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IEGWB Mission: Enhancing development effectiveness through excellence and independence in evaluation.

About this Report

The Independent Evaluation Group assesses the programs and activities of the World Bank for two purposes:
first, to ensure the integrity of the Bank’s self-evaluation process and to verify that the Bank’s work is producing the
expected results, and second, to help develop improved directions, policies, and procedures through the
dissemination of lessons drawn from experience. As part of this work, IEGWB annually assesses about 25 percent of
the Bank’s lending operations through field work. In selecting operations for assessment, preference is given to those
that are innovative, large, or complex; those that are relevant to upcoming studies or country evaluations; those for
which Executive Directors or Bank management have requested assessments; and those that are likely to generate
important lessons.

To prepare a Project Performance Assessment Report (PPAR), IEGWB staff examine project files and other
documents, interview operational staff, visit the borrowing country to discuss the operation with the government,
and other in-country stakeholders, and interview Bank staff and other donor agency staff both at headquarters and
in local offices as appropriate.

Each PPAR is subject to internal IEGWB peer review, Panel review, and management approval. Once cleared
internally, the PPAR is commented on by the responsible Bank department. IEGWB incorporates the comments as
relevant. The completed PPAR is then sent to the borrower for review; the borrowers' comments are attached to
the document that is sent to the Bank's Board of Executive Directors. After an assessment report has been sent to
the Board, it is disclosed to the public.

About the IEGWB Rating System

IEGWB's use of multiple evaluation methods offers both rigor and a necessary level of flexibility to adapt to
lending instrument, project design, or sectoral approach. IEGWB evaluators all apply the same basic method to
arrive at their project ratings. Following is the definition and rating scale used for each evaluation criterion
(additional information is available on the IEGWB website: http://worldbank.org/ieg).

Outcome: The extent to which the operation’s major relevant objectives were achieved, or are expected to
be achieved, efficiently. The rating has three dimensions: relevance, efficacy, and efficiency. Relevance includes
relevance of objectives and relevance of design. Relevance of objectives is the extent to which the project’s
objectives are consistent with the country’s current development priorities and with current Bank country and
sectoral assistance strategies and corporate goals (expressed in Poverty Reduction Strategy Papers, Country
Assistance Strategies, Sector Strategy Papers, Operational Policies). Relevance of design is the extent to which
the project's design is consistent with the stated objectives. Efficacy is the extent to which the project’s objectives
were achieved, or are expected to be achieved, taking into account their relative importance. Efficiency is the
extent to which the project achieved, or is expected to achieve, a return higher than the opportunity cost of capital
and benefits at least cost compared to alternatives. The efficiency dimension generally is not applied to adjustment
operations. Possible ratings for Outcome: Highly Satisfactory, Satisfactory, Moderately Satisfactory, Moderately
Unsatisfactory, Unsatisfactory, Highly Unsatisfactory.

Risk to Development Outcome: The risk, at the time of evaluation, that development outcomes (or
expected outcomes) will not be maintained (or realized). Possible ratings for Risk to Development Outcome: High
Significant, Moderate, Negligible to Low, Not Evaluable.

Bank Performance: The extent to which services provided by the Bank ensured quality at entry of the
operation and supported effective implementation through appropriate supervision (including ensuring adequate
transition arrangements for regular operation of supported activities after loan/credit closing, toward the
achievement of development outcomes. The rating has two dimensions: quality at entry and quality of supervision.
Possible ratings for Bank Performance: Highly Satisfactory, Satisfactory, Moderately Satisfactory, Moderately
Unsatisfactory, Unsatisfactory, Highly Unsatisfactory.

Borrower Performance: The extent to which the borrower (including the government and implementing
agency or agencies) ensured quality of preparation and implementation, and complied with covenants and
agreements, toward the achievement of development outcomes. The rating has two dimensions: government
performance and implementing agency(ies) performance. Possible ratings for Borrower Performance: Highly
Satisfactory, Satisfactory, Moderately Satisfactory, Moderately Unsatisfactory, Unsatisfactory, Highly
Unsatisfactory.
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PREFACE

This is the Project Performance Assessment Report (PPAR) for the Egypt
Population Project, financed through IDA Credit No. 2830 in the amount of US$17.2
million (11.9 million SDRs), with planned government and community contributions of
US$1.6 million and US$1.9 million, respectively. The credit was approved on March 21,
1996, became effective on June 24, 1998, and was 87 percent disbursed when it closed on
March 31, 2005, three years and three months after the originally planned closing date.

The findings of this assessment are based on an Independent Evaluation Group
(IEG) mission to the Arab Republic of Egypt carried out in November 2007. The mission
met in Cairo with authorities and staff of: (i) the Ministry of Health and Population and
the Social Fund for Development; (ii) research institutions; (iii) selected NGOs and civil
society groups; and (iv) the development partners. The mission also visited the Urban
Governorate of Alexandria, and districts and villages in the Upper Egypt Governorates of
Menya and Qena, where it met with health authorities, health and family planning
services providers, NGOs, civil society actors, social change agents and project
beneficiaries to assess inputs and activities supported by the Bank. Key sources of
evidence consulted include: (a) World Bank project files; (b) project-related reporting
and evaluation; (c) health facility data; and (d) epidemiological data, studies, surveys and
research on health, much of it generated in Egypt.

This PPAR is one of several conducted on the development effectiveness of the
World Bank’s support to health, nutrition and population in different countries. Evidence
from these assessments and country case studies on the Bank’s lending and non-lending
support will contribute to a forthcoming evaluation by IEG of the World Bank’s support
to health, nutrition and population outcomes over the past decade. As such, more
material has been presented in this “enhanced” PPAR than is the IEG standard.

This report draws on the technical inputs of Alejandra Gonzalez, mission member
and author of a case study on the development effectiveness of the Bank’s support to
Egypt’s HNP sectors over the past decade (to be issued under separate cover). The IEG
team gratefully acknowledges the contributions of Ms. Nadia El Gohary and Ms. Ingy
Halim, who provided logistical support to the IEG mission and assisted in the translation
of key data. The IEG team also gratefully acknowledges all those who made time for
interviews and provided documents and information.

Following standard IEG procedures, copies of the draft PPAR were sent to the
relevant government officials and agencies for their review and feedback. Their
comments are presented in Annex .
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SUMMARY

Egypt’s resident population in 2006 was 72.6 million, some 20 million (or 37
percent) more than the population size just 15 years prior, and it is highly concentrated
around the arable land around the Nile Delta and Valley. The annual rate of natural
increase (currently estimated at 1.8 percent) appears to be slowing down as fertility has
declined more rapidly than mortality over the past 15 years. The Government of Egypt
(GoE) has supported a national population policy for well over 40 years, but increase in
contraceptive prevalence rates and declines in fertility have been inequitable.

The objectives of the Egypt Population Project were “...to help Egypt: (a) better
manage population growth and prevent avoidable population growth by giving the
Ministry of Health and Population (MoHP) the institutional capacity to play the lead role
in the population sector; and (b) improve the conditions and status of women and children
in areas where fertility remains high, mainly in rural areas of Upper Egypt, by stimulating
additional demand for smaller family size and for family planning services.” Key
performance indicators were established to track changes in attitudes (desired number of
children, approval of family planning, and intention to use contraception), behavior
(contraceptive prevalence) and outcome (total fertility).

The project’s support was organized around two components. The Capacity
Building component was designed to strengthen the strategic management capacity of the
newly established Population and Family Planning Sector (PS) of the Ministry of Health
and Population (MoHP). The Population Activities Program (PAP) component was
designed as a small grants program to finance community-level subprojects, proposed
and managed by NGOs and other civil society organizations, aimed at stimulating
demand for family planning. Its geographic focus was on rural Upper Egypt, where
fertility was high and demand for and use of family planning services were low.

A Project Implementation Unit (PIU), housed in the MoHP, was responsible for
the implementation of the Capacity Building component. The PAP Small Grants
component, which constituted 87 percent of the total project cost, was contracted to the
Social Fund for Development (SFD).

Better management of population and family planning. No specific indicators for
this objective were identified during project design. In line with a decision taken at the
project’s mid-term review (MTR), support to population capacity building was reoriented
away from an initial focus on central MoHP, concentrating instead on the governorate,
district and community levels within Rural Upper Egypt. The project provided training
and technical assistance to various groups of local-level actors to strengthen their
respective capacities in the planning, design, delivery and oversight of population and
family planning activities. However, the impact of this training was not evaluated. The
project developed a new cadre of social change agents, made up of respected women
from the communities, which served as an effective interface between target women and
family planning information and services. The project was instrumental in forging
effective partnerships at the local level between MoHP, the SFD, NGOs and other
community members in the design and delivery of population and family planning
activities in selected districts and villages and at the governorate level. However, it was



less successful in supporting and institutionalizing MoHP partnerships with NGOs and
civil society organizations at the national level. An NGO Support Department was
created in MoHP/PS but never became fully functional. Notwithstanding its support to
the implementation of project-specific M&E, the project was unsuccessful in
strengthening MoHP/PS capacity to monitor and evaluate the overall progress of national
population and family planning efforts. The project also contributed to increased
contraceptive security and procurement capacity.

Changes in attitudes, behaviors and outcomes in Rural Upper Egypt. The project
supported the implementation of fifty-five subprojects, designed and managed by
community development associations, providing the poorest villages of Rural Upper
Egypt with a package of information and services that are known to influence changes in
desired family size and increased contraceptive use. During the period of subproject
implementation, modest advances were made on women’s literacy rates and employment
rates in Rural Upper Egypt. It is plausible to assume that subprojects may have made
some contribution to modest changes in these and other socio-economic indicators in
Rural Upper Egypt. However, project attribution is difficult to establish given that (a) the
coverage and impact of various demand-side interventions on socio-economic indicators
were not evaluated and (b) numerous other socio-economic development activities were
ongoing in the project area. Project investments in infrastructure, equipment,
contraceptives and training supported improvements in the supply and quality of family
planning services offered in or near villages benefiting from demand-side interventions.

Between 2000 and 2005 total wanted fertility (total actual fertility minus
unwanted births) declined in Rural Upper Egypt from 3.7 to 2.6 children, a total decrease
of 1.1 children. This decline is greater than what was achieved during the previous five-
year period in Rural Upper Egypt and also more important than overall national declines
between 2000 and 2005. During this period the use of family planning became even
more acceptable. In 2005 85 percent of ever-married women residing in Rural Upper
Egypt considered it appropriate to use family planning after the first birth compared with
70 percent in 2000. However, demand for family planning (met and unmet) increased
only very modestly (from 60 to 63 percent).

Between 2000 and 2005, contraceptive prevalence rose from 40 to 45 percent in
Rural Upper Egypt (compared with an increase from 56 to 59 percent for all of Egypt). It
increased in all eight of the governorates in Rural Upper Egypt, ranging in 2005 from a
low of 33 percent in Souhag to a high of 62 percent in Giza. The share of total demand
for family planning which is satisfied increased slightly in rural Upper Egypt from 69
percent in 2000 to 73 percent in 2005, while it remained virtually unchanged for Egypt as
a whole. Between 2000 and 2005 the total actual fertility rate (TFR) in rural Upper
Egypt declined by 0.8 children, from 4.7 to 3.9, faster than the decline for country as a
whole. The TFR in Upper Egypt is still high compared with other regions in Egypt, but
the statistically significant change in this rate is a major accomplishment and has
narrowed the gap across regions. Women’s actual fertility is still greater than their
desired fertility; and the gap between actual and desired fertility appears to be growing in
Egypt, with the most rapid growth in Upper Egypt.
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The changes in attitude, contraceptive use and fertility in Rural Upper Egypt
cannot be solely or even primarily attributed to the project. First, only 9 percent of
villages were covered. Second, two other major development partners were financing
similar (demand- and supply-side) interventions, also targeted to rural Upper Egypt.
Third, other development and poverty alleviation activities are also likely to have
improved the economic opportunities of women and family wellbeing. Fourth, data on
key indicators in the 148 villages of project intervention are incomplete, although they do
provide partial evidence of some positive effects. Nevertheless, the project influenced
changes in population indicators in Rural Upper Egypt beyond the villages of direct
intervention. The multi-sectoral, demand-side approach developed under the project was
an important departure from previous (supply-side) interventions in Egypt and influenced
the design and implementation of interventions in Rural Upper Egypt financed by others.

