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Foreword

The global aid architecture in health has changed
over the past decade, with the adoption of the Mil-
lennium Development Goals (MDGs), expansion
of the amount and sources of development fi-
nance, and new modes of international coopera-
tion reflected in the 2005 Paris Declaration on Aid
Effectiveness. Over this period, key health and
nutrition outcomes have improved in every de-
veloping region, but many countries are off track
for achieving the MDGs, and progress has been
widely uneven among and within countries. Enor-
mous challenges remain in reducing morbidity
and mortality from infectious disease, high and ris-
ing noncommunicable disease, and pervasive mal-
nutrition, as well as in lowering high fertility. 

IEG’s assessment of the efficacy of the World Bank
Group’s support for health, nutrition, and popu-
lation (HNP) to developing countries since 1997
aims to help improve results in the context of the
new aid architecture. The evaluation focuses on the
Bank’s policy dialogue, analytic work, and lending
at the country level and the performance of IFC’s
health investments and Advisory Services. The
evaluation also draws lessons from Bank Group ex-
perience in supporting several major approaches
adopted by the international community—sector-
wide approaches (SWAps), communicable disease
control, health reform, and multisectoral action for
health outcomes.

From 1997 to 2008 the World Bank provided $17
billion in country-level project financing, in addi-
tion to policy advice and analytic work for health,
nutrition, and population. Bank support has helped
build government capacity in the sector, and ana-
lytic work has contributed to better performance.
About two-thirds of the Bank’s HNP lending has had

satisfactory outcomes, often in difficult environ-
ments. The record also tells us that the Bank needs
to intensify efforts to improve substantially the
performance of the HNP portfolio. Factors that in-
hibit stronger performance include the increasing
complexity of HNP operations, particularly in Africa,
but also in health reform in middle-income coun-
tries; inadequate risk assessment and mitigation;
and weak monitoring and evaluation. Over the
same period, IFC has made important strategic
shifts, committing $873 million in private health and
pharmaceutical investments. IFC performance in
health investments, mainly in hospitals, improved
markedly from a weak start. The Corporation needs
to invest more in activities that both make business
sense and are likely to yield broader benefits for the
poor. The accountability of Bank and IFC-financed
HNP projects to ensure that results actually reach
the poor has been weak. Non-health sectors, such
as water supply and sanitation and transport, have
weak incentives to obtain and demonstrate health
benefits from their investments.

Though the Bank Group now funds a smaller
share of the global financial support for HNP, it has
stepped up its worldwide involvement, including
its catalytic, lead, and support roles in many re-
spects. The Group has a unique and substantial
ability to help improve HNP results and outcomes
for the poor. In delivering on this potential, the
World Bank Group needs to strengthen its coun-
try support, renew the commitment to results
for the poor, and give greater attention to re-
ducing high fertility and malnutrition. Better re-
sults also hinge on supporting capacity and better
governance for efficient health systems, enhanc-
ing the contribution of other sectors to HNP out-
comes, and boosting monitoring and evaluation. 

Vinod Thomas

Director-General, Evaluation



Through the hygiene education and good sanitation practices supported in the Bank’s Rural Water
Supply and Sanitation Project, this Nepalese woman believes her children are now healthier.

Photo courtesy of George T. Keith Pitman.
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Executive Summary

There are important differences in progress across

countries, within regions, and within countries,

with high levels of maternal mortality and mal-

nutrition in Africa and South Asia. Enormous chal-

lenges remain in reducing morbidity and mortality

from infectious disease, the high and rising share

of noncommunicable disease, pervasive malnu-

trition, and high fertility, with its consequences 

for maternal mortality, maternal and child health,

and poverty. 

The World Bank Group’s support for health, nu-

trition, and population (HNP) has been sustained

since 1997—totaling $17 billion in country-level

support by the World Bank and $873 million in pri-

vate health and pharmaceutical investments by the

International Finance Corporation (IFC). Beyond

country-level support, the World Bank Group

participates in nearly three dozen international

partnerships in HNP, with indirect benefits to

countries. This report evaluates the efficacy of

the Bank Group’s direct support for HNP to de-

veloping countries since 1997 and draws lessons

to help improve the effectiveness of this support

in the context of the new aid architecture. 

Though the Bank Group now funds a smaller

share of global HNP support than it did a decade

ago, it still has substantial ability to add value if it

can do a better job of helping countries deliver re-

sults, especially for the poor. World Bank sup-

port to countries in the form of lending, analytic

work, and policy dialogue has helped build gov-

ernment capacity to manage the sector—criti-

cally important to improving aid effectiveness,

given the increasing reliance of other donors on

government systems. 

About two-thirds of the World Bank’s HNP lend-

ing has had satisfactory outcomes, often in diffi-

cult environments, but a third has not performed

well. Contributing factors have been the increas-

ing complexity of HNP operations, particularly

in Africa but also in health-reform support to

middle-income countries; inadequate risk as-

sessment and mitigation; and weak monitoring

and evaluation. 

The performance of IFC’s health investments has

improved markedly from a weak start, but there

remain important gaps in investing in activities that

both make business sense and are likely to yield

broader benefits for the poor. Accountability for

results in these projects has been weak—the ac-

countability of Bank and IFC-financed projects

to ensure that results actually reach the poor,

T
he global aid architecture in health has changed over the past decade,

with the adoption of the Millennium Development Goals (MDGs) and

a major expansion of the levels and sources of development assistance,

particularly for low-income countries. While key health outcomes such as in-

fant survival and nutritional stunting have improved over the decade in every

developing region, nearly three-quarters of developing countries are either

off track or seriously off track for achieving the MDG for reducing under-five

mortality. Maternal mortality is declining at only 1 percent each year, a fifth of

the rate needed to achieve the goal. 



and the accountability of projects in the Bank’s

non-health sectors, such as water supply and san-

itation and transport, for demonstrating their

health benefits. 

For the Bank Group to achieve its objectives of

improving health sector performance and HNP

outcomes among the poor, it needs to act in five

areas: intensify efforts to improve the performance

of the portfolio; renew the commitment to de-

livering results for the poor, including greater at-

tention to reducing high fertility and malnutrition;

build its own capacity to help countries to make

health systems more efficient; enhance the con-

tribution of other sectors to HNP outcomes; and

boost evaluation to implement the results agenda

and improve governance. By doing this, the Bank

Group will contribute not only to meeting the

MDGs but also to ensuring that the poor benefit,

and that those benefits are sustained. 

Since the late 1990s, when the World Bank Group

was the largest source of HNP finance to devel-

oping countries, new aid donors and institutions

have emerged, and development assistance for

HNP has more than doubled, from an annual av-

erage of $6.7 billion in 1997/98 to about $16 bil-

lion in 2006. The international community has

adopted global development targets, the most

prominent of which are the MDGs, with a new

emphasis on aid effectiveness, results orienta-

tion, donor harmonization, alignment, and coun-

try leadership, reflected in the 2005 Paris Decla-

ration on Aid Effectiveness and the 2008 Accra

Agenda for Action.

The World Bank Group, now one of many large

players in international HNP support, accounts for

only about 6 percent of the total—down from 18

percent in the 1990s—and is reassessing its com-

parative advantage in the context of the new aid

architecture. At the same time, a call for greater

engagement with the private health sector in de-

veloping countries presents new opportunities for

IFC to extend its support. 

The decline in its relative contribution aside, the

World Bank Group commitment to HNP is still

substantial. Since 1997, the World Bank (Inter-

national Bank for Reconstruction and Develop-

ment and the International Development Asso-

ciation) has committed nearly $17 billion to 605

HNP projects in more than 120 countries, spon-

sored analytic work, and offered policy advice. This

support aimed to improve health and nutrition sta-

tus and reduce high fertility; improve the access,

quality, efficiency, and equity of the health system;

reform health systems through changes in health

finance, support for health insurance, decentral-

ization, engaging the private sector, and other

structural changes; and strengthen institutional

capacity and sector management. In addition, the

Bank has greatly expanded its participation in

global partnerships for health; as of 2007, it was

participating financially in 19 global partnerships

and engaged in others ways in 15 more. 

IFC has financed 68 private investment projects

in the health and pharmaceutical sectors of de-

veloping countries—amounting to $873 million

in total commitments—and offered advisory ser-

vices on health to the private sector, including sup-

port for public-private partnerships. 

The World Bank’s 2007 strategy, Healthy Devel-

opment: The World Bank Strategy for Health,

Nutrition, and Population Results, aims, among

other things, to improve HNP outcomes on av-

erage and among the poor; prevent poverty due

to illness; improve health system performance;

and enhance governance, accountability, and

transparency in the sector. It points to several

strategic directions or actions for the Bank to

achieve the objectives, including:

• A renewed focus on HNP results

• Efforts to help countries improve the per-

formance of health systems and to ensure

synergy with priority disease interventions,

particularly in low-income countries 

• Strengthened Bank capacity to advise coun-

tries on intersectoral approaches to improv-

ing HNP results. 

The 2002 IFC health strategy defines the sector’s

goals as improving health outcomes, protecting

the population from the impoverishing effects

of ill health, and enhancing the performance of
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health services. The strategy has both business and

developmental objectives, among them promot-

ing efficiency and innovation in the health sector.

It also calls broadly for increasing the social im-

pact of IFC investments. 

The Scope of the Evaluation
This evaluation aims to inform the implementation

of the most recent World Bank and IFC HNP

strategies to enhance the effectiveness of future

support. It covers the period since fiscal year 1997

and is based on desk reviews of the portfolio,

background studies, and field visits. The evaluation

of the HNP support of the World Bank focuses on

the effectiveness of policy dialogue, analytic work,

and lending at the country level, while that of

IFC focuses on the performance of health invest-

ments and advisory services before and after its

2002 health strategy. The themes it covers are

drawn from the two strategies and the approaches

adopted by international donors in the past

decade. IEG has previously evaluated several as-

pects of the Bank’s HNP support. IFC’s support for

the health sector has never been fully evaluated.

Bank Support to the Public Sector 
for HNP
Over the past decade, the World Bank directly sup-

ported HNP outcomes in countries through lend-

ing and nonlending services. The largest source

of lending was from projects managed within the

Bank’s HNP sector units ($11.5 billion, 255 proj-

ects). Almost all HNP-managed projects were in-

vestment lending. Beyond this, about $5 billion

in lending for HNP outcomes was managed by

other sectors. In nonlending services, since fiscal

2000 the Bank has spent $43 million of its own

budget and trust funds on HNP-related economic

and sector work (ESW). The number of profes-

sional HNP staff grew by a quarter, as did the

share of health specialists among HNP staff.

The World Bank’s Role
Although the World Bank finances a smaller

share of country-level development assis-

tance under the new international aid ar-

chitecture, it still has significant potential

to add value. But the value of that support is

context-specific and depends on the Bank’s

ability to help countries deliver results. The

World Bank brings important institutional assets

to bear in helping countries make health systems

work better and ensuring that health benefits

reach the poor: long-term, sustained engagement

in the sector; international experience; a his-

tory of support for building country capacity to

implement programs; large-scale, sustained fi-

nancing; strong links to finance ministries; and en-

gagement with many sectors other than health

with potential to contribute to HNP outcomes.

The Bank’s comparative advantage in a country

is context-specific, depending on health condi-

tions, government priorities and resources, and

the activities of other development partners. To

deliver on its comparative advantages, the Bank

needs to improve the performance of its country-

level support.

The Evolution and Performance of 
World Bank Support
While the overall level of HNP project ap-

provals changed little, the composition of

the lending portfolio saw some major shifts.

The number of HNP-managed projects approved

annually rose slowly, but new commitments de-

clined. The share of communicable disease proj-

ects doubled over the decade, reaching about 

40 percent of approvals in the second half of the

period, as did the share of multisectoral projects,

reaching half of all approvals. The share of Africa

Region projects in the HNP lending portfolio also

increased. These three trends were due primar-

ily to an increase in multisectoral projects ad-

dressing acquired immune deficiency syndrome

(AIDS). Projects supporting sectorwide approaches

(SWAps) in health rose to a cumulative total of 28

operations in 22 countries, about 13 percent of the

project portfolio. In contrast, the share of lend-

ing with objectives to reform the health system

dropped by nearly half. 

Attention to population and malnutrition

was low, and support for population nearly

disappeared. About 1 in 10 projects had an ob-

jective to reduce malnutrition, which dispropor-

tionately affects the poor, but the share of projects

with nutrition objectives dropped by half over

the decade. About two-thirds of nutrition projects

EXECUTIVE SUMMARY

x v



were in countries with high levels of child stunting,

but Bank nutrition support reached only about a

quarter of all developing countries with high stunt-

ing. Lending to reduce high fertility or improve ac-

cess to family planning accounted for only 4 percent

of the lending portfolio, dropping by two-thirds be-

tween the first and second half of the decade, at a

time when the need for such support remained

high. Population support was directed to only

about a quarter of the 35 countries the Bank iden-

tified as having the highest fertility (with rates of

more than five children per woman). Analytic work

and staffing to support population and family plan-

ning objectives nearly disappeared. Substantial

analysis of population and nutrition issues rarely

figured in poverty assessments, even though both

issues are most acutely felt by the poor.

Two-thirds of HNP projects have had satis-

factory outcomes, and the portfolio’s perfor-

mance has stalled. The evaluation highlights

examples of good performance based on field

assessments. Support for reducing malaria in

Eritrea and schistosomiasis in the Arab Republic

of Egypt, raising contraceptive use in pilot areas

of Malawi, and reforming the health system in

the Kyrgyz Republic, for example, showed good

results. However, roughly a third of the HNP lend-

ing portfolio did not perform well, a share that has

remained steady, while performance in other sec-

tors has improved. The performance of HNP sup-

port in Africa was particularly weak, with only one

in four projects achieving satisfactory outcomes.

Complex projects—multisectoral projects and

SWAps—in low-capacity environments were least

likely to achieve their HNP objectives. However,

health reform projects in middle-income coun-

tries also performed less well and are complex and

politically volatile. 

Poor-performing projects displayed common char-

acteristics: inadequate risk analysis or technical

design, inadequate supervision, insufficient politi-

cal or institutional analysis, lack of baseline data

on which to set realistic targets, overly complex

designs in relation to local capacity, and negligi-

ble monitoring and evaluation. These problems

are similar to those cited in IEG’s 1999 evaluation

of the HNP sector. The results of the recent De-

tailed Implementation Review of HNP projects

in India suggest that, even among projects that

achieve their objectives, field supervision needs

to be intensified to ensure that civil works and

equipment are delivered as specified, in working

order, and functioning.

Accountability of projects for delivering

health results to the poor has been weak. Im-

proving health outcomes among the poor is

among the foremost objectives of the 2007 HNP

strategy. Studies of the incidence of public ex-

penditure have shown that in most countries,

public health spending favors the non-poor; mere

expansion of services cannot be assumed to im-

prove access of the poor relative to the non-poor.

While many projects targeted HNP support to

geographic areas with a high incidence of poverty

(including rural areas) or financed services or ad-

dressed problems thought to disproportionately

affect the poor, only 6 percent of all HNP projects

committed to deliver better health or nutrition

among the poor in their statement of objectives,

for which they were ultimately accountable. A

third of projects with objectives to improve gen-

eral health status (such as maternal and child

health) had no targeting mechanism for reaching

the poor. Among closed projects with objectives

to improve HNP outcomes among the poor, most

measured a change in average HNP status in proj-

ect areas. Very few actually measured whether

the poor (individuals or poor project areas) have

benefited in relation to the non-poor or in rela-

tion to those in areas not reached by the project,

and even fewer demonstrated that the poor had

disproportionately benefited. In some cases, im-

provements in HNP status were only measured at

the national level. 

The Bank delivered several high-profile analytic

products on HNP and poverty over the past

decade—notably the Reaching the Poor with

Health, Nutrition, and Population Services proj-

ect and the World Development Report 2004:

Making Services Work for Poor People. Never-

theless, the share of country poverty assessments

with substantial discussion of health has declined,

from 80 percent in fiscal years 2000–03 to only 

58 percent in 2004–06. Only 7 percent of poverty
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assessments had substantial discussion of popu-

lation, and major discussion of nutrition declined

by more than half, from 28 to 12 percent. About

a quarter to a third of Bank HNP analytic work—

both ESW and research—was poverty-related,

and this share has also declined in the decade

since 1997.

Some aspects of monitoring have improved,

but overall it remains weak, and evaluation

is almost nonexistent, presenting a challenge

for the HNP strategy’s results orientation

and commitment to better governance. Since

1997, an increasing number of projects have had

monitoring indicators and baseline data when

they were appraised. Yet, although nearly a third

of projects supported pilot interventions or pro-

grams, or intended to evaluate the impact of a spe-

cific activity or program, few proposed evaluation

designs in appraisal documents, and even fewer

evaluations were actually conducted. Pilot projects

or components without an evaluation design de-

scribed in the appraisal document were never

evaluated. Among the consequences of poor mon-

itoring and evaluation and absence of baseline

data were irrelevant objectives and inappropriate

project designs, unrealistic targets—either too

high or below the baseline value—inability to as-

sess the effectiveness of activities, and lower effi-

cacy and efficiency because of limited opportunities

for learning. These findings are of great concern

given the emphasis of the 2007 HNP strategy on

results and good governance.

Approaches for Improving HNP Outcomes
The evaluation reviewed findings and lessons for

three prominent approaches to raising HNP out-

comes over the past decade—communicable

disease control, health reform, and sectorwide ap-

proaches (SWAps). These approaches have been

supported by the Bank as well as the international

community and are not mutually exclusive. SWAps,

for example, have included communicable disease

control and health reform elements.

Support for communicable disease control

can improve the pro-poor focus of health sys-

tems, but excessive earmarking of foreign

aid for communicable diseases can distort

allocations and reduce capacity in the rest

of the health system. One of the strategic di-

rections of the 2007 HNP strategy is to ensure syn-

ergy between priority disease interventions and

strengthening the health system. The rationale for

investing in infectious diseases is that they dis-

proportionately affect the poor; their control has

large, positive externalities; and control inter-

ventions have been shown to be cost-effective in

many settings. Dedicated communicable disease

projects have dramatically increased as a share of

the overall portfolio over the past decade, and

Bank support has directly built country capacity

in national disease control programs. Support

for communicable disease control, with the ex-

ception of AIDS projects, has shown better out-

comes in relation to objectives than the rest of the

HNP portfolio. Both equity and cost-effectiveness

are particularly important to address in HIV/AIDS

programs, given the huge commitments to that

disease and that, unlike tuberculosis and malaria,

HIV does not always disproportionately strike

the poor. Care must be taken that, as the Bank en-

hances its support to systemwide reforms and

SWAps, progress on communicable disease con-

trol remains a priority.

Since the initial increase in Bank-supported com-

municable disease control in the early 2000s,

mainly for AIDS, the international community

has also generously expanded funding through the

Global Fund to Fight AIDS, TB, and Malaria and

the (U.S.) President’s Emergency Plan for AIDS Re-

lief (PEPFAR), other bilateral contributions, and

private foundations. In some low-income coun-

tries with high HIV prevalence, earmarked AIDS

funds from international partners account for

30–40 percent or more of all public health fund-

ing. In an environment of scarce human resource

capacity within the health system, care must be

taken to balance the allocation of resources across

health programs and budget lines, to ensure that

large earmarked funds for specific diseases do

not result in lower efficiencies or reduced care

elsewhere in the health system. There is little ev-

idence in recently approved Bank support for

HIV/AIDS or the other high-priority diseases that

this issue has been considered in funding deci-

sions or in risk analysis. 
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Health reforms promise to improve efficiency

and governance, but they are politically con-

tentious, often complex, and relatively risky.

Health system reform is central to the emphasis

of the 2007 HNP strategy on strengthening health

systems. About a third of HNP projects have sup-

ported reform or restructuring of the health sys-

tem through changes in health finance, devel-

opment of health insurance, decentralization of

health systems, and regulation or engagement

of the private health sector. These objectives af-

fect efficiency and governance, which are valid ob-

jectives in their own right, even if they often do

not directly affect health status in the short run.

Reforms affecting health insurance help to prevent

the impoverishing impacts of illness. Bank support

for health system reforms has been mainly to

middle-income countries, where health reform

projects represent about half of the portfolio. 

Many lessons have been learned over the past

decade about the successes and pitfalls of support

for health reform:

• First, the failure to assess fully the political

economy of reform and to prepare a proactive

plan to address it can considerably diminish

prospects for success. Political risks, the inter-

ests of key stakeholders, and the risk of com-

plexity—issues the evaluation case studies

found to be critical—are often neglected in

risk analysis in project appraisal documents

for health reform projects. 

• Second, reforms based on careful prior analytic

work hold a greater chance of success, but an-

alytic work does not ensure success. 

• Third, the sequencing of reforms can improve

political feasibility, reduce complexity, ensure

that adequate capacity is in place, and facilitate

learning. When implementation is flagging, the

Bank can help preserve reform momentum

with complementary programmatic lending

through the Ministry of Finance, as it did in Peru

and the Kyrgyz Republic.

• Finally, monitoring and evaluation are critical

in health reform projects—to demonstrate the

impact of pilot reforms to garner political sup-

port, but also because many reforms cannot

work without a well-functioning management

information system. 

SWAps have contributed to greater govern-

ment leadership, capacity, coordination,

and harmonization within the health sector,

but not necessarily to improved efficiency

or better health results. Sectorwide approaches

(SWAps) represent a reform in the way that gov-

ernment and international donors work together

(the approach) to support the achievement of

national health objectives (the program). They

support the 2007 HNP strategy’s objective to

improve the organization, functioning, and sus-

tainability of health systems. The approach pro-

motes consensus around a common national

strategy, country leadership, better harmoniza-

tion and alignment of partners based on their

comparative advantages, joint monitoring, the

development and use of country systems, and, in

many cases, the pooling of donor and government

funds. The anticipated benefits include greater

country sectoral leadership and capacity in man-

aging health support, improved coordination and

oversight of the inputs of all partners, reduced

transaction costs, more efficient use of develop-

ment assistance, more reliable support for the

health sector, and greater sustainability of health

programs. 

The overwhelming focus of SWAps supported by

the Bank has been on setting up and imple-

menting the approach. Fieldwork found that

country capacity has been strengthened in the

areas of sector planning, budgeting, and fiduciary

systems. However, weaknesses persist in the de-

sign and use of country monitoring and evalua-

tion systems; evidence that the approach has

improved efficiency or lowered transaction costs

is thin, because neither has been monitored. Ex-

perience has shown that adopting the approach

does not necessarily lead to better implementa-

tion or efficacy of the government’s health pro-

grams: only a third of Bank projects that supported

health SWAps have performed satisfactorily on

meeting their health objectives. SWAps have often

supported highly ambitious programs, involving

many complex reforms and activities that exceed
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government implementation capacity. An impor-

tant lesson is that programs need to be realistic

and prioritized and that the process of setting

up the SWAp should take care not to distract the

players from ensuring the implementation and ef-

ficacy of the overall health program and a focus

on results. SWAps have been most effective in

pursuing health program objectives when the

government is in a leadership position with a

strongly owned and prioritized strategy (as in the

Kyrgyz Republic). When this is not the case, there

is a risk that the health program implemented will

be less prioritized, reflecting the favored elements

of the diverse partners, weakening effectiveness

(as in Ghana).

