238(58.2) | 106 (38.4) 81 (18.5) 671 (47.3)

1-3 deaths 51(17.2) | 158 (38.6) | 146(52.9) 243 (55.6) 598(42.1)

4-5 deaths 0 9(2.2) 20 (7.2) 76 (17.4) 105 (7.4)

6 and more deaths 0 4(1.0) 4 (1.4) 37 (8.5) 45 (3.2)

Total 297 (100) | 409 (100) | 276 (100) 437 (100) 1419 (100)

One or more 51(17.2) | 171(41.8) | 170 (61.6) 356 (81.5) 748 (52.7)

Source: IHS. NTPC, 2008

The nutritional status of women, especially young adolescent girls, was poor. Median age at first
pregnancy was 18 and 12% of women 184 had Body Mass Index (BMI) below normal (18.5Fertility
was exceptionally high withmean number of pregnancies per women at 4.92 (95% @174-5.09). Mean
number of children ever born was 4.47 95% Cl14.30-4.64) and mean number of children alive at the
interview was 3.23 (95% CI13.11-3.34). Two thirds of all women in reproductive age dichot use any
method of contraception. Some managed to travel to district health facilities to obtain modern methods
of contraception. This implies that in spite of remoteness women did make an effort to avoid unwanted
pregnancies.Only 28% of women and 43%of men older than 15 years could read simple text in Lao
although younger generations had better levels of literacy.

Child Health

At the start of the project, the median number of children born was four but only three were alive,
indicating poor child survival. More than 61% of all deaths were in the first year of life, of which more
than half died when they were just a month old or less. Unddis deaths amounted to 83% of all
reported deaths. Cause of death was largely unexplained fever or convulsions andre often mothers
did not know why the child died. Almost all deaths were at home as district hospital was inaccessible.

Nutritional Status of Children and the Population

Living in remote and rural areas is difficult anywhere but it was particularly hard for Nakai
communities to survive in such remoteness without basic necessities of life. People lived as hunters
and gatherers, living on what nature could provide them. Maigal farming by slash and burn was
practiced by most of these communities and they never had enough rice to last the whole year. Floods
on the Nakai plateau were frequent and loss of the few low land rice fields was common. This kind of
austere life affeced women and children most, making them nutritiously deficient and increasing their
vulnerability disproportionately to disease and death.

From the findings of the IHS in 2008, more than 12% of women were too thin, that is BMI below normal
18.5. Among children Undei5, 43% of them were stunted and 18% were severely stunted. Girls,
between the ages 819, 53% were stunted.Anaemiawas rampant in the community and more than
half of the population wasanaemic Women and children were affected most. Only 16% of children
were found to have 13.00mg/dl or higher Hemoglobin on blood testing.
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Water and Sanitation

Rivers and streams provided the only sowce of water for domestic use and the quality of water was
poor. Open defecation was the norm and people rarely used toiletatestinal parasites were endemic
in the populations. Two most common parasites found weréscarisand Ankylostoma The infection
rates in the population ranged from 68% for Ascaris and 10% for Ankylostoma in the baseline survéy
before the start of the project; and 46% (villages ranged from -82%) and 13% (range 220%)
respectively in the IHS®

Health Management Information System

The vital statistics recording and reporting system for the project area and for the country at large was
very poor and varied from village to village. With high levels of underreporting and inconsistency on
births and deaths, reliable data was hard to comby. Other information like data on pregnancy and its
outcome, family planning, growth monitoring and other health problems was nosmxistent. Little
information was available on the sexually transmitted infections and the common causes of morbidity
and mortality. Some data on immunizations was available from the district health offices but it was far
from providing actual numbers of children protected against diseases for which children were
immunized.

2.2.4. Conceptsand Approaches Adopted by The Program

The concepts fundamental to the implementation of the PHAP of the NT2 health program require some
elaboration, as it is these principles which are the foundation of the health program and its success.

Primary Health Care (PHC)

The AlmaAta Declaration of 19789 emerged as a major milestone of the twentieth century in
the field of public health, and identified primary health care (PHC) as the key to the attainment
of the goal of Health for AlR122 Although it was 35 years ago, WHO and other international
organizations have repeatedly gone back to the declaration and reemphasized the need for
adopting the essential aspects of the PHE.

Lao PDR is a signatory to thpolicy on Primary Health Caré* which is based on an alliance
between the government and the people to contribute toward health care and health
promotion by efficiently using all local and international resources and laborThe First
National Conference on PHC in 1983 reviewed implemerttan and application of the eight
components of PHC in accordance with the resolution of the Alma Alta Conferenklence it
was crucial for the NT2 health program to further support the implementation of the policy,
working in close collaboration with thelocal health services.

The eight components of the Primary Health Care are discussed briefly here.

18 Tobias E. Erlanger, Somphou Sayasone,, Gary R. Krieger, Surinder Kaul, Pany Sananikhom, Wancer,
Peter Odermatt and Jurg UtzingeBaseline health situation of communities affected by the Nam Theun 2
hydroelectric project in central Lao PDR and indicators for monitoringinternational Journal of Environmental
Health Research. 2008.
19 NTPC. Halth Checks and Survey, Nakai Resettlement Area. December 2008.
20 Alma-Ata. Declaration of AlmaAta: international conference on primary health care. USSR; Segtl®, 1978.
21 Margaret Chan Return to Alma-Ata. The LancetVol 371: 31 May 2008;
22 Tarimo E, WebsterEG Primary health care concepts and challenges in a changing world: Alrtda
revisited. GenevaWorld Health Organization,1997
23 The World Health Report 2008. Primary tdalth Care- Now More Than Ever. WHO.
24 MoH. Policy on Primary Health Care (PHC). Ministry of Health. January 2000.
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Health Education

Evidence suggests that good health is at least partly knowledge based and socially dri¢ehlealth
education informs the individual andthe communities how disease spreads and what can be done to
prevent disease. Health education and its importance is further discussed in a separate chapter in
detail. Services at Nakai District health were no different and health education and awarenesd dot
form a part of the illness care.

Maternal, Newborn and Child Health

Women and children Undef5 constitute more than 65% of the population. Moreover, women and
children are most vulnerable subgroups of the population and any improvements in their health will
improve the health of the whole population. Children are also thadults of tomorrow and a healthy
child has the best prospects of becoming a healthy adult. Quality maternal care during pregnancy and
childbirth improves the outcome of pregnancy for both, the mother and the newborrSeveral experts
and researchers havesggested that the beneficial effects of prenatal care are strongest among socially
disadvantaged womeres 27 28 29 Repeated pregnancies, often unwanted, is a burden to women and is a
precursor to complications of pregnancy, increasing morbidity and mortality dring child birth. Use of
modern methods of contraception provides safety to women from unnecessary drain of unwanted
pregnancies.

Food Supply and Appropriate Nutrition

Poverty contributes to poor health significantly. However, what little is available as food among the
poor is also not made best use of. Women during and soon after birth are not allowed to eat nutritious
food because of traditional practices, severely aftting their health and lactation. The need for
education and awareness for feeding is ever so great and making communities understand tfuglity,
guantity30 and frequenc§t of food intake during/soon after pregnancy and among Undebs is
paramount.

Communicable Disease Control

O#1 11 O1 EAAAT A AEOGAAOGAG T AAT O Al EITTAOO AAOOGAA .
through the direct or indirect transmission of the infectious agent or its products from an infected
individual or via an animal, vectoror the inanimate environment to a susceptible animal or human

host32 Communicable diseases remain the leading cause of morbidity and mortality in less developed
countries and are the main causef illness and death among small children, particularly in edy

neonatal and infancy periods. Appropriate care and early treatmenare essential in childhood

sickness. Malaria, pneumonia and diarrhoeas are the most common causes for morbidity and
mortality. Delays in getting medical help invariably leads to death.

25 Julio Frenk, Lincoln Chen, Zulfigar A Bhutta et allealth professionals for a new century: transforming

education to strengthenhealth systems in an interdependent world. Lancet Vol 376 December 4, 2010

26 John L. Kiely and Michael D. Kogan. Public Health Importance. Prenatal care. Reproductive Health of Women.
From Data To Action# $#8 O 0 0AlI EA ( AA1 OE 3 00@kEhidrénl AA &1 O 711 ATnh
27 McLaughlin FJ, Altemeier WA, Christensen MJ, Sherrod KB, Dietrich MS, SteriRBiidomized trial of
comprehensive prenatal care for lowincome women: effect on infant birth weight. Pediatrics 1992;89:12832

28 Moore TR, Origel W, Ke¥C, Resnik R. The perinatal and economic impact of prenatal care in a low
socioeconomic population. Am J Obstet Gynecol 1986;154733.

29 United Nations Commission on Lifésaving Commodities for Women and Childretimplementation plan
September 2012 http://www.everywomaneverychild.org/images/Implementation_plan_Sept 2012.pdf.

(Accessed Jan 21, 2013).

30 hitp://nutrition.asetts.org.au/resources/Element -4-2--FactSheet20.pdf Accessed on 24 Jan 2013.

31 K H Brown, M SanchezGrifian, F Pelez, J M PeersorL GanozaandJ S SternEffects of dietary energy density

and feeding frequency on total daily energy intakes of recovering malnourished childremhe American Society

for Clinical Nutrition . July 1995 vol. 62n0.113-18

32 New York, N.Y. 24RCNY Health (2010)ttp://www.cdc.gov/tb/programs/laws/menu/definitions.htm

Accessed on 24 Jan 2013
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Immunization

Routine immunizations in the populations have brought down rarbidity and mortality dramatically.
Eradication of smallpox and near eradication of polio and measles are other examples. Importance of
maintaining the basic immunizations programs to sustain sufficiently high immunity in the
populations against infectiols diseases cannot be overestimated.