The outcome of the Population project is moderately satisfactory. The outcome
of the first (management capacity building) objective is unsatisfactory, based on its
modest relevance, efficacy and efficiency. The outcome of the second (fertility decline)
objective is satisfactory, based on its substantial relevance, efficacy and efficiency. The
overall outcome of moderately satisfactory is a function of the heavier weight applied to
the second objective. Risk to development outcome is rated as substantial. The Bank’s
performance was moderately satisfactory and the Borrower’s performance was
moderately unsatisfactory.

Lessons:

e Supply-side and demand-side interventions supporting population and family
planning objectives can be truly synergistic when they are delivered through a
well-defined and well-functioning partnership of local actors.

e An important element of any investment in management capacity building is the
support of monitoring and evaluation activities. However, when the focus of
M&E support is project-specific, rather than program-wide, an opportunity is
missed to learn from experience across projects and to use evidence to fine-tune
national policies and strategies. This lesson is especially relevant when
innovative activities are supported in the same geographic area by different
externally-financed projects.

¢ Demand-side interventions, though critical to achieving population and family
planning goals, are not likely to be sustained or expanded in the absence of an
institutional home for these activities and a well-defined, evidence-based program
of activities.

e Efforts to ensure and improve the quality and client-orientation of family planning
become all the more crucial when they are undertaken in the context of health
sector reform program.

Vinod Thomas
Director-General
Evaluation



1. BACKGROUND AND CONTEXT

1.1 General Country Information. Only 6 percent of the total area of Egypt is
inhabited. Despite the recently adopted Egyptian policy of reclamation and fostering of
new settlements in the desert, the majority of Egyptians live either in the Nile Delta,
located in the north of the country, or in the Nile Valley (south of Cairo).

1.2 Egyptis divided into 28 governorates and Luxor City. The five Urban
Governorates (Cairo, Helwan, Alexandria, Port Said and Suez) have no rural population.
Of the remaining 23 governorates, nine are in the Nile Delta (Lower Egypt Region), nine
are in the Nile Valley (Upper Egypt Region) and five are Frontier Governorates located
on the eastern and western boundaries of Egypt.

1.3 Egypt’s economy expanded steadily during the 1990s. GDP per capita reached
US$1,580 by 2006 (World Bank data, 2008). Annual growth of GDP averaged 4 percent
during the period 1986-1996 and increased to an average of 4.4 percent the following
decade (1996-2006), reaching 6.8 percent in 2006. Similarly, annual growth of GDP per
capita averaged 1.9 percent during 1986-96, increased to an average of 2.4 percent the
following decade, and reached a level of 4.9 percent in 2006 (World Bank, 2005).
Between FY96-00 the poverty incidence rate declined from 19.4 percent to 16.7 percent,
likely attributable in part to overall economic growth during that period. But there are
important disparities across regions. Upper Egypt, the poorest region, grew at a slower
rate than Lower and Metropolitan Egypt, and poverty increased there.

1.4  The last 20 years

. Figure 1.1: Health and Fertility, 1988 — 2005
have also shown important

gains in Egypt’s human 110 - 750 3
development indicators. 100 - B
Between 1980 and 2002, o | I
gross primary enrollment 2 . Lao é
rates rose from 73 to 96 S -
percent, gross secondary z 709 135§
enrolment rates rose from 3 604 ' 5
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dramatically between 1988

and 2004 (Figure 1.1). | —— IMR —8— Under 5 Mortality Rate —&— Total Fertility Rate
However, significant
inequities persist in health
outcomes, among poorest
income quintiles, rural areas and poorest regions. Further, the growth in non-
communicable diseases and injuries present additional challenges to efforts to improve

Source: DHS 1988, 1992, 1995, 2000 and 2005

reproductive lifetime



health outcomes while containing the costs and improving efficiencies of health programs
and services. The gender gap in school enrollments, participation in the labor force,
access to credit, and women’s rights has been closing (World Bank, 2005).

POPULATION IN EGYPT

1.5  According to the results of the most recent (2006) census, Egypt’s resident
population in 2006 was 72.6 million," of which 31.0 million (43 percent) were urban and
41.6 (57 percent) rural. Between 1991 and 2006, Egypt’s resident population grew by
almost 20 million, a 37 percent increase, and the urban-rural breakdown of Egypt’s
population remained virtually unchanged. The rate of natural increase of Egypt’s
population appears to be slowing down. Between 1991 and 2004, the crude birth rate
declined from 30 to 26 per 1000 population, while the crude death rate declined, mainly
in the 1990s, from 7.2 to 6.4 per 1000.

GOVERNMENT’S RESPONSE

1.6  The Government of Egypt (GoE) has long recognized the implications of rapid
population growth on the social and economic development prospects of Egypt and has
supported a national population policy for well over 40 years.> Already in 1953 the
National Commission for Population Affairs considered population growth to be an
obstacle in raising overall standards of living. This view is also reflected in the GoE’s
1995 Letter of Health Sector Policy, which stated that population growth is “...one of the
central constraints to Egypt’s per capita income, productivity, education and health”
(World Bank, 1996). Growing pressure on Egypt’s limited arable land and the high cost
of bringing new land into production were also concerns (Cochrane and Massiah, 1994).
Egypt was one of the first countries to adopt formal population policies and objectives
and population continues to be accorded highest priority by the highest levels of
government. National efforts, supported by bilateral and multilateral assistance, have
culminated in well-documented increases in contraceptive prevalence rates and declines
in fertility, but gains have differed: across regions, between urban and rural areas, across
levels of education and across income groups. Poor, less educated women, rural residents
and residents of the Region of Upper Egypt have much less favorable population
indicators than the national average.

1.7  In 1993, the year prior to project preparation, a Ministry of Population and Family
Planning (MoPFP) was created, giving population a direct voice in the Cabinet and the
long-existing National Population Council (NPC) was reorganized to serve as a think-
tank on population issues. This also facilitated the preparation of the landmark
International Conference on Population and Development (ICPD), which was held in
Cairo in 1994. In 1996 the MoPFP was merged into the Ministry of Health and the
Ministry of Health and Population (MoHP) was thus created. This was in response to the

! This figure excludes those living abroad, an estimated 3.9 million.
% A timeline of key landmarks in this long history is presented in Annex C.



ICPD declaration promoting the integration of family planning and maternal and child
health services into a broad-based
women’s health program.’

Box 1-1. Nine Strategies of Egypt’s Population Policy

1.8 At the time of project
design Egypt’s 1986 Population
Policy (which remains in effect)
highlighted nine strategies, which
also reflect the thrusts of the ICPD
declaration emphasizing a broad- :

Youth involvement

based, rpultx-sectoral approach ,to Minimizing the negative consequences of population growth
populat}on (Box 1-1). The policy e  Labor and employment
also articulated a number of e Land use and distribution

principles that influenced program | ¢  Environmental protection
implementation, including (a) the
encouragement of voluntary efforts
and community participation in addressing population; and (b) the implementation of
population programs through local government bodies.

Creating a social context conducive to fertility decline
Population information and communications
Family planning

Maternal and child welfare

Education and eradication of illiteracy

Improving the status of women

Source: World Bank, 1996

SUPPORT OF OTHER PARTNERS

1.9  The three main partners financing population activities at the time of project
design were: the United Nations Population Fund (UNFPA, supporting management
capacity building); the United States Agency for International Development (USAID,
supporting contraceptives and family planning services), and the European Union (EU,
supporting reproductive health services).

WORLD BANK SUPPORT

1.10 IDA had financed two population projects in the late 1970s/early 1980s, whose
main objectives (to improve and expand family planning services) were not achieved.
Evaluation of the first Population Project (for which a US$5 million IDA credit was
approved in October 1973 and closed in June 1979) was frustrated by the failure to define
quantitative objectives. It was credited with having contributed to the development and
maintenance of health infrastructure, the promotion of home-visiting and the
strengthening of the MoH’s capacity to formulate and implement projects. Serious cost
over-runs were traced to implementation delays that ultimately led to reduction of the
scale of the project. The completion report cited four lessons: (a) the Borrower and IDA
should reach a clear agreement on the project log frame; (b) a time-phased
implementation plan should be prepared; (c) an early reconciliation of Bank and
Government procedures would avoid implementation delays; and (d) details of innovative

3 The consensus of ICPD was to address population growth and fertility reduction through (a) a broader
sexual and reproductive health agenda, delivered through primary health care services, including
reproductive health services and family planning (including safe abortion and the elimination of FGM); and
(b) interventions beyond health and family planning that would address determinants of high fertility,
including: poverty eradication, sustainable economic development, girls education, gender equity and
equality, food security, human resources development and human rights.



activities (in this case home-visiting) should be worked out in advance. These lessons are
in part attributable to the Bank’s relative inexperience in lending for population.*

1.11  The Second Population Project (for which a US$25 million IDA credit was
approved in October 1978 and closed in March 1986) was cancelled due to limited
progress after 7 years of implementation. It was plagued by a lack of commitment to the
objectives among staff of the health service, managerial difficulties, and doubts among
health officials about the importance of family planning and population objectives. The
completion report drew a number of lessons : (a) IDA has limited leverage with which to
redefine the priorities of the Government of Egypt;’ (b) projects should start small and
establish a solid base for reforms; (c) implementing agencies should be involved in
planning and designing major innovations; (d) the implementation capacity of the MoH
should be realistically appraised; and (e) the Bank should not expect intensive
supervision to substitute for good planning and clear understandings with implementing
authorities.

2. OBJECTIVES AND DESIGN

2.1 The Egypt Population Project was financed through an IDA credit of 11.9
million SDRs (US$17.2 million equivalent), approved on March 21, 1996, with planned
government and community contributions of US$1.6 and US$1.9 million, respectively.

22 The objectives of the Population

Project were “... to help Egypt: (a) better Box 2-1: Key Performance Indicators
manage population growth and prevent o Changes in attitudes

avoidable population growth by giving the o gesired rllw??er §>1f Chlildr?n
MoHP the institutional capacity to play the e o e oo g;‘;’;‘gﬁn

lead role in the population sector; and (b) e Changes in behavior: rate of contraceptive use
improve the conditions and status of women e Changes in fertility

and children in areas where fertility remains Source:

high, mainly in rural areas of Upper Egypt, by stimulating additional demand for smaller
family size and for family planning services.”® ” Key performance indicators are shown
in Box 2-1.

* This project, the Bank’s eight investment in population, was approved less than three years after the
Bank’s first population investment (Jamaica Population Project, approved in June 1970). The first five
years of the Bank’s work in population was characterized by “hardware” projects that emphasized the
construction of facilities and development of post partum programs as channels for attracting family
planning acceptors.

> In the 1970s Egypt’s Family Planning Board introduced a program to encourage fertility decline by small-
scale development projects, a reflection of the Bucharest Population Conference dictum that “development
is the best contraceptive.” An evaluation of this program several years later revealed that it had little
impact on fertility (Cochrane and Massiah, 1994).

¢ World Bank, Project Appraisal Document, 1996.

" In the Development Credit Agreement between the Arab Republic of Egypt and IDA, July 1, 1996 the
project objectives were stated slightly differently: “...to: (a) strengthen the organization and functions of
the MoHP that relate to its population and family planning operations; and (b) finance population activities



2.3 The logic of this design (Table 2.1) is grounded in evidence documented in the
World Bank’s World Development Report, 1984, which addressed the theme of
“Population Change and Development.” It distilled research that pointed to factors which
influence lower fertility, notably: reductions in infant and child mortality; increase in
income; educated parents; women’s employment and status; urban residence; efficient
markets and security; increased age at marriage; breastfeeding; and access to quality
family planning information and services (Annex D). It also emphasizes that demand-
side and supply-side interventions are complementary and synergistic and, together, have
had powerful effects on outcomes. The design logic also responds to the ICPD consensus
(para. 1.7).