The contribution of other sectors to HNP

outcomes has been largely undocumented;

the benefits of intersectoral coordination

and multisectoral approaches need to be

balanced with their costs in terms of in-

creased complexity. Achieving the health MDGs

will require complementary actions from sectors

other than health, an explicit activity proposed

within the 2007 HNP strategy. The contribution of

other sectors to HNP outcomes has been cap-

tured through multisectoral HNP projects (proj-

ects that engage multiple sectors in a single

operation with an objective to improve HNP out-

comes) and parallel lending in projects managed

by other sectors, in some cases with explicit health

objectives. Multisectoral HNP operations have

risen from a quarter of all HNP lending to half,

greatly increasing the complexity of the portfolio.

Most of the increase stems from multisectoral

AIDS projects. The large number of sectors in-

volved, the lack of specificity in design docu-

ments about the roles and responsibilities of each

participating sector, the relatively new institu-

tions put in charge, and other factors affecting

lower performance in Africa all contribute to

lower outcomes for multisectoral AIDS projects.

Other multisectoral HNP projects with fewer im-

plementing agencies have maintained stronger in-

tersectoral collaboration and better outcomes.

Since 1997, the Bank has invested about $5 billion

in smaller HNP components in 350 projects man-

aged by other sectors, such as social protection,

education, public sector management, water sup-

ply, and transport. Both the 2007 HNP strategy and

its predecessor foresaw Country Assistance Strate-

gies as the instrument for coordinating intersec-

toral action to improve HNP outcomes. However,

this has not occured over the past decade. Lend-

ing activities in diverse sectors such as water

supply and sanitation and education have been

pursued—for the most part—independently of

each other and of HNP operations, although this

does not mean that they have not contributed to

health outcomes. 

Lending programs in other sectors may contribute

directly or indirectly to HNP outcomes, in some

cases by including health objectives or health

components in projects. For example, half of all

water supply and sanitation projects claim that

health benefits will be generated, and 1 in 10 has

an objective to improve health outcomes. But

fewer water supply and sanitation projects include

health objectives today than was the case 5–10

years ago; in fiscal 2002–06, only 1 in 20 water sup-

ply and sanitation projects had an objective to

improve health for which they were accountable.

Interviews with water supply and sanitation staff

suggested that the sector has focused primarily 

on what is perceived to be “their” MDG, namely

increased access to safe water. Yet research has

shown that context matters; better access to safe

water does not necessarily translate into better

health. In contrast, the health content of transport

projects has greatly increased, particularly in the

field of road safety and HIV/AIDS prevention.

While trends in accident statistics are relatively

well documented for road safety components,

there is very little in the way of documented out-

puts or results for HIV/AIDS components. 

Water supply and sanitation and transport proj-

ects with health components or objectives rarely

involved collaboration with Ministries of Health

or the Bank’s HNP sector (for example, the Rural

Water Supply and Sanitation Project in Nepal). De-

livery of health results in these and other sectors

has been generally weak, except when an explicit

health objective was identified at project appraisal.
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There were virtually no results reported for health

activities that were retrofitted into active projects. 

IFC Support for Development of the
Private Health Sector 
About three-quarters of health expenditures in

low-income countries and half in middle-income

countries are private, and half of private health

spending among the poor is for pharmaceuticals.

IFC has made support to private investment in

health one of its strategic priorities. Health is a rel-

atively small and recent sector of IFC operations

and involves the activities of two departments:

Health and Education and General Manufacturing

(for pharmaceuticals). 

The performance of IFC’s health invest-

ments, mostly hospitals, has substantially im-

proved, following a learning process. Before

1999, four-fifths of all health investments per-

formed poorly, and a majority of failed project busi-

nesses contributed to financial losses. The reasons

for failure included the impact of financial crises

in certain regions, delays in obtaining regulatory

clearances from the authorities, and IFC’s weak-

nesses in screening and structuring health sector

deals owing to lack of sector-related experience.

These experiences provided important lessons

about hospital investments. More recent invest-

ments have realized good financial returns and

performed better in achieving intended devel-

opment outcomes. An evaluative framework for

IFC’s Advisory Services was only recently launched,

so very few health projects have been evaluated,

and their results should not be used to infer the

performance of the whole portfolio. However,

the few health Advisory Services projects that

have been evaluated have performed lower than

the IFC portfolio overall.

IFC has not been able to diversify its health

portfolio as quickly as anticipated. In 2002,

the sector set objectives to diversify the portfo-

lio beyond hospitals and to improve the social im-

pact of IFC health operations. IFC has continued

to finance private hospitals; the share of phar-

maceuticals and other life sciences investments

has grown, though more slowly than envisioned

in the strategy. IFC has also financed public-private

partnerships in health and expanded health Ad-

visory Services with a focus on Africa. Investment

numbers and volume increased from 2005 on-

ward. However, to date IFC has not succeeded in

financing any health insurance ventures and has

financed only one project in medical education. 

IFC’s health interventions have had limited

social impact, although efforts to broaden

those impacts are increasing. IFC’s investments

in hospitals have targeted middle- and upper-

income groups. Linkages to public insurance

schemes will be necessary for IFC-supported hos-

pitals to meet the health needs of a wider popula-

tion. Expanded support to public-private partner-

ships, jointly with the World Bank, such as a recent

output-based aid project to improve maternal care

among some of Yemen’s poorest people, and

more strategic deployment of Advisory Services,

such as recent efforts to assist social enterprises

in Kenya and India, could lead to broadening of

the social impact of investments in the health sec-

tor. These investments are too recent to evaluate. 

Recent IFC health projects have had some

positive results for efficiency, governance,

and affordability. State-of-the-art facilities in

some IFC-supported projects have attracted pro-

fessionals with established, successful careers in

developed countries. Many hospitals supported

by IFC have posted fees and introduced control

of doctors’ side practices outside of the institu-

tions. The majority of IFC-supported pharma-

ceutical projects have resulted in significant

declines in the prices of generic drugs, thus en-

hancing affordability. 

The need to collaborate closely with the

World Bank’s HNP sector is recognized as

important in both the IFC and World Bank

strategies to promote greater efficiency in the

health sector through finance of private

health care. The evaluation found some World

Bank–IFC interaction, particularly in middle-

income countries, but there is no real model of

how that collaboration should occur in a situation

where IFC health activities are few and very small

in relation to the entire World Bank Group HNP

sector in a given country. 
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Recommendations 
The following recommendations for the World

Bank and IFC are offered to help improve the im-

plementation of their respective HNP strategies

and further the mandate to reduce poverty and

promote economic growth in the context of the

new aid architecture. 

1. Intensify efforts to improve the per-

formance of the World Bank’s support for

health, nutrition, and population. 

•• Match project design to country capacity

and reduce the complexity of support in

low-capacity settings, particularly in Africa. 

•• Thoroughly and carefully assess the risks

of proposed HNP support and strategies

for mitigating those risks, particularly the po-

litical risks and incentives of stakeholders.

•• Phase health system reforms to maximize

the probability of success.

•• Undertake thorough institutional analysis

as an input into more realistic project design.

•• Support intensified supervision in the field

by the Bank and the borrower to ensure

that civil works, equipment, and other out-

puts have been delivered as specified, are

functioning, and are being maintained. 

2. Renew the commitment to health, nu-

trition, and population outcomes among

the poor. 

The World Bank should:

•• Boost population, family planning and

other support to reduce high fertility. 

•• Incorporate the poverty dimension into

project objectives. 

•• Increase support to reduce malnutrition

among the poor, whether from the HNP

sector or other sectors.

•• Monitor health, nutrition, and population

outcomes among the poor. 

•• Bring the health and nutrition of the poor

and the links between high fertility, poor

health, and poverty back into poverty

assessments.

IFC should: 

•• Expand support for innovative approaches

and viable business models that demonstrate

private sector solutions to improve the health

of the poor, including expansion of invest-

ments in low-cost generic drugs and tech-

nologies that address problems of the poor.

•• Assess the external and internal constraints in

achieving broad social impacts in the sector. 

3. Strengthen the World Bank Group’s abil-

ity to help countries to improve the ef-

ficiency of health systems.

The World Bank should:

•• Better define the efficiency objectives of its

support and how efficiency will be improved

and monitored.

•• Carefully assess decisions to finance addi-

tional freestanding communicable disease

programs in countries where other donors

are contributing large amounts of earmarked

disease funding and additional earmarked

funding may contribute to distortions in

the health system. 

•• Support improved health information sys-

tems and more frequent and vigorous eval-

uation of reforms.

IFC should:

•• Support public-private partnerships through

Advisory Services to government and in-

dustry and through its investments, and ex-

pand investments in health insurance. 

•• Improve collaboration and joint sector work

with the World Bank, leveraging Bank sec-

tor dialogue on health regulatory frame-

works to engage new private actors, and

more systematically coordinate with the

Bank’s policy interventions regarding private

sector participation in health.

4. Enhance the contribution of support

from other sectors to health, nutrition,

and population outcomes.
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The World Bank should:

•• When the benefits are potentially great in re-

lation to the marginal costs, incorporate

health objectives into relevant non-health

projects for which they are accountable. 

•• Improve the complementarity of investment

operations in health and other sectors to

achieve health, nutrition, and population

outcomes, particularly between health and

water supply and sanitation. 

•• Prioritize sectoral participation in multisec-

toral HNP projects to reduce complexity. 

•• Identify new incentives for Bank staff to

work across sectors to improve health, nu-

trition, and population outcomes. 

•• Develop mechanisms to ensure that the im-

plementation and results for small HNP com-

ponents retrofitted into ongoing projects

are properly documented and evaluated.

IFC should:

•• Improve incentives and institutional mech-

anisms for an integrated approach to health

issues across units in IFC dealing with health,

including the way that health in IFC is

organized. 

5. Implement the results agenda and im-

prove governance by boosting invest-

ment in and incentives for evaluation. 

The World Bank should:

•• Create new incentives for monitoring and

evaluation for both the Bank and the bor-

rower linked to the project approval process

and the midterm review. This includes re-

quirements for baseline data, evaluation de-

signs for pilot activities in project appraisal

documents, and periodic evaluation of main

project activities as a management tool.

IFC should: 

•• Enhance its results orientation by develop-

ing clearly specified baseline indicators and

an evaluation framework that adequately

measures IFC’s health sector objectives and

results.
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Management Response
Summary

As a global development institution dedicated to

supporting country and global efforts to achieve

the better health outcomes that are central to re-

ducing poverty and to achieve the 2015 Millen-

nium Development Goals (MDGs), management

appreciates the findings of this evaluation and

other internal and external efforts to improve

the World Bank Group’s effectiveness in this key

sector. (For the full-length Management Response

and the detailed World Bank Management Action

Plan, please see appendix J.) 

This IEG report is consistent with the findings 

of the World Bank’s own self-assessment, which

prompted the Bank to adopt a new HNP strategy

in mid-2007—Healthy Development: The World

Bank Strategy for Health, Nutrition, and Popu-

lation Results. In fact, IEG staff shared the pre-

liminary results of their work with the strategy

team that designed the subsequent 2007 strategy.

The new Strategy sharpened the Bank’s focus on

results on the ground; concentrated Bank con-

tributions on health systems strengthening, health

financing, and economics; supported government

leadership and international community programs

to achieve these results; and focused on enhanced

engagement with global partners. Early imple-

mentation of the strategy has been promising.

An example is the success of Rwanda’s results-

based approach to improving service delivery,

with malaria incidence declining by 62 percent and

child mortality decreasing by 30 percent. 

Main Findings and Recommendations
The IEG evaluation covers a decade of Bank sup-

port, starting in 1997. The specific performance

to date of the Bank’s new strategy, adopted in mid-

2007, is discussed in a separate Strategy Progress

Report (World Bank 2009). Bank management

has taken many of the findings and recommen-

dations into account in the Progress Report and

the Management Action Plan. While not detract-

ing from the importance of the evaluation and its

usefulness for the Bank’s future work in health,

nutrition, and population, management has ob-

servations on some of the findings.

Quality of the Bank HNP Portfolio—The

principal finding of the IEG evaluation is that,

while two-thirds of the Bank’s HNP projects in the

period 1997–2007 achieved their development

objectives, one third, mostly in African countries,

did not, clearly warranting close scrutiny. Cur-

rent data on risky projects and programs in the

HNP portfolio show that problems continue to be

most acute in HIV/AIDS projects and in programs

in the Africa Region. The HNP sector’s perfor-

mance in much of the rest of the world is now 

near the performance of other sectors, and the

Africa Region has developed new strategic ap-

proaches to improving portfolio quality, including

W
orld Bank Group management welcomes IEG’s evaluation of World

Bank Group work in the health, nutrition, and population sector

after 10 years of implementation of the 1997 health, nutrition, and

population (HNP) strategy.



a focus on results and emphasis on health systems

strengthening. 

IEG notes the underperformance of HIV/AIDS

projects during the height of the epidemic in

southern Africa during the late 1990s, a period

characterized by regional conflict and instability,

and the internal displacement of millions of refu-

gees across borders in the Great Lakes Region of

the continent. Current projects, focusing on high-

risk groups, also constitute a disproportionate

number of projects at risk in the current portfo-

lio. In order to redress this situation, a compre-

hensive approach has been adopted to improve

the quality of the Bank’s HIV/AIDS operations, in-

cluding an umbrella restructuring of the Multi-

Country HIV/AIDS Programs (MAPs). 

Investing in Health Systems—The 2007 strat-

egy underscores the need to focus on health

system strengthening to ensure better health out-

comes, particularly for the poorest and the most

vulnerable. Over the past two years, projects with

a primary focus on health systems have increased

twofold. In line with the strategy, 67 percent of Bank

programs approved since fiscal year 2007 that fo-

cused on priority disease areas also include strong

components on health system strengthening. An

Africa-focused initiative started in 2008 will im-

prove the Bank’s capacity to provide rapid advice

and assistance on the ground, particularly in health

finance, human resources, governance, supply

chain management, and infrastructure planning. 

Doing More in Population and Reproduc-
tive Health—Bank management agrees with

IEG that it should do more in this key area. The

Progress Report highlights plans for strengthen-

ing support for population and reproductive

health, using a health systems approach that is crit-

ical to improving maternal and child survival rates.

Investing in Nutrition Support—We also agree

with IEG’s findings that the Bank needs to focus

more on nutrition. The need for action is even

more important today in the context of the on-

going crises in fuel, food, and fertilizers, as well

as the escalating effects of the financial crisis. We

are therefore investing significant resources in

the next few years to ramp up the Bank’s analyt-

ical and investment work and leverage resources

from other donors. The agenda for scaling up

nutrition is being catalyzed with additional budget

and external resources, starting in 2009 and con-

tinuing for three years. 

Improving Monitoring and Evaluation
(M&E)—As noted in the Strategy Progress Report,

this is an important part of strategy implemen-

tation, (including the work on retrofitting proj-

ects and improving the design of new projects).

Routine health monitoring systems (including

surveillance, facility reporting, vital registration,

census data, resource tracking, and household

surveys) may first need to be strengthened to

provide the data and indicators that are needed.

The Bank is working with partners, such as the

World Health Organization, to develop better

ways to monitor the health MDGs, including 

the estimation of trends in child and maternal

mortality, for which updates have recently been

issued. 

The International Financial Corporation’s
HNP Footprint. IFC has considerably increased 

its footprint in HNP over the past decade and is

prepared to intensify collaboration within the

World Bank Group. There is a growing acknowl-

edgement of the role of the private sector in

health care in developing countries. The period

under review has seen a marked increase in IFC’s

activity in health. During this time, many lessons

have been learned, specialist knowledge has deep-

ened, and performance has improved by any mea-

sure applied. As in other sectors, IFC continues

to strive for greater development impact, and we

therefore welcome all input that could help us to

do better. 
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Management Action Record

(a) Match project design to country context and capacity and
reduce the complexity of projects in low-capacity settings
through greater selectivity, prioritization, and sequenc-
ing of activities, particularly in Sub-Saharan Africa. 

(b) Thoroughly and carefully assess the risks of proposed HNP
support and strategies to mitigate them, particularly the
political risks and the interests of different stakeholders,
and how they will be addressed. 

(c) Phase reforms to maximize the probability of success.

(d) Undertake thorough institutional analysis, including an
assessment of alternatives, as an input into more real-
istic project design.

(e) Support intensified supervision in the field by the Bank
and the borrower to ensure that civil works, equipment,
and other outputs have been delivered as specified, are
functioning, and are being maintained.

WORLD BANK
(a) Boost population and family planning support in the form

of analytic work, policy dialogue, and financing to high-
fertility countries and countries with pockets of high
fertility.

Management agrees that complexity can be at least partially addressed by adopting IEG recom-
mendations, such as thorough technical preparation, including solid analytical underpinning, po-
litical mapping, high quality at entry, including prioritizing interventions relative to the institutional
context, and establishing a good results framework, followed by in-depth supervision and par-
allel policy dialogue with client and partners. 

However, HNP operations are rarely institutionally or technically simple, since the desired out-
come depends on a complex and interacting set of social, cultural, and institutional factors. This is
recognized by donors and policy makers, whether in low-income, middle-income, or high-income
countries. The inherent complexity of the sector may be attributable to the political economy in
a multi-stakeholder environment, the need for extensive coordination and partnership with na-
tional and international agencies and civil society organizations, and the often difficult techni-
cal and social nature of the subject. The recent international recognition of the need to invest in
(complex) health systems in order to ensure the success of vertical disease control programs in
low-income countriess is testimony to the fact that there are few easy ways to avoid systemic
complexity. Investing in simple programs would not necessarily provide for lasting impact.

Management agrees in principle to carry out political mapping exercises prior to investments in
the sector where appropriate. As there are currently mandatory risk assessment and mitigation
steps built into the project cycle and approval process, we anticipate improved risk mitigation
strategies in newer HNP operations. These enable staff to identify major political and technical
risks and devise with the client suitable risk-mitigation strategies. However, it is also evident that
despite good assessments and risk-mitigation strategies, neither technical nor political risks can
be completely offset.

Management agrees with this recommendation and would note that more projects are now tak-
ing this approach.

Management agrees with this recommendation.

Management agrees in principle with this recommendation. Supervision requirements, both in
terms of staffing mix and budgeting, are being reassessed Bank-wide within the context of the
ongoing review of investment lending. Given the inherent dispersed nature of many HNP in-
vestments, care must be taken during project design to ensure that the client assumes respon-
sibility for ensuring that civil works, equipment, and other outputs have been delivered as
specified, are functioning and being maintained, while the Bank audits/appraises/confirms that
such monitoring is taking place so that detailed supervision of projects can be properly conducted
within likely budget norms. 

Management action: In response to the portfolio quality challenges, the HNP Sector Board has
introduced a quarterly portfolio monitoring and benchmarking system, which is being used by the
Sector Board and regional management to improve portfolio performance.

Management agrees with this recommendation for high-fertility countries and regions—in par-
ticular as those areas have received less attention from other development partners as well over
the past decade. Demand for stand-alone population (family planning) programs has declined over
time. The Bank should increase support for reproductive health programs, which are usually bet-
ter implemented when they are fully embedded into public health/clinical services. We would

Recommendations Management response

1. Intensify efforts to improve the performance of the World Bank’s health, nutrition, and population support.

2. Renew the commitment to health, nutrition, and population outcomes among the poor.
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Management Action Record (continued)

(b) Incorporate the poverty dimension into project objec-
tives to increase accountability for health, nutrition, and
population outcomes among the poor. 

(c) Increase support to reduce malnutrition among the poor,
whether originating in the HNP sector or other sectors.

(d) Monitor health, nutrition, and population outcomes
among the poor, however defined. 

generally not support a return to stand-alone vertical family planning projects. Moreover, AIDS
control projects (or components) and the work through UNAIDS have substantially contributed
to reproductive health—and greatly expanded coverage of family planning for otherwise hard-
to-reach population groups. In countries that are significantly advanced through the demographic
transition, clients increasingly request advice and financing on financial protection, labor mar-
kets, and long-term care needs to address the ongoing demographic and epidemiological shifts
resulting in an aging society. Finally, Development Grant Facility–financed programs such as the
Special Program of Research, Development and Research Training in Human Reproduction (HRP),
into which the Bank has substantial technical, financial, and managerial input, are contributing
to the global reproductive health agenda.

Management generally agrees with the need to ensure that project design responds to the pri-
orities and needs of the poor, and to measure the full impact of improved health services for the
poor. Management will therefore seek to ensure that adequate attention is given to poverty di-
mensions in project design and supervision. However, direct assessments, where feasible, may
be technically complex and expensive. The Bank publication Attacking Inequality in the Health
Sector—A Synthesis of Evidence and Tools (Yazbeck 2009) lays out a policy menu (pro-poor pol-
icy reforms along six dimensions) and a list of the analytical tools for understanding the constraints
to pro-poor targeting of public health investments in poor countries. 

As opposed to specific income groups, disease control programs must focus on the prevailing epi-
demiology (for example an AIDS program must focus on high-risk groups, irrespective of income).
A malaria program focused solely on the poor would fail to eliminate malaria. Polio could only be
eradicated from the Western Hemisphere by focusing on large, inclusive campaigns targeting all
income groups. Such investments in public health and control of communicable diseases are
global public goods, generating positive externalities for society, irrespective of income status. 

Investments in health systems should result in increased access and better quality of services—
also benefiting the poor. Investment in social security and social safety net systems prevents the
middle class from falling into poverty in case of a catastrophic health event.

Management notes the substantive improvements over the past years in quantity and quality of
HNP involvement in Poverty Reduction and Economic Management Network (PREM)–led analytical
work, and agrees that HNP must be fully included in all Poverty Assessments and fully examined
in the preparation of CASs. 

Management agrees with this recommendation. Particularly in the context of the global food cri-
sis, the Bank needs to increase investments in nutrition, with a particular focus on maternal and
infant nutrition. Management is therefore investing significant resources in the next few years
to ramp up the Bank’s analytical and investment work and leverage resources from other donors.
The agenda for scaling-up nutrition is being catalyzed with additional budget resources, starting
in 2009 and continuing for three years. The increased allocations are being utilized principally 
in Africa and South Asia, two Regions where the malnutrition burden is highest. These funds will
be complemented by additional trust fund resources from Japan, and possibly from other donors
that are currently engaged in discussions on this issue. 