Treatment of Common Diseases

The treatment of common diseases is the responsibility of the local health authorities. The PHC
providers have a duty to see that essential services are available at all times for patientartgularly

women and children. This includes appropriate advice to carers, including health education with
OACAOAO OI OEA AAOOA T &£ AEOAAOGA AT A AT O AT A AT18
and inpatient facilities, along with necesary medical equipment. It is also imperative to have round

the clock service for emergencies and proper referral system in place to manage patients requiring
medical assistance.

Provision of Essential drugs

Provision of essential drugs follows. Adequa supply of essential drugs in the health facilities and their
appropriate dispensation is a major requirement of the primary health care. However, overuse and
misuse of lifesaving drugs has become a major problem. The control of inappropriate and irresysible
use of antibiotics, steroids and intravenous fluids by many health workers, requires control and hence
is an essential aspect of PHC.

Safe Water & Basic Sanitation

Perhaps the most important aspect of PHC is the provision of safe drinking water apbper facilities
for the safe disposal of excretaThe WHO report, Safer water, better health estimates the direct
(diarrheal illnesses) and indirect (water-borne and waterrelated illnesses) health consequences,
9.1% of the global burden of disease cddi be prevented by improving water, sanitation, and hygiene,
and in 32 worst-affected countries (which includes Lao PDR), thisigure is 15% 33 Significant decline
in parasitic infection in the resettled communities highlight the need for these facilitiet

Integrated Approach to Family Planning and Maternal, Newborn and Child Health
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they need it, in ways that are usefriendly, achieve the desiredresults AT A D OT OEAA 30A1 OA
Integrated Maternal Newborn and Child Health (MNCH) approach has been adopted by many
countries® with substantial gains and remains the most cost effective and efficient approach for
improving the health of the populations.The NT2 health program included very specifically this
approach in the PHAP and brought home to the local health authorities its importance and gains it

would bring about if implemented. Over the life of the NT2 project, the use of integrated approach in

the care of women and children has shown beyond doubt that this is the preferred way to improve

health status of a population.

The NTPC health team was well aware of the dangers of the vertical programs and instead adopted a
well-known approach of integated health service provision, as it is both efficient and effectiv&.
Comprehensive health services were provided through maternal, newborn and child health clinics in
each project village, where Immunizations; Growth Monitoring; Antenatal, Postnatal anchre of the
New Born; Family Planning; and Health Education needs were addressed. In an integrated approach

33 Editorial. How to prevent a tent of the global disease burden. The Lancet Vol 371 June 28, 2008.
34 NTPC. Midterm Survey of the Resettled Population, Nakai. 2010.
35 Catriona Waddington and Dominique Eggeintegrated Health Services What and WhyZGeneva: World
Health Organization, 2008).
36 Karin Ringheim, James Gribble, and Mia Foreman. Integrating Family Planning and Maternal and Child Health
Care: Saving Lives, Money, and Time. Policy Brigbpulation Rderence Bureauwashington, bc August 2011.
37 Corinne Maguire Integration: An Effective and Efficient Global Health ApproaciGlobal Health Review.
Harvard College. 2April 2012
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for all these services, immunization coverage of the target populations then becomegwproduct of
the MNCH clinics in the community.

National Di sease Control Programs

The National Disease Control Programs are adopted by many countries to address major health
problems in the country. The programs are well designed and developed with international assistance
and often funded by multilateral organizations; forexample,Global Fund for Malaria, Tuberculosis and
HIV/AIDS. The national programs are also standardized globally and are regularly monitored by donor
agencies. The programs have clear guidelines, the program activities and its implementation. The
programs have builtin national and international financial accountability and they are routinely
monitored according to the targets set at the start.

NT2 health program followed a clear policy with regards to the National Disease Control Programs,
and made it their business to assist in the implementation of the programs in the project area. The
health program was actively involved with the HIV/AIDS and Tuberculosis control programs. NTPC
also assisted in the vector control program complementing the Malaria control programn
collaboration with the Institut Pasteur in Lao PDR. Special emphasis was placed on clearing dengue
breeding sites asdengue isnow the world's fastest spreading tropical diseasés

NT2 Health Program was mainly assisting in the following National Disea Control Programs in the
project provinces:

1. TB Control Program 4. Integrated MNCH ReOrientation Strategy
2. Malaria Control Program 5. Control of Opisthorchiasis in endemic parts of
3. HIV/AIDS Control Program Lao PDR (Khammouane Province)

The concept of supporting national disease control programs by all NGOs and health programs
operating under Public Private Partnership (PPP), such as NTPC health program, is essential. As the
non-governmental health programs are better organized and fundedt is the responsibility of these
organizations, firstly to study and understand the program and secondly to support the government

in the program implementation, so that the program impacts are more effective and remains uniformly
distributed throughout the country.

Basic Principles of Training Health Workers

The transformative learning, regarded as the highest form of learning, is about developing leadership
attributes; its purpose is to produce enlightened change agents. Effective education builds ledevel
on the previous one. As Frenk et #describe it; as a valued outcome, transformative learning involves
three fundamental shifts: from fact memorization to searching, analysis, and synthesis of information
for decision making. This concept puts an additional responsibility on the shouldersf drainers,
requiring caring and sensitive approach in training.

Handholding

The definition of hand holding is an expression meaning providing someone with guidance, assistance,
encouragement or aid and support to lessen anxiety.Classroom teaching and training was followed
by on the job training in the field, where health workers understood the obstacles to the improvements
in health of the communities served. For example, there were occasions during growth monitoring
sessions, vnen health workers did not connect the measuring of height and weight of a child and
transferring this information on to growth charts and explaining it to the mother so that she
understands the purpose of the growth chart and knowledgably participates ithe process of growth
monitoring of her own child.

38 Editorial. Neglected tropical diseases: progress and prioritied.ancet,Volume 381, Issue 9863Page 268, 26
January 2013

39 Julio Frenk, Lincoln Chen, Zulfigar A Bhutta et aHealth professionals for a new century: transforming
education to strengthen health systems in an interdependent world. Lancet Vol 376 December 4, 2010

40 http://www.yourdictionary.com/hand -holding (accessed on 9 April 2013)
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The process(how well the activities are organized)and outcome (how well intended results are
accomplished)has to be connected for meaningful gains. Handholding becomes even more important,
as many heéth workers are not used to following written instructions and guidelines, as often huge
amounts of written material provided to the health workers becomes a burden rather than help.

Continuity and Repetition for accruing skills

For any effective change antinuity of the training is necessary and it should be repeated until such
time that the trainee understands the purpose of that activity and its impact on health of the individual.
Repetition or drill of an activity over time makes it a habit to performwithout much thinking e.g. hand
washing. There are many examples of mastering skills in health service provision where continuity
and repetition are required to begin with, until such time that the health worker becomes dexterous
in the skill. Simple exampe of taking pulse or measuring blood pressure require repeated
measurements before health workers acquire confidence in correct measurement. The same applies
to a number of preventive services, such as acquiring experience in assessing a child who app&ars
be small for age or during antenatal checks the height of the uterus on palpation appears smaller
compared to the gestation period. Health workers need repeated training in how to measure correctly
the length of an infant on a measuring board and itsignificance to correct measurement. It is
absolutely essential for each activity to be performed accurately to avoid errors.

Consistency

Imparting a consistent message to the trainees is vital. This meant that the health teams, instructors
and supervisorsmust all have the same understanding of the content and procedures of health service
delivery. Contradictory messages coming from different health workers can easily confuse the client.

Results Orientated Training

If the training programs and field training are result orientated, one quickly learns that the only thing
that truly matters is the end result. One then uses all means necessary to attaf@eourable end result.
Preventive measures to improve health in communities have to be measuredjainst the results or
outcomes. The purpose of at least four antenatal visits during pregnancy which is a process (indicator),
is to have a normal deliveryz an outcome indicator. The use of results from the routine data collection
is an important tool in making health service providers understand the results of their hard work. It
also helps them to improve the way health services are delivered over time.

Encouragement and Reward

Rewarding health workers when they make an effort to improve services is nessary, even if they are
slow to learn and acquire skills. Reward in kind although effective, is not always the only way.
Everyone likes a word of appreciation in recognition of good efforts made and results achieved. The
supervisors and health managersnust acquire this skill and genuinely encourage the health service
providers. Promotion to taking higher responsibilities and position are the ultimate reward which not
only helps the one getting the reward but also encourages others to make an effort imethope of
getting similar rewards.

Balancing Curative and Preventive Health Care

With the advances in medical and pharmaceutical technologies, the medical profession has moved
rather rapidly in the direction of promoting and relying on curative medicinealone and neglecting
preventive approaches.Moreover, it is evident from the demands of the patients all over the world
that there is a belief that any health problem can be solved with medication; and that the medical
profession has inadvertently taughtthe masses to request/demand and rely on drugs alone. This is
much worst in economically less developed countries and both trained and untrained health service
providers are peddling drugs (antibiotics, steroids and unnecessary intravenous infusions). Thies
dire consequences on the economy and wellness of the individual and the communities.