Table 2.1. Project Logic

Demand-side bCom;nuni’;y_— I . Changes in
; ; ased, multi- | Improve attitudes about
interventions Subprojects sectoral fp family size and
to change approach for knowledge family planning
socio- reaching => =
economic women
indicators = Accompaniment
zrel:in::?ulate ) Improved of interested
Delivery of SOCio- women to local
amONg POOr | fp economic | health facilities
al women | ; ; g Stronger
fural w information indicators = rong|
and social that - links .
=> services to influence between Increased Decline
women demand rural utilization of in total
= = women contraceptives | fertility
and health
Supply-side Reliance on Increased Better outreach of fixed facilities -
interventions | USAID outreach facilities through training and resulting -
investments capacity of fp | links with civil society in
in fp service services organizations increased
quality and through => visits
availability, mobile units
filling gaps if | => =
needed
=
Source: World Bank, 1996
Note: Performance indicators are shown in bold.
24 The project’s support was organized around two components (Box 2-2). The

first component was designed to support the preparation and implementation of a
business plan to define the work of the newly established MoHP and a strategy for
building needed capacity to complement an ongoing UNFPA-funded Management
Development Project, slated to be completed in 1997.® The second component was
designed as a small grants program to finance community-level subprojects aimed at
stimulating demand for family planning. Its geographic focus was on Rural Upper Egypt,
where fertility was high and demand for family planning services was low. At appraisal
it was estimated that the PAP would finance around 100 projects over five years. It was
also assumed that USAID’s substantial support to primary health care and family

as will promote smaller families and create social conditions conducive to lower fertility, all in accordance
with the Population Policy Statement.”

¥ However, the PAD did not describe this support or how the project would complement it.



planning would cover the supply-side needs for the country. A more detailed inventory
of planned support is presented in Annex F.

Box 2-2: Population Project Components

Capacity Building (US$2.6 million, 13 percent of total): This component aimed to enhance MoHP/PS
capacity to: (a) conduct high level advocacy and research; (b) undertake strategic leadership of planning,
management and interdepartmental coordination; (¢) monitor and evaluate overall progress; (d) mobilize
and allocate resources efficiently; and (e) support NGO and local community initiatives. Support included:
training, technical assistance, policy studies, vehicles, office equipment, furniture and material.

Population Activities Program (PAP) (US$18.1 million, 87 percent of total): This component was
designed to finance grants to NGOs, local community organizations and public sector agencies to support
activities to: increase awareness, strengthen motivation for couples to plan smaller families and facilitate
access to and use of reproductive health services.

Source: World Bank, 1996

PROJECT MANAGEMENT AND IMPLEMENTATION ARRANGEMENTS

2.5 Capacity Building. A Project Implementation Unit (PIU) in the Office of the
Undersecretary for Population and Family Planning, MoHP, was given responsibility for
implementation of this component. Functions included: recruitment and management of
consultants, management of project-financed training, project procurement, financial
management and reporting.

2.6 PAP Small Grants. The PAP was to be managed by a Population Program to be
established within the Social Fund for Development (SFD). Its responsibilities included:
funds management, management and support of grantees, promotion and outreach,
subproject appraisal, field supervision, and regular reporting. In addition to Population
Program staffing, a population officer was assigned to work in each of the eight
governorate offices of the SFD in Upper Egypt. General management and oversight was
to be provided by an Executive Committee chaired by (and accountable to) the Minister
of Health and Population and comprised of four other committee members, including at
least one representative of the SFD and others as seen fit by the Executive Committee.
The Committee was also responsible for approval of the first 10 submitted subprojects
and all those amounting to LE 65,000 or more.’ Project Approval Committees were also
to be set up at the Governorate level, responsible for: approval of projects less than LE
65,000 (after the initial 10 approved by the Executive Committee); promotion and
outreach; and semi-annual portfolio reviews. Technical rigor of PAP subprojects were to
be ensured by the population officers at the governorate level SFD offices and the family
planning and reproductive health officers representing MoHP on these Committees. The
SFD was responsible for reporting to the MoHP/PS, which, in turn, reported all of the
project activities to the Bank.

2.7 Subproject proposals had to meet three essential criteria: (1) a reasonable
probability to reduce fertility preferences and to be of sufficient scope and weight (by

® Equivalent to about US$20,000 at the time of project design.



themselves or in connection with other interventions) to affect fertility; (2) demonstration
of community commitment; and (3) demonstration that the proposal would be effectively
implemented. In addition, the following were to be favorably considered: targeting of
lower-income populations; the presence of adequate contraceptive supply to ensure the
satisfaction of increased demand; sustainability of activities and/or effects beyond grant
termination; a favorable impact on health and welfare, in addition to fertility impact; and
synergies of activities within a proposal or with other development initiatives. It was
expected that most grants would not exceed LE 65,000 and would be implemented in two
years or less.

2.8 Risks. The main risks identified during project design were: the difficulty of
establishing an effective public sector organization in Egypt; insufficient subprojects
demand, selectivity and/or implementation; and inaccessibility of effective family
planning services to new clients. The project sought to mitigate these risks by: an up-
front agreement on the functions, management and staffing of the new Population and
Family Planning Department in the MoHP; the development of a pipeline of subprojects
and clear criteria for their approval and implementation; the provision of technical
support to NGOs; and expanding the role of NGOs and the private sector in family
planning service delivery and reliance on significant USAID investment in MoHP clinics
to strengthen the supply of family planning services.

3. IMPLEMENTATION AND COSTS

3.1 Appraised in July 1995, the Population project was declared effective on June
24, 1998, more than two years after its March 1996 approval by the Bank.' It was
launched at a widely attended conference held in October 1998 and implemented over a
period of six years and nine months, closing on March 31, 2005, after two extensions.'!
GoE requested a third extension to permit the use of cost savings due to exchange rate
fluctuations, but this was denied by the Bank.'* The mid-term review (MTR) was held in
June 2002, almost four years later than the initial date of October 1998.

PLANNED VERSUS ACTUAL COSTS AND FINANCING

3.2 The total project cost is estimated at US$17.7 million or 86 percent of the cost
estimated at appraisal (Table 3.1). The Capacity Building component cost over two and
one half times the original estimate, while the actual cost of the PAP component was 65

19 The IDA credit was approved by the Prime Minister and sent for Parliamentary ratification in May 1997,
but was not yet forwarded to the National Assembly by the third extension deadline. On February 25,
1998, on an exceptional basis, Regional management approved a fourth extension (to June 30, 1998).
While effectiveness delays were common in Egypt’s portfolio at the time, project files do indicate that the
approval process was held up in the Prime Minister’s office because of Government’s concern about the
use of an IDA credit for technical assistance and training. See also para. 3.3.

! The first extension (from December 31, 2001 to December 31, 2003) was granted around the time of
project effectiveness to compensate for the delayed effectiveness. The second (15-month extension)
extension was granted in late 2003 on the basis of QER recommendations and the satisfaction of a
Remedial Action Plan to accelerate implementation and disbursements.

12 Bank policy does not accept the utilization of savings by itself as a justification for credit extension.



percent of the estimate at appraisal. Of the original IDA credit amount of 11.9 million
SDR, 87 percent (10.4 million SDRs) was disbursed and the remaining amount (1.5
million SDRs) was cancelled (Annex E, Table E-2)."* Government counterpart funding
amounted to US$1.9 million versus the planned amount of US$1.6 million. Beneficiaries
contributed an estimated US$1.0 million equivalent. While this amount is about half of
the planned beneficiary contribution (US$1.9 million), it does represent about 10 percent
of the total costs of the subprojects financed, meeting the requirements under the project
design.

Table 3.1. Planned vs. Actual Costs by Component (US$ millions)

Component Planned | Actual | Actual/Planned (%)
Capacity Building 2.6 6.1 265
Population Activities Subprojects 18.1 11.6 65
Total project costs 20.7 17.7 86

PLANNED VERSUS ACTUAL INPUTS/ACTIVITIES BY COMPONENT

33 The Population project was implemented largely as planned, with a few
exceptions. First, at credit effectiveness (June 1998) the consultants and training
category was decreased by 77 percent (from 0.9 million SDRs to 0.2 million SDRs) and
the goods category was increased by 700,000 SDRs to provide for the financing of
ambulances and technical equipment for maternal care and family planning services in
Upper Egypt."> This amendment also specified that under Component B the project
could finance small grants for micro development activities commensurate with
population and family planning activities proposed by communities. Second, at the time
of the MTR (June 2002) the Bank and the GoE agreed that capacity building efforts
should be targeted more to the regional level instead of an almost exclusive focus on the
central level.'® Third, in 2003 another amendment provided for the procurement of
several years worth of national needs for IUDs and insertion kits, in preparation for the
withdrawal of USAID support to Egypt’s population sector.!’

3.4 Capacity Building. Chapter 5 reviews activities supported under this
component in relation to their contribution to project objectives and Annex G provides an
itemization of support delivered under this component compared with plans. Suffice it to

1 Because of exchange rate fluctuations actual disbursements are estimated at US$15.9 million, and
cancelled amount at US$2.2 million (Source: World Bank Loan Department database).

1 For more information, see Annex F, which details project implementation by component. Annex F is
IEG’s attempt to document and quantify project inputs, activities and outputs, based on evidence collected.
However, some information gaps could not be filled, largely due to the fact that Government’s project files
could not be located and made available to IEG, despite several requests while in the field.

3 IEG’s review of evidence indicates that this reallocation was likely prompted by the Prime Minister’s
resistance to the use of the IDA credit for training and technical assistance and to the discomfort of the new
Minister of Health and Population’s about the small size and software content of the capacity building
component (managed by MoPH) in contrast to the large size of the component to be managed by the SFD.
' This was based on experience of PAP implementation and needs identified at the regional level and on
the reasonable decision not to invest heavily in MoHP/PS in general and in the NGO department in
particular until the long-term vision of these structures would be laid out.

17 The goods category was increased by SDR 3.62 million and the unallocated and subprojects grants
categories were decreased by 1.07 million SDRs and 2.55 million SDRs, respectively.



say here that: (a) this component, as originally designed, was only partially implemented;
(b) IEG was unable to find a quantification of actual consultant services, training and
studies delivered; and (c) only 24 percent of the initial allocation for consultants and
training (900,000 SDRs) was actually used for this purpose. Nevertheless, the actual cost
of this component was two and one half times the original estimate because of greater
than anticipated supply-side investments, specifically the procurement of contraceptives
and the refurbishment and equipment of rural facilities (paras. 3.3 and 5.11).

3.5 Population Activities Program. Against an original estimate of 100, a total of
55 subprojects were implemented over four phases.'® The activities and outputs of
subprojects are discussed and linked to project objectives in Chapter 5, with further detail
on the design, approach and content of subprojects provided in Figure D.1 in Annex D.
While the first phase was initially slated to be launched in 1997, subproject proposal
solicitation, appraisal and implementation were delayed, first due to the delayed
effectiveness date and then due to delays in launching the process (training, information
campaigns, identification of capable NGOs, etc., setting up proposal evaluation
committees). Each phase employed a refined model for the collaboration with civil
society, attempting to improve on the previous phases with regard to subproject
management and oversight and efforts to improve community targeting and outreach
(Table 3.2).