Management agrees in principle with this recommendation, and will seek to ensure adequate
provision for data collection, where technically feasible, during quality-at-entry and supervision
reviews, in particular as far as poverty targeting is concerned. In order to accomplish this in a
sustainable manner, management believes that the first priority in many poor countries is to es-
tablish routine health monitoring systems (surveillance, facility reporting, vital registration, cen-
sus data, resource tracking, household surveys, and the like). These data systems need to be
strengthened in parallel to investing in project-specific management information systems, in order
to provide data and indicators that are needed for program targeting and monitoring for (but not
limited to) the poor.

Recommendations Management response
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Management Action Record (continued)

(e) Bring the health and nutrition of the poor and the links
between high fertility, poor health, and poverty back
into poverty assessments in countries where this has been
neglected. 

IFC
(a) Expand support for innovative approaches and viable

business models that demonstrate private sector solu-
tions to improve the health of the poor, including ex-
pansion of investments in low-cost generic drugs and
technologies that address health problems of the poor. 

(b) Assess the external and internal constraints in achiev-
ing broad social impacts in the sector.

WORLD BANK
(a) Better define the efficiency objectives of its support 

and how efficiency improvements will be improved and
monitored.

(b) Carefully assess decisions to finance additional earmarked
communicable disease activities in countries where other

Management agrees. Substantial progress regarding this recommendation has been made in some
regions over the past years, both in terms of the analytical underpinnings, the need for capacity
building, and investment needs. Management will seek to improve cross-sectoral collaboration
with the PREM Network at country level as a precondition to further improvements. 

Management action: Recent major analytical work for staff and policy makers prepared by the
Human Development Network to improve effectiveness in reaching the poor includes: Reaching
the Poor with Health, Nutrition and Population Services—What Works, What Doesn’t and Why
(Gwatkin, Wagstaff, and Yazbeck 2005) and Attacking Inequality in the Health Sector—A Syn-
thesis of Evidence and Tools (Yazbeck 2009). It is expected that this work will help clients and
staff achieve better results in reaching the poor with health services.

Concerning nutrition, in addition to disseminating the new Nutrition Strategy (Repositioning Nu-
trition as Central to Development—A Large Scale Action [World Bank 2006c]) the Regional
Reprioritization Fund will allocate US$4 million over fiscal years 2009–11 to strengthen Bank ca-
pacity to scale up nutrition support and leverage resources from other donors.

Management agrees with working on innovative approaches and helping private providers to move
down-market to serve lower-income groups and markets. IFC has several initiatives already
under way to build on its work to date. Some examples include: 
• Health in Africa initiative.
• Working with clients to invest expertise and capital from high-income to low- and lower-middle-

income countries, e.g., Saudi-German Hospitals, based in Saudi Arabia, opened hospitals in
Yemen, Egypt, and Ethiopia with IFC finance, creating a South-South investment. 

• Output-based aid projects in Yemen and Nigeria, in which poor people get subsidized care in
IFC-financed private facilities that otherwise would not exist.

• Creating finance facilities for health care small and medium-size enterprises in low-income
countries by use of structured finance, combined with technical assistance, that IFC pioneered
with banks in Africa and elsewhere to finance education facilities, and building on that knowl-
edge to apply it in health.

• Working with clients to move down-market within their country, e.g., working with Apollo Hos-
pitals in India to create hospitals in secondary cities.

A number of continually changing factors are enabling greater activity in the sector. Among oth-
ers, the private sector partners with whom IFC must work are continually evolving and developing
more capacity and professionalism than was the case 10 years ago, due in part to IFC’s involve-
ment with them. Nevertheless, there is a lot still to be done and IFC needs more and larger part-
ners with whom to work and is developing long-term partners and new approaches with a view
to greater scale and impact. IFC’s recent Health in Africa initiative also analyzed constraints and
ways to address them across multiple countries in a particularly difficult region. This is indica-
tive of the organization’s evolving approach as both its knowledge and resources for addressing
this recently entered sector expand. 

Management generally agrees with this recommendation. The efficiency argument is a key ra-
tionale, in particular for working with health systems in middle-income countries. Since national
health expenditures rise with national income, improving sector efficiency makes an important
contribution to fiscal sustainability. However, in the health sector there are important efficiency-
equity trade-offs. This points to the fact that efficiency gains should not be the sole objective of
Bank-financed health programs. 

Management agrees that it is necessary to carefully assess the need for additional finance
where other donors are contributing substantial amounts. While fiscal space and potential

Recommendations Management response

3. Strengthen the World Bank Group’s ability to help countries to improve the efficiency of their health systems.
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Management Action Record (continued)

donors are contributing large amounts of earmarked dis-
ease funding and additional funds could result in distortion
in allocations and inefficiencies in the rest of the health
system.

(c) Support improved health information systems and more
frequent and vigorous evaluation of specific reforms or
program innovations to provide timely information for im-
proving efficiency and efficacy.

IFC
(a) Support public-private partnerships through Advisory

Services to government and industry and through its in-
vestments, and expand investments in health insurance.

(b) Improve collaboration and joint sector work with the
World Bank, leveraging Bank sector dialogue on regula-
tory frameworks for health to engage new private actors
with value added to the sector, and more systematically
coordinate with the Bank’s policy interventions regard-
ing private sector participation in health.

budget substitution by ministries of finance should be closely monitored, the empirical evi-
dence of distortionary effects of large vertical disease programs is scanty. Proposals for Bank sup-
port for new disease-specific programs are closely coordinated with other donors and often fund
complementary financing and institutional needs, for which financing was unavailable from
other donors. 

Management agrees partially with this recommendation: Technical support and financing for man-
agement information systems as well as routine surveillance and vital statistics systems should
be ramped up. However, the outcomes of management information system investments may be
hard to evaluate fully within the timeframe of a project, and multiple determinants influence health
outcomes. Management also notes that the Paris and Accra Declarations and the new OP 13.60
emphasize the use of pooled funding and country-level M&E systems instead of ring-fenced fund-
ing and stand-alone M&E systems. Hence, the standard should be that sufficient evidence on out-
puts, intermediate outcomes, and outcomes should be collected to establish a credible story line
to assess the link between Bank-financed investments and overall sector progress, including ef-
ficiency and efficacy gains. 

Management action: The Human Development Network and the Regions have carried out major
analytical work that will help policy makers and Bank staff to better understand challenges and
trade-offs in health financing, risk pooling and insurance, the issue of fiscal space and exter-
nal assistance (Health Financing Revisited—A Practitioner’s Guide [Gottret and Schieber 2006]).
Furthermore, the Bank is a lead sponsor of the International Health Partnership (IHP+). This is a
country-led and country-driven partnership that calls for all signatories to accelerate action to
scale up coverage and use of health services and deliver improved outcomes against the health-
related MDGs, while honoring commitments to improve universal access to health.

IFC has supported pioneering health public-private partnerships (PPPs) in Romania and Lesotho
and continues to work in this area. While health PPPs are a relatively recent development in emerg-
ing markets, there is increasing interest in health PPPs as a means to expand and improve ser-
vices for the public. The work in Lesotho is at the leading edge for emerging-country health PPPs
in several aspects. From the investment aspect, partners in health PPPs to date have often been
construction companies rather than health providers and have not required capital from IFC. In
some of the few cases where it is truly health services, rather than construction and facilities
management, that have been provided by the private sector, IFC has financed providers of renal
dialysis services and diagnostic services to public health systems. 

Many of IFC’s clients who provide health services have prepayment schemes for health care in
operation and this makes the most business sense. In some instances, by creating more low-cost
local capacity, IFC health-provider clients have made it possible for health insurers to offer new
products with lower premiums. Experience to date has shown that the business case for direct
investment in stand-alone private health insurance does not exist to the extent envisaged when
the 2002 IFC health strategy was devised. The few health insurance operations found to date that
actually needed capital have needed only very small amounts, too small to be viable transactions.
This segment of the sector is intended to be addressed by the health-sector financing facilities
now being developed and in early implementation. For the balance, typically the health insurer
is one arm of a larger insurer that is well capitalized from its other operations such as life in-
surance or is a subsidiary or joint venture of a well-capitalized foreign parent company.

In some situations, such as the Health in Africa initiative and the Lesotho healthcare PPP, IFC and
the World Bank are collaborating very closely. In practice, there are times when this is practical
and possible and times when it is not. The imbalance in the size of human resources working on
health in the two organizations, with the World Bank having many more people dedicated to health,
requires IFC to be judicious in how it allocates its resources to work with the Bank. 

Recommendations Management response
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Management Action Record (continued)

WORLD BANK
(a) When the benefits are potentially great in relation to the

marginal costs, incorporate health objectives into non-
health projects, for which they are accountable. 

(b) Improve the complementarity of investment operations
in health and other sectors to achieve health, nutrition,
and population outcomes, particularly between health and
water supply and sanitation. 

(c) Prioritize sectoral participation in multisectoral HNP proj-
ects according to the comparative advantages and in-
stitutional mandates, to reduce complexity.

(d) Identify new incentives for Bank staff to work cross-
sectorally for improving HNP outcomes.

(e) Develop mechanisms to ensure that the implementation
and results for small health components retrofitted into
projects are properly documented and evaluated.

IFC
(a) Improve incentives and institutional mechanisms for an

integrated approach to health issues across units in IFC
dealing with health, including the way IFC is organized.

Management agrees in principle, but implementation can be challenging. For example, health 
is a secondary objective for many clients in water and sanitation operations and borrowers are
reluctant to add potentially costly components. In addition, the current mandate, staffing, and
budget of the water sector does not allow the sector to be “accountable for health benefits” as
IEG suggests. Under IDA 15 guidelines, it is mandatory to track “safe and sustainable access to
water and or sanitation services” as an outcome, with health benefits classified as impacts, rather
than outcomes. Because it is difficult and expensive to track health impacts, the number of water
projects with a health objective has declined, and this trend is likely to continue absent changes
in policy and/or additional resources. 

Management generally agrees that we need to support client countries to seek improved com-
plementarity of water and sanitation programs with health projects, in particular as clients are
reluctant to burden all water and sanitation operations with potentially small (albeit cost effec-
tive) health impact objectives, and to demonstrate and document empirically such impact and out-
comes in each case.

Management agrees and notes that significant additional resources have been mobilized from fis-
cal year 2009 on to better respond to client and partner requests for embedding Bank support in
multisector programs, or to provide just-in-time advice to countries and partners in development.
Specifically, over US$3 million additional Bank budget will be allocated per year to ramp up Bank
support for the 14 IHP+ countries, mostly in Africa, including the establishment and staffing of two
regional technical support hubs in Africa. Additional resources are being provided by other donors.

Management agrees, but notes that this is a concern across the institution that needs institutional
analysis and solutions, including revisiting the incentives needed for improved cross-sectoral and
cross-departmental collaboration.

Management agrees, subject to the limitations mentioned previously related to M&E and attribution.

Management action: the HNP sector continues to expand and deepen cross-sector engagement.
Recent products include work on Social Safety Nets, Ageing and Demographic Change, Early Child-
hood Development and Poverty, Environment and Health. Ongoing initiatives include work with
Water and Sanitation, Transport, Poverty Reduction and Economic Management, Agriculture
and Rural Development, and Operations Policy and Country Services on global challenges rang-
ing from global infectious threats, climate change (part of the 2010 World Development Report),
road safety, and an Advanced Market Commitment to develop a pneumococcal vaccine suitable
for use in Africa.

IFC is currently going through a period of reorganization aimed at achieving a number of goals.
As part of this, industry clusters have been created and Health and Education are in the same
cluster with Global Manufacturing and Services, which contains IFC’s pharmaceutical activities.
Communication and collaboration between teams working on health care and pharmaceuticals
are frequent and ongoing. The market reality is that it is rare for one organization to invest in both
health care provision and pharmaceutical manufacturing. The knowledge needed to work with
these clients is also very different. 

Information is also exchanged between the Infrastructure Advisory group, advising on health PPPs,
and the Health and Education investment department. Care has to be exercised that such infor-
mation is exchanged only at appropriate points in project life cycles to avoid conflicts of inter-
est that could arise in being both advisor to a bidding process and financier of a winner of a bid.
Integrating these two functions too closely would create a conflict for PPP work.

Recommendations Management response

4. Enhance the contribution of support from other sectors to health, nutrition, and population outcomes.
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Management Action Record (continued)

WORLD BANK
(a) Create new incentives for monitoring and evaluation for

both the Bank and the borrower linked to the project ap-
proval process and the midterm review. This would include
requirements for baseline data, explicit evaluation designs
for pilot activities in project appraisal documents, and pe-
riodic evaluation of main project activities as a man-
agement tool.

IFC
(a) Enhance its results orientation by developing clearly

specified baseline indicators and an evaluation framework
that adequately measures IFC’s health sector objectives
and results.

Management agrees. We face the challenge that countries may be unwilling to borrow for M&E,
particularly for expensive impact evaluations. These large-scale evaluations may require exter-
nal (grant) financing in most cases, which can be particularly difficult to obtain in a middle-income
country context. A second challenge is to ensure that data are readily available for public use.
Some countries are not ready to fully share data and may be reluctant to include data in public
documents, such as PADs, and the like. This can delay the establishment of appropriate base-
line data and results frameworks prior to project approval. 

Management action: The HNP Sector Board and the Human Development Network have made
important progress to address M&E in the HNP portfolio: A number of Regions have carried out
a complete portfolio review, including the retrofitting of all operations to assure an up-to-date
results framework. Moreover, over US$2.8 million of Spanish Trust Fund (SIEF) resources are cur-
rently under implementation, benefiting impact evaluations of 15 HNP projects in all Regions, fo-
cusing on Pay for Performance in Health (5 projects, US$1.2m), Malaria Control (5 projects,
US$600,000), HIV/AIDS Prevention (3 projects, US$750,000), and Innovations and “quick wins”
(2 projects, US$300,000).

At the project level, IFC has implemented the Development Outcome Tracking System toward the
end of the period under review. Over time, this is expected to improve such results orientation
and specifying of baseline indicators.

IFC also agrees that where there is a sufficient critical mass of projects in the health sector in a
specific country, it makes sense to try to asses IFC’s development impact in the sector beyond
aggregating project-level results. While recognizing that attributing sector development to IFC’s
intervention is an issue that needs to be carefully addressed, IFC is looking into ways of mea-
suring results beyond the project level. Among others, the work IFC is undertaking with the IDA-
IFC Secretariat in reviewing the CAS results matrix could lead to the establishment of a
country-level sector development results framework that could be used in countries where IFC
has a critical mass of projects in health. IFC is also exploring setting development impact and
reach targets for investment departments, including health and education.

Recommendations Management response

5. Implement the results agenda and improve governance by boosting investment in and incentives for evaluation.
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Chairperson’s Summary:
Committee on Development

Effectiveness (CODE)

Background 
Following a self-assessment of its support in the

health sector, the World Bank (the Bank) renewed

its focus on the health sector in 2007 with an up-

dated strategy, Healthy Development: The World

Bank Strategy for Health, Nutrition, and Popu-

lation Results. IFC outlined its health sector strat-

egy in 2002.

IEG Evaluation
The report evaluated the efficacy, specifically the

health, nutrition, and population (HNP) out-

comes, of the World Bank Group (namely IBRD/

IDA and IFC) country-level support since 1997 and

drew lessons from that experience. It includes, for

the first time, an evaluation of IFC’s cumulative

support for health. Based on the findings, the

IEG made recommendations for the Bank and IFC

grouped under five broad areas, which include:

intensify efforts to improve the performance 

of the Bank’s support for HNP; renew the com-

mitment to HNP outcomes among the poor;

strengthen the World Bank Group’s ability to 

help countries to improve the efficiency of health

systems; enhance the contribution of support

from other sectors to HNP outcomes; and im-

plement the results agenda and improve gover-

nance by boosting investment in and incentives

for evaluation.

The Draft Management Response
Management noted its agreement with many of the

findings and recommendations that confirmed

the Bank’s own self-assessment, undertaken be-

fore its health sector strategy was updated. At the

same time, it offered its views on several aspects

of the evaluation, including coverage of the eval-

uation, targeting issues, the importance of not

only focusing on health outcomes for the poor but

also on preventing poverty due to financial costs

from poor health, emerging issues such as the

aging population in developing countries, chal-

lenges with respect to monitoring and evaluation,

and actions being taken to address some of the is-

sues identified by IEG.

Overall Conclusions
The Committee welcomed the discussion, noting

the importance of the IEG evaluation findings. It

also remarked on the centrality of the health sec-

tor to the Bank’s mandate for poverty reduction

and contribution to the Millennium Development

Goals (MDGs), although the Bank’s role has shifted

to become a smaller financier in the sector. Con-

O
n January 28, 2009, the Committee considered the document Im-

proving Effectiveness and Outcomes for the Poor in Health, Nutri-

tion, and Population: An Evaluation of World Bank Group Support

since 1997 prepared by the Independent Evaluation Group (IEG) and the Draft

Management Response.



cerns were expressed about the main IEG findings,

including the under-performance of the HNP port-

folio, particularly in the Africa Region; the weak ac-

countability for ensuring that the results have

reached the poor; and the continued weaknesses

in monitoring and evaluation (M&E). Manage-

ment was also asked to address the issue of ex-

cessive complexity of health programs while

recognizing its multisectoral dimension.

Speakers raised questions and comments on a

range of issues, including the need for more Bank

support for nutrition and population, the im-

portance of addressing maternal health, HIV/AIDS

measures in health system strengthening, and

the effectiveness of the sectorwide approaches

(SWAps). They also remarked on the importance

of establishing realistic targets, project supervision,

local capacity building, reliable data, and appro-

priate staff skill mix and incentives to support

the HNP strategy. Some speakers expressed in-

terest in the development impact of IFC’s health

sector projects, particularly the inclusion of the

poor. The Committee asked management to re-

vise its response to address the various com-

ments made at the meeting, including the request

for an action plan to address the IEG recom-

mendations. Several speakers also noted the need

for a sound communication strategy before the

disclosure of the IEG report.

Next Steps
The revised Management Response will be circu-

lated for information to the Committee in ad-

vance of the Board’s informal meeting to consider

management’s first report on the implementation

of the new health sector strategy—Health, Nu-

trition, and Population Strategy Implementa-

tion—An Interim Report. The Committee will

recommend to the Board that it consider the IEG

evaluation report and the revised Management Re-

sponse along with management’s interim report,

which is scheduled for an informal Board discus-

sion on April 9, 2009. Management proposed to

provide informal updates in response to speak-

ers’ interest in regular reports on the World Bank

Group support for the health sector.

Main issues raised at the meeting were the

following:

World Bank Group’s Role. Members remarked

on the changing environment of the health sec-

tor with an increase in institutions providing HNP

support. In this regard, they emphasized quality

over quantity of World Bank Group support. They

also noted that the World Bank Group has an im-

portant role in donor coordination, ensuring ef-

ficient allocation and effective use of resources in

the sector, and introducing innovations and gen-

erating knowledge to strengthen health systems

and service delivery. Remarking on the inherent

complexity and high risk of health sector support,

a member emphasized the World Bank Group’s

continued role in this sector and also noted that

the risks should be taken into account in assess-

ing performance, to avoid providing staff with dis-

incentives to invest in valuable but risky projects.

Bank’s Portfolio Performance. The impor-

tance of addressing the Bank’s comparatively

lower portfolio performance in the health sector,

including the poor results in Africa Region, was

highlighted. Considering the Bank’s comparative

advantage as providing policy advice, strength-

ening health systems, and supporting institu-

tional and human capacity building, several

non-members queried about the growing share

of programs addressing communicable diseases.

A few members emphasized the importance of po-

litical analysis, which could be done during the

preparation of country assistance strategies or

through policy notes; project supervision; and

learning, including for local implementation ca-

pacity building. Questions were raised about en-

suring an appropriate staff skills mix to deliver HNP

programs, especially in the Africa Region, taking

into consideration the global competition for

such skills. Bank management elaborated on

its review of all at-risk HNP projects, and work

with the Quality Assurance Group to determine

what actions are needed. It described the chal-

lenges and risks faced in the Africa Region and

in the fragile states, and its efforts to improve per-

formance in the Africa Region, including estab-

x x x i i

IMPROVING EFFECTIVENESS AND OUTCOMES FOR THE POOR IN HEALTH, NUTRITION, AND POPULATION



lishing two technical hubs and staffing them

with additional experts in epidemiology, health

economics, and health management to support

analytical work and project implementation.

It said that it is scaling up technical assistance

and capacity building at the country level.

A few speakers expressed interest in under-

standing the Bank’s HNP portfolio performance

across time, as compared to other sectors, and in

the context of performance of other donor sup-

port to HNP. One of them also sought information

on the Bank’s HNP support against the principles

of the 2005 Paris Declaration. IEG responded that

between fiscal years 1992 and 2001, the per-

formance of both the HNP portfolio and other sec-

tors had improved, but since fiscal 2002, the

HNP portfolio performance has been flat, while

that of other sectors has continued to improve.

It referred to its evaluations of global program

reviews in HNP, but noted that it did not have the

same level of data on the effectiveness of HNP sup-

port by other donors.

Reaching the Poor. Several speakers asked

about the Bank’s measures to strengthen the

poverty focus of HNP sector support. While agree-

ing on the importance of reaching the poor, a

member observed the greater challenges of as-

sessing outcomes for the poor in the case of cer-

tain initiatives such as for communicable diseases,

where focus is on groups at the highest risk or in-

vestment in vaccines. A few members expressed

interest in IFC’s efforts to improve the inclusion

of the poor in its health projects, and in this re-

gard also requested IEG to elaborate on its rec-

ommendation. Bank management commented

on its renewed focus on results, including for the

poor, such as through the results-based financ-

ing mechanism. It also explained that invest-

ments in diseases of the poor, such as malaria,

have a fully pro-poor targeted approach. IFC re-

sponded that it is supporting smaller health care

institutions providing services to the poor through

wholesaling or other arrangements with finan-

cial partners. It is also providing Advisory Ser-

vices to promote public-private partnerships to

provide services to the poor, as well as working

with large-scale service providers to achieve cost

efficiencies and to make services more affordable

for the poor. IEG clarified that the impact of

World Bank Group support on the poor is largely

unknown, because outcomes among the poor

have not been monitored. It suggested that IFC

could improve the social impact of health ini-

tiatives by supporting investments that have

greater benefits for the poor, such as supporting

manufacturing and distribution of lower-cost,

higher-quality generic drugs and research and

development to treat diseases that dispropor-

tionately affect the poor.