Under nutrition in children cannot be treated with drugs. One has to only look at the undernourished
child who is at a much higher risk of dying from an acutattack of diarrhea or pneumonia, compared
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to the child who is well nourished and has better reserves to cope with an acute illness. An overweight
adult with maturity onset diabetes and high cholesterol is at much higher risk for cardiovascular
diseases. Crative treatment of both these conditions certainly helps, but lasting solution is to take
steps to remove underlying risk factors for better health, and that is the role of PHC.

Figure 2.5illustrates the scenario where ultimate reduction of infant mortdity (MDG 4 in this case)
depends on actions taken in the community through health education and awareness at individual and
community levels. Addressing underlying causes of disease, using various preventive strategies have
much greater scope in improvinghe health of the population and ultimately achieving the set targets.
The balance between preventive and curative approaches is essential for overall wellness of an
individual as well as the community.

Figure 2.5: Conceptual Public Health Approach z An Example
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The need for continuous monitoring and feedback cannot be overemphasized, as it allows the review
of the effectiveness of interventions and the ongoing changes that may be required. Addressing the
identified gaps leads to further $rengthening of the health care delivery system.

Health service providers, whilst making use of effective medications for various illnesses and to save
lives, must note that the use of preventive strategieis likely to reduce the overall burden of iliness.

Duration of Training Sessions

It is important to consider the length of time required for each training session. Regular meetings are
indispensable for planning, reviewing, training and briefing of health workers. However, often too
much time is spent on these meetings and little on implementing whasidecided or learnt in the
meetings. In training meetings, more of the same is provided over and over again and rarely the
changes in practicing what have been learnt.

The concentration span during training sessions is another area with poor results. Taouch is
crammed in during the session and the participants find it difficult to absorb everything. The NT2
health program addressed the time management by conducting trainings for much shorter periods
(not more than three days) of time, covering few esseial subjects and to hold meetings more often.
This was followed up by the team in the field training program for health workers, so that
implementation of what was taught in the training program carried out efficiently.

Standards in Health Service Deliv ery

Adopting uniform standard procedures in the treatment of common illnesses, especially among Under
5s and in obstetric care, are life saving measures and every effort should be made to formalize it in any
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health care delivery system. Common set standasdin MNCH programs are the basis of effective
maternal and child health care.

The MoH recommended the Standard Treatment Manual produced by IFETor district hospitals in
2004. This manual is comprehensive and provides step by step treatment of commadinésses
encountered in the country. The manual is also bilingual and user friendly. Soon after its publication
in 2004, the manual was distributed throughout the country to each district and provincial hospital.
Unfortunately, even though the manual is irthe drawers of most of the district hospitals, very few
doctors and medical assistants use it. The NT2 health program reemphasized the use of this manual in
all health facilities in the project area.

Integrated Management of Childhood llinesses (IMCI), pduced by WHO and translated and adapted
into Laowas also introduced and staff trained to implement it with the intention of addressing MDG4.
Specific measures were introduced in the management of Emergency Obstetric Care (EOC) and the
maintenance of Obsttric Register to highlight recording of complications of pregnancy and the
outcome. Close monitoring of low birth weight (LBW) and postpartum care was emphasized in view
of MDGS5.

Success in using standard procedures and methods in preventive programs bBuags anthropometric
measurements for under5s in growth monitoring, understanding of growth charts in MCH,
immunizations and contraception use are some examples.

Supervision and Support

Health workers engaged in implementing curative andpreventive programs require regular
supervision and support. The role of a supervisor is a very special responsibility and requires special
gualifications and experience in providing these services. Supervisors can only qualify for supervision
if s/lhe has been trained for providing that service as well as having had sufficient experience of
providing the services in the community.

Essentials for Trainees and Supervisors to produce results
Commitment
Competency
Effectiveness
Efficiency &
Accountability
Never Train Health Workers without Training Their Supervisors!

After eight years of the start of the project, new supervisors are being identified among those who
were trained as health centre PHC providers and some of them are now serving as effective
supervisors. It is envisaged that more and more health workers, working at the grass root level now,
will serve as efficient and effective supervisors in future.

Maintaining selection criteria for leadership, especially as supervisors, is essentialorSe of the
qualities required for working as a supervisor are:

1. Motivation is probably the most important criteria for an effective supervisor. This quality is
related to the concern for the population served and with the aim of addressing the ultimate
outcomes.

2. Creative thinking is required by supervisors to work towards the oucomes and help health
workers in achieving the objectives.

3. To achieve these objectiveshard work and willingness to impart skills becomes a
requirement to serve as a supervision

4. Team work ethics are also essential qualities in a supervisor

41 Diagnosis & Treatment in District Hospital(2nd Edition). Institut de la Francophonie pour la nédicine
tropicale (IFMT) and Ministry of Health.2004.
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5. Basic computer skills are now absolutely essential for all supervisors as without appropriate
technology; provision of effective PHC is no longer feasible

6. Availability: being able to devote full time on the task. Very often seconded GOL staffs are not
relieved of their duties and are expected to provide support to the project in addition to their
regular responsibilities. This is counterproductive as deputized health workers are not able to
cope with new and the old responsibilities.

Routine Data Collection and Monito ring

The routine data collection within the country under Health Management Information System (HMIS)
is weak and incomplete and hence not able to monitor indicators required for the Millennium
Development Goals (MDGgr4 EA |, AT AAO OAT A OAOEAO 1T &# AOOEAI AO
the importance of data collection required to improve the health of the population® Good public
health decision making is dependent on reliable and timely statistics on births and déwet (including

the medical causes of death:

Right from the start routine data collection was given high priority in the NT2 health program.
Following the development of the family health files at the IHS, data has been routinely collected and
collated by health center and district health staff on deaths, births, growth monitoring, antenatal and
postnatal care including obstetric data, inpatient and outpatient data at health facilities. Detailed
account of health management information system sl in the NT2 project area is detailed in a
separate section.

Overall Technical and Supervisory Team

4EA ()! ETAIOAETC o(!'oh A PAOO 1 &£ »sGEshdevelepedtd O 31
experienced international consultants and the responsibilityfor implementing the health plan was

given to a competent team of health experts. The team was able to include extensive surveys, data
analysis and report writing; training of health workers at all levels as part of their role; providing
guidance in the inplementation of the national disease control programs; developing a comprehensive
monitoring program with the help of in-house developed HMIS; and health education campaigns.
These skills have been effectively passed on to the local health authorities ovlee life of the project.

The NTPC health team also identified local and national resources and used them mainly for health

x| OEAO6O OOAETEI C DPOI COAIl Os8

The RMU appointed supervisor and facilitators were guided by the NT2 health team. The team spent
considerable time in the field helping service providers in their responsibilities. Right from the start,
the PHC implementation was prioritized with focus on health education and awareness, so that project
impacted populations participates in the process of ntigation and the improvements of their own
health.

2.2.5. Key Steps for Methodology Application

The information obtained from earlier studies and surveys provided baseline on the health status and
other living conditions of the impacted populations. The disassions with the communities and local
health authorities further provided understanding of the difficulties faced by people in the area and in
providing adequate health service to the population at large. Bearing these problems in mind and with
good undeistanding of the needs of the NT2 affected populations, NTPC health team worked with the
local health authorities in developing appropriate methodologies to improve the public health service

42 Official list of MDGs. http://unstats.un.org/unsd/mdg/Resources/Attach/Indicators/OfficialList2008.doc.
Accessed on 26 Jan 2013

43 Philip W Setel, Sarah B Macfarlane, Simon Szreter, Lene Mikkelsen, Prabhat Jha, Susan Stout, Baulzadr,

on behalf of the Monitoring of Vital Events (MoVE) writing groupWho Counts? A scandal of invisibility: making
everyone count by counting everyonel.ancet2007; 370: 15677

44 Carla Abouzahr, John Cleland, Francesca Coullare, Sarah B Macfarlane, Francis C Notzon, Philip Setel, Simon
Szreter, on behalf of the Monitoring of Vital Events (MoVE) writing groupVho Counts? 4 The way forward.
Lancet2007; 370: 1791799

45 NTPC. Social Development Plahttp://www.namtheun2.com
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provision and to mitigate the potential negative effects of the NI project. The project was intended
to strengthen the existing health systems rather than creating a parallel health service for the impacted
communities so that the system at the end of the project is sustainable.

Involvement of the Stakeholders

The Annual Implementation Plan and Orientation Workshop were conducted to describe the
project details and the plans for working together to improve the health service delivery in
the project area and the benefits that the NT2 Project would brg to the people living in the
area. The differences between the Resettlement and the Regional Health Programs were
explained. The resettlement health plan was exclusively for the Nakai plateau, where 14
impacted villages were relocated(Figure 2.1). The regional health plan included villages
downstream of the Nakai Dam (Khamkeuth District) and discharged water downstream from
the powerhouse (Gnommolath and Mahaxai Districts). The main difference between the two
health plans derives from the type and levieof project impact and related differences in CA
defined entitlements and amenities to the affected populations.

The discussions with the stakeholders rested upon the ownership of the health program by the
impacted communities and the health districtsand the province,willingness and enthusiasm on the
part of the health workers to work towards the goal of achieving better health for the impacted
communities. Plans for capacity building and training for health workers were explained, and that the
Public Health Action Plan was focusing on strengthening the existing health systems in the project area
so that ultimate sustainability of the program could be guaranteed. Regular meetings with
stakeholders have been maintained to review progress and to stress the concept of ownership of
the program towards sustainability.