3.6 The subproject cycle evolved during the project life as refinements were
introduced with experience and lessons. In general, deprived areas (with high fertility
indicators) were identified on the basis of a population database. NGOs with relevant
experience would be identified and encouraged to prepare and submit proposals, with
technical assistance provided by SFD. Contracts would be prepared on the basis of
approved subprojects.19 Project identification, preparation, appraisal and approval were
implemented with long delays and the roles of the Executive and Governorate
committees were slow to activate.* By the time of Phase 4 the following steps had been
distilled and now serve as a model for SFD: (i) project site identification; (ii) contracting
the NGO/CBO; (iii) approval of subproject action plan; (iv) community profiling; (v) pre-
intervention assessment (baseline data collection); (vi) scoping of priorities through joint

'8 Fewer projects were implemented than planned because of (a) slower than anticipated start-up of initial
subprojects approval and implementation; (b) the clustering in Phase 4 of a small network of community
development associations and their activities into one subproject under the management of an experienced
“umbrella” NGO; and (c) the reallocation of over 2 million SDRs away from the PAP component to
support the purchase of contraceptive stocks (para. 2.3).

' Regional offices of the SFD carried out a number of key tasks: (i) selection of target communities, (ii)
assessment of the active NGOs and provision of needed technical assistance in proposal writing; (iii)
submitting valid proposals to the relevant committees’ approval; (iv) monitoring implementation progress;
and (v) reporting to SFD HQ on subproject activities.

20 Improvements came about in 2003 when (a) MoPH decree No. 276 created a ministerial executive
committee to (i) formulate comprehensive policies for the PAP; (ii) issue final approval of subproject
proposals; (iii) develop determinants and broad outlines for the financial policies of projects to be
implemented; and (iv) monitor and evaluate subproject activities; and (b) MoPH decree No. 279 established
a steering committee in each of the selected governorates to: (i) review subproject proposals and their
coherence with governorates population policy; (ii) conduct semi-annual revision of the financial status of
subprojects under implementation; (iii) provide support to implementing agencies; and (iv) issue semi-
annual reports on subprojects.
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working groups, including community leaders; (vii) implementation of subproject
activities; and (viii) quarterly monitoring of progress, post evaluation assessment and
final evaluation.

Table 3.2. Overview of Subprojects Implemented under PAP

Phases Timing | # Sub- Model/Approach Geographic
projects areas
Phase 1 2000- 3 | Model 1: All 3 projects managed at district level by the | Sohag, Qena,
2003 Egypt Family Planning Association. Community level | Aswan
not effectively reached. governorates
Phase 2 2001- 11 | Model 2: Projects managed by 11 decentralized NGOs | (not specified)
2004 (Community Development Associations — CDASs).
Phase 3 2002- 23 | Model 2 refined: MoHP was a sponsor as well as an Seven
2004 implementing partner. 23 subprojects implemented in | governorates
partnership with the SFD, MoHP and CDAs.
Information of communities and involvement of
religious and community leaders found to be effective.
Phase 4 2004- 18 | Model 3: Cluster system, with an NGO managing and | Eight
2005 supporting a small network of CDAs. Support governorates
encompassed support for RH services, FP, MCH care
awareness, family and population development.
Total 55

Source: GoE/MoHP Project statistics, 2005

3.7

Legal Covenants. Of the four covenants specified in the DCA, three were fully

satisfied (the maintenance of a PIU and implementation of key elements of capacity
building, the periodic reporting of the SFD to the MoHP and the periodic reporting to the
Bank on overall project performance). The remaining covenant was partially complied

with. While the Operational Manual was respected, the MoHP was delayed in

commissioning an independent evaluation of the program.

3.8

Procurement. Procurement under the capacity building component was

initially found to be unsatisfactory because MoHP’s Central Procurement Department
confused IDA and Egyptian procurement guidelines and procedures, a phenomenon if its
limited capacity in procurement and management. The Bank responded by providing
needed training and workshops in procurement and continued with periodic reviews and
feedback; and the PIU employed a qualified procurement expert, familiar with Bank
procedures. These actions ultimately led to a satisfactory rating of procurement activities
under this component. SFD, responsible for the PAP component, was found by a Bank
post-review mission to have unsatisfactory procurement performance. The appointment
of two seasoned procurement officers under the SFD’s General Projects Department

(responsible for supervision of the Population Unit of SFD) helped to improve

procurement capacity. Procurement processes undertaken at the NGO level were
examined by IDA at the MTR and found to be satisfactory. However, the following year

SFD procurement activities were found again to be unsatisfactory. Simplified

procurement procedures for NGOs, acceptable to IDA, were developed to expedite
subproject implementation. This, combined with training for NGOs and SFD Population
officers in regional offices on local shopping procedures, was effective in improving
procurement performance
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3.9 Financial Management. The PIU of MoHP had good performance with
unqualified audit reports. In 2003 the PIU finance manager resigned to join another
Bank-financed health project (Health Sector Reform Project -- HSRP) and a new finance
officer was recruited to undertake project financial management. Weaknesses in the
internal control system were identified in an audit, which the PIU undertook to resolve.
In the early years of the project the financial management system at SFD was weak with
regard to its: (i) reporting and recording capabilities; (ii) internal control systems; (iii)
internal audit function; and (iv) compliance issues identified by external auditors. In
2002/03, following management changes at SFD, a number of steps were taken to
address weaknesses, notably: hiring of competent manager and staff of internal audit
department; the release of a complete set of financial management reports in accordance
with Bank’s guidelines; the recruitment of a new finance director and restructuring of
SFD to enhance its autonomy. Continued efforts on the part of SFD to improve its
financial management (hiring of more than 10 qualified internal auditors; creating a task
force to generate financial management reports for the project; and receiving an
unqualified audit report in 2003) caused the SFD financial system to be satisfactory in the
end.

3.10 Disbursements were extremely slow, reaching a level of less than 30 percent
some four years into project implementation. Improvements and streamlining in approval
processes, withdrawal applications and procurement did serve to accelerate
disbursements post-MTR.

4. MONITORING AND EVALUATION
DESIGN

4.1 The design of monitoring and evaluation (M&E) focused exclusively on the
second objective of the project: to stimulate the desire for smaller families, an increased
use of contraceptives and a decline in fertility. There was no specific design under the
project to monitor or evaluate the objective to strengthen the role and functioning of the
MoHP. As such, M&E design encompassed (a) the monitoring of individual subprojects;
(b) the monitoring of subproject implementation as a whole; (c) the evaluation of
subprojects’ effects and cost-effectiveness; and (d) the distillation of lessons emanating
from experience. Each grantee was responsible for subproject monitoring; and proposals
were expected to include a monitoring plan and monitoring indicators specific to the
particular activities proposed and their links to fertility-related objectives. Overall
program monitoring was envisaged to track the coverage of villages, the number of
proposals submitted and approved, the number of projects implemented/completed and
projects’ ratings (on the basis of criteria tailored for each individual project).

4.2 Six key performance indicators were identified in the design document (World
Bank, 1996): three tracking fertility preferences (desired number of children, approval of
family planning, and intention to use contraception among non-users); and three tracking
resulting behavior and outcome (contraceptive prevalence, contraceptive discontinuation
rate, and total fertility). DHS and other national survey data were envisaged to be
exploited, and supplemented with two evaluation surveys tracking the impacts of
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subprojects, the first to document progress at the mid-term review, and the second to feed
into the end-of-project evaluation. The evaluation of program interventions was
envisaged to assess the impact of local-level interventions in those communities and
compare outcomes with communities in Upper Egypt not benefiting from projects
through statistical analyses, drawing on DHS and other data sources and including
multivariate analysis to isolate project effects. A few qualitative studies focused on
particular communities were planned to supplement the two above-cited surveys,
enabling the tracking of a project’s intervention over time in selected communities to
establish baseline conditions and assess how they changed over time. A review of
relevant sociological literature on key determinants of fertility was also envisaged.

4.3 MoHP was responsible for supervising all monitoring and evaluation activities.
It was to carry out the monitoring activities itself, with assistance from the SFD. The
evaluation was to be contracted out to a well qualified agency that would carry out all
aspects of the two surveys on subproject interventions: designing the sample and the
questionnaire; recruiting, training and supervising field staff; data entry and verification;
analysis; and report writing. The in-depth community studies were also slated to be
contracted out.

IMPLEMENTATION

4.4 Implementation of M&E (a) proved to be more difficult than envisaged, (b)
experienced significant delays, and (c) fell short of initial plans. Just after project
effectiveness (late 1998) internal Bank reporting indicated that arrangements to render
the M&E system operational were proceeding satisfactorily. Almost two years later, in
August 2000 (when subprojects implementation was actually launched), the selection of
indicators for subproject monitoring and evaluation was reported to be “still under
discussion” and the M&E system had not yet been established. It was only in 2001, some
three years after project effectiveness, that the PIU established a M&E unit with the
mandate to develop an M&E system. That same year the SFD’s Population Unit was
reported to be developing an M&E system for the subprojects. In early 2002 the M&E
system for the subprojects still had not been developed.”'

4.5 The MTR took place in June 2002 without the benefit of planned studies
(baseline surveys and compilation of lessons, among others), and noted the persistent lack
of an adequately functioning M&E system and the failure to incorporate fully into the
project appropriate (sub)project indicators. The intention to launch and implement an
M&E system was again articulated at the MTR workshop and in Bank’s communications
with Government. Although the baseline surveys in subproject villages were not
undertaken prior to the MTR, a consultant was recruited to assess the three ongoing pilot
projects (under phase 1) and produced a review of experience as an input to the MTR.
Finally, in 2003, some five years after effectiveness and three years after subprojects

2! Internal Bank reporting revealed that the estimated budget for the M&E consultant was limited and did
not permit the identification/recruitment of a qualified M&E consultant, and, as a consequence, the SFD
was pursuing the possibility of incorporating the subproject M&E requirements into an M&E tool that was
being developed for the SFD as a whole. The Bank did not succeed in its effort to mobilize trust fund
support for M&E.
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launch (a) the baseline surveys in subproject villages were undertaken and (b) a
consultant was recruited to document the lessons of experience under the subprojects.
The second round of survey work was carried out in 2004. The 2003 and 2004 data sets
cover only Phases 2 and 3 of the four phases of subprojects and were not in sync with the
pre-project and end-project timeframes®* and thus were unable to document evidence of
subproject impact. Under the oversight of the PIU/MoHP, data on CPR and utilization of
family planning services were compiled in all districts where the project intervened.
However, district data is not disaggregated by village and thus does not reveal trends in
villages (individually or collectively) covered by the subprojects, or compare them with
trends in villages not covered by subprojects.

4.6 The two sets of data (project-level household survey and MoHP district data)
have only two years (2003, 2004) and two indicators in common (contraceptive use and
utilization of family planning services). The definition of these two indicators and the
basis on which they are calculated (methodology for data collection, specification of the
numerators and denominators) are not well documented, raising issues of data
quality/reliability and comparability. Data were not collected on key components of the
results chain that would have helped establish plausible links between project
interventions, and the extent to which they influenced changes in attitude and behavior.
Changes in attitudes were not systematically monitored, although some anecdotal
information is available (perspectives of beneficiaries, social change agents, and service
providers). The cost-effectiveness of subprojects was not assessed, as planned.”> M&E
efforts did not take into account other demand-side stimulation activities financed by
other partners providing support in Upper Egypt** and/or other changes in socio-
economic status that are likely also to have stimulated changes in attitudes or behaviors.
An opportunity was thus missed to document the cost-effectiveness of demand-side
innovations across projects that could have enhanced knowledge of what works in
particular contexts and influenced programs and policies. At the project’s end, the PIU
did not commission an independent evaluation as had been envisaged under the design,
nor was the planned literature review on key determinants of fertility ever carried out.

USE OF DATA FOR DECISION-MAKING

4.7 Because of issues in the choice of indicators and in the relevance of data,
utilization of data for decision-making was limited. The evaluation of the lessons of each
subproject phase commissioned under the project provided an opportunity for learning
and fine-tuning the approach, which was well exploited, as evidenced in the refinements
and improvements of the approach with each new phase. The collection of data on CPR
and FP utilization kept activities and implementers focused on effecting changes in these
indicators. But the failure to collect/analyze data on the various components of the
results chain undermined the systematic documentation of project impact and,
consequently, the use of data for decision-making.