Project Design and Approach. A few members

noted that the design of HNP projects could be

simpler or phased, particularly in countries facing

institutional and implementation capacity issues.

At the same time, they also said the design should

be based on country context and achievable

objectives. Likewise, a member remarked that the

level of multisectoral cooperation should be

situation-specific, depending on capacity and

availability of resources. Bank management

elaborated on how a health project with a seem-

ingly simple objective and apparently easily

measurable results (for example, providing mos-

quito nets to counter malaria) can require a

complex solution, particularly in countries with

limited infrastructure and capacity, and offer

challenges in monitoring results. IEG empha-

sized the importance of setting achievable ob-

jectives and a clear results framework. It clarified

that there was no evidence in the evaluation

that simple health projects are less sustainable or

those with more complex designs are more sus-

tainable. It also said that the World Bank Group

should not avoid investing in worthwhile but

risky projects, but there is a substantial scope

for minimizing risks through better ex ante risk

analysis and mitigation measures. A few speak-

ers expressed interest in more analysis of the

mixed results of the SWAps and IEG’s recom-

mendations for future use of this approach. IEG

responded that the context is important; SWAps

work better in some contexts than in others. It also

CHAIRPERSON’S SUMMARY: COMMITTEE ON DEVELOPMENT EFFECTIVENESS (CODE)
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said that while SWAps have given much attention

to the process, there could be more focus on HNP

outcomes.

Nutrition. A member welcomed the role of the

Bank in emphasizing the importance of nutri-

tion. Another member noted the importance of

incorporating food security concerns in health sec-

tor projects.

Population and Reproductive Health. Sev-

eral speakers encouraged the Bank to strengthen

its focus on population and reproductive health.

A few members remarked on the development

challenge of high population growth from a global

perspective and in Sub-Saharan Africa. Others

urged the Bank to prioritize reproductive health

and identify maternal health as a key target in its

health programs. In addition, some speakers noted

the importance of a gender-based approach to, and

integrating HIV/AIDS measures in, health system

support, particularly in the area of reproductive

health. The need for adequate staffing and ana-

lytical work to support initiatives addressing pop-

ulation and reproductive health was emphasized.

Bank management said that it is currently con-

sidering how to strengthen the focus on popula-

tion issues in its health system support and it

intended to elaborate on this in the forthcoming

HNP interim report to the Board in April.

Monitoring and Evaluation. Members and non-

members underlined the importance of improv-

ing M&E to enable a better understanding of the

Bank’s performance in the sector. They com-

mented on the need for a clear results framework

and M&E plan in all initiatives, for establishing and

strengthening country-based M&E systems, and for

appropriate incentives within the World Bank

Group as well as for promoting country ownership.

The lack of reliable health data, challenges of data

collection, and reluctance of countries to share

data were discussed. A member supported a prag-

matic and realistic approach to M&E, taking into

consideration the local capacity and financial re-

source constraints. Bank management elabo-

rated on the serious attention it is giving to M&E,

noting that the Human Development Network has

the biggest impact evaluation program in the

Bank. It described its work with other partners

to jointly strengthen data at the country level

and to strengthen the country’s M&E systems.

IFC said it is setting project-level baselines and

monitoring relevant development impact indi-

cators through the Development Outcome Track-

ing System.

Response to the IEG Evaluation Report
Members and non-members requested that man-

agement revise its response to the IEG evaluation

report to address members’ comments, including

the requests for an action plan addressing IEG’s

recommendations that may be monitored. IEG

noted that the evaluation report would be dis-

closed with the revised Management Response.

Several speakers stressed the importance of com-

municating, particularly to IDA donors, that man-

agement’s response will urgently and effectively

address the evaluation findings and recommen-

dations. In this context, the chairperson referred

to another speaker’s observation about the issue

of timing of the IEG evaluation with respect to the

Bank’s 2007 HNP strategy. It was widely felt that

the IEG recommendations may be incorporated

in the interim report on health, nutrition, and

population strategy implementation, scheduled to

be discussed at the Board on April 9, 2009. In this

respect, members and non-members requested

that the Board consider the IEG evaluation report

together with the revised Management Response,

alongside the management’s paper on Health,

Nutrition, and Population Strategy Implemen-

tation—An Interim Report. The general prefer-

ence was to discuss the reports in one meeting.

Giovanni Majnoni, Chairman
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Advisory Panel Statement

The external advisory group welcomes this re-

port on World Bank Group support for health, nu-

trition, and population outcomes since 1997. In an

era when health has been very high on the inter-

national agenda, it is vital that development agen-

cies such as the World Bank Group rigorously

scrutinize the effectiveness of what they do and

learn from such scrutiny to improve practices. 

From its involvement during the process of the eval-

uation, the advisory group was satisfied that the

processes were transparent, independent, con-

structive, and evidence-based. The evaluation’s

approach and methods made the most of what ev-

idence was available, and the overall analyses, con-

clusions, and recommendations are sound. Below

we highlight and comment on key findings.

The decade has seen a remarkable increase in

international assistance for health, and a marked

decline in the Bank’s share of total assistance,

from 18 percent in the 1990s to 6 percent. While

we echo the view of the evaluation that the Bank

still has a very important role to play, we were

taken aback by the extent to which the Bank fol-

lowed the trend of increased support to commu-

nicable disease control. At a time when disease-

specific programs were getting greatly increased

support from elsewhere, we were surprised that

the Bank did not provide a countervailing trend.

Indeed, there was a fall of nearly half in the share

of projects with objectives to reform the health

system. We endorse the view in the report of the

Bank’s comparative advantage—that it can provide

long-term, sustained engagement, a focus on

building country capacity in the sector, strong

links to Ministries of Finance, and engagement

across many sectors—and fully agree that its focus

should be on making health systems work better

and ensuring that benefits reach the poor.

In this context, it is a source of considerable con-

cern that the performance of the HNP portfolio

overall has been below average, and that within

this the health sector reform type of projects

have tended to perform less well. The report pro-

vides much food for thought in exploring why this

might have been the case. We strongly endorse

the recommendations that project design should

be matched to country context and capacity, that

complex projects should be avoided in low ca-

pacity settings, and that thorough institutional

analysis and exploration of political economy is-

sues should be part of project design and imple-

mentation. The strong preparatory analytical work

that the report calls for should help ensure that

projects are relevant to country needs. Although

the advisory group agrees that it is important to

seek to explore the determinants of project out-

come ratings, the regression results summarized

in the text and presented in an appendix table

should be interpreted with care. 

The evaluation did not undertake any extensive

analysis of the past analytical work done in HNP.

However, it is notable that 41 percent of the an-

alytical work was on health system performance,

and yet many projects in this area encountered dif-

ficulties. Further exploration of the analytical

work would be valuable, to assess the extent to

which it was relevant to country programs and to

see whether lessons can be learned in terms of en-

suring that analytical work supports high-quality

project design and implementation.

Another area that would have benefited from

greater attention is that of sustainability and build-

ing country capacity. Although sustainability was

an objective in both the 1997 and 2007 HNP strate-

gies, this aspect has not been sufficiently explored

in the report. There are a number of aspects of
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capacity that need building at the country level—

human resources are absolutely key and yet

whether or not they were adequately addressed

by projects was not explored. There are similar

considerations with respect to health information

systems and national monitoring and evaluation

capacity. No evidence is presented on the extent

to which local capacity was used or built to 

ensure projects are sustained into the future, 

or on whether projects were managed in the

most efficient way. If there are inadequate at-

tempts to use or build internal capacity, it is

highly likely that the projects will not be effectively

sustained. 

The report comments that while half of all Water

Supply and Sanitation projects cited potential for

health benefits, only 10 percent had an objective

to improve health. This is presented as a weakness,

but it need not be: the projects can improve other

things that have large effects on health, so failure

of a project to state that it is improving health or

its failure to do things that directly improve health

may not be bad for health. For example, SWAPs

encourage projects to do things that indirectly im-

prove health. 

The report highlights a clear problem of ac-

countability for results. Despite the Bank’s man-

date for poverty reduction, a very small share of

projects had explicit objectives relating to im-

proving HNP outcomes among the poor, and of

closed projects with these objectives, very few

were able to demonstrate improvements. Similarly,

many projects were termed pilots, implying they

were intended at least in part for learning, but few

projects actually evaluated results. A widespread

weakness in monitoring and evaluation and in

evaluation was identified.

It is notable that these weaknesses have been

identified in previous evaluations, and recom-

mendations made to improve monitoring and

evaluation. Improvements are noted—for exam-

ple, in terms of availability of baseline data—but

weaknesses remain. Failure to respond sufficiently

to previous recommendations suggests that there

are pervasive incentives in the Bank that work

against investing sufficiently in monitoring and

evaluation and evaluation. This is a vital area for

management action to consider how to create

stronger incentives. The issue of whether staff

are drawing in the necessary expertise in evalua-

tion research methods also needs consideration—

issues of appropriate research design and data

analysis methods are complex.

The World Bank Group has many strong assets,

including its analytical and synthesis capacity, its

strong relationship to country financial policy

makers, its extensive networks at the country

level in all regions, its massive financial and social

capital, and its skill in managing development

funds. These assets are extremely important in

helping the group successfully formulate, imple-

ment, evaluate, and reformulate its HNP proj-

ects. If applied properly and efficiently, these

assets will allow the World Bank Group to build

up sustainable capacity within developing coun-

tries and support health systems development

that is more pro-poor, more efficient, and more

sustainable. However, given the now highly com-

plex aid environment in health, it is vital that the

World Bank position itself clearly with respect to

what others are doing. To address the problem 

of fragmentation within countries, it should also

seek to support interagency coordination.

Finally, there is a need to strengthen the IEG eval-

uation team and resources. Insufficient human re-

sources, financial support, and time inevitably

limited the work that could be done for the eval-

uation report. The IEG staff have done their best,

given limited resources, to come up with an ex-

cellent assessment with much rich detail. But

more could be done with better support.



Chapter 1
Evaluation Highlights
• Because of fundamental changes in

the global aid architecture, the World
Bank is no longer the largest exter-
nal source of health finance.

• Health outcomes have improved in
every region, but averages conceal dif-
ferences across and within countries.

• The Bank has committed about $28.7
billion and IFC about $951 million to
HNP since 1970.

• The 2007 HNP strategy, Healthy De-
velopment, aims to strengthen health
systems, prevent impoverishment due
to poor health, and improve the health
of the poor.

• This evaluation considers the effec-
tiveness of both World Bank and IFC
activities in HNP over the past de-
cade and points to lessons of that
experience.



Child being immunized in Liberia. Support for communicable disease control rose dramatically during the evaluation period.
Photo courtesy of Melanie Zipperer.
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Introduction

In the late 1990s, the World Bank was the largest

single external source of finance for HNP in de-

veloping countries, accounting for about 18 per-

cent of global HNP aid.1 Since then, new aid

donors and institutions have emerged, both pub-

lic and private (see Timeline in appendix A). De-

velopment assistance for HNP has risen from an

annual average of $6.7 billion in 1997–99 to about

$16 billion in 2006, most of it for low-income

countries (Michaud 2003; World Bank 2008a).

The international community has adopted global

development targets; the most prominent are

the Millennium Development Goals (MDGs), set

for 2015.

There is also a new international emphasis on

aid effectiveness, results orientation, donor har-

monization, alignment, and country leadership,

reflected in the 2005 Paris Declaration on Aid Ef-

fectiveness. Hence, the World Bank is now one of

many large players in international HNP support,

accounting for about 6 percent of the total in

2006.2 The Bank is in the process of reassessing

its comparative advantage in the context of the

new aid architecture, while a call for greater

engagement with the private health sector in de-

veloping countries presents new opportunities for

the International Finance Corporation (IFC) to ex-

tend its support.

There have been improvements in some

health outcomes over the past decade, but

progress is uneven and in many cases too

slow to meet the MDGs by the target date

of 2015. Key health outcomes, such as the infant

mortality rate, have improved in every develop-

ing region since 1990 (figure 1.1). The prevalence

of stunting among children under five has de-

clined dramatically in Asia and Latin America since

1980, though only modestly in Africa (Shekar,

Heaver, and Lee 2006, p. 5). These improvements

have been attributed to rising average levels of in-

come and education, coupled with improvements

in health technology and expanded public health

interventions (see, for example, Jamison 2006;

T
he past decade has seen fundamental changes in the global aid ar-

chitecture in health, with potential implications for the World Bank

Group’s work and its comparative advantages relative to other sources

of health, nutrition, and population (HNP) support.

Figure 1.1: Infant Mortality Rates Have Declined in
Every Region, but Disparities across Regions are Large
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Levine and others 2004). Despite this progress,

nearly three-quarters of developing countries are

either off track or seriously off track for achieving

the MDG of reducing under-five mortality by two-

thirds. Maternal mortality is declining by only

about 1 percent annually, a fifth of the rate needed

to achieve the goal of reducing it by three-

quarters by 2015 (World Bank 2008a).

Further, average outcomes conceal impor-

tant differences in progress across coun-

tries, within regions, and within countries.

Under-five mortality rates in 30 countries have stag-

nated or increased since 1990;3 in some countries,

high fertility rates have remained un-

changed or even increased slightly

since the 1990s (Wagstaff and Claeson

2004, p. 36). Despite some progress

in Bangladesh and India, undernutri-

tion remains very high in South Asia,

while in 26 countries, primarily in Africa,

malnutrition is increasing (Shekar, Heaver, and Lee

2006, p. 3). Maternal mortality remains extremely

high in Africa, where the average woman faces a

nearly 1 percent risk of dying from pregnancy

and childbirth, and very high fertility repeatedly

exposes women to these high risks.4

Communicable diseases account for about a third

(36 percent) of the disease burden in develop-

ing countries (Jamison and others 2006b); within

countries, the burden of morbidity and mortal-

ity is greatest among the poor (Gwatkin and Guil-

lot 2000). In some countries, HNP outcomes

have improved disproportionately among the

poor, while in others they have improved pri-

marily among the non-poor. The gaps between

the poor and non-poor, even when closing, often

remain substantial, in part reflecting lower ac-

cess of the poor to public services (Gwatkin,

Wagstaff, and Yazbeck 2005; Filmer 2003). The

burden of disease is distributed differently within

developing Regions, with communicable disease

and maternal, perinatal, and nutritional

conditions as a group predominating

in Africa, while in the remaining five

developing Regions, the burden of

non-communicable disease is equal or

greater (figure 1.2).

Rationale for World Bank Group
Investments in Health, Nutrition, 
and Population
The mandate of the World Bank Group is to

reduce poverty and promote economic

growth. Poor health and malnutrition contribute

to low productivity of the poor, so improving

HNP outcomes is seen as a major way of reduc-

ing poverty. But poverty is also a prime cause of

poor health, malnutrition, and high fertility. The

poor have low access to preventive and curative

care (both physically and financially) and are more

likely to be malnourished, have unsafe water and

sanitation, lack education, have large families and

closely spaced births, and engage in activities that

may put them at heightened health risk.

Within the World Bank Group, the World

Bank (International Bank for Reconstruction

and Development [IBRD] and the Interna-

tional Development Association [IDA]) have

committed about $28.7 billion to help gov-

ernments improve HNP outcomes in 132

countries since 1970 (figure 1.3).5 In addition,

IFC has invested $951 million in the private

health and pharmaceutical sectors of de-

veloping countries.6 The World Bank supports

government HNP policies and programs. The

World Development Report 1993: Investing in

Health (World Bank 1993c) highlighted the major

rationales for a government role in the health

sector; many of these also apply to nutrition and

population:

• To provide public goods and invest in HNP

services with large positive externalities, which

the private sector would have no incentive to

provide in adequate quantity

• To enhance equity by ensuring provision of

cost-effective HNP services to the poor, who are

otherwise unlikely to gain adequate access to

essential clinical services or insurance7

• To address uncertainty and multiple market

failures in health, including problems of ad-

verse selection, moral hazard, and asymmetry

in information between providers and patients.8

IFC supports investments and Advisory Services

to the private sector in health and pharmaceuti-

4
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Despite improvement in
some key health outcomes

since 1990, there are
important differences

across and within
countries.

The Bank committed
about $28.7 billion and
IFC about $951 million 

to HNP from 1970 to 
mid-2008.



cals to build institutional and systemic capacity and

promote efficiency and innovation in the health

sectors of developing countries.

World Bank Group Strategies in Health,
Nutrition, and Population
This evaluation aims to inform the imple-

mentation of the most recent HNP strategies

of the World Bank and IFC and to help en-

hance the impact of future support. The

World Bank’s policies, strategies, and lending for

HNP have evolved in phases (box 1.1). Its cur-

rent strategy, Healthy Development: The World

Bank Strategy for Health, Nutrition, and Popu-

lation Results, was launched in 2007, with objec-

tives to improve HNP outcomes on average and

among the poor and prevent the impoverishing

impact of illness by improving health system per-

formance, including governance, and intersec-

toral approaches (table 1.1). The strategy includes

an increased emphasis on demonstrating out-

comes by incorporating a detailed results frame-

work for the entire sector. The goals of IFC’s

current health strategy, Investing in Private Health

Care: Strategic Directions for IFC, adopted in

2002, are: improve health outcomes, protect the

population from the impoverishing effects of ill

health, and enhance the performance of health ser-

vices (table 1.2) (IFC 2002, p. 3). These strategies

provide a vision of the sector as a whole. The

extent to which their objectives are specifically

addressed in a given country depends on the

borrower’s interest and the country context.

Since 1997, IEG has issued three evalua-

tions of the development effectiveness of the

Bank’s support for HNP; it has never eval-

uated IFC’s cumulative support for the

health sector.9 Investing in Health: Develop-

ment Effectiveness in the Health, Nutrition, and

Population Sector (IEG 1999) found

that the Bank had been more success-

ful in expanding health service delivery

systems (physical objectives) than in

improving service quality and efficiency

or achieving policy and institutional

change. The lending portfolio had

grown rapidly, and the most complex

INTRODUCTION
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Figure 1.2: Communicable Diseases Remain a Significant Share of the Disease
Burden in Most Developing Regions
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projects were approved in countries with the

weakest institutional capacity. The evaluation rec-

ommended that the Bank be more selective in its

engagement and focus on improving the quality

of HNP operations, particularly through stronger

monitoring and evaluation (M&E) and institu-

tional analysis. In addition, the evaluation rec-

ommended strengthening health promotion and

6
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Figure 1.3: Trends in World Bank Group Commitments and Project Approvals
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Note: The commitment for the entire project is attributed to the fiscal year of approval. IFC data excludes investments made under the Africa Enterprise Fund/Small Enterprise Fund.



intersectoral interventions, greater emphasis 

on economic and sector analysis, a better un-

derstanding of stakeholder interests, and strate-

gic alliances with regional and global development

partners.

IEG’s 2004 evaluation of the Bank’s approach to

global programs (IEG 2004a; Lele and others

2004), including health programs, recommended

that the Bank engage more selectively in global

programs, favoring those that exploit the Bank’s

comparative advantages and provide global public

goods, and that the links between global pro-

grams and the Bank’s Regional and country op-

erations be strengthened.

IEG’s 2005 evaluation of the Bank’s support for

the fight against HIV/AIDS (IEG 2005a) found

that the Bank had contributed to raising political

commitment and improving access to services.

However, evidence of results for health behaviors

and outcomes is thin because of a failure to mon-

itor and evaluate. IEG recommended that the

Bank be more strategic and selective, focusing on

INTRODUCTION
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Population lending, 1970–79 
The Bank focused on improving access to family planning ser-
vices because of concern about the adverse effects of rapid
population growth on economic growth and poverty reduction.
A handful of nutrition projects was also approved following a 1973
nutrition policy paper, and throughout the decade health com-
ponents were included in agriculture, population, and educa-
tion projects as important links between health, poverty, and
economic progress were established. 

Primary health care, 1980–86 
The 1980 Health Sector Policy Paper (World Bank 1980a) formally
committed the Bank to direct lending in the health sector with the
objective of improving the health of the poor by improving access
to low-cost primary health care. The rationale for this policy
change was contained in the World Development Report 1980:
Poverty and Human Development (World Bank 1980b), which em-
phasized that investment in human development complements
other poverty reduction programs and is economically justifiable.
However, over this period systemic constraints were encoun-
tered in providing access to efficient and equitable health services. 

Health reform, 1987–96 
Following the release of Financing Health Services in Develop-
ing Countries: An Agenda for Reform in 1987 (Akin, Birdsall, and
De Ferranti 1987), the Bank addressed two new objectives: to 
make health finance more equitable and efficient and to reform
health systems to overcome systemic constraints. The message
was further refined by the World Development Report 1993: In-
vesting in Health (World Bank 1993c), which highlighted the im-

portance of household decisions in improving health, advocated
directing government health spending to a cost-effective pack-
age of preventive and basic curative services, and encouraged
greater diversity in health finance and service delivery.

Health outcomes and health systems, 1997–2000
The 1997 Health, Nutrition, and Population Sector Strategy Paper
(World Bank 1997b) focused on health outcomes of the poor and
on protecting people from the impoverishing effects of illness, mal-
nutrition, and high fertility. However, it continued to emphasize
support for improved health system performance (in terms of
equity, affordability, efficiency, quality, and responsiveness to
clients) and securing sustainable health financing. 

Global targets and partnerships, 2001–06
The Bank’s objectives, rationale, and strategy remained un-
changed, but major external events, the surging AIDS epidemic,
and the Bank’s commitments to specific targets and to working
in partnerships led to an increase in finance for single-disease
or single-intervention programs, often within weak health systems.

System strengthening for results, 2007–present
In the context of changes in the global health architecture,
Healthy Development: The World Bank Strategy for Health, Nu-
trition, and Population Results (World Bank 2007a) emphasizes the
need for the Bank to reposition itself, with a greater focus on its
comparative advantages, to more effectively support countries
to improve health outcomes. It adheres closely to the 1997 strat-
egy’s objectives and means for achieving them, with increased
emphasis on governance and demonstrating results.

Box 1.1: Six Phases of World Bank Engagement in HNP 

Source: Fair 2008.



efforts likely to have the largest impact for their

cost; strengthen locally adapted institutions to

manage the long-term response; and invest heav-

ily in M&E capacity and incentives as the basis for

evidence-based decision making.

Objectives and Scope of this Evaluation
This report evaluates the efficacy, specifically

the HNP outcomes, of World Bank Group

country-level support for HNP over the past

decade and draws lessons from that expe-

rience. The objectives of the evaluation of the

World Bank are to assess the effectiveness of 

the Bank’s support in improving HNP outcomes

at the country level since 1997, particularly among

the poor, and to identify lessons from that expe-

rience that can be employed to improve the effi-

cacy of the Bank’s support in the next decade.