Discussions at the meetings also included the project cycle manageméhigure 2.6) and the districts
were asked to prepare their health plans, incorporating the project activities and idsifying the
appropriate health worker to lead the program locally.

It was recognized that an overall supervision of the province and the district required deputizing a
designated person to lead the program. A detailed plan for supervision was developed and was
discussed at the Resettlement Committee meeting chaired by tipeovincial deputy governor (Annex
2.1). The meeting was attended by the provincial health officers, the district health officers, RMU, the
NTPC management and the NT2 health team. The plan was approved by the provincial governor. The
plan identified the positions of provincial coordinator and four district health facilitators with clearly
defined terms of referencg Figure2.4). The need for the deputized officers to spend maximum possible
time with the project activities was emphasized and it was agreedat the officers will spend 80% of
their time on managing and supervising the project and its activities. These positions were rewarded
for their additional duties with daily remuneration under the Resettlement Management Unit
arrangements.
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Figure 2.3: Project Cycle Management
Stuation Analysis
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Figure 2.7: Project Cycle Management Continued
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The orientation workshop followed by a program of training, as detailed in the PHAPAnnex24:
Training Program from PHAR. All health workers, from village to provincial level, were trained in a
number of training programs, which continued throughout the life of the project. The NTPC health
team supported the organization of the program and provided the main technical input for training.
The team also identified and arranged in coordination with the provincial health office various trainers
from the provincial office and the MoH in Vientiane. The capacity building and continued support and
supervision provided a sound foundation to the implementation of the plan and the PHC.

Page |34



Figure 2.4: The Health System Framework - System Building Blocks
(Adapted from WHO)
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Infrastructure and Equipment

The condition of the health facility buildings in the project area were in dire condition of repair and
refurbishment. The works for repair and refurbishment started soon after the starof the project. This
included refurbishment of all health facilities and new construction of one new district hospital and
four new health centresin the project impacted area. Medical equipment for the new district hospital,
including a mobile xray andan ultrasound unit, was provided. Transportation needs were met by the
supply of motorcycles, fourwheel drives and ambulances for all health facilities in the project area.

The health awareness and education program was facilitated by provision of a nier of teaching aids
and audio visual equipment to the health facilities. Each health facility and district hospital was
provided with a set of video player and television for outpatient health education program.

New incinerators were provided for each lealth facility under the health facility refurbishing and
building program. The WHO standard incinerator$ for small health facilities were completed and
commissioned by the second year of the project. Hospital and health center staffs were trained for
incineration techniques and were given the responsibility of the maintenance and upkeep of
incinerators.

46 S, Batterman. Findings on an Assessment of Srastlle Incinerators for Healthcare Waste. Water, Sanitation
and Health. Protection of the Human Environmet World Health Organization. Geneva. 2004
WHO/SDE/WSH/04.07
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Table 2.4: Implementation of Primary Health Care in the NT2 Project Area

No PHC Activities Current Status
Component
1. | Health Education | Health Education importance focus Health education is now
through every training programs was considered a norm in the
essential aspect of MNCH outreach project area
program, especially growth monitoring
program, maternal care and special
programs like HIV/AIDS day
2. | Maternal, Monthly Integrated Outreach Program/ 100% of project impacted area
Newborn and MNHC at each project village have an outreach service
Child Health through MNCH monthly
program
3. | Food Supplementation during the early phase of| Initial food supplementation
complements relocation. A part of the kindergarten mid | program for impacted
and Appropriate day meal program communities underthe
Nutrition resettlement program
4. | Communicable | Supporting the local health authorities in | Assistance to the local health
Disease Control | the implementation of the National authorities in the
Disease Control Programs, especially TB, | Implementation of the National
Malaria and HIV/AIDS Disease Control Programs
5. | Immunization A by-product of the MNCH outreach High coverage of basic
program immunizations in the project
area
6. | Treatment of ICHCs, HCs and District Hospitals High standard of care through
Common physically upgraded and equipped to government health facilities
Diseases enable high standard of medical care to | and better utilization of health
the population. Development of Standards| services by the population
in health service provision since the start of the project
7. | Provision of Upholding and supporting the national DRF sustained in the project
capital and policy on Drug Revolving Fund (DRF) area
access to
essential drugs
8. | Safe Water & Supply of clean and safe water for 100% coverage of resettled
Basic Sanitation | domestic consumption and toilets for all in| population under the
the resettled communities. Selected water | resettlement program and
and sanitation program (WASH) in the substantial support in regional
regional health program health areas under
downstream program

The Monthly Integrated Outreach Program

The Monthly Outreach Program was planned and implemented in each of the project villages in the
project area to address maternal, new born and child health needs. The program provides better
coverage for immunization, growth manitoring, ANC, PNC, family planning, collecting and updating
births and deaths and are more likely to achieve the set national target of 75% population coverage.
This approach also assisted in reaching the national MDG4 and MDGS targets. The details are
described in the Monthly Integrated Outreach Program section of these reports.

Essential Drugs

The drug revolving fund (DRF) was established by the HPMU. The DRF served as the seed money to
keep the DRF going. The DRF has been generally successful and onlyifisfelment was necessary
and none of the DRFs have had repeated fund transfers, howewefew DRFs at village level have not
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maintained adequately (Annex2.5: Revolving Fundsinnex2 6: Initial Seed Fundindor Setting Up of
DRF, Anne&.7: Village Contribution Funds for Bed Net Impregnation

Capacity Building

Capacity building consisted of training of all health workers, from the grass root level workers like
village health workers and traditional birth attenders to the medical officers at the district and
provincial level. Training programs were appropriatelyarranged for each category of health workers.
The training program was open to health workers from the norproject areas as well. Training of
Trainers and supervisors was held regularly. Lists of the major training programs held to date Annex
2.8: Summay of training, meeting and health education sessions May 200&cember 201&nd Annex
29: Major Training Sessions Under HPMU Direction

The capacity building program in the project area concentrated on the implementation of the Primary
Health Care and its components, with special emphasis anaternal and newborn health care and
health education and awareness.

The district monthly meetings and the quarterly provincial meetings of the project districts were the
main source of dialogue and capacity building where actual incidents of morbidity and mortality were
used in training health workers. The meetings also formed an important part of ehprogram in sharing
of skills within and between healthcentres, districts and provinces.

As the health program progressed, it was recognized that the collection and collation system was weak
and required electronic transformation. This necessitated theneed for computer hardware and
software training which was incorporated into the capacity building. Training programs were
organized for health workers to understand the advantages of using computers for data management.

Health Service Delivery Developme nt

As planned in the PHAP, provision of essential medical and office equipment to health facilities in the
impacted area was provided within the first year of the start of the project. Basic laboratory equipment
was also provided.Individuals with health problems identified from the IHS were treated by the health
centre staff and those requiring referral were sent to the provincial hospitals. Use of the nationally
approved standard treatment manual was promoted. These improvements in health service delivery
enabled health workers to provide higher standards of servicesttheir clients increasing the hospital
utilizations rates. By early 2006 the number of services available and the standard of care at all district
hospitals had improved.

Surveillance and Monitoring

The information obtained through the earlier surveys ad the IHS vas of great value in establishing
the health needs of the community. The IHS also provided complete and accurate family files, which
is kept updated and is the foundation of the Health Information System and for the implementation of
the PHAP Mid-term and Final health surveys, as planned in the PHAP, were carried out by selected
provincial and district health staff. Details of the findings of the surveys are discussed under the Final
Health Survey.

Routine data collection was the backbonefanonitoring and surveillance and a variety of data were
collected during routine every day activities. Details of the materials collected, its collation and
reporting methods are discussed in a separate chapter under Surveillance and Monitoring.

Sanitatio n and Water Supply

Under the NTPC resettlement plan, safe drinking water was provided from a borehole well for every
4-5 houses. The spacious housing provided by the project included a water seal toilet with septic tank
outside each house. Communities werdrained to use these facilities optimally. The resettled
communities are also trained to maintain their own water supply and sanitation facilities in good
working conditions and spare parts were provided through theDistrict Health Office.The use of toiets
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for defecation is almost 100% in the resettled villages and with the mass worm treatment at the IHS,
the intestinal parasite infection rates have declined dramatically.

In the municipal areas of the district, hand washing facilities were a jointrpject between restaurant
owners and local environment health department. Subsidies were provided by the project. Today
almost all restaurants in the four districts have tapped hand washing facility (further details under
Health Education Chapter).

2.2.6. National Disease Control Programs

National disease control programs are directed from the MoH with a standard delivery throughout the
country. In order to collaborate with the government in these disease control programs, the NTPC
health team studied the progams and provided support to the local health authorities in the
implementation of these programs.

2.2.7. NTPCHealth Program Funding Arrangements

Under the CA and the PHAP, NTPC was responsible for preventing and mitigating negative impacts of
the project and strengthening the existing Public Health System. The five major interventiongz.
infrastructure development including health facility buildings, vehicles and equipment; capacity
building and training; health education and awareness; health services delivery development; and
surveillance and monitoring required funding which was made @ailable through NT2 funds for health
program. The health team was conscious of the fact that the cost of the program should be such that it
is possible to sustain it after the closure of the NT2 Health Program in 2013, hence efficient use of
funds was a piority.

As discussed earlier in the document, the program was divided into the Resettlement and the Regional
Health Programs. The categories for both programs were common and the cost of the Resettlement
Health Program was one third of the totabudget, and two third for the Regional Health Program.