22 Phase 2 and 3 subprojects were implemented during the respective periods of 2001-2004 and 2002-2004.
2 An assessment of planned vs. unit costs was undertaken that calculated the number of beneficiaries
covered, but effectiveness (number of beneficiaries adopting contraceptive use, for example) was not
assessed.

2 Particularly USAID and the EU.
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5. OUTPUTS AND OUTCOMES BY OBJECTIVE®

OBJECTIVE #1: IMPROVE MOHP’S MANAGEMENT OF POPULATION/FAMILY PLANNING

5.1 No specific indicators for this objective were identified during project design. It
was anticipated that they would be identified in Year 1 through the preparation of a three-
year business plan for institutional strengthening of central-level MoHP. IEG was unable
to obtain a copy of this document and found no evidence that it was ever produced. The
following provides a summary of capacity and institutional strengthening support and
outcomes.

5.2 In line with a decision taken at the project’s mid-term review, project support
to population capacity building was reoriented away from the initial design’s support to
central-level MoHP, focusing instead on the governorate, district and community levels
within rural Upper Egypt.

53 The project provided training and technical assistance to various groups of
local-level actors to strengthen their respective capacities in the planning, design,
delivery and oversight of population and family planning information and services.
With regard to MoHP staff, some 683 doctors, nurses and midwives working in clinics
responsible for serving clients in areas of subproject intervention received training under
the project in family planning service delivery, which emphasized service quality and
client orientation and working in partnership with community-based organizations and
other civil society actors to achieve a better synergy between demand- and supply-side
efforts. Reproductive health and family planning supervisors at the governorate and
district level offices of MoHP also received training and technical support from the
governorate-level SFD to enable them to serve as trainers and supervisors of these front-
line service providers. NGO administrators, financial officers and supervisors were
trained in the design, oversight and supervision of subproject activities. Close technical
support and oversight of NGO staff provided by the SFD also contributed to the capacity
building objective by facilitating a guided learning-by-doing approach. Unfortunately,
IEG could not find a full quantification of project-financed training provided to staff and
managers of decentralized levels of MoHP and of NGOs and other community-based
organizations. Furthermore, there was no evidence that such training was ever
evaluated to document its impact in terms of the acquisition and application of new
knowledge and capacities.

54 The project developed a new cadre of social change agents to serve as an
interface between women living in target communities (potential clients) and front line
services. The project recruited and trained 3,085 social change agents (SCAs). These
women, selected from the communities in which they worked, had the credibility to reach
the target women and link them with (a) the benefits of the subprojects (microcredits,
literacy training, home visits, information and support regarding family health and
wellbeing) and (b) the information, counseling and other services provided by local
health and family planning clinics. Interviews with beneficiaries and field observations

> Annex H presents a matrix of actual outcomes against objectives and targets set.
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revealed that SCAs had established a high level of trust and credibility with the women
they were serving and that their services were highly appreciated. Another significant
indication of this level of appreciation (among many observed and expressed) is the
women’s decision at the end of the subproject support to increase the interest rate of the
microcredits made available to them in order to continue the remuneration (and thus the
services) of SCAs. An independent evaluation found SCAs to be a vital link between the
community and the service points for the poor and key to increasing demand for services
(Georgetown University, 2007).

5.5 By nature of its innovative design and approach, the project was instrumental
in forging effective partnerships at the local level between MoHP, the SFD and NGOs
and other community members in the planning, design and delivery of population and
Sfamily planning activities in selected districts and villages in Upper Egypt. As
illustrated in Figure D.1, Annex D, SFD and MoHP: (a) collaborated in the identification
and selection of CDAs for implementing activities; (b) collaborated with the selected
CDAs in a dissemination conference to inform and involve local leaders in population
activities; (c¢) maintained effective partnerships during implementation addressing both
supply and demand issues and ensuring their appropriateness to local needs and
conditions; and (d) together with the CDAs collected data to evaluate subproject
interventions. While, in the initial stages of project implementation, the MoHP was not
fully convinced of the benefits of partnering with NGOs, partnership and collaboration
between MoHP and NGOs at the local level have improved over time as the effectiveness
of such collaboration was demonstrated. A review of lessons of the first three phases of
subprojects documents the evolution towards regular meetings among the three main
partners of the project (SFD, MoHP and the CDA[s]) and the resultant revival in MoHPs’
role in technical supervision and implementation (Center for Development Studies,
2005). Field interviews and visits conducted in rural Upper Egypt revealed strong
collaboration and synergy among these actors. Further evidence of improved
partnerships is that, in more than 50 districts in Upper Egypt where the project
intervened, annual population plans are routinely and jointly prepared by: local
authorities, MoHP managers and staff, SFD and NGOs and civil society, including the
SCAs.

5.6 The project has been less successful in supporting and institutionalizing
MOoHP partnerships with NGOs and civil society organizations at the central level. An
NGO Support Department was created in MoHP for population, but never became fully
functional. MoHP’s current organigramme (source: WHO 2006) does include a General
Department for Family Planning Services in the Private and NGOs Sector. This
department has provided supply-side support to NGO family planning clinics operating in
Egypt, including the establishment and dissemination of national service quality
standards and the provision of trained physicians to some NGO clinics, at their request.
On the other hand, the definition and institutionalization of the role of NGOs in planning
and policy formulation and in demand-side stimulation were relatively neglected during
the project period. The institutional home and accountabilities for demand-side
interventions are still not specified in the organigramme. The intention to partner with
NGOs is articulated in MoHP’s April 2005 document, “Facing Population Challenges in
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Partnership with NGOs,” which draws on project experience.”® Government has noted in
its comments (Annex I) current activities of the NGO General Department to strengthen
partnership and networking with NGOs, including ongoing efforts to involve NGOs more
fully in policy formulation and implementation and in the stimulation of demand for
family planning.

5.7 Notwithstanding its support to the implementation of project-specific M&E,
the project was unsuccessful in strengthening MoHP’s capacity to monitor and
evaluate the overall progress of national population and family planning efforts. DHS
data are used for tracking outcome (and some output) indicators, and MoHP data track a
number of service provision indicators, but the components of a results chain appear to
have been neither defined nor tracked. IEG’s review of evidence has indicated that
monitoring and evaluation of population and family planning interventions are largely
undertaken at the level of externally-financed projects, but not for the program as a
whole.

5.8 With project support MoHP acquired the capacity to procure contraceptives
through a competitive process and enhanced its contraceptive security through the
purchase of several years supply of contraceptives. In light of the gradual pulling out of
USAID assistance from the population and family planning sector, the project’s purchase
of contraceptives avoided a possible rupture in the supply of contraceptives. MoHP
procured the contraceptives for the first time with the intensive training, coaching and
support of the Bank, which ultimately established their capacity to assume this
responsibility. Previously, MoHP relied on UNFPA, which undertook procurement of
contraceptives on their behalf, and on USAID, which supplied contraceptives in kind. It
is significant to note that during this time MoHP benefited from supplemental support
from USAID to help Egypt achieve sustainable contraceptive security (Ainsworth and
Dickens, 2004).

OBJECTIVE #2: PROMOTE LOWER FERTILITY AND HIGHER CONTRACEPTIVE USE IN
RURAL UPPER EGYPT

59 In assessing attribution of outcomes related to this objective, it is important to
note, over and above the data limitations (Chapter 4), that (a) the project’s coverage was
modest, supporting activities in 148 villages or less than 10 percent of all 1700 villages in
the Region of Upper Egypt; (b) the duration of the subproject intervention was short (two
to three years) relative to the overall project life of seven years; (c) other partners were
providing similar demand-side stimulation and supply-side interventions for advancing
the population agenda in Rural Upper Egypt during time periods overlapping with the
project;”” and (d) other social development support that would have had an impact on
attitudes and behaviors (poverty alleviation, employment/microcredit, literacy training,
among other development activities) were also ongoing. Nevertheless, the project’s
contribution to outcomes in Rural Upper Egypt is greater than its impact on the 148

26 The document outlines four key objectives of partnership: to enhance community participation in health
services decision-making; to enhance community capacity to address impediments to health services; to
make services more responsible to families; and to ensure sustainability of positive behavior trends.

2T USAID through the Tahseen project and the European Union.
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villages of direct intervention. Prior to this project, population activities were largely
limited to supply-side interventions. Evidence compiled by IEG suggests that the
project’s innovative design influenced other major demand-side interventions in Rural
Upper Egypt (particularly those supported by USAID and the EU).”® This section
documents outcomes for Rural Upper Egypt. To the extent data permit it also documents
changes in indicators in districts and villages of direct project intervention. Annex G
presents a matrix summarizing outcomes against targets and objectives. For reasons
noted in Chapter 4, these data must be interpreted cautiously.

5.10  The project was successful in establishing a community-based approach for
reaching target groups with a package of information and support services that are
known to influence changes in desired family size and increased use of modern
contraception (WDR, 1984). Fifty-five subprojects, designed and managed by
community development associations (CDAs), were implemented in the poorest villages
of Rural Upper Egypt. These subprojects supported activities to improve the family
planning and reproductive health knowledge base of women of reproductive age,
especially younger, low parity women, and to stimulate a demand for smaller family size
and the use of modern contraception. The four phases of project design and
implementation permitted refinements in the approach as well as in the content of
projects, but essentially the support consisted of the following elements. A dissemination
conference held after contract signature with NGOs/CDAs was instrumental in catalyzing
the support and collaboration of local level leaders, actors and stakeholders (including
MOoHP, local community and executive leaders, the SFD and the Association[s]) around
the project objectives ensuring both coordination and synergy between those working on
demand stimulation and those working on the supply of services. Training was provided
to all critical actors involved in each project: service providers at local health facilities
(doctors, nurses, midwives); community-based outreach workers and their field
supervisors; and project administrators and financial officers. The main outreach
activities included: home visits (targeting women of reproductive age [especially
younger, lower parity women], and their husbands and mothers-in-law, whose influence
on their reproductive health decisions is significant); the organization of health
conferences in communities and the encouragement of healthy behaviors; the provision
of microcredits for women; literacy classes and other activities to promote women’s
income generation (crafts, day care); and the encouragement of increased use of local
health services for maternal and child health care, in addition to family planning.
Subprojects ultimately supported 22,400 families in 148 villages in all eight governorates
of Upper Egypt. This translates into a 9 percent coverage of all (1700) villages in Rural
Upper Egypt. All combined, subprojects delivered a number of key outputs, including:
3.5 million home visits; 1,734 health education seminars at the village level; 9,320
microcredits for women and their families; 300 literacy classes attended by 5,640 women.

5.11 The project also improved the supply and quality of family planning services
offered through the public health system in selected villages benefiting from demand-
side interventions. While USAID and other bilateral donors were assumed at project

2 This finding is based on IEG’s interviews with Bank and MoHP/project staff and with selected partners,
as well as an assessment of the timeline of interventions in Upper Egypt based on documentation.
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design to be covering the needed improvements in services access and quality, services
were found not to be effectively responding to demand in areas of subproject
intervention. Project support included the refurbishment and equipment of 105 clinics
providing family planning services and the equipment of an additional 195 clinics, all
serving in subproject areas. Equipment included 347 ultrasound scanners and 112
autoclave machines (for sterilization). The project also created and trained a pool of 63
family planning supervisory teams responsible for training, supervision and technical
oversight of front-line service providers. The project also purchased 4.25 million IUDs
and 12,812 IUD insertion kits in 2003 to cover the needs of Egypt’s entire program for
the following few years, at a time when USAID was gradually withdrawing its major
support. Project investments in upgrading of staff skills and fixed facilities culminated in
improved service availability and quality and incited an increase in the number of clients
(MoHP end-of-project evaluation interviews with beneficiaries and service providers and
IEG field visits and interviews). Establishment of RH/FP trainers at the district level left
a viable and efficient capacity for monitoring and upgrading service delivery skills
(interviews with SFD staff and MoHP managers and staff at the local level). The
project’s investments in mobile clinics were found to be particularly effective in reaching
the poorest and most vulnerable women living in more remote locations with family
planning information and services (Center for Development Studies, 2005; and
interviews with SCAs and beneficiaries).