Support to countries includes policy dialogue,

analytic work, and lending. The evaluation fo-

cuses on assessing the effectiveness of support

under the supervision of the HNP sector, as well

as support with likely health benefits supervised

by the water supply and sanitation and the trans-

port sectors.10

The evaluation of the Bank addresses four

main questions:

• What have been the objectives, effective-

ness, and main outcomes of the World

Bank’s country-level HNP support over

the past decade and what accounts for

this performance? How effective has the

Bank’s support been in helping countries im-

prove HNP outcomes, on average and among

the poor? To what extent has the Bank im-

proved its M&E performance and used evalu-

ation to improve the evidence base for decision

making in HNP? These findings are intended to

contribute to more effective implementation of

the 2007 HNP strategy’s objective of improving

HNP outcomes among the poor and of its re-

sults focus.

• What lessons have been learned about the

efficacy, advantages, and disadvantages of

three approaches to improving HNP out-

comes in different settings: control of com-

municable diseases that disproportionately

affect the poor; programs to “strengthen” or “re-

form” the health system; and sectorwide ap-

proaches designed to improve ownership,

reduce transaction costs, and improve the al-

location of resources? These three approaches,

which are not mutually exclusive, are closely re-

lated to the HNP strategy’s objectives of health

system strengthening and are relevant to the bal-

ance between investments in communicable

diseases and health systems.

• What has been the contribution of activ-

ities in other, complementary sectors to

improving HNP outcomes? In particular,

to what extent have Country Assistance Strate-

gies been used as a vehicle to coordinate the

8

IMPROVING EFFECTIVENESS AND OUTCOMES FOR THE POOR IN HEALTH, NUTRITION, AND POPULATION

Table 1.1: Objectives and Strategic Directions of Healthy Development, the 2007
World Bank HNP Strategy

Objectives Strategic directions

Source: World Bank 2007a, p. 7.

• Improve the level and distribution of key HNP out-
comes (for example, MDGs), outputs, and system per-
formance at the country and global levels in order to
improve living conditions, particularly for the poor and
vulnerable.

• Prevent poverty due to illness (by improving financial
protection).

• Improve financial sustainability in the HNP sector and
its contribution to sound macroeconomic and fiscal
policy and to country competitiveness.

• Improve governance, accountability, and transparency
in the health sector.

• Renew Bank focus on HNP results.

• Increase Bank contribution to client country efforts to
strengthen and realize well-organized and sustainable
health systems for HNP results.

• Ensure synergy between health-system strengthening
and priority disease interventions, particularly in low-
income countries.

• Strengthen Bank capacity to advise client countries on
an intersectoral approach to HNP results.

• Increase selectivity, improve strategic engagement, and
reach agreement with global partners on collaborative
division of labor for the benefit of client countries.



activities of other sectors to maximize the im-

pact on HNP outcomes? Have projects in non-

HNP sectors with plausible health benefits

delivered on them? How effective has multi-

sectoral lending managed by the HNP sector

been at capitalizing on synergies between sec-

tors in producing health outcomes? This ques-

tion is intended to inform efforts of the recent

strategy to implement an effective multisectoral

approach and will also provide evidence on the

extent to which the Bank has a comparative ad-

vantage in multisectoral action.

• What have been the observed value added,

comparative advantages, or contributions

of World Bank support for HNP in devel-

oping countries over the past decade, and

how is that changing?

Over the past decade, the World Bank increasingly

has become involved in global partnerships. An ap-

pendix to the 2007 HNP strategy lists 19 global

health initiatives and partnerships to which the

Bank contributes financially and another 15 in

which the Bank participates with no financial con-

tribution.11 While it is beyond the scope of this

evaluation to assess the Bank’s participation and

contribution to these activities in the aggregate,

IEG has recently reviewed 2 of the 19

partnerships financed by the Bank—the

Medicines for Malaria Venture and the

Population and Reproductive Health

Capacity Building Program, summa-

rized in appendix I.

The evaluation of IFC’s health activities has

three objectives: assess the relevance, effec-

tiveness, and efficiency of IFC’s health operations

since 1997; assess the design and implementation

of IFC’s 2002 health sector strategy; and identify

lessons from that experience to improve the ef-

ficacy of future IFC support to the health sector.

Health operations in IFC include both lending and

Advisory Services for health and investments,

both in health services, managed by the Health and

Education Department, and pharmaceuticals, man-

aged by the Global Manufacturing Department.

Evaluation Design and Methodology
The evidence for the evaluation was distilled from

desk reviews, background papers, country case

studies and field visits, IEG project assessments,

and in-depth interviews, in addition to published

and unpublished research and evaluation litera-

ture (box 1.2). Some of the evidence is compre-
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Table 1.2: Business and Developmental Objectives of IFC’s 2002 Health Strategy

Business objectives Developmental objectives

Source: IFC 2002, pp. 32–37.

• Provide value-added financing.

• Mobilize private resource flows.

• Invest in financially viable projects.

• Improve managerial and financial capacity.

• Contribute to institutional and systematic building of capacity in the
health sector by expanding the capacity of the sponsoring institution
to serve patients, either through the creation of new facilities or the
expansion or improvement of existing operations. Capacity building
is also served when IFC clients transfer technical expertise from
private providers to the public facilities. 

• Promote efficiency and innovation within the institution and the
health sector.

• Support country and World Bank health sector objectives.

• Financial protection through:

–– Expanding access and quality of health services to those who
would otherwise receive inadequate or no care

–– Investing in health insurance schemes.

• Reduce the brain drain by improving the quality and quantity of local
facilities, contributing to the supply of attractive local employment
opportunities. 

• Reduce pressure on the overburdened public sector.

This report evaluates the
efficacy of World Bank
Group country support for
HNP over the past decade.



hensive—representing 100 percent of the lend-

ing portfolio—while other evidence is culled from

in-depth investigation of purposive samples. The

samples of projects reviewed are described in ap-

pendix B, and the World Bank HNP sector proj-

ects and IFC health projects included in the

portfolio review are listed in appendixes C and D.

The evaluation also draws on findings and lessons

from other IEG evaluations that are relevant to the

World Bank Group’s HNP support, in particular, eval-

uations of social funds (IEG 2002b), middle-income

countries (IEG 2007b), public-sector reform (IEG

2008f), economic and sector work (IEG 2008h), and

an impact evaluation of maternal and child health

and nutrition in Bangladesh (IEG 2005b).

Organization of the Report
The evaluation results are presented in six chap-

ters. Chapters 2–4 evaluate the World Bank’s sup-

port since 1997 with respect to the key evaluation

themes.

• Chapter 2 examines the evolution and out-

comes of the portfolio of HNP lending and an-

alytic work. Key issues include: trends in the

objectives, composition, and performance of

the HNP portfolio; the poverty focus and out-

comes for the poor of the Bank’s investments;

and whether M&E of HNP activities have im-

proved the evidence base for decision making.

• Chapter 3 distills the performance and lessons

from a decade of experience supporting three

approaches that are closely related to the strate-

gic actions to be taken in the 2007 HNP strategy:

communicable disease control, health system re-

form, and sectorwide approaches (SWAps) in

health, which aim to improve the efficiency and

effectiveness of donor assistance in support of

developing country health objectives.

• The 2007 HNP strategy maintains that multi-

sectoral action to improve HNP outcomes is a

comparative advantage of the World Bank.12

Chapter 4 highlights the contribution of other

sectors to HNP results: the extent to which
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World Bank
• Review of strategy documents and construction of a timeline

of World Bank HNP support and policies and international
events.

• Desk review of Country Assistance Strategies (CASs) with re-
spect to their prioritization of health, attention to health outcomes
among the poor, and planning of multisectoral operations.

• Desk review of the objectives, strategies, and development ef-
fectivenessa of all 220 HNP projects approved during fiscal
years 1997–2006 under the responsibility of the HNP sector, as
well as analysis of projects with HNP objectives or components
under the responsibility of the transport and water supply and
sanitation sectors.

• Field evaluations (Project Performance Assessment Reports,
PPARs) of completed HNP projects in Bangladesh, the Arab
Republic of Egypt, Eritrea, Ghana, Kyrgyz Republic, Peru, the
Russian Federation, and Vietnam; a road safety project in
Romania; and a rural water supply and sanitation project in
Nepal that had objectives to improve HNP outcomes. Field-
based country case studies to evaluate the entirety of World

Bank lending and nonlending support in Egypt, Malawi, and
Nepal.

• Background papers reviewing the evidence from the portfolio
review and field studies on key evaluation themes, such as com-
municable diseases, sectorwide approaches, and M&E.

IFC
• Review of IFC health sector strategies.
• Review of the objectives, characteristics, design features, and

implementation status of the portfolio of all 54 committed health
investment projects approved between fiscal 1997 and 2007 and
an assessment of the performance of mature health projects
against established benchmarks and their stated objectives.

• Desk review of all completed and ongoing Advisory Service proj-
ects in health and follow-up interviews with World Bank and
IFC staff, as appropriate.

• Field visits to Argentina, China, Egypt, Philippines, and Turkey
to interview IFC clients and other stakeholders, and to review
the performance of 12 investment projects, IFC support for
public-private partnerships, and IFC-World Bank collaboration.

Box 1.2: Evaluation Building Blocks

a. Development effectiveness is the extent to which a program has attained its major relevant objectives efficiently.



Country Assistance Strategies (CASs) have been

used as a vehicle for generating synergies across

sectors to improve health outcomes; the re-

sults from HNP lending operations that tried to

coordinate and bring to bear the actions of mul-

tiple sectors on improving outcomes; and the

health impact of investments in the water sup-

ply and sanitation and transport sectors.

Chapter 5 assesses IFC’s health investments and

Advisory Services since 1997, the implementa-

tion of the 2002 health strategy, and the lessons

learned from IFC’s health investments and Advi-

sory Services. Health is a relatively new area of in-

vestment for IFC, so the portfolio is small and

relatively young.

Chapter 6 reflects on the value added of World

Bank and IFC support for HNP outcomes, as re-

vealed by the experience of the past decade, and

offers recommendations for improving the ef-

fectiveness of both agencies of the World Bank

Group.
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Chapter 2
Evaluation Highlights
• The Bank has committed nearly $17

billion to HNP since 1997; $11.5 billion
was managed by the HNP sector.

• Lending has shifted in favor of HIV/
AIDS, multisectoral, and Africa Re-
gion projects.

• Support and staffing for population
and nutrition have eroded.

• About two-thirds of HNP projects
overall—but only a quarter of HNP
projects in Africa—have had satis-
factory outcomes.

• Performance of HNP projects has
stalled, while it has improved in other
sectors; complexity and low quality
at entry have contributed.

• M&E remain weak, despite an in-
crease in monitoring indicators and
baseline data.

• The portfolio has a generally pro-
poor focus, but few projects could
show improved outcomes for the
poor.



Family health clinics such as these in the Kyrgyz Republic, which cater to men, women, and children, increasingly replaced inefficient specialized
care as part of the Manas health reform program supported by the World Bank and other donors. Photo courtesy of Judyth Twigg.
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Evolution and Performance
of the World Bank’s

Country Support for Health,
Nutrition, and Population

Beyond this, the Bank has spent some $43 million

of its own budget and trust funds on economic and

sector work (ESW) tasks in HNP that generated re-

ports, policy notes, conferences, workshops, con-

sultations, and country dialogue.1 This chapter

and the next focus on the commitments man-

aged by the HNP sector, while chapter 4 assesses

multisectoral approaches and the HNP support

managed by other sectors.

Two-thirds of HNP projects have had satisfactory

outcomes, but the findings in this chapter point

to several challenges for the implementation of the

2007 HNP strategy: the low performance of HNP

support overall and in Sub-Saharan Africa, in part

due to the complexity of multisectoral operations

and sectorwide approaches; weak M&E that could

undermine the strategy’s results orientation and

commitment to improve governance; and a lack

of evidence that the Bank’s HNP support is really

delivering results to the poor.

The Health, Nutrition, and Population
Portfolio and Its Performance
From 1997 through 2008, the portion of

World Bank HNP commitments managed

by the HNP sector has amounted to about

$11.5 billion in 255 projects. The number of

HNP projects approved annually has risen slowly,

while new annual commitments have declined

(figure 2.1). The projects managed by the HNP sec-

tor are almost exclusively investment projects.2

IEG conducted an in-depth review of the lending

portfolio managed by the HNP sector and ap-

proved during the 10-year period from fiscal 1997

through 2006, based on review of project ap-

praisal documents (PADs), implementation com-

pletion reports (ICRs) for those that had closed,

and tabulation of key characteristics. During that

period, 220 HNP-managed projects were ap-

proved, of which 110 had closed as of June 30,

2008 (appendix C). This portfolio review forms

much of the evidence base for the discussion

here, as well as in chapters 3 and 4.

Improving health status was the most fre-

quently cited objective of HNP projects, fol-

lowed by improving the access, quality,

efficiency, or equity of the health care sys-

tem, collectively cited by more than half of

the projects approved from fiscal 1997

through 2006 (table 2.1). A third of projects

S
ince 1997, the World Bank has committed nearly $17 billion for HNP in

605 projects, about 6.5 percent of all Bank commitments over that pe-

riod. This includes projects managed by the HNP sector—about three-

quarters of all HNP commitments—and HNP components embedded in

projects managed by other sectors.
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Figure 2.1: The Number of HNP-Managed Projects Has Risen Slowly, While Commitments Have
Declined
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Source: World Bank data.
Note: The peaks in commitments in fiscal years 1996 and 1998 are due to a few projects in large countries—in 1996, one project each in Argentina, Brazil, India, Mexico, and Russia, and in
1998, five projects in Bangladesh, Egypt, India, and Mexico. In both years the projects in these large countries accounted for 70 percent of commitments.

Table 2.1: Objectives of HNP Projects Approved in Fiscal 1997–2006

Objective Numbera Percent

Improve health status 135 61
Reduce the burden of communicable diseaseb 78 35
Promote child growth/reduce malnutrition 21 10
Reduce high fertility/promote family planning 8 4

Improve access, quality, efficiency, or equity of the health system 126 57
Improve access 70 32
Improve quality 76 35
Improve efficiency 61 28
Improve equity 16 7

Health system reform and financing 73 33
“Health reform” 41 19
Health financing 32 15
Health insurance 16 7
Decentralization 15 7
Private sector 8 4

Build/strengthen institutional capacity 68 31
Improve management 39 18
Improve participationc 26 12
Learning 21 10
Source: IEG portfolio review.
a. Total projects = 220.
b. Includes AIDS (29 percent); malaria (5 percent); TB (5 percent); and other communicable diseases such as leprosy, polio, and avian influenza (6 percent).
c. Community participation and/or empowerment, multisectoral or intersectoral action.



aimed to reduce communicable disease, while

only 1 in 10 had nutrition objectives and only 4

percent had an objective to reduce high fertility.

Health reform–related objectives collectively were

addressed by a third of the projects.

Trends in the Level and Composition of Health,
Nutrition, and Population Support, Fiscal
1997–2006
Although IDA and IBRD commitments fell,

the number of IDA projects rose, resulting in

a larger number of small projects in the port-

folio by the end of the decade. IDA’s share of

commitments remained about the same, ac-

counting for 55 percent of total commitments in

the second period (figure 2.2A). The total number

of HNP projects approved increased from 99 to 121

between fiscal 1997–2001 and 2002–06. All of this

increase was created by IDA project approvals; the

number of IBRD projects declined (figure 2.2B).3

There were other major developments in

the composition of the HNP portfolio over

the decade. Africa’s share of HNP project ap-

provals increased from more than a quarter in fis-

cal years 1997–2001 to more than a third in fiscal

2002–06. The number of new HNP proj-

ects in Africa rose by more than 60

percent (from 28 to 45), and in Latin

America and the Caribbean by 30 per-

cent (from 20 to 26). The share of com-

municable disease and multisectoral

HNP projects also increased dramatically. The

increase in Africa Region, communicable

disease, and multisectoral projects reflected

a rise in HIV/AIDS project approvals; in the

second half of the period, the HIV/AIDS proj-

ects reached nearly 40 percent of

the HNP portfolio. In line with inter-

national efforts to improve donor har-

monization and alignment, the share

of HNP projects financing SWAps in

health also climbed.4

Although more HNP projects were approved

during the second half of the decade, both

the share and the absolute number of proj-

ects financing health reform–type objec-

tives declined (table 2.2, lower panel).5 This

includes projects with objectives of reform, fi-

nancing, insurance, decentralization, and gov-

ernment actions with respect to the private health

EVOLUTION AND PERFORMANCE OF THE WORLD BANK’S COUNTRY SUPPORT
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While commitments
declined over the period,
the number of projects
increased, as did the
share in Africa.

Communicable disease
projects rose to 44 percent
of approvals, while health
reform objectives
declined.

Figure 2.2: IDA and IBRD Commitments Declined; the Number of IBRD Projects 
Also Fell, But IDA Projects Rose in Number
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sector. The share of projects with explicit objec-

tives to improve the quality and efficiency of

health care also dropped.

Lending to reduce fertility, population

growth, or unwanted births remained low

and became scarcer, dropping from only 6

percent of the portfolio to 2 percent (table

2.2, lower panel). Over the decade, only 14 proj-

ects were approved with objectives to lower fertility

or increase use of contraception, or with family plan-

ning components. The Bank’s population support

was directed to only about a quarter of the 35

countries identified by the strategy (World Bank

2007g) as having a total fertility rate of 5 or higher

(appendix E).

Lending with objectives to improve nutri-

tional status dropped by half, from 12 to 7 per-

cent of the portfolio (table 2.2, lower panel).

Bank support to reduce malnutrition was directed

to only about a quarter of countries with child

stunting of 30 percent or more; malnutrition is a

significant problem among the poor in many

more countries, though its causes are diverse

(appendix F).

Total staffing in the sector rose, particu-

larly the number of health specialists. Total

professional staff 6 affiliated with the HNP sector

grew by a quarter, from 136 in fiscal 1997 to a peak

of 185 in fiscal 2004, and then had declined

slightly, to 169, by fiscal 2007 (appendix H). Vir-

tually all of this increase was among sector spe-

cialists, who increased by about 40 percent; the

number of economists remained about the same

and the number of operations officers declined

(figure 2.3).

While the overall number of sector special-

ists rose, the count of specialists in nutrition

and population declined. The number of pop-

ulation specialists plummeted, from 24 in 1997 to

7 in 2003, while the number of nutrition special-

ists dwindled from 8 to 5 over the decade (ap-

pendix H).7

The increase in staff affiliated with the Re-

gions was not in proportion to the increase
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Figure 2.3: The Number of Sector Specialists Rose
over the Decade
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Table 2.2: Key Developments in the HNP Portfolio

Percent of the portfolio

Development 1997–2001c 2002–06c

Share increased

IDA projectsa 62 74

Projects in Africa 28 37

Multisectoral HNP projects 25 49

Free-standing communicable disease projects 25 44

HIV/AIDS projectsb 17 39

Projects supporting SWAps 9 15

Share decreased

Projects with health reform/financing/insurance 
objectives 44 24

Projects with objective to improve health care 
quality 49 22

Projects with objective to improve efficiency 
and cost-effectiveness of health care 37 20

Projects with nutrition objectives 12 7

Projects with population objectives 6 2

Number of projects approved 99 121
Source: IEG portfolio review.
a. The share of IDA commitments was unchanged.
b. Projects with an objective to prevent the spread of HIV/AIDS or mitigate its impact.
c. Fiscal year of approval.



in HNP projects. The number of HNP projects

in Africa increased by 60 percent from the first to

the second half of the decade, while the number

of HNP staff affiliated with the Region rose by

only about 12 percent (appendix H). The number

of HNP projects in the Latin America and Carib-

bean Region rose by 30 percent, and HNP staff rose

by half. The number of HNP staff affiliated with

Europe and Central Asia more than doubled, yet

the number of HNP projects in the two periods

remained about the same.

Performance of Health, Nutrition, 
and Population Support
Over the past decade, about two-thirds of

completed HNP-managed projects had sat-

isfactory outcomes. The performance of

HNP projects has stagnated, while the out-

comes of projects in other sectors have con-

tinued to improve (figure 2.4).8 The growing gap

between the performance of HNP and other

sectors is not due to underlying shifts in the com-

position of the portfolio. The share of develop-

ment policy loans relative to investment projects

over time within the HNP sector and other sectors

was stable.9 According to the 2008 Annual Review

of Development Effectiveness (IEG 2008a), proj-

ect outcomes in Africa trail those in other Re-

gions across the board, not just in the HNP sector.10

The share of Africa Region projects among clos-

ing projects also does not explain the divergence

in outcomes between HNP and other sectors: the

share of Africa Region projects in other sectors de-

clined from 28 to 24 percent, but by an even

larger percentage among exiting projects in the

HNP sector, from 35 to 26 percent.11 If one com-

pares the outcomes of HNP lending to lending in

all other sectors—excluding projects in Africa

from both—the performance of the HNP portfo-

lio declines from 78 to 74 percent satisfactory be-

tween the first and second half of the period,

while the performance of other sectors collec-

tively rises from 78 to 81 percent satisfactory.12

The quality of project preparation by the Bank

and the borrower’s overall performance in prepar-

ing and executing the project strongly predict bet-

ter outcomes. The Bank’s performance, and to a

lesser extent the borrower’s performance, also

shows a widening gap between HNP

and other sectors (appendix H).13 Mul-

tivariate analysis of the outcomes of

HNP projects approved during fiscal

1997–200614 found that the perfor-

mance of the borrower (which includes

government and the implementing agency), 

as well as the Bank’s role in quality at entry, 

are strongly correlated with better outcomes

(appendix H). Eighty-three percent of

projects with satisfactory borrower per-

formance ultimately achieve satisfac-

tory outcomes, compared with only 7

percent of projects with unsatisfactory

borrower performance. Seventy-six percent of

projects with satisfactory quality at entry achieve

satisfactory outcomes, compared with only 19

percent of those with unsatisfactory quality at

entry.

Given the importance of quality at entry

in determining outcomes, it is worri-

some to note that both the costs and

duration of project preparation dropped

precipitously over fiscal 1997–2001 and

EVOLUTION AND PERFORMANCE OF THE WORLD BANK’S COUNTRY SUPPORT
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Figure 2.4: Performance of HNP Projects Has
Stagnated, while Outcomes in Other Sectors 
Continue to Improve
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have only partially recovered to previ-

ous levels (appendix H). In contrast, av-

erage annual supervision costs for HNP

investment projects have been rising

since 2001, as have supervision costs for

investment projects in other sectors,

with HNP supervision costs exceeding those in

other sectors in fiscal 2004–06 (appendix H).15

Projects with unsatisfactory outcomes are more

likely to cite certain Bank performance factors

than are projects with satisfactory outcomes: in-

adequate risk analysis (relative risk for unsatis-

factory projects = 10:1);16 inadequate technical

design (8:1); inadequate supervision (5:1); inad-

equate political or institutional analysis (3:1); lack

of baseline data that can be used to set realistic

targets (3:1); overly complex design

(2:1); and an inadequate M&E frame-

work or poor data quality (2:1, appen-

dix H). In addition, 12 percent of unsat-

isfactory projects cited inadequate prior

analytic work, while none of the satis-

factory projects cited this factor. IEG’s

recent evaluation of Bank-wide ana-

lytic and advisory activities found that prior ana-

lytic work led to higher project quality at entry

(IEG 2008h). Fieldwork for this evaluation con-

firmed the value added and influence of analytic

work in the case study countries (box 2.1).