The program costs were under two major categories:

NTPC Health Program Budget

The Health Program budget included

1. Infrastructure (Works, Equipment and Vehicle)
1 Construction Works
1 Medical and Noamedical equipment
1 Vehicles

2. Public Health Education and Awareness Program
1 Supplies- Drugs, kits, forms and manuals
1 Vehicle/Motorcycle operating and maintenance cost
1 Health Education and Awareness Program
i Office and transport operation costs

3. Human Resource Devepment
1 Training Programz Community, Health Center and District level
1 Meetings
9 Supervision Cost

4. Surveillance and Monitoring
1 Integrated outreach program
1 Surveys
1 Routine data collection and management

5. Equity Fund for the Poor

The proportional funding for major categories in Health Program was for upgrading Public Health
Infrastructure 37.5%; for education and awareness program 26.5%; for strengthening human
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resources in Public Health 23.8%; for Public Health Monitoring and Sueillance 7.4% and for Equity
Fund for the Poor 4.8%.

Health Program Management Unit (HPMU) Budget (excluding HPMU staff and operational costs)

Table2.5 refers to the minimum requirements of running costs of a monthly comprehensive integrated
outreach program. It must be borne in mind that the information here deals with only the operation
of an already established program. New programs may incur additi@l costs at the time of start of the
program. The equipment costs, such as motorcycles, laptops and other equipment and consumable
costs for medicines are included as these items facilitate the integrated approach. Meetings, trainings
and supervision arerelated to the capacity building and are an ongoing part of the program. Data
management includes data collation from sitedata analysis, reporting and feedback. Collectively all
these inputs allow the true integrated approach in health service provision.

Table 2.5: Minimum requirements for running a Monthly Integrated Outreach Program at
Health Centre and District

ltems Monthly Average Cost Annual Average Cost

Equipment and Supplies

Motorbike (initial - for HCs and District MCH) 1,500 USD / Health Facility / 5 Years
Computer and Printer (initial - for HCs and District MCH) 400 USD / Health Facility / 3-5 Years
Height and weight measurements (village) 100 USD / Village (once)

Office consumable supply (bi-annual) 37.5 USD / Health Facility 450 USD / Health Facility

Drug Supplies (Albendazole / vitamins) 11 USD / Village 130 USD / Village

Vitamins (bi-annual) 17 USD / Health Facility 200 USD / Health Facility

Capacity Building

Training (intensive initial training, practical / on the job)

For village workers 70 USD / Health Facility 280 USD / Health Facility
For HC/MCH staff (4 districts) 200-750 USD / course (locality or/and outside)
Meeting - HC Quarterly (advise and feedback) 70 USD / Health Facility 800 USD / Health Facility
Meeting - District Six Monthly 2.15 USD/Village 26 USD/Village
Supervision to HC (monitoring / practical training) 55 USD / Health Facility 660 USD / Health Facility

Integrated Outreach Program

Carried out the Monthly Outreach Program 15.5 USD / Village 185 USD / Village
1 I

Data Management

Incentive for routine data collection and data entry - Vital
information (birth, death, family files), Under 5 and 3 USD / Village 36 USD / Village
Reproductive Health data and Hospital data

It is currently done by HPMU team -

Data analysis, Reporting and Feedback DHO/PHO to take over this function

AVERAGE RUNNING COST 60 USD / VILLAGE / MONTH 600 USD / VILLAGE / YEAR

Sustainability of the Program

The sustainability of the health program has been under focus from the very beginning. At the end of
the NT2 health program, the initiatives now in place are to be continued to maintain established health
standards and to sustain quality health services. glart from financial and technical assistance, the
health program was implemented by the existing local health authorities and staff. Its manpower has
been trained and is now capable of continuing to implement the PHC approach with minimal support.
Nevertheless, the supervisory support at all levels is still weak and needs to be strengthened under the
Government Authority.

To a large extent the capacity building program has been successful but it is the opinion of the health
team and the MoH that further echnical and political support is desirable and a period of four to five
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years may be required for the local health authorities to take full responsibility to continue to
implement the PHC approach successfully. This period of time will also test the amalbility of this
approach in the nonproject areas.
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Table 2.6: The Progress of the Health Program, Nam Theun 2 Hydroelectric Project Since May 2005 to 2013

National Health

No. Programs in the Prior to start of the
Project impacted Health Program May 2005 z 2007 2008-2010 2011-13
(Prior to May 2005)
area
6. Health Service Little evidence 1 Provision of essential medical and office 1 Comprehensive primay health care 1 NTPC Handing Over process has been
Standards equipment to health facilities function fully in operation in the delayed due to a reorganization at the MoH.
Development 1 Promotion of the use ofnationally approved project area. Lao Lux to consider the documentation and
standards such as IFMT District Health 1 Appointment of a medical officer to integration of the PHCS into their next phase
Manual work in Nakai District Hospital under of the PH supportprogram three provinces
1 Continued training for all health workers in MoH/IP/NTPC collaboration, It was appreciated as a model by MoH, WH(
important areas of health improvements especially for sentinel surveillance for and LacLux and recommended to use the
1 All other infrastructure needs like buildings, emerging/re-emerging infectious NT2 PHCS as reference for the upcoming

equipment and vehicles were met by 2006 disease.

Health System Reform (HSR)
Development of the NTPC Health Program
Methodology for replication and publication
purposes

medical waste -
incinerators

most health
facilities

facility along with health facility refurbishing
and building program

and implemented.
1 Staff trained for its use.

7. | Human Resource Limited to special 1 Intensive training carried out for all level of health workers, followed by refresher The program is considered as a PHC Model
Development program funding training programs and on the job. for the country by MoH and the NGOs which
from the centre. 1 Continued program of training for health workers, both theoretical and practical is possible for replication / scaling up to
1 On the job trainingthrough regular supervision and support other parts of Laos.
1 Discussions on ownership and sustainability at the start of the health program and The existing health facilities have become a
continued throughout project life for sustainability training centre £/ O O! PPI UET C
1 Developing plans for assisting the MoH and Provincial Health Offices to develiye NTPC Comprehensive Primary Health Care
Handing Over and MoH Taking Over Strategy $ Al EOAOUDG
8. Health Education No active program 1 Active ongoing health education (HE) and awareness program for all health issues at all| Continued program of health education and
partly because of levels- villages, districts and the provinces. awareness leading tdehavioural change
lack of funding 1 In-house production of IEC materials such as leaflets, posters and film strips on specific
issues as and when required
9 Training of health workers in health promotion through health education
9. Safe Water and Lack of safe water 1 Mass treatment of all resettled population for Intestinal parasite ifestation and Resettled communities to learn to maintain
Sanitation and sanitation in promotion of mass treatment in other project areas. (Marked reduction of intestinal their own water supply and sanitation
most homes and parasites demonstrated though the MHS and FH®eport available on request) facilities.
many health 1 Planned program of safe water and sanitation for all resettled villages and héaffacilities
facilities 1 All homes in resettled population enjoy safe water and sanitation facilities.
1 All health facilities provided with toilets and safe water.
1 A safe water supply and sanitation program in the downstream area implemented by
Downstream Program
1 All restaurants have a tap water facility to wash hands and chlorination facility for
shallow wells.
10. | Management of Not available in New incinerators were planned for each health | 1 Building of 10 Incinerators completed | Health facilities to maintain and upkeep the

incinerators.

List of Abbreviations used:
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ANC Antenatal Care HPMU | Health Program Management Unit MNCH Maternal, Newborn and Child Health

BLKX Bolikhamxay Province IBN Impregnated Bed Net MoH Ministry of Health

GMLT Gnommalath District IFMT Institut de la Francophonie pour la Médecine Tropical | MHS Midterm Health Survey

HE Health Education IP Institut Pasteur NTPC Nam Theun 2 Power Company
HIV/AIDS Human immunodeficiency virug Acquired immune deficiency syndrome | MHX Mahaxai District STI Sexually Transmitted Infection
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Annex 2.1: RMU arrangements
RMU Funded Positions for Public Health Management Unit

To support the implementation of the Public Health ActiorPlan, the plan identifies one position in

the province and one position in each of the four districts. These positions were to be funded by the

RMU but it is only now that the decision has been taken to implement that part of the plan. Now that

the positions have been accepted for funding from the RMU budget, it is essential to lay out terms of
OAEAOAT AA &£ O AAAE 11T A T £ OEAOA PI OEOEI 108 4EA 00
Health Program Management Unit (HPMU) strongly believe that féhe program to be effective, it is

important that the posts are directly managed by health professionals in the districts and the

provinces. HPMU will supervise the implementation of the health plan in the project area by

providing agreed resources undethe concession agreement and technical guidance to the districts.

Following points are essential for the success of this program:

The Provincial Coordinator
1. Provincial health officer will identify and appoint in consultation with the HPMU a
regional provincial health coordinator.
2. This position will be from the existing health staff of the Provincial Health Offices and
serve as coordinator between Provincial Health Officer and the HPMU.
3. Since the project activity is spread out in Khammouane and Bolikhamggrovinces the
provincial coordinator will cover both provinces.
4. The coordinator will have a job description jointly agreed upon by the PHO and the
HPMU
5. Responsibilities of the coordinator will consist of supervising and supporting programs
under the Pubic Health Action Plan, which are not different from the national priorities.
Details are provided in terms of reference for the posénnex 2.2: Terms of reference for
The Provincial Coordinator
6. As health is a highly technical area and dealing with healthatters concerns life and
death, the person working in this position will be only directed and supervised by public
health and medical officials.
For day to day reporting, the coordinator will report to the PHO.
The coordinator will not have any other respnsibilities in the province other than
supporting and working with HPMU team on Public Health Action Plan in the districts.
9. The officer should continue to be housed in the provincial health office and will follow
the same rules and regulation of the offie.
10. The remuneration for the coordinator will be paid by NTPC under the same conditions
as for other RMU staff.
11. Periodical review of the position in this post will be exclusively on the
recommendations of the PHO and the manager of HPMU.
12. The coordinator will assist HPMU to prepare monthly and other periodical reports on
the progress of activities of the HPMU and submit it to the PHO for distribution to the
RMU and the governor.