5.12 During the period of subproject implementation modest advances were made
in Rural Upper Egypt on some factors known to influence fertility. # Between 2000 and
2005 the percent of ever-married women who cannot read at all declined from 71 to 62
percent in Rural Upper Egypt. At the national level it also declined, but from a much
lower starting point -- from 50 to 41 percent. During this same period, the percent of
ever-married women reporting that they attended literacy programs increased from 7 to
13 percent in Rural Upper Egypt (compared with an increase from 9 to 13 percent,
nationally). This level of attendance in Rural Upper Egypt is very low, considering the
persistently high level of illiteracy there. The median duration of breastfeeding in Rural
Upper Egypt increased modestly from 19.7 to 20.1 months, compared with the national
level increase from 17.9 to 18.6 months. Unemployment of ever-married women has
declined most rapidly between 2000 and 2005 among those from Rural Upper Egypt
(from 93 to 84 percent), compared with the national trend of 82 percent in 2000 and 78
percent in 2005.

5.13 It is plausible to assume that subprojects supported under the Population
project may have made some contribution to these modest changes in socio-economic
indicators in Rural Upper Egypt. However, project attribution is difficult to establish,
given that (a) the coverage and impact of various interventions were not evaluated and
(b) numerous other investments and development activities were ongoing in that
Region, both in the context of, and beyond, the population agenda. Changes in
socioeconomic indicators have not been systematically recorded by the project in the
villages of intervention. Nevertheless anecdotal information provides some evidence of

2 All data cited in this section on factors influencing fertility are from the DHS 2000 and 2005. See also
Annex H (statistical annex) for more details.
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possible impact. Beneficiary feedback’® has revealed that the microcredits, literacy
training, marketable skills training, and health advice and information and social support
provided by the social change agents (all of these financed under subprojects) have
positively impacted the wellbeing of women living in target villages and that of their
families. They also report positive changes in the attitudes of their husbands who
benefited from information campaigns and were especially receptive to messages because
of their appreciation of the microcredits. Anecdotal evidence should not, however, be
used to draw firm conclusions about the project’s impact, in the absence of systematic
analysis of trend data.

5.14 Egypt has been successful in its efforts to change attitudes of women in Rural
Upper Egypt about desired family size and the use of family planning services.
Between 2000 and 2005 total wanted fertility’' declined in Rural Upper Egypt from 3.7
to 2.6 children, a total decrease of 1.1 children (Figure 5.1). This decline was greater
than what was achieved during the previous five-year period in Rural Upper Egypt and
also more important than overall national declines between 2000 and 2005. -- Inequities
in this indicator across regions and across levels of education decreased considerably
between 2000 and 2005. The persistently higher levels among women living in Upper
Egypt and among women with no education (Annex H, Figures H-1 and H-2) are a
reflection of the realities of women, who may desire many children for their economic
security.

Figure 5.1. Total Wanted Fertility: National Trends and Trends in Rural Upper Egypt, 1988-2005
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5.15 Between 2000 and 2005 the use of family planning became even more
acceptable. In 2005 85 percent of ever-married women residing in Rural Upper Egypt
considered it appropriate to use family planning after the first birth, a significant increase
over the level of 70 percent in 2000. This increase was faster than that for Egypt as a
whole (from 85 to 93 percent) (Annex H, Figures H-3, H-4 and H-5). Across education
levels, the biggest increase in acceptance of family planning services was among women
with no education (from 78 to 88 percent).

3% Beneficiary feedback was provided directly to IEG on the occasion of its field visits to Qena and Menya
governorates and is also documented in project reports based on surveys and other end-of-project
evaluation work, carried out by the Borrower.

3! Total wanted fertility is the TFR with unwanted births excluded from the numerator (EDHS, 2005).
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5.16 However, demand for family planning (met and unmet) increased only very
modestly in Rural Upper Egypt. Between 2000 and 2005 demand for family planning
increased from 60 to 63 percent among women in Rural Upper Egypt, compared with an
increase of 68 to 70 percent for all of Egypt (Annex H, Figures H-6 and H-7).

5.17 Trends in behavior have revealed an increase in the use of contraceptives in
Rural Upper Egypt. Contraceptive prevalence rate in Rural Upper Egypt rose from 40
(CI: 37-43) to 45 (CI: 44-47) percent between 2000 and 2005. While this increase is
greater than the national increase (from 56 [CI: 55-57] to 59 [CI: 58-60] percent), it is not
as dramatic as the 16 percent increase (from 24 [CI: 22-26] to 40 [CI: 37-43] percent),
which occurred during the previous five years (Figure 5.2 and Annex H, Figures H-8 and
H-9). Contraceptive prevalence increased in all 8 of the governorates in Upper Egypt,
whose current (2005) levels range from a low of 33 percent in Souhag to a high of 62
percent in Giza (Annex H, Figure H-10).

Figure 5.2. Contraceptive Prevalence Rate - National Trends and Trends in Rural Upper Egypt,
1988-2005 (Any Method)
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5.18 District-level data compiled from health facility data reveal mixed trends in
contraceptive prevalence rates in districts where the project intervened (Annex J, Table
8). The three districts supported under Phase 1 (2000-2003) together had an average
contraceptive prevalence rate of 30 percent in 1999, the year prior to the launching of
subprojects. In the ensuing years the rate climbed, reaching 38 percent in 2001 and then
gradually declined to the pre-project level in 2003 and 2004. Under Phase II (2001-2004)
nine districts had a combined CPR of 17 percent in 2000, the year prior to
implementation. During implementation the CPR hovered between 28 and 29 percent,
rising to 33 percent in 2004. During Phase III implementation (2002-2004), the CPR in
23 districts increased only slightly during implementation over the baseline of 39 percent,
rising to 42 percent by the end of that phase. Project support to these districts was limited
in all phases, covering only one to two villages per district. These data thus do not
provide sufficient evidence of project impact.
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5.19 Project data collected in the villages of intervention for Phases 2 and 3 reveal
increases in the current use of family planning that appear to be considerably higher
than averages for the districts in which the villages are located. This would indicate
that the subprojects may have had an impact. However, these data must be interpreted
with caution. While the data are available for two consecutive years (2003 and 2004),
they do not cover the entire implementation period, nor do they include a pre-intervention
baseline. Furthermore, the methodology for collecting and compiling the data on
contraceptive prevalence is not entirely clear. The household surveys to collect this data
were conducted by the SCAs (who were supported under the project to work with the
women who were the subject of the survey); and this may have introduced a bias into the
questions and the responses. Notwithstanding these caveats, data from these surveys
show that between 2003 and 2004 in villages benefiting from project support the use of
JSfamily planning was higher than district averages and increased faster than it did for
districts of intervention overall. Between 2003 and 2004, the CPR rose by 9 percentage
points (from 46 to 55 percent of all women of reproductive age) in nine Phase 2 villages
and by about 11 percentage points (from 45 to 56 percent of women of reproductive age)
in 23 Phase 3 villages (Annex H, Tables H-2 and H-3). Anecdotal evidence collected
through IEG field visits and discussions with beneficiaries, and through project
monitoring and reporting, corroborates this evidence. Beneficiaries from some target
villages have stated that microcredits, literacy training and family planning information,
and facilitation, all provided through SCAs, have (i) stimulated women’s interest in using
family planning and (ii) prompted them to use contraception.

5.20 There is strong evidence that the synergy between supply-side and demand-
side interventions was an important factor in influencing increased contraceptive use.
Health facility staff interviewed by IEG noted that, over and above facility upgrading and
staff training provided by the project, which improved the quality and user-friendliness of
the services, the SCAs played a critical role in promoting these services and their
utilization. Their accompaniment of women to facilities was noted by service delivery
staff by service delivery staff to have filled an important void. An independent
assessment of the SCAs in the project area noted that the SCAs overcame barriers to
women’s access to information and services, caused by the traditional and cultural
environment, which prohibits women from seeking health care on their own and
participating in health education sessions. SCAs were found to have: helped women
increase their access to and utilization of health centers, influenced an increase in
acceptance (by women and their families) of male physicians as caregivers for women,
and empowered women to discuss health 1ssues with their husband and other family
members, including child spacing (Georgetown University, 2007). IEG’s field visits to
communities and health facilities and interviews with SCAs and beneficiary women
corroborated these findings.

5.21 The share of total demand for family planning which is satisfied increased
slightly in Rural Upper Egypt from 69 percent in 2000 to 73 percent in 2005, while it
remained virtually unchanged for Egypt as a whole (84 percent in 2000 and 85 percent
in 2005) (Annex H, Figure H-11). Across Egypt’s Regions, only Upper Egypt and the
Frontier Governorates had documented improvements in the satisfaction of existing
demand, rising from 74 to 78 percent and from 75 to 85 percent, respectively. Lower
Egypt registered no change at all (at a constant 88 percent) and the Urban Governorates
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experienced a slight decrease from 90 to 88 percent (Annex H, Figure H-12). The
demand of women with no education was the least satisfied (at 81 percent), while those
with some, primary and/or secondary education all fared better at 87, 86 and 88 percent,
respectively (Annex H, Figure H-13).

522 District-level MoHP data in districts where the project intervened show an
increase in the utilization of public family planning clinics in the initial years of
subproject implementation, followed by a subsequent decline. Districts under Phase 1
registered a utilization rate of 54 percent in the first year of implementation (2000), a
doubling of the 1998 baseline of 26 percent.** With slight fluctuations, the rate in the
final year of 2003 was 56 percent, but this rate declined to pre-project levels (28 percent)
in 2004. Likewise, during Phase II, from a pre-intervention baseline of 32 percent, rates
increased from 49 to 53 percent during the first three years, then fell to 31 percent in the
final year of implementation (2004).

5.23 On the other hand, data drawn from the household surveys for villages where
the project intervened show an increase in utilization of public family planning clinics
between 2003 and 2004 from 55 to 61 percent for Phase 1I villages and from 63 to 69
percent for Phase I1I villages (Annex H, Tables H-5 and H-6). Without the benefit of a
baseline and trend data for these villages over the entire implementation period (and
preferably beyond), it is not possible to document systematically to what extent (a) the
subproject supported increases in service utilization; and (b) such levels were sustained
beyond the last year of the subprojects. During its field visit to a family planning clinic
in rural Menya, near a village where the project intervened, IEG gathered evidence
(through a quick review of clinic data and discussions with family planning service
providers, SCAs and clients) of increased service utilization, linked directly to project
support. Between 2003 and 2006 the proportion of women of reproductive age served by
this clinic, who were using some kind of modern contraception, increased from 35 to 69
percent, an upward trend that transcends the project. Before the project (in 2001) the
family planning clinic registered an average of about 50 visits per month. This rate
increased during project implementation to about 100 per month in 2003 and increased
further after project completion (187 per month in 2007). Both family planning service
providers and clients interviewed attributed these increases to the work of the SCAs, who
were instrumental in convincing women of the benefits of family planning services and in

accompanying them to the clinic to ensure a positive, client-centered experience (para.
5.20).

5.24 Between 2000 and 2005 the total fertility rate (TFR)* in Rural Upper Egypt
declined by 0.8 children, from 4.7 (CI: 4.44-4.88) to 3.9 (CI: 3.75-4.09). This
statistically significant decline is greater than what was achieved for Egypt as a whole
(0.4 children from 3.5 [CI: 3.43-3.62] to 3.1 [CI: 3.05-3.21]) and for Rural Upper
Egypt during the preceding 5-year period (0.5 children from 5.2[CI; 4.98-5.40] to 4.7

32 1t is not clear why utilization of family planning services doubled during the two years leading up to the
start of project implementation. Data for 1999 (the year prior to Phase 1 launch) were not available.