HNP projects in Africa do not have lower per-

formance simply because of the concentration

of low-income countries in the Region. Only a

quarter of the closed HNP projects in the Africa

Region had satisfactory outcomes, compared with

three-quarters of the closed projects in other Re-

gions. All closed projects in Africa were in low-

income countries and were financed by IDA grants

or credits. However, HNP projects financed by 

IDA in other Regions managed to perform sub-

stantially better, often as well as or better than

IBRD-financed HNP projects in middle-income

countries (figure 2.5). The performance of AIDS

projects in Africa has been particularly weak—only

18 percent have had satisfactory outcomes. But

even if AIDS projects are excluded, only 27 per-

cent of HNP projects in the Africa Region have had

satisfactory outcomes.17

The complexity of HNP operations in Africa

and among IDA recipients is contributing to

low outcomes. Multisectoral investment lend-

ing, in which multiple sectors are involved in

managing and/or implementing activities, is as-

sociated with lower outcomes in IDA countries,

but not in countries receiving IBRD support.

SWAps18 are also associated with lower outcomes,

and most of them have occurred in Africa. Thus,

the problem of highly complex operations in 

low-capacity countries found in IEG’s 1999 HNP

evaluation continues. The review of Bank per-

formance, cited above, showed that while project

complexity raises the risk of low outcomes, some

complex projects do have satisfactory results.

Among the factors found not to affect HNP out-
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The borrower’s
performance and the

quality of project
preparation strongly

predict outcomes.

Inadequacies in risk
assessment, political

analysis, technical design,
and supervision are

among the factors
lowering outcomes.

Analytic work sponsored by the Bank—one of the major
forms of country support in addition to policy dialogue
and lending—was highly influential in four of the coun-
tries where IEG conducted in-depth fieldwork.  

In Nepal, a burden-of-disease analysis showing that 
70 percent of life years lost were taken by preventable
communicable diseases that disproportionately affect
the poor helped the government to improve the pro-
poor allocation of public health expenditures.

In Malawi, the 2005 health public expenditure review
led to a more realistic assessment of the resource
needs for the first SWAp in health. 

In Peru, Improving Health Care for the Poor (Cotlear
2000) provided the analytic framework and major rec-
ommendations that guided health reforms in that coun-
try and was valued highly by government. 

Five major pieces of influential analytic work were
supported in preparation for the second health reform
project in the Kyrgyz Republic.

Box 2.1: Analytic Work Supported Better Outcomes in Four Countries

Sources: Shaw forthcoming: Elmendorf and Nankhuni forthcoming; IEG 2009b, forthcoming.



comes were the source of finance (IDA versus

IBRD, when Region is controlled for), the size of

the support, the borrower’s population size, and

the year of approval (there was no time trend

when other factors were controlled for).

Although they comprised a small part of

the overall portfolio, projects with popula-

tion and nutrition objectives also had lower-

than-average outcomes compared with the

rest of the portfolio. None of the projects with

explicit fertility or population objectives achieved

them: modern contraceptive use and fertility

were barely affected in Guinea, India, Kenya, and

Mali. In Bangladesh, Gambia, and Senegal, fertil-

ity declined somewhat, but it is doubtful that the

results stem from population programs or Bank

support.19 Three projects with population and

family planning components (but no population

objective) partially achieved their objectives,

showing that it is possible to raise contraceptive

use in difficult environments when both demand

and supply-side factors are addressed (box 2.2).

Among the 15 nutrition projects that had closed,

only 2—the Indonesia Iodine Defi-

ciency Control and the Senegal Nutri-

tion Enhancement Projects—were able

to substantially meet their objectives

and show a change in nutritional outcomes. The

performance of the population and nutrition

portfolios is discussed in greater depth in ap-

pendixes E and F, respectively.

Complex designs, the lack of up-front risk

and institutional analysis, and the absorption

of these services into a basic package along

with other health care were all implicated

in the low results. Project complexity was par-

ticularly acute in the nutrition projects, cited as

contributing to shortcomings in more than half of

the weak-performing projects. Nutrition projects

tend to involve several sectors in implementation

and are often managed outside the Ministry of

Health, in some cases by new or inexperienced in-

stitutions (as in Mauritania). In Uganda,

the added complexity arose from ex-

panded geographical coverage of what

was supposed to be a pilot activity.

EVOLUTION AND PERFORMANCE OF THE WORLD BANK’S COUNTRY SUPPORT
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Figure 2.5: IDA Project Outcomes in Africa Are Much Lower than in Other Regions
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Support to Egypt and Malawi demonstrates that intensive efforts
to raise contraceptive use and lower fertility in high-fertility rural
areas can show results. 

The Egypt Population Project (1996–2005) financed activities
to increase the demand for smaller families and the supply of
contraception in rural Upper Egypt.a Community development as-
sociations designed and managed subprojects in 148 of the poor-
est villages. The subprojects financed home visits, community
conferences on healthy behaviors, and microcredit and literacy
classes for women and promoted local maternal and child
health/family planning services, in order to improve women’s fam-
ily planning and reproductive health knowledge, stimulate de-
mand for smaller families, and raise modern contraceptive use.
The project also improved the quality and supply of family plan-
ning services offered in the health system in the project villages.
The modern contraceptive prevalence rate (CPR) rose from 40 to
45 percent between 2000 and 2005, compared with an increase
from 56 to 59 percent nationwide, while the total fertility rate (TFR)
declined by 0.8 children, from 4.7 to 3.9, compared with a national
decline from 3.5 to 3.1. Attribution of these results to the project
is difficult because M&E was limited and other donors (mainly the
United States and the European Union) were supporting similar

interventions in the same part of Egypt. It was found that the proj-
ect contributed to the collective impact of these efforts and that
its design influenced other donors in adopting demand-side
interventions. 

The Malawi Population and Family Planning Project (1999–
2004) aimed to demonstrate that a community-based distribution
approach to family planning could raise contraceptive use in
three high-fertility pilot areas in rural Malawi. Public sector
community-based distribution agents (CBDA) provided family
planning counseling and contraceptives and referred clients for
long-term or permanent methods. Information, education, and
communication activities aimed to generate demand. The percent
of contraceptive users with CBDAs as their source rose from 1
to 24 percent and contraceptive use rose by twice as much in 
the pilot districts as in the three matched control districts (see
figure, below). While the evaluation demonstrated that this
community-based approach, emphasizing both demand and sup-
ply-side activities, could raise contraceptive use in high-fertility
rural areas, the model was not replicated more widely. Certain
lessons were incorporated into the government program, but by
2004, the government and donors were fully engaged in launch-
ing a health SWAp.

Box 2.2: Family Planning Can Be Successful in Difficult Environments
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Sources: IEG 2008b; Elmendorf and Nankhuni forthcoming.

a. The changes in the CPR and the TFR in rural Upper Egypt are both statistically significant.

The Modern CPR Increased in Pilot Districts in Rural Malawi, Relative to Control
Districts, 1999–2003
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Complexity was also cited as a factor in poor-

performing population projects, in addition to

lack of up-front risk analysis and mitigation and in-

stitutional analysis. Absorption of family planning

programs into basic packages of services sup-

ported by SWAps and health reform projects also

may have contributed; field visits in Egypt con-

firmed the finding of a previous study that em-

phasis on a basic package of services had often

reduced the availability and quality of family plan-

ning (appendix E).

Results from a Detailed Implementation Re-

view of five health projects in India suggest

that even projects that meet their objectives

may be performing at substantially lower lev-

els than their outcomes would suggest.20 The

review found that the Bank often relies on the bor-

rower’s reporting systems to confirm the delivery

of such key outputs as civil works and equipment,

without independent verification by the Bank of the

quality of project goods and services and their de-

livery. For example, more than half of the pieces of

equipment procured for the Food and Drug Ca-

pacity Building Project were not delivered or not in-

stalled,21 and “severe construction deficiencies”

were found in the Orissa Health Systems Devel-

opment Project in buildings that the construction

supervisors had reported to be complete and per-

forming according to specification.22 The review

found that “supervision generally did not involve

comprehensive site visits or physical inspections.” 23

It is not known how representative these India

projects are of the overall HNP portfolio, but there

is an important lesson here about the need to con-

duct supervisory field visits to verify the imple-

mentation data provided by the borrower. Better

supervision has the potential to enhance the impact

of Bank support on outcomes, if addressed.

To summarize, while the overall levels of lending

in HNP have not changed much over the past

decade, the composition of the portfolio has

shifted rather dramatically toward communicable

disease projects, particularly AIDS; projects in

the Africa Region; and, to a lesser extent, support

for SWAps. Support for health reform (as mea-

sured by the projects’ stated objectives) has de-

clined but is still significant, particu-

larly in middle-income countries, while

support for population and nutrition,

already low, has declined further. Per-

formance of the lending portfolio has

stalled, with only about two-thirds of projects

showing satisfactory outcomes. While some of

the activities are inherently risky, several factors

that can be addressed were implicated—excessive

complexity, particularly in low-capacity environ-

ments; lack of institutional analysis and relevant

analytic work linked to lending; inadequate base-

line data and M&E; and inadequate assessment of

the risks and mitigation strategies.

Monitoring, Evaluation, 
and the Results Agenda
The 2007 HNP strategy highlights delivering

results and improving governance, both of

which depend critically on strong M&E for

success. Two previous IEG evaluations of HNP

and HIV/AIDS support concluded that weak M&E

had contributed to lower efficacy and less learn-

ing. The 2007 HNP strategy acknowledges these

shortcomings and maintains that inadequate M&E

precludes a thorough analysis of the efficacy of

Bank support over the past decade.

An increasing share of projects

since 1997 has had monitoring in-

dicators and baseline data at the

time they are appraised, in part be-

cause of changes in the require-

ments for PADs. Around the time

that the 1997 HNP strategy was approved, a re-

quired “logical framework” was added to the

PAD. In fiscal 1997–98, all active projects were

retrofitted with performance indicators. Thus, it

should not be a surprise that HNP projects ap-

proved in 2007 had more indicators and were

more likely to have baseline data than projects ap-

proved in 1997 (table 2.3).24

Despite these improvements, too few proj-

ects have baseline data at appraisal. In fiscal

2007, the share of HNP projects that planned to

collect baseline data after the project was ap-

proved was about the same as a decade earlier (40

EVOLUTION AND PERFORMANCE OF THE WORLD BANK’S COUNTRY SUPPORT
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Bank supervision is
missing some key
implementation
deficiencies.

An increasing share of
projects since 1997 have
monitoring indicators
and baseline data.



versus 43 percent). A quarter of proj-

ects approved in fiscal 2007 still had no

baseline values in the PAD, and only

about half had baseline values for all

outcome indicators. A recent analysis

of 12 projects in South Asia found that

baseline data were collected for only 39

percent of indicators and that there

was little evidence of improvement in M&E be-

tween projects approved before and since 2001

(Loevinsohn and Pande 2006).

M&E of recently closed HNP projects—al-

most all of them approved since fiscal

1997—has been weak. Since mid-2006, IEG

has been systematically rating the performance of

closed projects on M&E, with a “quality of M&E”

rating, based on M&E design, implementation, and

use of the data. It is rated on a four-point scale:

negligible, modest, substantial, or high. The M&E

of 45 projects managed by the HNP sector has

been reviewed since mid-2006; M&E

was substantial or high for only 27 per-

cent of the projects, slightly lower than

the rate Bank-wide (35 percent), which

is also quite low (figure 2.6).25 Nearly

half of the ICRs for these HNP proj-

ects had no baseline data when the

projects were approved, and baseline data were

never collected at all for five projects.

Lack of M&E has had consequences for the

design and efficacy of projects and for im-

proved governance, an objective of the 2007

HNP strategy. According to a review of ICRs of

closed projects with low M&E ratings, the lack of

baseline data has reduced the relevance and fea-

sibility of projects’ objectives and design. Unre-

alistic targets were set—either too high, or below

levels later found to prevail at the start of the

project. Weak M&E not only makes it difficult to

assess the effectiveness of activities, but also con-

tributes directly to lower efficacy and efficiency be-

cause it limits opportunities for learning and

fine-tuning implementation for better results.

The Bank has launched major initiatives in

impact evaluation, and a significant number

of these address HNP themes. These include

the Development Impact Evaluation Initiative

from the Bank’s Development Economics De-

partment; the Spanish Trust Fund for Impact Eval-

uation, which is dedicated to the evaluation of

innovative programs to improve human devel-

opment; and the Africa Impact Evaluation Initia-

tive. In the databases for these initiatives, IEG

identified 101 ongoing or complete HNP impact

evaluations—most with an experimental design.26

It is too early to assess the results and long-run

impact of the initiatives in institutionalizing or

providing greater incentives for evaluation. More-

over, many of the activities and reforms sup-

ported by the Bank are not amenable to the

randomized design or even quasi-experimental de-

signs used by impact evaluations. The recently

launched Africa Results Monitoring System will

provide public access to information from both

country and Bank systems on data from countries
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Yet more than half of
indicators have no
baseline value and 

40 percent of projects 
plan to collect baseline

data after they are
approved.

A significant number of
the Bank’s ongoing
impact evaluation

initiatives are addressing
HNP themes.

Percent of projects approved/fiscal year

Characteristic 1997 2007

Baseline values for all outcome indicators 14 47

Baseline values for none of the outcome indicators 71 27

Targets set for indicators 43 80

Baseline data already collected at the time of the PAD 14 27

Planned to collect baseline data after approval 43 40

Number of projects 14 15
Source: IEG portfolio review.

Table 2.3: More Project Appraisal Documents Have Baseline Data, but There Is 
Still Some Distance to Go, Fiscal Years 1997 and 2007



and World Bank operations from national ac-

counts, administrative sources, and surveys.

Notwithstanding these initiatives, a large

share of the Bank’s HNP support finances

pilot interventions or programs, or intends

to evaluate the impact of a specific activity

or program, but few do. Sixty-five projects—

about 30 percent of the total HNP portfolio—

were labeled as pilot projects, had pilot inter-

ventions or pilot regions, had an objective to test

an approach or intervention, declared an intent to

evaluate the impact of an intervention or pro-

gram, or had an intent to conduct an impact eval-

uation, according to the PAD.27 The objective was

generally to test the effectiveness or acceptability

of an activity, and on this basis improve or expand

it. However, only 17 projects mentioned a control

group, 12 described an evaluation design in the

PAD, 8 had baseline data in the PAD, and 7 iden-

tified an explicit control group or planned an eco-

nomic analysis (figure 2.7).28

All of the pilot and impact evalu-

ations that were eventually con-

ducted had an evaluation design in

the PAD. About half of the 65 approved

projects with planned pilot or impact

evaluations had closed. Only 7 of them

had a detailed design in the PAD, and

only 4 actually conducted the proposed eval-

uation of a pilot (figure 2.7), including an impact

evaluation of early childhood interventions in 

the Philippines (box 2.3).29 Among the 25 pilot 

and impact evaluation projects that 

did not have an evaluation design de-

scribed in the PAD, none conducted

the planned evaluation.

There is great scope for improving the effi-

cacy of the Bank’s HNP support by incor-

porating rigorous evaluation into projects

that already have some pilot feature. Projects

can also do more to ensure that public policy is

making a difference by incorporating periodic

EVOLUTION AND PERFORMANCE OF THE WORLD BANK’S COUNTRY SUPPORT
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Figure 2.6: Only a Third of Projects Bank-Wide, and Only a Quarter of HNP Projects,
Have Substantial M&E
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Much of the Bank’s 
HNP support finances
pilot interventions or
intends to evaluate
impact, but few projects
actually do so.

The evaluations that 
did occur had a design 
in the PAD.
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Figure 2.7: The Discrepancy Between Plans, Evaluation Design, and Implementation of Pilots 
and Impact Evaluations in HNP Projects Approved in Fiscal Years 1997–2006
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The objective of the Philippines Early Childhood Development
(ECD) Project (fiscal 1998–2006) was to ensure the survival and
promote the physical and mental development of Filipino children,
particularly the most vulnerable and disadvantaged. The project
implemented expanded immunization, integrated management of
childhood illness (IMCI), prevention and control of micronutrient
malnutrition, a service to inform parents on growth monitoring and
ECD, and a first grade early childhood education/development pro-
gram in three regions. The project did not introduce new services
but sought to integrate and deliver existing ones through center-
and home-based interventions.

The impact evaluation conducted longitudinal surveys annu-
ally from 2001 to 2003 on 6,693 children aged 0–4 in randomly se-
lected households of two project experimental regions, and one
control region without the interventions. The design included
baseline and endline surveys: a general population-based sam-

ple survey of ECD status and services; nutrition surveys inte-
grated into the National Nutrition Surveys; surveys of ECD-related
knowledge, attitudes, and practice; and provincial-level surveys
of ethnic groups. The end-project survey in 2003 repeated the 1998
baseline survey in full. 

The evaluation found a significant improvement in the cogni-
tive, social, motor, and language development and the short-
term nutritional status of children residing in ECD program areas
compared with those in nonprogram areas, particularly for chil-
dren under four. The share of children under four with worms and
diarrhea was significantly lower in program areas than in non-
program areas, but higher for older children. These results, as well
as other studies sponsored by the project, helped guide im-
provement in ECD interventions, build capacity for evidence-
based policymaking, and assured the continuation of the ECD
program.

Box 2.3: Early Childhood Interventions Improved Cognitive Development and Nutritional Status 
in the Philippines

Source: Armecin and others 2006.



evaluation of specific elements into the project

design and making continued finance of those

elements contingent on their evaluation. For ex-

ample, the efficacy of training programs in chang-

ing provider behavior can be measured. It is also

important to collect, in parallel with the results

framework, information on other key determi-

nants of outcomes that are outside of the project.

One of the main reasons for lack of M&E through-

out operations is said to be a lack of incentives.

The project appraisal and approval process is one

such incentive that does seem to be operating—

projects that do not have evaluation designs for

pilot projects in the PAD, or those that do not have

baseline data collected at the PAD stage, often do

not implement them. Making project approval

contingent on evaluation designs for specific el-

ements of a program, and making baseline data

a requirement, should result in more frequent

evaluation.

To summarize, logframes and results frameworks,

such as the one in the 2007 HNP strategy, have cre-

ated greater incentives for monitoring inputs,

outputs, outcomes, and impacts and offer guid-

ance to select the right indicators. However, the

incentives are still not sufficient to ensure ade-

quate incentives for baseline data and evalua-

tion, which is key to understanding effectiveness

and impact. Strengthening M&E is one of the key

elements of achieving the strategy’s objective of

better governance in the sector.

Is Health, Nutrition, and Population
Support Reaching the Poor?
In keeping with the Bank’s mandate for

poverty reduction, improving health out-

comes among the poor is one of the major

objectives in the 2007 HNP strategy, as it was

in the 1997 strategy. Numerous studies have

shown that it would be dangerous to assume that

simply expanding health services would extend

benefits primarily to the poor; instead, most have

found a strong bias in government health ex-

penditure in favor of the non-poor (box 2.4).

Over the past decade, most CASs and about half

of the health portfolio had a generally

pro-poor focus, but evidence that the

poor actually benefited is weak. The

number of country strategies and proj-

ects that set explicit objectives regard-

ing the poor is small, and the evidence

that the poor have benefited absolutely

or relative to the non-poor is thin.

Nearly three-quarters of CASs specifically dis-

cussed health issues among the poor (Sinha

and Gaubatz 2009). Attention to the poor in-

creased slightly from the first to second

half of the period—from 70 to 79 per-

cent of CASs. However, only half artic-

ulated a definition of the poor, and

fewer than a quarter cited a method to

reach them. Even among the subset of CASs that

emphasized health issues for the poor, only 15 per-

cent set explicit targets for them. While this share

is low, it has increased over time, from 11 to 21

percent.

While two-thirds of HNP project support is

for the poorest countries, only about half of

the lending portfolio could be said to have

a poverty focus within countries. This would

include projects that explicitly target the poor in

their objectives, those that have an objective to

improve access to health services more generally,

those that seek to prevent and control commu-

nicable diseases known to dispropor-

tionately affect the poor,30 and projects

with objectives to improve health out-

comes of the population but with a de-

sign that favors poor geographic areas

or services for the poor. Using this def-

inition, about half of the portfolio (107 projects)

could be said to have a pro-poor focus. This def-

inition of poverty focus could be overly generous,

as one could argue and it has been shown that in-

creasing access to services often disproportion-

ately benefits the non-poor (World Bank 2003b;

Gwatkin, Wagstaff, and Yazbeck 2005). At the same

time, the PADs for almost all HNP lending oper-

ations discuss the welfare of the poor or are linked

to poverty reduction, even if the project is not ex-

EVOLUTION AND PERFORMANCE OF THE WORLD BANK’S COUNTRY SUPPORT
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Nearly three-quarters of
CASs discussed health
issues among the poor.

Only about half of the
lending portfolio could be
said to have a poverty
focus within countries.

Making project approval
contingent on evaluation
designs and baseline data
should result in more
frequent evaluation.



pected to yield direct benefits for the poor in the

short run.

A remarkably small share of projects had ob-

jectives to improve health outcomes among

the poor. Only one in eight projects (13 percent)

had an objective to target health status, access, use,

quality, or demand, or to provide health insur-

ance specifically among the poor (table 2.4).31

Beyond this, an additional 7 percent of projects had

an objective to improve equity, most often ex-

pressed in terms of equity in the distribution of

resources in the health system, in access to health

services, or in health status.32
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Assuring that the poor have access to health services is often an
objective of government spending, but studies of the incidence
of government health expenditure in developing countries have
consistently found that the wealthiest quintiles generally bene-
fit the most from public health subsidies.a 

In Ecuador, for example, the poorest quintile received 8 per-
cent of health subsidies compared with a 38 percent share for the
richest quintile.b In Uzbekistan the poor received 13 percent of
health spending, while  the rich got 39 percent.b

A comparison of 11 Asian countries found a pro-rich bias in 9
countries and that the bias was particularly acute in the lowest-
income countries.c In most cases there was a strong pro-rich bias

in the distribution of hospital care; there was less pro-rich bias in
basic health services and in higher-income countries, where 
there are private alternatives and the rich can self-select out of the
public sector. 