© N
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The appointment of the District Facilitator (one in Nakai, Ghommalath, Ma  haxai and
Khamkeuth)

1.

2.
3.

No

10.

11.

District Health Officer in consultation with Provincial Health Officer and the HPMU, will
identify and appoint a facilitator for the district.

This position will be from the existing health staff in the District Health Office.

The job description for the facilitator will be jointly agreed upon by the DHO, PHO and
the HPMU

Responsibilities of the facilitator will be to coordinate all activities under the Public
Health Action Plan, which is not very different from the general functias of a district
health office. Details are provided in terms of reference for the pogtnnex 2.3: Terms of
reference for District Facilitator

As health is a highly technical area and dealing with health matters concerning life and
death, the person workirg in this position will be only directed and supervised by public
health and medical officials.

Day to day reporting will be to the DHO and or to the supervisor designated by the DHO.
The officer will continue to be housed with the rest of the district helth team in the
district health office and will follow the same rules and regulation.

The facilitator will not have any other responsibilities in the district other than
supporting and working with HPMU team on Public Health Action Plan in the districts.
The remuneration for the facilitator will be paid by NTPC under the same conditions as
for other RMU staff.

Periodical review of the facilitator will be carried out by the DHO and the manager of
HPMU.

The facilitator will provide progress on activities andother programs to the DHO who
will compile a monthly report for distribution to the provincial health officer, HPMU and
RMU.
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Annex 2.2: Terms of reference for The Provincial Coordinator

Appointed: Appointed by PHO and funded by RMU/NTPC

Location: Based in Provincial Health Office, Thakhek.

Reporting to: Provincial Health Officer and working with the HPMU.
Quialifications: A senior Medical Officer level at provincial Health Office Deputized

from the existing provincial health team
Main Responsibilities:

1. 41T OAOOGA AO A AT 1T OAET AOT O AAOxAAT 001 OET AEAT (
2. To supervise and guide in collaboratin with HPMU on the Public Health Action Plan in the
Nam Theun 2 project districts.
3. To coordinate all project activities in Khammouane and Bolikhamxay provinces.
4. Reporting on all activities related to the project to the PHO

Detailed Responsibilities:

1. Give Public Health advice on national health programs to the HPMU and coordinate
implementation of Public Health Action Plan activities in the project districts

2. To arrange monthly and other periodical meetings at provincial and district levels to monitor and
advise the districts in the progress of the project activities.

3. To prepare agenda and minutes of the provincial and district meetings in conjunction with HPMU

4. To plan and coordinate with HPMU in organizing and supervising the training programs of PHO
and DHO staff as proposed by the PHAP and the training need assessment;

5. Assist HPMU in selection of candidates for long term training programs organized by the project
from time to time.

6. To coordinate with HPMU in liaising with the Heads of District Health Offes in the project
districts and the Manager of the Resettlement Management Committee for project related
decisions in a regular monthly meeting.

7. To liaise with the GOL departments, outside the project provinces and the Ministry of Health with
regards toproject activities and progress.

8. To coordinate and take active part in the integrated supervision and support program to all
health facilities and villages with district health team in the project districts

9. In conjunction with HPMU provide assistance to té District Health Offices in project districts of
the project area to prepare their annual District Health Plans and the Budgets;

10. In conjunction with HPMU assist in the preparation of yearly plans and budget for project
activities within the districts based on the PHAP and consistent with the development of the
project;

11. Jointly with HPMU, report and brief the Manager on the achievemts and problems through a
written monthly report.

Requirements:

0 Medical Officer with more than 5 years in experience in Public Health, Primary Health Care and
other national health programs;

0 Previous experience with project management;

0 Experience of working with the government health system;

0 Good computer skills (MS Word, Excel, PowerPoint, MS Access, Internet/Email);
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Annex 2.3: Terms of reference for District Facilitator

Appointed: Appointed by PHO and funded by RMU/NTPC
Location: Based in one of the District Health offices, with frequent visits
to all health Centers and villages in the district
Reporting to: $EOOOEAO (AAI OE | £AEZEAAO AT A x1 OEE
Operations Manager.
Qualifications and Experience: Deputized from the existing district health team
Medical assistant or equivalent education in Health at least
two years of work experience in public health/projects
Experience of working in Primary Health Care
Experienced in using computers (Basic skills)
Main Responsibilities:
5. Coordination of health education activities at the district and village level
6. Conducting PHC activitie$n Zone 0 and the villages along with VHVs, TBAs and the Health
Center staff
7. Assist VHVs, TBAs in the Maternal and Child Health (MCH) work
8. Supporting Health Center staff in data collection from villages
9. Organize and carry out public health activities ofhe district through health centers in the
villages
10. Reporting on all activities related to DHO and the HPMU
The Health Care Facilitator will:
1 Coordinate all health education activities to promote integrated Primary Health Care in the
districts and the \illages
1 Be responsible for the planning, organization, coordination and reporting of all village level
health activities of the district
f Assist and supervise along with health center staff VHVs, TBAs in MCH programs (Growth
monitoring, supplementary feeding programs, antenatal and postnatal care, malaria, TB,
STls and road safety)
1 Provide support to the district health office and HPMU staff in training programs for health
center staff, VHVs and TBAs
7 Liaise with government and other nongovernmental organiztions, especially Lao
71T AT60 s51TEIT ET EI Bl AI AT OAOGET1T 1T &£ OEA 0(!'0 DO

1 Support VHVs, TBAs and the health center staff in collection and collation of public health

data from villages in the health centers

1 Assist VHVs, TBAs and HsEaff in the preparation of routine monthly reports on regular

activities
1 Assist VHVs, TBAs and HC staff in the preparation of special activities reports
 Take part in scheduled HC meetings of VHVs and TBAs

1 Any other health activities as directed by the Btrict Health Officer and the HPMU Manager.

Requirements:

(0]

(ol o]

Medical Officer with more than 3 years in experience in Public Health, Primary Health Care and

other national health programs;

Previous experience with project management;

Experience ofworking with the government health system;

Good computer skills (MS Word, Excel, PowerPoint, MS Access, Internet/Email)
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Annex 2.4: Training Program from the PHAP

Following areas of training was identified as important for strengthening the health cardelivery
system in the project area:

1. MCH services: Package of training on MCH including growth monitoring, immunization,
FP/BS, ANC, PNC, skilled assistance from a trained attendant during delivery and referral of
pregnant women with complications and traning for emergency obstetric care.

2. Respiratory diseases: Appropriate diagnostic and treatment protocols for respiratory
diseases (incl. DOTS for TB).

3. STis and HIV/AIDS: Prevention strategies, and appropriate diagnostic and treatment
protocols for STI andHIV/AIDS. (Syndromic approach)

4. Vector and pest borne diseases: Prevention strategies and appropriate diagnostic and
treatment protocols for malaria, dengue (DF, DHF, DSS) and other diseases with fever as
presenting argument. Dengue vector control, incl. @sof insecticide and spray equipment in
case of outbreak.

5. Soil and water borne diseases: Prevention strategies, appropriate diagnostic and
treatment protocols for water and soil borne diseases. Prevention strategies for water
borne diseases including preshool and primary school program of biannual worm
treatment.

6. Food and nutrition related issues: Prevention strategies, and appropriate diagnostic and
treatment protocols for malnutrition and micronutrient deficiencies. Prevention strategies
and appropriate diagnostic and treatment protocols for food borne diseases.

7. Accidents/injuries/exposure to hazardous materials: Prevention strategies, and
appropriate diagnostic and treatment protocols for Emergency/small surgery, infection
control and nursing practices.

8. Psychosocial: Preventive strategies and appropriate diagnostic and treatment protocols for
psychosocial problems, including drug abuse problems and HIV counseling.

9. Cultural health practices

10. Radiology/Ultrasound

11. Laboratory: Laboratory diagnosis for tuberculosis, food, water, vector and soil born
infections and STIs. Blood transfusion.

12. Health Information System (HIS): HIS and WESR.

13. Management: General management of Drug Revolving Fund, including cost recovery
system. Management of HC (DRF management, plarme.g. EPI). Village drug kits
management.