33 Total fertility rate is the total number of children a woman would have by the end of her reproductive
period if she experienced the currently prevailing age-specific fertility rates throughout her childbearing life
(WHO Definition of Indicators and Data Sources, 2006).
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[CI: 4.44-4.88]) (Figure 5.3). The TFR in the region of Upper Egypt is still high
compared with other regions in Egypt, but the change in fertility in this region is a major
accomplishment and has narrowed the gap across regions (Annex H, Figures H-14 and H-
15).

Figure 5.3. Total Fertility Rate - National Trends and Trends in Rural Upper Egypt
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5.25 The gap between actual and desired fertility appears to be growing in Egypt,
with the most rapid growth in Upper Egypt. This means that, while there have been
achievements in stimulating the desire of women for a smaller family size, women’s
actual fertility to date does not reflect their desired family size. In 2005, women in Rural
Upper Egypt exceeded their desired fertility by 1.3 children, an increase of 0.3 over the
already substantial gap of 1.0 child in 2000 (Annex H, Figure H-16). For Egypt as a
whole, women exceeded their desired fertility by 0.8 children, up from 0.6 children in
2000. The 2000-2005 trends represent a reversal of trends for the previous 8 years (1992-
2000) during which the gap between desired and actual fertility was narrowed. The
closing of this gap represents both a challenge and an opportunity for furthering Egypt’s
population agenda.

6. RATINGS

6.1 The outcome of the Population project is moderately satisfactory overall (Table
6.1). The outcome of the first objective is unsatisfactory, based on its modest relevance,
efficacy and efficiency. The outcome of the second objective is satisfactory, based on its
substantial relevance, efficacy and efficiency. The overall outcome rating is a function of
the heavier weight applied to the second objective, which is a core objective of Egypt’s
population policy and to which the bulk of project financing was devoted.
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Table 6.1. Summary IEG Ratings* by Objective

Development Objectives Relevance | Efficacy Efficiency | Outcome
1. Improve MoHP’s management of Modest Modest Modest Unsatisfactory
population and family planning
2. Finance population activities in Rural Substantial | Substantial | Substantial Satisfactory

Upper Egypt) to promote smaller families,
increase contraceptive use and bring about a
consequent decline in fertility

Overall Project Rating Moderately
Satisfactory

*See inside cover of this report for definitions of relevance, efficacy and efficiency.

6.2 The relevance of project objectives is substantial. “Managing population
growth” was GoE’s second key objective identified by the ruling party committee (World
Bank CAS, 2005). Egypt’s recently issued National Strategy for Population and Family
Planning (2007-2012) seeks to lower TFR to 2.4 children by the end of 2012 in support
of the medium-term national goal of reaching 2.1 children by 2017. National strategies
for achieving these goals include: improvements in the quality and availability of
reproductive health and family planning services; changes in attitudes in favor of small
families; strengthened linkages with other efforts to improve socio-economic indicators
which affect demand (women’s education, economic opportunities, empowerment, child
wellbeing, among others); and improved monitoring and evaluation of population and
family planning efforts. This Strategy does not, however, include any objectives or
actions to strengthen institutional capacity for strategic management and implementation
of population/family planning activities, except for M&E capacity building.

6.3 The Bank’s CAS for the period FY06 — FY09 is articulated around goals of
facilitating private sector development, enhancing the provision of public services, and
promoting equity. Public service provision goals include the decentralization of public
services delivery, with a greater role for private sector, local authorities and civil society.
Improving access to health care is an important component of efforts to promote equity
and includes objectives to increase investments in priority under-served regions and to
increase contraceptive prevalence rates. However, the CAS focuses on supply-side
elements of population and family planning. It does not link the issue of population
growth to the prospects of Egypt’s economic development and poverty alleviation goals,
nor does it specify or support the goal of fertility reduction to these ends. Furthermore,
the CAS does not mention the importance of continued demand-side stimulation. The
inclusion in the CAS of a “Health and Population Sector Strategy” is aligned with CAS
supply-side goals of service availability, quality and efficiency. In short, the objectives
of the Population project are very relevant to GoE’s goals of achieving a TFR of 2.1
children by 2017. However, neither the Government’s nor the Bank’s strategies
encompass all the essential elements to achieve this goal.

6.4 The relevance of the design of the capacity building component (supporting
the first objective) is modest. This component: was excessively focused (up until the
mid-term) on central-level capacity building; did not specify any key performance
indicators and outcomes around which project interventions would be implemented and
tracked; and failed to establish a clear results chain. The National Population Council,
with its mandate for population policy formulation and research, was not involved in this
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project. The relevance of the design of the PAP component, which addressed the
project’s second objective and accounted for the bulk of project spending, is substantial.
The strategic focus on demand stimulation made sense in light of substantial planned
investments in supply-side support in Upper Egypt.** The targeting of pockets of high
fertility and low demand for family planning within the Region of Upper Egypt, whose
population indicators lagged behind all other regions in Egypt, was rational and
consistent with GoE and CAS objectives to reduce regional inequities. Furthermore, the
stimulation of attitudes and behaviors through efforts both to affect factors influencing
fertility (women’s economic opportunities and empowerment, and family and child
wellbeing) and to link women to project benefits and FP information and services
through SCAs, all were based on credible research, and validated through project
experience.

6.5 The efficacy of the first objective is modest. MoPH management strengthening
was not achieved at the national level (paras. 5.6 and 5.7), but some capacity building did
occur in selected decentralized entities (paras. 5.3 —5.5). The efficacy of the second
objective is substantial and is weighted heavily given its importance, both strategically
and in terms of its cost. Data and information on key population trends in the 148
villages benefiting from subprojects are incomplete. Two rounds of project survey data
do provide some evidence of increased utilization of family planning services and
increased visits to clinics in beneficiary villages, but this is documented only for one year
(data sets having been collected in 2003 and 2004, respectively). Anecdotal evidence,
including IEG interviews with beneficiaries, corroborates positive changes in attitudes
and practices brought about by the project. The project’s innovative design influenced
other major demand-side interventions in Rural Upper Egypt and thus is likely to have
contributed to positive trends in population indicators in Rural Upper Egypt documented
in this report, beyond its impact in 148 villages.

6.6 The first objective’s efficiency is modest. The Government failed to clarify the
institutional and organizational framework for the management and oversight of
population and family planning, which was to have been the basis for the project’s
support under the first component. The links between capacity building inputs and
outputs (training, technical assistance, study tours), on the one hand, and intended
outcomes, on the other hand, were not well established, undermining the full exploitation
of project outputs to improve sector management. Efficiency of the second objective is
substantial. Its targeting of “hot spots™ of highest fertility, lowest CPR and strongest
preferences for larger families, within Upper Egypt, whose population indicators are
lagging vis-a-vis the rest of Egypt, constituted an efficient support to Egypt’s national
goal of achieving replacement-level fertility by 2017. The design was also efficient in its
focus on demand-side interventions. It focused on improvements to selected socio-
economic indicators for women that would stimulate their demand for smaller families
and for family planning services. Beneficiaries have confirmed that the microcredits,
literacy training and the development of marketable skills have been instrumental in

3* The project design did raise the inadequacy of supply in light of increased demand as a potential risk of
the project. It is, nevertheless, possible that a more in-depth review of planned supply-side investments
might have revealed gaps that could have been addressed by the project.
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influencing their attitudes, preferences and behaviors with regard to family size and the
use of family planning services. The provision of information about family planning
evolved during the project life from one of IEC to a more efficient and results-oriented
CBC. The project was also efficient in its use of SCAs. As trusted women of the
communities, they were most effective in bringing project benefits to the women. Cost-
effectiveness analysis of subproject interventions was not undertaken as envisaged under
the M&E design. Nevertheless, an economic analysis of subprojects undertaken as part
of the Implementation Completion Report revealed that actual costs per beneficiary were
slightly lower than predicted. Still, the cost-effectiveness of various approaches and
subprojects is not known, nor was it compared with that of interventions financed by
other partners in the region (as had been initially planned).

6.7 The project was efficient in some of its institutional arrangements. The
contracting of the PAP component to the SFD put these activities under the responsibility
of an agency with relevant experience and a comparative advantage for the management
of community-based activities. The support of subprojects managed by NGOs permitted
an interface with the communities through community-based organizations. The
partnerships developed between local level MoHP managers and staff and the SFD and
NGOs and other civil society organizations helped to ensure that both supply and demand
elements of population and family planning activities were incorporated into local-level
planning and action. Inefficiencies of project institutional arrangements included: a
centralization of disbursement authority and project approvals at the level of the Prime
Minister’s Office which took considerable time to resolve and caused implementation
delays; lack of procurement capacity in the PIU in the initial years of the project; the
failure on the part of Government to clarify the institutional/organizational framework for
population and family planning, which undermined efforts to strengthen capacity in
MoHP/PS.

6.8 Risk to Development Outcome. The risk that development outcomes will not
be maintained or realized is significant. After the closing of the population project there
was no follow-on financing from government or from external sources to sustain
activities or to expand them to yet uncovered areas of low contraceptive use and high
fertility. Communities which had benefited from project support decided, with the
supporting NGO, to raise the interest rates of the microcredits that continue to be
available to women, in order to support the costs of a small compensation to the SCAs.
This is a clear indication of the value the beneficiaries place on these agents. However,
according to SFD personnel, the funds raised from these rates have allowed the financing
of only about one third of all SCAs initially engaged under the project. Some informants
considered that this reduced number of SCAs would still allow for a continuation of
critical operations in areas where subprojects already invested in demand-stimulation
activities. However, other informants, corroborated by IEG’s field visits and review of
village-level data, suggest that the number of activities and gains in key indicators have
been reduced after the completion of subprojects. No financing source has been
identified to sustain and expand demand stimulation activities at a very critical juncture
in the history of external financing of population activities. USAID is pulling out of its
traditional role of financing population and family planning activities in Egypt. And now
that Egypt has graduated to “Lower Middle Income Country” status, it is hesitant to



27

borrow from the World Bank Group to finance population and family planning
investments at the rates of IBRD loans.

6.9 The risk to development outcomes is also a factor from an institutional
perspective. Efforts to develop MoHP/PS capacity to strategically manage were
undermined by a persistently unclear institutional/organizational framework. At the local
level the regional offices of the SFD played a catalytic role in engaging NGOs in
demand-side interventions and in linking the various local-level actors (communities,
social change agents, health managers and service delivery staff, other sectors) in the
design and implementation of activities. With no further financing available, it is not
clear to what extent the SFD will continue to be engaged in population activities.*®

6.10 There is also a technical dimension to the risks to development outcomes.
Egypt is in the process of reforming its health sector. Under the health sector reform
program, launched in the mid- to late-1990s and piloted thus far in five districts,* the
GoE is attempting to separate three functions: service delivery, financing and
stewardship. This reform entails the integration and delivery of a range of basic health
services through a family health unit, delivered by generalist family health physicians.
Incentive-based financing aims to reinforce quality, efficiency and equity in the delivery
of these services. Research and studies undertaken in Egypt’’ and IEG field visits to
reform and non-reform areas have revealed that reproductive health and family planning
services were found to be diluted in the basic package. Family doctors are not as well
trained as the specialists who had provided these services prior to the reform. The
training they receive is much shorter. Assessments of family planning knowledge of
physicians revealed that those trained by the MoHP through vertical programs had better
knowledge and capacity in family planning service delivery than those who had been
trained through the health reform training modules. Beneficiaries and Governorate-level
MoHP staff corroborated these concerns. They also expressed concern that under the
new family health clinic design there is no special room(s) designated for family planning
clients. They were, rather, seen in any one of the regular service delivery rooms. Many
believed that it was important for these services to understand and respond to the
distinction between the health clinic patients and the family planning clients. Others
revealed concern that there were fewer women physicians catering to family planning
clients, which is an important factor to many clients and their husbands. Any perceived
deterioration in the quality and availability of services poses the risk of a decline in the
use of family planning services.