Aggregation of findings in countries across Regions suggest
that the bias of public spending against the poor is most acute
in some of the lowest-income Regions—Sub-Saharan Africa
and South Asia—while the bias is also strong in Europe and
Central Asia (see figure below). Even in Latin America, where gov-
ernment health spending is pro-poor on average, there are coun-
tries where this is not the case.

Box 2.4: Is Public Health Spending Pro-Poor?

Source: World Bank 2008a, based on calculations from Filmer 2003.

a. For example, Van de Walle 1995; Castro-Leal and others 1999; Mahal and others 2000; Sahn and Younger 2000. 

b. Filmer 2003, table 1, p. 1. 

c. O’Donnell and others 2007, table 2, p. 100.

Government Health Expenditure in Most Regions Is Biased toward the Non-Poor
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Two-thirds of projects with objectives to af-

fect outcomes for the poor used geographic

targeting in design—that is, they aimed to

improve outcomes among the poor by im-

plementing activities in poor regions. About

1 in 10 planned to reach the poor by providing ser-

vices that the poor would use disproportionately

(basic health package, nutrition, primary health

care, communicable disease control), and 14 per-

cent planned to target individual households

using administrative data. The remainder planned

to reach the poor by targeting specific population

groups presumed to be poor or making health

care more affordable. Surprisingly, 7 percent of the

projects with objectives targeting the poor advo-

cated addressing the needs of the whole popu-

lation—that is, there were no plans to ensure

that the poor would be reached.

Very few of the closed projects with pro-poor

or equity objectives were able to demon-

strate an improvement in HNP outcomes

among the poor. Among the 108 closed projects

that have ICRs, 12 (11 percent) had objectives tar-

geting the poor.33 Of these, only 2 projects col-

lected outcome data in both the (poor) project

and control areas, and in both cases improve-

ments in health were shown across the board. In

half of the cases, data were collected only in proj-

ect areas, with no information on comparison

areas (or, in two cases, the comparison was na-

tional data). In two cases, no outcome data were

collected at all. In a project in Bangladesh, where

the targeting mechanism was expansion of an es-

sential services package that would most benefit

the poor, all of the outcome targets improved at

the national level, but no data were collected to

represent access of the poor. Whenever health

outcomes were measured, the results showed an

improvement. However, the attribution to proj-

ect outputs in these cases was weak. Without in-

formation on what happened elsewhere, it is

difficult to attribute these improvements to the

programs supported by the Bank.

Fieldwork for the evaluation revealed both

success and challenges in reaching the poor.

In Egypt, the Schistosomiasis Control Project suc-

cessfully reached the poor because the disease

disproportionately affects the rural poor

in areas with limited water management

infrastructure. The Population Project

noted earlier targeted low-income rural

communities in Upper Egypt, where fer-

tility rates were higher than the national

average. The Eritrea HIV/AIDS, Malaria, Sexually

Transmitted Diseases, and TB (HAMSET) Control

Project asserted that community-managed sub-

projects would benefit the poor, but there was no

specific effort to monitor the incidence of bene-

fits among the poor, and the TB control activities,

thought to disproportionately benefit the poor,

had the weakest performance. The Basic Health

and Nutrition and Health Reform Projects in Peru

had explicit objectives to improve the health of

poor women and children over a decade. Health

insurance was extended to the poor nationwide.

Yet only average health outcomes could be

tracked, and these were not even for

the specific areas targeted by the proj-

ects. The links between health reform

projects more generally and benefits for

the poor were complex and uncertain

(box 2.5).

About two-thirds of poverty assessments

delivered over fiscal years 2000–07 featured

a chapter or subchapter on health. An im-

portant value added of Bank support for HNP

analytic work is in drawing the link between health

and poverty and policies to address both. How-

ever, about a third of poverty assessments have

no substantial discussion of health, as evidenced

by a health chapter or subchapter, and the share
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Table 2.4: Few HNP Projects Have Objectives That
Explicitly Mention the Poor

Of projects with objectives
to improve outcomes for
the poor, two-thirds used
geographic targeting to
reach the poor.

Few projects with pro-
poor or equity objectives
were able to demonstrate
improvements among 
the poor.

Objective Percent

Any specific HNP objective mentioning the poor 13

Improved health status among the poor 6

Increased access to health care among the poor 5

Improved quality of health care for the poor 4

Increase in demand or utilization of services by the poor 3

Providing health insurance for the poor 2
Source: IEG portfolio review.
Note: Projects approved from fiscal 1997 to 2006.



of poverty assessments with a health

focus declined from 80 percent over

the period fiscal 2000–03 to 58 per-

cent over 2004–07 (figure 2.8).

Very few poverty assessments ad-

dress nutrition or population. Only

19 percent of poverty assessments had

a nutrition chapter or subchapter, and

this percentage declined by more than half over

time, from 28 percent in fiscal 2000–03 to 12 per-

cent in fiscal 2004–07. The treatment of popula-

tion was even lower: only 8 percent of poverty

assessments had a chapter or subchapter on pop-

ulation, fertility, or family planning. Of the 20

poverty assessments conducted for countries

with a total fertility rate of five or more, only one

had a subchapter on population (Mozambique,

total fertility rate of 5.2).

The inventory of analytic work as-

sembled by IEG also shows a de-

cline in the poverty-orientation of

HNP analytic work over the past

decade. Overall, poverty-related analytic work

accounted for a third of all analytic work during

fiscal 1997–2006 if multicountry studies are treated

as separate studies, and about a quarter if multi-

country studies are treated as a single study (table

2.5).34 Irrespective of the inclusion of multicoun-

try studies, the share of poverty-related analytic

work declined.

To summarize, the Bank has supported HNP out-

comes in developing countries over the past

decade in an environment of shifting interna-

tional priorities and approaches. Composition of

the lending portfolio has shifted in favor of

HIV/AIDS and multisectoral projects, and a greater

share of projects in Africa.

The shift of the Bank’s lending for communica-

ble diseases has added to a huge international in-

flux of resources for HIV/AIDS, TB, and malaria.

The share of projects with health system reform

objectives has shrunk both relatively and ab-

solutely, though global resources for these ob-

jectives do not seem to have increased nearly as
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The first and second Health Reform Projects in the Kyrgyz Republic
(1996–2006) improved the efficiency of the health system, but
were less successful in redistributing funds in favor of the poor
or addressing their health needs. Primary care was strengthened,
broadened, and made more available, with clear improvements
in access to care for the poorer populations. Copayments were
made more predictable, and the outpatient drug package made
prescription drugs more affordable. However, the guaranteed
benefits were not universally implemented because of a short-
age of funds. The centralization of fragmented pooling arrange-
ments should have enhanced opportunities for efficiency and
cross-subsidization, but it is not clear that this actually benefited
the poor. During the second project, anticipated redistribution of
resources from relatively rich and over-serviced Bishkek to the
poorer oblasts did not occur. Neither project tracked health out-
comes among the poor. 

The Egypt Health Reform Program (1998–present) intended to
improve the health of the poor, yet chose to concentrate initially
on relatively affluent governorates to increase the chances of suc-
cess. The poor within these areas would benefit by rationalizing
health infrastructure investment with an emphasis on under-
served neighborhoods. But fewer than 40 percent of facilities fol-
lowed the pro-poor rationalization guidelines; positive gains were
undermined by enrollment and service fees without proper mech-
anisms to exempt the poor. Public-sector health providers inter-
viewed by IEG had a vision of a competitive market where potential
users preferred other options (nongovernmental organizations or
the private sector) on quality grounds; they saw it as  their role
to compete with these providers, as opposed to enrolling and serv-
ing the poor. Concern for the failure to enroll the poor was not
voiced until 2004; tracking of the enrollment of the poor was not
added as an indicator for the project until late 2007.

Box  2.5: Links Between Health Reform Projects and the Health of the Poor Were Complex 
and Uncertain

Sources: IEG 2008d, Gonzalez-Rosetti forthcoming.

About two-thirds of
poverty assessments over

fiscal 2000–07 had
significant sections on
health; few addressed

nutrition or population,
which greatly affect 

the poor.

The poverty orientation of
HNP analytic work has

declined over the past
decade.



much. Attention to nutrition has remained rela-

tively low; attention to population dropped from

low to negligible, but appears to be reversing.

About half of the lending portfolio is focused ex-

plicitly or implicitly on improving health for the

poorest people within countries, yet accountability

for actually delivering health results is lacking.

We know very little about the success of Bank sup-

port in delivering on its institutional mandate of

poverty reduction within the HNP sector. Atten-

tion to HNP in poverty assessments appears to be

slipping.

Only two of every three HNP projects have satis-

factory outcomes, and there has been no im-

provement, in part because of the increased

complexity of projects in countries with low im-

plementation capacity, as well as shortcomings in

institutional and risk analysis. M&E remain weak

and evaluation is scarce, even in projects with

evaluation objectives or pilot activities that were

planned for evaluation.

The Bank’s HNP support in many countries has

had significant positive impacts, and additional ex-

amples will be highlighted in the chapters that fol-

low. Yet these findings for the portfolio at large

pose major challenges to the sector in turning

around performance and in pursuing the 2007

HNP strategy, with its aim of delivering results

on health outcomes among the poor, health sys-

tem performance, and better governance.

EVOLUTION AND PERFORMANCE OF THE WORLD BANK’S COUNTRY SUPPORT
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Table 2.5: The Poverty Focus of HNP Analytic Work Declined

Figure 2.8: The Share of Poverty Assessments with a
Focus on HNP Declined
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Fiscal years

1997–2001 2002–06 1997–2006

Multicountry treated separately

Number of publications 559 899 1,458

Share poverty-related (%) 52 20 32

Multicountry treated as one

Number of publications 380 899 1,279

Share poverty-related (%) 29 20 23
Source: IEG inventory of analytic work.
Note: Analytic work includes official economic and sector work, research, and Working Papers and publications by Bank staff.





Chapter 3
Evaluation Highlights
• Results of support for TB, malaria,

schistosomiasis, and leprosy control
have often been substantial; those
for HIV/AIDS control have been more
modest, limited by project complex-
ity, especially in Africa.

• Excessive earmarking of donor sup-
port for diseases can distort sector
resource allocations.

• Health system reform projects—
about a third of the portfolio—are
concentrated in middle-income coun-
tries and tend to perform less well
than other HNP projects.

• Failure to assess and address the
political economy of reform has re-
duced the performance of health
reform support.

• Support for SWAps has strengthened
sector capacity, but M&E remains
weak, and the impact on transaction
costs is unclear.

• There is no necessary relationship
between adopting the SWAp ap-
proach and better HNP outcomes.



Eritrean mother tends to her child, shielded by an insecticide-treated mosquito net. Eritrea made enormous gains in malaria control over the 
evaluation period. Photo courtesy of the Eritrea National Malaria Control Program. 
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Lessons from 
Three Approaches to

Improve Outcomes

This chapter presents findings and lessons from

Bank support for communicable disease control,

the reform of health systems, and health SWAps.

While discussed separately, it is important to note

that these efforts are not mutually exclusive, and

Bank support for one or more may be found in

the same country at the same time.

Communicable Disease Control
Eighty percent of the 15 million people

who die every year from communicable

diseases live in developing countries. The

World Health Organization (WHO) estimates that

there were 247 million cases of malaria world-

wide in 2006 and 881,000 deaths, most of them

among African children (WHO 2008). Tuberculosis

(TB) kills 1.6 million people annually. As of the

end of 2007, 33 million people worldwide were

living with HIV/AIDS, more than 90 percent of

them in developing countries (UNAIDS 2008).

Three-quarters of the 2 million people who died

of AIDS in 2007 were living in Sub-Saharan Africa.

Communicable diseases account for about a third

(36 percent) of the disease burden in the devel-

oping world (Jamison and others 2006b), but

the burden of morbidity and mortality is great-

est among the poor (Gwatkin and Guillot 2000).

The 1993 World Development Report: Investing

in Health (World Bank 1993c) highlighted this

burden and advocated investing in a

package of cost-effective, basic public

health measures that included com-

municable disease control. The World

Bank has long supported communi-

cable disease control components as

part of health projects; freestanding

disease projects date back to 1988.1

World Bank commitments for communica-

ble disease control accounted for $3.5 bil-

lion, or about a third of all HNP-managed

commitments approved during fiscal 1997–

2006.2 The World Bank approved a total of 93

communicable disease projects, including 63 free-

S
ince 1997, the Bank has supported a number of approaches to improve

health status and health system performance that figure prominently in

the action plan of the 2007 HNP strategy. The rapid increase in support

for communicable disease control was not only a strategy for improving

health outcomes among the poor, but also has led to efforts in the action plan

to ensure synergy between infectious disease programs and health systems.

Experience with health reforms and sectorwide approaches (SWAps) are at

the heart of improving the performance of health systems, a second major

theme of the 2007 strategy.

Commitments for
communicable 
disease control were 
$3.5 billion—about 
a third of all HNP-
managed commitments
over fiscal 1997–2006.



standing single-disease projects, 11 projects ad-

dressing multiple diseases, and 19 projects with

communicable disease components. Communi-

cable disease control was thus funded in at least

42 percent of the HNP projects approved over the

period. Freestanding AIDS projects accounted

for nearly 60 percent of all communicable dis-

ease projects approved over the decade (figure

3.1) and a quarter of all approved HNP projects.

Between the first and second half of

that decade, the share of communica-

ble disease projects (including free-

standing single- and multiple-disease

projects and components) among all

approvals rose from a third to half of all

projects and from 30 to 43 percent of

all HNP commitments.

The most common rationales offered for sup-

porting public communicable disease control in-

volved the positive externalities and public-good

nature of disease control, the understanding that

most communicable diseases disproportionately

affect the poor, and the cost-effectiveness of com-

municable disease interventions.3 AIDS projects

in Africa were largely launched in an emergency

mode in light of exploding HIV transmission rates,

the high mortality rate from AIDS, and the adverse

economic and social impact of the disease in a very

poor Region.4

The surge in Bank support for communi-

cable disease control was in step with major

new international initiatives for commu-

nicable disease control. In 2000, the G8

Summit in Japan committed to implement an

ambitious plan to prevent infectious disease, in-

cluding AIDS, malaria, and TB, and the Bank

agreed to triple IDA financing for those diseases.5

Communicable disease control was considered

an international public good, and the interna-

tional community rallied behind it. The UN Mil-

lennium Development Goals were adopted with

a goal for AIDS and malaria. Initiatives were

launched to eradicate polio and guinea worm. An

outbreak of Severe Acute Respiratory Syndrome

(SARS) and avian influenza reminded the world

of its vulnerability to new infectious agents.6 The

Global Fund to Fight AIDS, TB, and Malaria was

created in 2002; it has committed $15.0 billion and

disbursed $6.9 billion to date.7 The U.S. Presi-

dent’s Emergency Plan for AIDS Relief (PEPFAR)

committed $12.8 billion for AIDS from fiscal 2004

to 2007. Support from bilateral aid agencies ex-

panded, and major private foundations have be-

come involved. Bank strategies on HIV/AIDS and

on malaria have been developed, and the Bank

continues to be involved in global international

partnerships such as Stop TB, Roll Back Malaria

(RBM), and the Global Alliance for Vaccines and

Immunization (GAVI),8 in addition to its role as

a cosponsor of the Joint United Nations Program

on HIV/AIDS (UNAIDS). Communicable diseases

feature prominently in the Bank’s global public

good strategic theme, one of six identified in

2007 by Bank President Zoellick.

Efficacy of Support for Communicable 
Disease Control
Evidence on the efficacy of Bank support for com-

municable disease control can be gleaned from an

in-depth portfolio review of the 93 approved proj-

ects (Martin 2009), IEG Project Performance As-
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Figure 3.1: AIDS Accounted for More than Half of
Communicable Disease Projects Approved in Fiscal
Years 1997–2006
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Multiple 
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2% 
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Malaria 
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AIDS 
57% 

n = 93 communicable disease projects approved

Source: IEG portfolio review.
Note: Includes projects with objectives to control communicable disease or with a communicable disease
component. Other disease includes leprosy and avian influenza (one project each).

Support for
communicable disease

control has produced
demonstrable results 
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sessments of freestanding communicable disease

projects or projects with communicable disease

components,9 and country case studies. In 2005,

IEG evaluated the development effectiveness of

the entire HIV/AIDS portfolio.

Support for communicable disease con-

trol, both in freestanding projects and com-

ponents, has produced demonstrable results

for TB, malaria, schistosomiasis, and lep-

rosy. In Bangladesh, the Fourth Population and

Family Health Project supported the National

Leprosy Elimination Program (IEG 2006b). The

prevalence of leprosy declined from 13.6 to less

than 1 per 10,000 population. Bank support

through two projects contributed to dramatic

results in reducing malaria in Eritrea (box 3.1).

Support for TB Control in India (1997–2006)

expanded coverage of directly observed treat-

ment short-course (DOTS) by training half a mil-

lion government staff and enlisting the help of

10,000 private practitioners, more than 1,600

nongovernmental organizations, 100 private

enterprises, and a wide network of community

volunteers. Information, education, and com-

munication investments spread the word that

TB is curable and sought to reduce stigma. More

than twice as many people were treated as

planned, the cure rate rose from 35 to 86 percent,

and death rates in areas with DOTS were re-

duced sevenfold relative to non-DOTS areas

(World Bank 2006a). In Egypt, support for schis-

tosomiasis control helped to reduce the preva-

lence of S. mansoni (the cause of intestinal

schistosomiasis in Lower Egypt) from 14.8 to 1.2

percent, and of S. haematorbium (the cause of

urinary schistosomiasis in Middle and Upper

Egypt) from 6.6 to 1.2 percent over the period

1993–2006 (IEG 2008c).

In contrast, the performance of the HIV/

AIDS portion of the communicable disease

portfolio, which was responsible for the

enormous growth in communicable dis-

ease projects over the decade, has been

modest. Only 29 percent of the freestanding

HIV/AIDS projects approved and completed

during fiscal years 1997–2006 had satisfactory

outcomes, compared with 89 percent for the

freestanding projects for other diseases10 (figure

3.2). Thus, while the performance of the HIV/AIDS

portfolio has been much lower than that of other

HNP projects, performance of freestanding proj-
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Figure 3.2: HIV/AIDS Projects Have Performed Less
Well than Other Communicable Disease Projects
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Following a severe malaria outbreak in Eritrea in 1998, two successive
Bank projectsa supported a three-pronged strategy to reduce malaria:
distribution of insecticide-impregnated bednets; targeted indoor resid-
ual spraying; and reduction in vector breeding sites. Malaria morbidity
decreased by 74 percent, mortality by 85 percent, and the case fatality
rate by 78 percent. The number of cases per 100,000 population nation-
ally dropped from 7,546 to 568 between 1998 and 2006. While the early
part of the response also corresponded to a period of declining rainfall,
which would have contributed to these trends, malaria cases continued
to fall even when the rains resumed in 2003.

Source: IEG 2009a.
a. Eritrea Health Project, Eritrea HAMSET Control Project. The Bank was the largest sin-
gle source of funding to the National Malaria Control Program. Other important sources
of funding were the U.S. Agency for International Development (USAID); the Italian
Cooperation; and, since 2003, the Global Fund.

Box 3.1: Successful Malaria Control in Eritrea



ects for other communicable diseases

has been substantially higher.11 AIDS

projects in Africa—where the crisis is

most acute—have had particularly

modest performance: Only 18 percent

of the projects in the Africa Multicountry AIDS Pro-

gram (MAP) have had satisfactory outcomes.12

The advantage of support for one or more

communicable diseases is that the project

can be less complex. Communicable disease

support can have better defined boundaries; the

objective is easier to understand; the results chain

leading from outputs to outcomes is straightfor-

ward; and results can be seen in many cases in a

relatively short period. Many communicable dis-

ease programs have dedicated workers and facil-

ities, although most still rely on the rest of the

health system. All of the AIDS projects have faced

the challenge that the ultimate outcome for HIV

prevention—HIV incidence—is difficult to ob-

serve and rarely measured (though the behaviors

that spread it can be). Success in stopping the

spread of HIV also depends on reaching margin-

alized, high-risk individuals, which can be tech-

nically and politically difficult.

While there are specific charac-

teristics of HIV prevention and

control that present challenges,

what sets the Africa Region AIDS

projects apart from the other com-

municable disease projects is their

relatively more complex design.

As the findings of chapter 2 indicate, complexity

of design in low-capacity settings is a strong pre-

dictor of weak performance. The large number of

implementers in both government and civil society

make the Africa MAP projects highly complex. A

demand-driven design with so many actors makes

it more difficult to assess coverage and quality of

key activities. Beyond this, while other commu-

nicable disease programs are often run from long-

existing directorates within the Ministry of Health,

the Africa Region AIDS projects have

generally relied on newly created and

inexperienced institutions, separate

from the Ministry. Finally, many were

prepared in an emergency mode; the

investment in M&E and “learning by doing” in

these projects (which was supposed to be 5–10

percent of costs) has not been realized, and the

large number of implementers would challenge

any M&E system. Most of the completed AIDS

projects in Africa have been unable to establish a

clear results chain linking outputs to outcomes or

to address systematically the key drivers of the epi-

demic, although the latter is a weakness of most

AIDS projects in other Regions.

Simplifying the design of HIV/AIDS proj-

ects is under the control of the Bank and

borrowers. While it is difficult to change capac-

ity in the short run, and some of the inherent dif-

ficulties confronting HIV/AIDS cannot be fixed,

HIV/AIDS programs do not require an overly com-

plex design. The relatively more successful AIDS

projects in Argentina, Brazil, and India, in set-

tings with greater capacity, still do not have proj-

ect designs as complex as those in Africa. Findings

and lessons from Bank support for HIV/AIDS proj-

ects were evaluated by IEG in 2005, with recom-

mendations that remain relevant to support in all

Regions (box 3.2).

Notwithstanding the accomplishments of

many of these communicable disease projects:

• M&E has been weaker than for other
HNP projects, even though the results
chain is theoretically easier to construct
than for projects that address broad
health issues. Only one in five closed com-

municable disease projects had at least sub-

stantial M&E, compared with a third in the rest

of the HNP portfolio.13 An example of this par-

adox can be seen in malaria control. While the

number of bednets distributed or treated with

insecticides is generally available, none of the

seven completed projects supporting malaria

control could provide data on actual bednet

use, and only one had data on bednet owner-

ship (the endpoint only). The low capacity,

weak institutions, and lack of M&E have led to

governance problems in a number of these

projects, both in Africa and India.14

• There is little evidence to confirm that the
poor—however defined—have dispro-
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portionately benefited from communi-
cable disease control within countries.
Even when the poor are at greater risk, the lit-

erature suggests that the non-poor have greater

access to information and services, which makes

it more likely that they will benefit (Gwatkin,

Wagstaff, and Yazbeck 2005). Without data on

the socioeconomic distribution of benefits, it

cannot be assumed that the incidence of disease

control outcomes is pro-poor, particularly for

HIV/AIDS, which in many developing countries

does not disproportionately affect the poor.