Annex 2.5: Revolving Funds

1. Initial Seed Funding to all health facilities for setting up the Drug Revolving Fund (DRF)
which was based on the National DRF Policy:
1 Emergency Unit, Khammouane PH
9 District Hospitals - Nakai, Mahaxai, Ghommalat and Khamkeuth
1 ICHCsz Nongbouakham and Sop On
1 Health Centersz Nadou, Khedphit, Nasok and Kaengdeng
2. An On Site STls Clinic in the four project district municipalities
3. Clean and Safe Delivery Kitgto make people awareof its availability and use more
effectively
4. Impregnated Bed Netg Village Contribution Funds were developed in each locality
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Annex 2.6: Initial Seed Funding for Setting Up of DRF by Location

| Amount (LAK}) Amount (USD

Provincial Level
Initial Seed Fundings for Emergency Unit, Khammouang

. . 3,000
Provincial Hospital
Total 3,000
District Level
Initial Seed Fundings for KK DH 21,854,000
Initial Seed Fundings for GMLT DH 31,000,000,
Initial Seed Fundings for MHX DH 20,204,000,
Initial Seed Fundings for NK DH 112,000,000
Total 185,058,000
Health Center Level
Thongsene HC 6,346,000 -
Khedphit HC 6,346,000 -
Nasok HC 6,346,000 -
Nadou HC 6,346,000 -
Initial Seed Fundings for Nongbouakham ICHC 4,096,000 -
Initial Seed Fundings for Sop On ICHC 4,096,000 -
Total 29,480,000 -
Community Level
Village Drug Kits (53 villages in 3 districts and 15 village 6.800
Nakai) (~100 USD/village) - '
Total - 6,800
TBA Kits
Initial stocks 5,000,000 -
Total 5,000,000 -
STI On Site Services
Drug and medical supply for STI program at PH - 3,800
Setting up STI services in Nakai DH 4,200,000 -
Drug and medecal supply for STI program for KK DHO 7,000,000 -
Equipment and chemical supply for STIs program in KK 2,000,000 -
Total 13,200,000 3,800
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Annex 2.7: Village Contribution Funds for Bed Net

Impregnation by Year

Bed Net Village Total Amount
Supplies by| Contribution NTPC Funds (LAK) Remarks
Year Funds (LAK)
2006 - 48,774,000 48,774,000 Supatap
- 265,650,000 265,650,000 Bednets
2007 - 71,100,000 71,100,000] Bednets
2008 26,179,000 22,221,000 48,400,000 Bednets
2009 23,275,000 8,724,500 31,999,500, Bednets
2010 18,520,000 18,980,000 37,500,000] Bednets
2011 11,376,000 24,024,000 35,400,000 Impreganted nets
2012 24,000,000 36,000,000 60,000,000 Impreganted nets
Total 103,350,000 495,473,500 598,823,500

Annex 2.8: Summary of training, meeting and health education sessions May 2005 -

December 2013
Cumulative
I Remarks -
May 2005 z Dec. 2013
No. Activities (May Z ) Attendance rates
No. of sessions Participants
1 | Training at community level 138 3,448 60% are female
T_ralr_ung at health center and 250 3,344 56.5% are female
district level
2 | Meeting at community level 276 9,051 44.2% are female
Meeting at district and 386 7,246 41.7% are female
provincial level
3 | Awareness and Health 2,459 213,805 | 56.6% are female
Education Program
4 | Monthly Maternal and Child -
Health Clinic 7,428 95 clinics per month
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Annex 2.9: Major Training Sessions Under HPMU Direction

1. PHC APPROACH
1 PHC approaches
1 Overview of HPMUApproach
1 National PHC Policy
2. MNCH TRAINING
Maternal & Child Health
Community Health Program
Birth register and MCH guide
Health data at village level
Lessons Learnt from MCH
MCH Review and Feedback
Training Notes on MCH and EOC
MCH refresher course Laoersion
Project Cycle Management
Case studies Maternal and Child Deaths
3. TOT FOR MCH STAFF ON VILLAGE HEALTH WORKERS
National PHC Policy
Community Health Program- 18 May 07
Growth Monitoring of U5- Normal child
Growth Monitoring of U5z Undernourished
Health care deliver at community level
Health data at village level
PHC Approaches
Refresher training for village health workers
Various Health Education materials
FOR MCH STAFF ON TRADITIONAL BIRTH ATTENDERS (TBAS)
National PHC Policy
TBA Training Pragyram
Case studies Maternal and Child Deaths
Vicious cycle of the poor in our society
TBA kit instruction
Maggi Apron
Refresher Training for TBAs
Various Health Education materials
5. EMERGENCY OBSTETRIC CARE KIT
Emergency Obstetric Care Kit for Health Centéevel
Complication of Pregnancy for District Hospital Type B
Complication of Pregnancy for District Hospital Type A
Obstetric Registration and the Complications
Maternal Mortality
Case studies Maternal and Child Deaths
Project Review and~eedback
6. GROWTH MONITORING OF UNDER 5
1 WHO Anthro_PC_Manual_v322
1 WHO Anthroplus manual
1 WHO Anthroz Basic Requirements
1 Growth Monitoring Training z Data Processing
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7.
8.

9.

10.

11.

12.
13.

14.
15.
16.

17.

1 Growth Monitoring Training z GDB (Global Database Report)
1 Growth Monitoring Training - Results
Nutrition Z Soya Milk Program
IMCI- INTEGRATED Management
1 Chart Booklet, Management Form 2 months to 5 years, Management Form 1 week to
2 months
1 Handbook IMCI
HMIS
Comparison major health indicatorss HMISHPMUMDGs
Comparison of death rates by district
Fertility Rates - Format
Life Expectancy Calculation Format
THREE MONTHS MOVING AVERAGE BI®EATH BY HEALTH FACILITYUpdates
MS ACCESS DATABASE
Table of Content
Health Database Instruction Guide
List of Target Villages by Health Facility by District
NTPC Public Health Database (Principle)
NTPC Health Database Training Manual (Final)
Training Session on Health Facility DatabaseOPDIPD-Obstetric Registers
Script MS Access
File for import z Example
MIS and Computer Skills Refresher Course
Training Course on Basic Knowledge of Applying-&ail
Instruction Guide for preparation of blank forms
MONITORING AND SUPERVISION
Management and Supervision Workshop
Project Cycle Management
NTPC Health Program Concept
Management Information System (MIS) @hcept
Supervisor training
Supervision Reporting Format
Supervision Logbookz feedback / recommendations / follow up
Cumulative of practical training- study tour z visitor
Peer Review and List of Potential Trainers
PROJECT CYCLE MAMANAGEMENT
VECTOR CONTRPROGRAM
1 VECTOR CONTROL INTRODUCTORY WORKSHOP
1 Dengue Vector Control Campaign Program
1 Community Campaign Program
1 Five Simple Steps to Prevent Dengue
HEALTH CHECKS AND SURVEY
FOCUS GROUP DISCUSSIONSDEPTH INTERVIEWS
BASIC COMPUTER SKIL 8IS Word, MExcel, MS PowerPoint, MS Access, WHO Anthro,
Internet access (email),
THE POSIGRADUATES DISTANCE LEARNING PROGRAM INTERNSHIP, FAMILY MEDICINE,
UNIVERSITY OF HEALTH SCIENCES
1 Family Medicine Training in HPMU
9 List of health related training topics
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PHCApproaches

Overview of HPMU Approach

The development of Public Health Database

2-4 weeks Field practical training

18. CURATIVE CAREas required apart from the National/Provincial Health plans
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2.3. Mont hly Integrated Outreach Program
2.3.1. Maternal, Newborn and Child Health

Maternal, Newborn and Child Health (MNCH) refers to the health of mothers, infants, children and
adolescents. It also refers to a profession within public health committed to promoting the health
status and future challemes of this vulnerable populatiort” Nothing less than the survival of the
human race depends on childbearing; yet for many womepregnancy and childbirthare
deadly.Survival of human race and its quality depends on the physiological process of reprodumti
and if for some reason the health of the mother is threatened, it jeopardizes the future continuation
of life in that family.

Public health literature is full of information on MNCH. So much is known about the subject, yet
disparities in survival of women and children around the world are mind boggling. Maternal
mortality from 181 countries, although showing a substantial decline over time in maternal deaths,
ranged from less than 10/100,000 live births in the rich countries to higher thar500/100,000 live
births in many of the poorer countries (Laos 339/100,000)8 Similarly, childhood mortality
variations as low as 57 per 1000 live births to more than 100 per 1000 live births, in rich and poor
countries respectively (Laos 68/1000)4°

Recogqnizing this burden and the need for special attention in health care to women and children,
Alma Ata declaration on Primary Health Caf€in 1979 included a special component on maternal
and child health, which has been reiterated several times since théhs2 The Cairo declaration in
199453 further expanded the role of Reproductive Health (RH) in MNCH and called for even wider
APDPOT AAE O1T x11 AT 80 céndeAsusDdn the Aol@ihgdiéut Qualititive aAd
guantitative goals4:
1. Universal education : Universal primary education in all countries by 2015. Urge countries
to provide wider access to women for secondary anthigher-level education as well as
vocational and technical training.

2. Reduction of infant and child mortality : Countries shouldstrive to reduce infant and
under-5 child mortality rates by onethird or to 50-70 deaths per 1000 live births by the year
2000. By 2015 all countries should aim to achieve a rate below 35 per 1,000 live births and
under-five mortality rate below 45 per 1000 live births.

47 http://www.answers.com/topic/maternal -and-child-health-care

48 Margaret C Hogan, Kyle J Foreman, Mohsen Naghavi, e¥alternal mortality for 181 countries, 1980z
2008: a systematic analysis of progress towards Millennium Development Goallancet2010; 375: 1609%23
49 Julie Knoll Rajaratnam, Jake R Marcus, Abraham D Flaxman, eNalonatal, postneonatal, childhood, and
under-5 mortality for 187 countries, 1970z2010: a systematic analysis of progress towards Millennium
Development Goal 4

50 Alma-Ata. Declaration of Alna-Ata: international conference on primary health care. USSR; Setl®,
1978.

51 Tarimo E, WebsterEG.Primary health care concepts and challenges in a changing world: Alrdda
revisited. GenevaWorld Health Organization,1997

52 Margaret Chan Return to Aima-Ata. The Lancet Vol 371: 31 May 2008;

53 International Conference on Population and Developmernin Cairo, Egyptfrom 5713 September 1994

54 "Report of the International Conference on Population and DevelopmentJNFPA 1995
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3. Reduction of maternal mortality : A reduction by %2 the 1990 levels by 2000 and %2 of that
by 2015. Disparities in maternal mortality within countries and between geographical
regions, socieeconomic and ethnic groups should be narrowed.