6.11 Overall Bank performance was moderately satisfactory. The Bank’s
performance during preparation was satisfactory. The project was fully supportive of
the Government’s national objectives, based on a sound analysis of key population
trends, and well targeted to the areas where population indicators were most unfavorable.

35 As a result of this project the SFD has established a Population and Health Unit and assigned Population
Officers in each of the eight governorates in Upper Egypt. It is not clear to what extent SFD financing
might be earmarked or prioritized to continue or expand support to population activities.

3¢ To date primarily in Alexandria, Menoufia, and to a lesser extent (and more recently) in Souhag, Qena
and Suez

37 Cite Hassan Zaky’s work, Social Research Center, American University in Cairo.
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Its readiness for implementation was supported with the production of an operational
manual, guidelines and selection criteria soon after effectiveness to guide the approval of
project sites and proposals. Moderate shortcomings of the Bank’s preparation work are
revealed in the facts that: (a) these tools could have been prepared prior to effectiveness,
given the very long delay between Board approval and effectiveness; and (b)
implementation might have been further accelerated and streamlined had project
management and NGO capacity been more fully assessed and addressed prior to
effectiveness.

6.12 The Bank’s performance during supervision was moderately satisfactory. The
project director and others involved in implementation (both those from MoHP and SFD)
were unanimous in their appreciation of the pedagogical approach of the Bank’s team,
especially during the early years of implementation, when all actors were new to the
Bank’s procedures and the innovative nature of project design. Capacities in
procurement, financial management, and reporting were built with the close supervision
of the Bank and careful review and feedback on project implementation. The Bank was
also flexible in adjusting the project and the allocation of resources to respond to
evolving issues and needs, including, among others, the procurement of contraceptives in
light of USAID’s withdrawal from contraceptive financing and the strengthening of
family planning service delivery in areas where increased demand was not being
effectively met. Task team leadership was field based, which allowed for closer
supervision and more frequent dialogue. There is evidence in project documentation of
some collaboration with other donors supporting population, especially USAID and
UNFPA. However, this collaboration was not systematic or programmatic. Two
important shortcomings of the Bank’s performance were: (a) its failure to make headway
on the critical elements of the capacity building objective (improve strategic management
of population activities, overall program monitoring and evaluation, and mobilization,
coordination and allocation of resources for population);*® and (b) the less than rigorous
follow-up, guidance and support on project monitoring and evaluation. There is also no
evidence of a strong link in the Bank’s work and dialogue on population and family
planning, and that on health sector reform. It is noteworthy that (a) the current CAS
(FY96-09) does not raise the issue of population and its implications for Egypt’s socio-
economic development prospects; and (b) the Bank has never carried out or supported a
Public Expenditure Review (PER) on the Population Sector.

6.13 Borrower Performance was moderately unsatisfactory overall. With regard to
Government’s performance, the project was developed in collaboration with the (former)
Ministry of Population and Family Planning, which was merged into the Ministry of
Health (becoming MoHP) in 1996. While reduction of population growth remained high
among national priorities, population policy implementation under MoHP was limited,

% At the MTR it was agreed with Government that, since the institutional/organizational framework for
population and family planning had still not been completely defined, capacity building efforts would focus
on local (governorate, district and community) capacity. There was still opportunity for the Bank to
support some of the building blocks needed for the strategic management and financing of population. The
Bank’s agreement to dramatically decrease the IDA allocation for consultants’ services (at the strong
request of Government) may not have been an appropriate decision, given the need for technical assistance
and capacity building.
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due to an absence of capacity of elements of the policy not related to family planning
service delivery. At the time of this merger MoHP was launching the Health Sector
Reform Program, which commanded the time and attention of the MoHP leadership and
staff. With the creation of the MoHP the NPC role in policy formulation and
development became marginalized and focused almost exclusively on research activities.
Government’s failure to take decisions to restructure the institutional/organizational
framework for the population sector undermined its capacity to strategically manage its
entire program as well as the project therein. The MTR called for the collaboration of the
population sector with other sectors, especially the (central-level) Technical Support
Office and (governorate-level), with a view to implementing health sector reform. There
is no evidence that this was done. The holding up of contract approvals and
disbursements at the level of the Prime Minister’s Office caused considerable delays in
subprojects implementation, but this was resolved after the MTR.

6.14 The PIU in MoHP played an important role in complementing the subprojects.
It successfully managed the contracts for the upgrading of the clinics, provision of
equipment and supplies needed for improving family planning services in selected
villages. It also managed well the contracting of various consultants. The Population
Unit of the SFD made sound contributions to: the design of the subprojects; the
monitoring of the phases of their implementation; and the technical backstopping of
subprojects. The SFD also fulfilled its role as catalyst among many actors and
implementers for forming partnerships in the planning and implementation of population
activities. There also were a number of shortcomings in project implementation. The
Executive Committee did not function during most of the project implementation period,
causing the PIU to manage policy decisions through the PS Director. PIU procurement
capacity was weak initially, but improved over time with on-the-job training and
recruitment of specialized support. There were deficiencies in the financial reporting and
monitoring of subprojects at the level of the implementing NGO and at the level of the
SFD.

6.15 For reasons presented in Chapter 4, the design and implementation of project
monitoring and evaluation and the utilization of data for decision-making were modest,
overall.

7. LESSONS AND FUTURE DIRECTIONS
LESSONS

7.1 Supply-side and demand-side interventions supporting population and family
planning objectives can be truly synergistic when they are delivered through a well
defined and well functioning partnership of local actors. In Rural Upper Egypt the
partnership between the SFD and the MoHP drew on their comparative advantages, the
former linking with communities, community development associations and focusing on
multi-sectoral interventions and the latter bringing its technical expertise both to service
delivery and to reproductive health and family planning promotion and education.
Together these two partners enlisted and involved local leaders, NGOs and community-
based SCAs in the planning, design and implementation of interventions supporting
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shared objectives. SCAs forged improved links between communities and services, and
front-line service providers became more client-focused, together resulting in increased
utilization of services by women from these communities and increased satisfaction of
these clients.

7.2 An important element of any investment in management capacity building is
the support of monitoring and evaluation activities. However, when the focus of M&E
support is project-specific, rather than program-wide, an opportunity is missed to learn
Jfrom experience across projects and to use evidence to fine-tune national policies and
strategies. This lesson is especially relevant where innovative activities are supported
in the same geographic area by different externally-financed projects. Demand-side
interventions supported under this project were innovative and limited in their coverage,
constituting in effect a pilot approach. During project implementation USAID launched
the TAHSEEN project, also in Rural Upper Egypt, which embraced many of the demand-
side approaches initiated under the Bank-financed project along with other innovations.
While each of these projects was evaluated separately, the collective effects of these
interventions in Rural Upper Egypt were not evaluated, nor was the cost-effectiveness of
these projects’ approaches compared and contrasted. Given that MoHP’s recently issued
population strategy emphasizes continued efforts to encourage attitudes favoring smaller
family size, such cost-effectiveness analysis and evaluation would appear to be critical.
An evaluation of all demand-side interventions in Egypt would have helped to determine
what works “on the ground” and with regard to institutional and organizational
arrangements.

7.3 Demand-side interventions, though critical to achieving population and
Sfamily planning goals, are not likely to be sustained or expanded in the absence of an
institutional home for these activities and a well-defined, evidence-based program of
activities. The demand-side interventions supported under the project have been partially
sustained through communities’ decisions to raise the interest rate for microcredits, which
has covered the costs of maintaining one third to one half of SCAs. The SFD has
financed a few new community-driven population activities using its own funds, but there
are large areas in need of such interventions that are not covered. There is no national
plan or institutional home to promote and support the design and implementation of
demand-side interventions. The “General Department for Family Planning Services in
the Private and NGO Sector” within MoHP/PS appears to focus on NGOs involvement in
services, not demand stimulation.

7.4 Efforts to ensure and improve the quality and client-orientation of family
planning become all the more crucial when they are undertaken in the context of
health sector reform program (HSRP). Field visits to reform governorates (Alexandria
and Menoufia) and research have revealed that reproductive health and family planning
services are somewhat diluted within the basic package of services delivered through new
family health facilities and of lesser quality. A recent study (Zaky, 2008) has
documented that family doctors are not as well trained as the specialists who provide
family planning or reproductive health services. The training they receive is shorter and
less in-depth. The study tested the family planning knowledge of physicians trained by
MoHP vertical programs (reproductive health and family planning specialists) against
those trained under the HSRP (reproductive health and family planning modules) and
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found that the former were better trained and had better knowledge of family planning
than the latter. Governorate-level reproductive health and family planning program
managers have pointed to feedback received by clients on their perceptions of a possible
decline in the quality of service, including: the absence of a special room/section of the
family health facility for family planning clients; the frequent absence of a female
physician/specialist to discuss family planning matters; the perception that family
physicians have less specialized training and less time to devote to family planning
clients. Opportunities within the health sector reform program might be exploited to
address and correct these issues.

FUTURE DIRECTIONS

7.5 The Government has recently issued its National Strategy for Population and
Family Planning (2007-2012), whose goal is to reduce total fertility to 2.4 by 2012
facilitating achievement of the national target of 2.1 by 2017. Strategic components aim
to (a) improve the quality and availability of reproductive health services within primary
health care; (b) change attitudes favoring small family size and meet growing demands
for reproductive health and family planning services; (c) link population issues with
comprehensive development frameworks; and (d) ensure more effective monitoring and
evaluation.

7.6 The GoE is faced with a number of challenges if it is to implement this strategy
successfully. Among these challenges are:

e The need to develop a financing plan for ensuring the coverage of all population
activities. This is especially important in light of USAID’s withdrawal of its
assistance to the population sector and in light of Government’s hesitancy to
borrow for population on IBRD terms;

e The importance of maintaining and continually improving the quality and
availability of reproductive health and family planning services in the context of
the health sector reform program, under which there are indications of a
deteriorating quality of these services;> and

e The need to clarify the institutional home, roles and responsibilities for sustaining
demand-side interventions. Research undertaken in Egypt indicates that the
critical focus of demand-side interventions must include: continued efforts to
stimulate desire for smaller family size in pockets of resistance; renewed efforts to
encourage birth spacing; and the closing of the gap between desired fertility and
actual fertility.

%% To this end, the Government has noted in its comments (Annex I) that MoHP, with UNICEF support, is
currently funding a program entitled, “Strengthening Supply, Demand and Utilization of Reproductive
Health Services in the Context of Health Sector Reform.”
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Annex A. Basic Data Sheet

POPULATION PROJECT (CR. 2830-EGT)

Key Project Data

Appraisal Actual or Actual as % of

estimate  current estimate appraisal estimate
Total project costs (US$ million) 20.7 17.7 86%
Credit amount (millions of SDRs) 11.9 10.4 87%
Cancellation (millions of SDRs) 1.5 13%
Project Dates

Original Actual
Initiating memorandum 10/18/1994 10/18/1994
Negotiations 02/08/1996 02/08/1996
Board approval 03/21/1996 03/21/1996
Signing 07/01/1996 07/01/1996
Effectiveness 10/28/1996 06/24/1998
Closing date 12/31/2001 03/31/2005
Staff Inputs
Stage of Project Cycle Staff Weeks Cost
(US$ million)

Identification/Preparation 28 115
Appraisal/Negotiations 30 120
Supervision 114 278
ICR 18 36

Total 190 549
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Date

(month/year) persons

No. of

Specializations
represented

Performance Rating
trend

rating

Identification/

Preparation

Appraisal/
Negotiation

Supervision

Completion

10/13/1995

06/30/1996

07/24/1998

10/23/1998
11/02/1998
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