4. Access to reproductive and sexual health services including family planning : Family-
planning counselling, pre-natal care, safe delivery and posmhatal care, prevention and
appropriate treatment of infertility, prevention of abortion and the management of the
consequences of abortion, treatment of reproductive tract infections, sexually transmitted
diseases and other reproductive health conditions; and educationcounselling, as
appropriate, on human sexuality, reproductive health and responsible parenthood. Séces
regarding HIV/AIDS, breast cancer, infertility, and delivery should be made available. Active
discouragement offemale genital mutilation .

These goals have further been incorporated into the Millennium Development Gogl$o be achieved
by 2015 and countries are frantically trying to reach the set targe§ but there is little hope for many
countries, including Laos, to reach all the set goals.

Maternal, Newborn and Child Health

Unlike diseases such as HIV/AIDS, Malaria and Tuberculosis where specific treatments are available,
i AOGAOT AT h TAxAT O AT A AEEI A EAAI OBs»Eiuetichidd®di AAT O
decades.The "Continuum of Care"for reproductive, maternal, newborn and child health includes
integrated servicedelivery for mothers and children from pre-natal care, safe delivery and posmhatal
care. The Continuum of Carerecognizesthat safechildbirth is critical to the health of both the woman
andthe newborn child? andthat ahealthy start in life is an essentialsteptowards asoundchildhood

and a productive life.¢ The 2008 Countdown to 2015 report concluded that this linked strategy for
maternal and child healthwould require multiple delivery approaches? in health facilities and in the
community.6!

How can the health of women and children be maintained; and morbidity and mortality reduced to
acceptable levels? More one contemplates on the question and learns frane texperience of those
countries who have achieved acceptable levels of health among women and children; one is

Aii AT T AA O OEETE T &£# A OOGAAAU OAIT 1T OET 661 1T &£ AAOA
Who should be consider(,ed\first,,the Mgthey or tbe\ch}il‘d? No matter vyhich way one startseweturn .
to the same pointTF AAUB O CEOI AEEI A EO OiTi1T 001 x60 i1 OEAOS

ANOGAT T U Ei BT OOAT O AiMoreodeA A B difficOtEtd 2patate DO W) Béddel 8
discussed together.

55 Official list of MDGs. http://unstats.un.org/unsd/mdg/Resources/Attach/Indicators/OfficialList2008.doc.
Accessed on 26 Jan 2013

56 Zulfigar A Bhutta, Mickey ChopraThe Countdown for 2015:what lies ahead? Lancet Vol 380 September
29, 2012

57 Richard Horton.What will it take to stop maternal deaths?The LancetVol 374 October 24, 2009. P1400
58 Keber KJ, de Graffiohnson JE, Bhutta ZA, Okong P, Starrs A, Lawn JE. Continuum of care for mgterna
newborn, and child health: from slogan to service delivent.ancet2007; 340: 1358z69.

59 Ana Langer, *Richard Horton, Guerino ChalamillA manifesto for maternal health post2015. Comment.
Lancet.PublishedOnline February 12, 2013.

60 Partnership for Maternal, Newborn and Child HealthFact Sheet: RMNCH Continuum of care. September
2011. http://www.who.int/pmnch/about/continuum_of_care/en/index.html _ Accessedon 21 Jul 2013.

61 Countdown to 2015. Taking stock of maternal, newborn and child survival 20@2010 decade report. WHO
and UNICEF 2010.
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Child health starts from corteption and we will return to this in greater detail under the mother but

if we start from the child birth and the survival of newborn, the most critical time for child survival

is soon after birth and in the early and late neonatal periods. Care provideltiring this time, both by
the mother and the health service providers, play an important role in child survival and continued
child growth and development. Postnatal care however is a neglected area and majority of avoidable
deaths occur soon after birth ad in the first month of life. A systematic analysis of child mortality in
2008, conducted by the reference group of WHO and UNICEF, found that globally 41% of all Uriler
deaths were in the neonatal period. In the Western Pacific Region of WHO (includibgos), 52% of
all deaths were in the neonatal period263 Preterm birth complications, pneumonia and diarrhea are
the most important causes of mortalityé4

The Initial Health Survey (IHS) of the resettled population in the NT2 health program revealing the
total life experience of 560 womenshoweda total of 2873 live births but only 1865(65%) children
were still alive (Figure 2.9). Almost 60% of all mothers had experienced one or more deaths of their
child, vast majority (61.5%) of children died during the first year of life. However, even more striking
revelation was that 27% of all infant deaths were on the first day of life, % in the first week of life
and 58% of all infant deaths were in the first month of life. Only 27% of all Unddy deaths were
between 1-4 years of age. Vast majority of these unnecessary deaths are avoidable if appropriate
advice and services are made ailable to the mother and those who take care of the baby, especially
during postnatal care.

Figure 2.9: Scatter pIOt from IHS ShOWing total number The Figure shows the total number of
of children born and total alive at the start of the NT2 children born to women and those alive
project (N=1419) at the time of IHS. If most of those bori
had survived, the points would lie close
20 to each other on a linear line as shown i
the graph (in perfect situation there
°o o would be a straight line- 2 born and 2
alive, 3 born and 3 alive and so on). Herg
for instance, one marker denotes 14
births but only one alive at interviewand
another marker shows 15 births and
only six alive. If the survival rate of
children was higher, the points would lie
closer to each other and fall along thg
base diagonal line, showing the numbe
of children born and all/most alive. The
greater the deviation from this line to the
left, the greater is the loss of children
T T T T T T T T illustrating poor child survival.

Total alive at interview Statistically r square linear = 0.707
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62 Robert E Black, Simon Cousens, Hope L Johnson, et al, for the Child Health Epidemiology Reference Group
of WHO and UNICERsIobal, regional, and national causes of child mortality in 2008: a systematic analysis.
Lancet2010; 375: 196%87.
63 Edilberto Loaiza, Tessa Wardlaw, Peter SalamdNICEFChild mortality 30 years after the AlmaAta
Declaration. Lancet Vol 372 September 13, 2008. P8
64 Hannah Blencowe, Simon Cousens, Mikkel Z Oestergaard, eNatjonal, regional, and worldwide estimates
of preterm birth rates in the year 2010 with time trends since 1990 for selected countries: a systematic
analysis and implications
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Nutritional needs, both of the mother and the child, play a crucial role in the survival and continued

normal growth of the child. Under nutrition - stunting, wasting and underweight- has been found to

be an underlying cause in mee than a third of all deaths in children Undet5 years®s Effects onfoetal

COTl xOE AT A 11Tx AEOOE xAECEOh AAPATAAT O 11T 11 OEAOS
by early optimal growth of the female child and during the pregnancy period. The twoesvices

specially affecting these conditions are growth monitoring during childhood, especially in the first

two years of life, and the antenatal care services provided to the pregnant womes#?

Under nutrition among Under-5s is of paramount importance. Fomost normal deliveries, with birth
weight above 25009 and if the child is exclusively breast fed, infant remains healthy for the first six
months. But due to poor weaning practices the child slowly stop gaining adequate weight due to
insufficient food intake and by the end of the year become underweight, eventually leading to
stunting. Mother and other care takers are often not aware of the nutritional needs of the child. The
guality and quantity of food provided and thefrequencywith which a child should be fed, remain
inadequate leading to poor weifpt gain and stunting igure 2.11). Yet very few health service
providers, particularly in developing countries, undertake growth monitoring in Under5s as part of
the MNCH care.

Figure 2.10: Normal Growth Monitoring Figure 2.11: Because of poor weaning

Curve from Childbirth Until Five Years of age practices, infants stop gaining adequate weight
after six months when breast milk alone is
insufficient for growth. (Example from an actual case
made into a poster for education).
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Chronic inadequate food intake leading to stoting, affects the child throughout life Victora et al in a
multicentre study observed that heightfor-age at 2 years was the best predictor of human capital
and that undernutrition is associated with lower human capital and concluded that damage suffered
in early life leads to permanent impairment, and might also affect future generatior$8. Poor
nutritional status also affects the brain development leading to learning capabilities in early
schooling and throughout life Poor nourishment of thegirl child during adolescence is likely to affect

65 Black RE, Allen LH, Bhutta ZA, et al, for the Maternal and Child Undernutrition Study Group. Maternal and
child undernutrition: glob al and regional exposures and health consequencésncet2008; 371: 243z60.
66 Cesar G VictoraNutrition in early life: a global priority. Lancet Vol 374 October 3, 2009.
67 Bhutta ZA, Ahmed T, Black RE, et al, for the Maternal and Child. Undernutrition Study Group. What works?
Interventions for maternal and child undernutrition and survival. Lancet2008; 371: 417z40.
68 Cesar G Victora, Linda Adair, Caroline Fall et Maternal and child undernutrition: consequences for adult
health and human capital. Lancedanuary 17, 2008 DOI:10.1016/S014®736(07)61692-4
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