There are equity dimensions to some of the pro-

grams—such as in the distribution of free bed-

nets or malaria drugs and access to subsidized

antiretroviral treatment—that are rarely studied.

• Very few Bank projects have attempted
to calculate the actual costs or effective-
ness of interventions as implemented 
in the field as a basis for improving
performance. A case in point is the Egypt

Schistosomiasis Control Project. One of the

objectives was to strengthen the capacity to pe-

riodically assess the cost-effectiveness of the

program and to adjust the strategy accordingly

(IEG 2008c). However, most studies were not

carried out. Recent economic and sector work

on AIDS treatment in Thailand and India points

to tradeoffs in cost-effectiveness and sus-

tainability of AIDS treatment programs under

varying assumptions (Over and others 2004; Re-

venga and others 2006). Yet this key informa-

tion is not available for low-income Africa,

which has the greatest HIV burden and the

fewest resources. Only two public expenditure

reviews (PERs) issued in Africa since 2000 have

discussed the costs and sustainability of AIDS

programs, including the long-run cost of pro-

viding antiretroviral therapy to patients.15

Synergy Between Communicable Disease
Programs and the Health System
The 2007 HNP strategy calls for synergy between

efforts to strengthen health systems and the focus

on priority disease results in low-income countries,

noting that a well-functioning health system is

also essential for the success of these programs.16

This is clearly borne out in the experience of

support for communicable disease control: health

system problems with the procurement and dis-

tribution of pharmaceuticals and the understaffing

or low performance of fixed facilities for treatment

and immunizations also affect the efficacy of com-

municable disease control programs. Yet it also

could be said that a well-functioning health sys-

tem depends on effective communicable disease

control, because prevention of communicable

diseases is often low cost and reduces demand for

more expensive treatment, freeing resources for

other conditions.

In a number of countries, the Bank’s sup-

port has strengthened the health system by

building capacity in national disease control

programs. In Cambodia, for example, the Disease

Control and Health Development Project (1996–

2002) strengthened health infrastructure and

decentralized health management,

while financing complementary dis-

ease control programs for malaria, TB,

and HIV/AIDS. Prior to the project, in-

ternational donors were operating

communicable disease interventions

outside the framework of government,

and capacity was weak. The project funded the

government communicable disease programs,

enabling the Ministry of Health to fulfill its man-

date, while integrating the disease control pro-

grams into the health system at the provincial

and district levels. Bank support for multiple dis-
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Committing to Results: Improving the Effectiveness of HIV/AIDS Assis-
tance (IEG 2005a) evaluated the World Bank’s country-level HIV/AIDS sup-
port through mid-2004. It pointed to three main avenues for improving
performance: 

• Help governments to be more strategic and selective and to prioritize
activities that will have the greatest impact on the epidemic.

• Strengthen national institutions for managing and implementing the long-
run response, particularly ministries of health.

• Improve the local evidence base for decision making through improved
M&E. 

Source: IEG 2005a.

Box 3.2: Recommendations of IEG’s 2005 Evaluation
of World Bank Support for AIDS Control Remain 
Relevant

In many countries, the
Bank has strengthened the
health system by building
capacity in national
disease control programs.



ease and endemic disease projects has generally

sought to improve communicable disease sur-

veillance and cross-cutting disease-control func-

tions, such as health promotion and laboratory

service, to improve efficiency.

However, the monitoring systems for com-

municable disease programs often exist in

parallel to, and are not well linked to, gov-

ernment management information systems

(MIS). This can lead to duplication and inhibit

sharing of data between agencies. However, weak-

nesses in the overall health MIS can shake the

confidence of communicable disease control man-

agers, who need timely information

for a rapid response, and such weak-

nesses can lead them to maintain sep-

arate monitoring systems, as in Ghana

(IEG 2007d). This creates, in turn, a

heavy burden at the district and service

levels, which are required to supply

information through multiple, over-

lapping systems (IEG 2007d). The problem has

been overcome in Eritrea, where the National

Malaria Control Program maintained a parallel

data collection system, and it was reported to

the MIS with little delay.

As the Bank and donors enhance their sup-

port to systemwide reforms and sectorwide

approaches, there is a risk that the capacity

that has been built in many disease control

programs will be lost. The first health

SWAp in Bangladesh included plans 

to integrate the National TB Program

(NTP) into the approach, yet neglected

to include the NTP or any TB indicators

in the logframe (IEG 2006b). Support

for Ghana’s health SWAp provided dis-

tricts with increased financing to carry

out communicable disease activities. But the dis-

tricts often did not prioritize communicable dis-

ease interventions, assuming that central-level

units would continue to support them (IEG 2007d).

In Egypt, the success of investments in schistoso-

miasis control has not been sustained by the Health

Reform Project that supported these activities as

part of an integrated basic package (IEG 2008c).

In Malawi, there is a concern that the much-needed

emphasis on a functioning health system pursued

by the health SWAp maintain the technical strength

of disease programs as an important element (El-

mendorf and Nankhuni forthcoming).

While the World Bank was among the first

to step up to increase dramatically HIV/AIDS

resources to Africa (fiscal 2001–02), there are

signs that the high level of earmarked dis-

ease funds may be creating distortions in the

rest of the health system. Only about one in

five freestanding AIDS projects is in a country

with more than 50 million people; a third are for

countries with fewer than 5 million people, and

half of those are for countries with populations

of less than 1 million. In many cases, the Bank is

not the only donor—the Global Fund and PEPFAR,

in addition to bilateral funds, are also often pro-

viding earmarked funding to a specific disease

(Martin 2009). In these cases, there is a risk of a

huge imbalance between investment in commu-

nicable diseases (including AIDS and any other ear-

marked program) and investment in the rest of

the health system. A recent study calculated that

HIV/AIDS funding represented from 33 to 45 per-

cent of total public and donor health expendi-

tures in four African countries.17 The 2007 PER for

Malawi reported that HIV/AIDS accounts for as

much as 60 percent of health expenditures (World

Bank 2007f, p. 89).

The problem of distortions created by earmark-

ing of external assistance is unlikely to be exten-

sive enough in the large countries receiving Bank

support for AIDS, TB, malaria, or other endemic

diseases (such as Bangladesh, Brazil, China, or

India) to create such difficulties. But two problems

arise with relatively large shares of money ear-

marked for disease in the context of a small coun-

try. First, the large funds in a small program relative

to the needs of the rest of the system can pull

scarce resources—such as nurses or doctors, who

are in short supply—from elsewhere in the health

system and reduce services elsewhere in the sys-

tem.18 Second, as the availability of IDA money and

Bank supervision resources are constrained, it is

very likely that there is competition between free-

standing communicable disease projects and proj-

ects that support the entire health system in small

countries. A case in point is Malawi: because of

constraints in the availability of Bank budget for
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supervision, IDA funds were available for the

health SWAp or the AIDS SWAp, but not for both.

The Bank opted to drop support for the health

SWAp and continue support for HIV/AIDS, de-

spite the large share of earmarked funds as a per-

centage of overall health expenditure (Elmendorf

and Nankhuni forthcoming). Despite these risks,

the Bank has continued to approve new HIV/AIDS

projects in small countries that receive a lot of

other earmarked foreign aid.

In sum, the past decade has seen an enormous

increase in the share and absolute amount of

World Bank support for communicable disease

control, most of which has been for HIV/AIDS.

Communicable disease projects other than for

AIDS are more likely to be in large countries, per-

form better than the rest of the HNP portfolio, and

are generally somewhat less complex. The HIV/

AIDS projects are almost all multisectoral and in-

volve multiple public sector entities and diverse

segments of civil society, in addition to dealing with

a highly stigmatized disease. Furthermore, most

are in Sub-Saharan Africa, and many are in smaller

countries with a large donor presence. The com-

plexity of the support and low capacity have

resulted in lower outcomes. M&E has been in-

adequate for most communicable disease sup-

port, there is little evidence that the poor have

disproportionately benefitted, and the actual cost-

effectiveness of interventions as implemented

has rarely been calculated. There are signs that the

high level of earmarked disease funds may be

creating distortions in the health systems of some

small countries.

Reforming Health Systems
There is no internationally accepted model

of how a health system should function;

the specific activities or policy content of

health reform are context-specific. Generally,

however, reform programs are about fundamen-

tal changes in structure, incentives, and allocation

of resources. Improved efficiency of health care

delivery, coupled with improvements in health sta-

tus and reduction in inequities, is often at the core

of health reform programs. Health reform is thus

distinct from efforts to improve outcomes by in-

creasing inputs—money, training, salaries, facili-

ties, and materials—although increasing inputs

can be, and has been, used to leverage and sup-

port reforms.

About a third of all World Bank HNP proj-

ects approved from fiscal 1997 to 2006 had

an objective to reform or restructure the

health system. These included objectives in-

volving health finance, health insur-

ance, decentralization, or regulation

of or enhancing the role of the private

sector in service delivery.19 Implicitly if

not explicitly, most of these projects

aimed to improve the efficiency of the

health system.20 The share of approved

projects with health reform objectives has de-

clined by nearly half over time—from 45 percent

of approved projects during fiscal 1997–2001 to

only 26 percent in fiscal 2002–06 (figure 3.3).21 The

share has declined in all Regions except South Asia,

and in Latin America and the Caribbean and Africa

the decline is statistically significant.22

Health reform projects are concentrated in

middle-income countries. Three-quarters of all

health reform projects were in middle-income

countries and half of all HNP projects in middle-

income countries over the decade had health

reform objectives, compared with only

18 percent of all projects in low-income

countries. Health reform is an objective

in about half of the projects in lower-

middle-income countries and in 63 

percent of the projects in upper-

middle-income countries. About two-thirds of the

HNP portfolio in Europe and Central Asia and 

the Middle East and North Africa is comprised of

health reform projects, as is 43 percent of projects

in Latin America and the Caribbean.

Health reform projects have some-

what lower outcomes than do proj-

ects without reform objectives in

middle-income countries, although

this difference is not statistically

significant. Seventy-one percent of

closed projects with health reform ob-

jectives in middle-income countries had satisfac-

tory outcomes, compared with 86 percent of HNP

projects with other objectives (table 3.1). The

borrower’s performance is also slightly lower for

health reform projects.
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Bank performance for health reform proj-

ects in middle-income countries is sub-

stantially and significantly lower than for

HNP projects with other objectives. The

Bank’s performance—including quality at entry

(preparation) and supervision—was satisfactory

in only 69 percent of health reform projects, com-

pared with 93 percent of other HNP projects. IEG

reviews of Implementation Completion Reports

(ICRs) found the following factors associated with

good Bank performance:

• A design based on strong sector work23

• Thorough institutional and stakeholder

analysis24

• Use of local experts, consultation with stake-

holders, good communication, and full own-

ership of the reforms25

• Creative use of other instruments to backstop

reforms26

• Strong and active dialogue with government

throughout implementation.

Poor Bank performance was often linked to weak-

nesses in these same areas, as well as inadequate

institutional analysis or risk mitigation plans, over-
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Figure 3.3: The Share of HNP Project Approvals with Health Reform Objectives Has Declined in
Middle-Income Countries and in Most Regions
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Note: The decline in share of health reform projects overall and in middle-income countries is statistically significant at p < .01, and the decline in Latin America and the Caribbean and in Africa
at p < .05. Eight Regional projects are excluded from the tabulation by country income.

Table 3.1: Outcomes and Bank Performance Are
Lower for Health Reform Projects than for Other 
HNP Projects in Middle-Income Countries

IEG rating– Health reform Other HNP
satisfactory projects (n = 29) projects (n = 14)

Outcome 71 86

Bank performance 69a 93a

Borrower performance 72 79
Source: IEG portfolio review.
Note: In low-income countries there are only 8 completed health reform projects that were approved
during fiscal 1997–2006 and 37 other completed HNP projects. Both outcome and Bank performance
are substantially higher for health reform projects than for other projects in low-income countries,
but these differences are not statistically significant because of the small sample. Borrower performance
is similar for the two groups. 
a. The difference between health reform and other HNP projects is weakly significant at p = .08.



optimism about capacity or political commitment,

project complexity, and the failure to restructure

projects that are performing poorly.27

Health care reform usually takes place over an ex-

tended period, beginning with the reforms with

the least political opposition and quickest gains,

and often proceeding in fits and starts. This

means that the efficacy of the support for the later-

stage, more difficult activities is not yet tested in

many instances. However, the varying experi-

ence of the countries where IEG has conducted

in-depth fieldwork highlights some of the achieve-

ments, shortcomings, and lessons to date. Health

reforms are often linked to more general civil ser-

vice and administrative reforms across all sec-

tors; the obstacles to public sector reforms are

in many ways similar to those for health reforms

(box 3.3).

The Bank supported health system reforms

in the Kyrgyz Republic, Peru, and Egypt that

shared some common elements, with dif-

ferent outcomes. In all three countries, the re-

form strategy called, first, for improving access to

and quality of primary health care, which

would disproportionately help the poor

and reduce the demand for inpatient

care, and for setting up output-based re-

imbursements, before attempting more

politically controversial and technically

challenging reforms, such as rational-

izing hospitals and public sector contracting with

the private sector or reimbursements with the pri-

vate sector to deliver services. Implementation

and results on improved efficiency were uneven,

although health status nevertheless continued to

improve in all three countries. Only in the Kyrgyz

Republic, however, is there evidence of efficiency

gains and any plausible link of health outcomes to

any of the reforms.28

In the Kyrgyz Republic, the Bank and other

donors supported implementation of a home-

grown reform agenda:

• Set up an institution to serve as a single payer

for health insurance.

• Separate the financing of health care from

health care delivery.
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projects with other
objectives.

The obstacles to many health system reforms are similar to those
blocking improvement in public administration more generally, as
are the measures to overcome them. The recent IEG evaluation,
Public Sector Reform: What Works and Why? (IEG 2008f) found
that activities aimed at strengthened financial management and
tax administration were far more effective than those focused on
civil service and administrative improvements. Ministries of fi-
nance tended to strongly support this type of reform, which was
usually underpinned by extensive technical analysis, and often
generated quickly observable results, expressed in terms of clear
public expenditure and financial accountability indicators. The
World Bank’s expertise in these issues is widely recognized. 

In contrast, measures affecting personnel policies, including
downsizing, pay decompression, and merit-based reforms were
particularly unsuccessful. They often failed because of lack of po-
litical commitment, discontinuities in leadership, politicians’ re-
sistance to measures diluting their control over patronage, and

union opposition. The World Bank’s analytical tools are less de-
veloped in these fields and, more fundamentally, there is a “lack
of consensus around the ‘right’ civil service model for developing
countries, or indeed for developed countries.” (IEG 2008f, p. 54)
Basic data are often lacking, and political leaders may not be
able to identify tangible benefits. Almost identical language could
be used to describe health sector reforms entailing changes in or-
ganization and personnel policies. 

Public Sector Reform nevertheless identified six factors as-
sociated with comparatively successful administrative reforms:
good analysis and diagnosis; pragmatic opportunism in select-
ing reforms; realistic expectations; appropriate lending pack-
ages (usually including technical assistance); tangible indicators
of success; and effective donor coordination. Successful major
health reform programs, as in the Kyrgyz Republic, feature sim-
ilar characteristics.

Box 3.3: Shared Themes: Public Sector and Health Systems Reform

Source: IEG 2008f.



• Use output-based financing that pays for ser-

vices delivered, rather than line budgets.

• Increase autonomy for health facilities in budget

allocations.

• Reduce excess inpatient capacity.

• Adopt a guaranteed package of services.

• Create a new type of family practice that re-

duces resort to specialists, provides more cost-

effective primary health care on an outpatient

basis, and serves as a gatekeeper for referrals

to higher and more specialized facilities.

The share of the population covered by the

Mandatory Health Insurance Fund rose from 25

to 85 percent and excess inpatient capacity was

significantly reduced (figure 3.4). Hospitals used

their remaining capacity more efficiently, and the

quantity and quality of outpatient services in-

creased. By 2005, almost 99 percent of the pop-

ulation had access to primary health care, and the

share of government health spending on that

care had risen from 11 to 25 percent. Hemor-

rhagic insult among patients with high blood

pressure in one region dropped by three-quarters.

Yet, despite Bank intervention and policy dia-

logue at key moments, political opponents still

managed to block the restructuring of tertiary

hospitals in the two major cities. Private payments

remained a significant share of health spending.

The finance ministry reallocated the savings from

improved health sector efficiency to other activ-

ities, dampening the enthusiasm of health re-

formers. Since then, the government has met all

commitments to increase public financing of

health. However, low pay scales have led to out-

migration of family physicians, jeopardizing the

achievements of the reforms.

In Peru, the World Bank and Inter-American De-

velopment Bank support to the government’s re-

form program saw a huge expansion in access 

to a package of basic services among the poor

through the Integrated Health Insurance (SIS)

program, despite significant political changes over

the period.29 Adopted nationwide in 2002, the SIS

reimburses Ministry of Health care providers for the

variable costs of the use of services by its benefi-

ciaries, increasing the incentives for efficiency. In
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Figure 3.4: Excess Inpatient Bed Capacity Declined across the Kyrgyz Republic 
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addition, support was provided to expand and im-

prove the quality of community-managed health

facilities, organized under a quasi-private man-

agement scheme in which the community partic-

ipates. However, the SIS still does not reimburse

private providers or other public providers and

there are no major new revenues for the system.

The extent to which hospital costs have been re-

duced is unclear, and ESSALUD, the entity providing

insurance to formal sector workers and their fam-

ilies,30 has resisted reforms that would separate

funding from service delivery and that would pro-

vide better coordination with the Ministry of Health.

In Egypt, the Bank, the U.S. Agency for Interna-

tional Development (USAID), and the European

Commission have supported a health reform pro-

gram over the past decade, with uneven owner-

ship by key government players. There has been

progress in strengthening primary health care

and family services and defining a basic package

of primary health care and public health services

for universal coverage. However, efforts to trans-

form the Health Insurance Organization into a

single-payer plan and to separate finance from

health delivery have met opposition from the Min-

istry of Health and Population and other entities

that want to retain control over finance. Rational-

ization of hospitals has not occurred and the sys-

tem remains highly fragmented, with nearly two

dozen different public or parastatal entities pro-

viding and financing health care, as well as over-

use of and excess capacity in expensive tertiary care.

The most pervasive lesson from the Bank’s

experience with health reform is that failure

to fully assess the political economy of re-

form and to prepare a proactive plan to ad-

dress this issue can considerably diminish

prospects for success. One source of political

economy risk is that reforms with high-level sup-

port will be abandoned with a change in govern-

ment. Among the five countries that undertook

health reform and were studied in-depth by IEG,

four experienced changes in leadership with the

potential to affect the reform agenda (Bangladesh,

Egypt, the Kyrgyz Republic, and Peru31). Given

the long period over which reforms to health sys-

tems typically take place, the starting assumption

should be that there will certainly be a change in

government or in leadership of the sector that can

affect the ownership of and commitment to re-

form. This underscores the importance of gen-

erating evidence that reforms work, so they can

transcend a single administration, and of enlisting

key stakeholders in the system who are vested in

the reforms and likely to remain in place.

The impact of reforms on the interests and

incentives of key stakeholders also consti-

tutes a significant political economy risk.

Health reform projects create winners and losers;

it is important that their interests be understood

from the outset. High-level commitment is no

guarantee that key stakeholders in the health

system or the general public will go along with a

reform; stakeholders who have a role in imple-

menting any reform can simply not cooperate.

The general public may perceive that a reduction

in excess hospital capacity is reducing

their access to health care. Even within

an institution, the interests and incen-

tives may vary according to whether

the person is a manager or delivers

services. The Kyrgyz health reform ex-

perience was an exception in this re-

gard. It was based on a reform strategy that was

totally owned by a group of reformers in the Min-

istry of Health and a considerable prior analysis

and a strategy for navigating the winners and los-

ers. Even then, Bishkek and Osh, the two wealth-

iest regions, remain outside the reforms of tertiary

care. The experiences of Bangladesh, Egypt, and

Russia are more typical (box 3.4).

The political risks and the risk of complex-

ity—two of the issues found to be most crit-

ical in the case studies—are often missing

in the risk analysis for health reform proj-

ects. Review of the risk analysis of the appraisal

documents for closed health reform projects

approved since fiscal 1997 found that only 59 per-

cent cited risks of a change in government com-

mitment to reforms (following turnover in ministry

staff or elections of top leadership), and only 43

percent pointed to the risk that specific stake-

holders—physicians, hospital managers, patients,

managers of decentralized facilities—would be
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resistant to or undermine the reforms.

The risk of excessive complexity was

mentioned in only 22 percent of the

appraisal documents. Overall, only a

third of projects with health reform

objectives were assessed at appraisal as

having substantial or high risks.32

To have a chance at success, both the po-

litical economy risks and complexity need

to be taken into account and planned for in

health reform operations. The projects re-

viewed for this evaluation have used a number of

strategies to deal with these issues:

• Institutional and stakeholder analyses
are essential during the design of the reforms

and to inform decisions during implementation

about when to intervene and when not to.

Stakeholder consultations can help to flag pos-

sible resistance and solutions.

• Information and outreach to all stake-

holders and the public to explain the reforms,

the benefits, and how they will be affected.

• Sequencing of reforms, so that some con-

stituencies win up front, before the more dif-

ficult choices—on hospital rationalization, for

example—must be decided. Four of the five

case studies on health reform followed a de-

liberately sequenced approach, whereby the

first step was to improve access to and quality

of outpatient and primary health care, while 

in most cases introducing changes in the pay-

ment system.33 This is also a strategy for avoid-

ing complexity, a big problem in health reform

projects.

• Piloting reforms in specific geographic areas

to demonstrate their feasibility and efficacy be-

fore they are expanded. The Issyk-Kul region

of the Kyrgyz Republic piloted most reforms,

sponsored by USAID, generating interest in

other regions.

• Creating new institutions, like the Manda-

tory Health Insurance Fund in Kyrgyz and the

SIS in Peru, can often result in less resistance

than attempting to reform existing ones—such

as ESSALUD and the health care units of the

armed forces and the national police in Peru or
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The Bangladesh Health and Population Program (1998–2005),
which involved many donors in a sectorwide operation, sought
to merge the Health and Family Planning Directorates within the
Ministry of Health and Family Welfare, starting from the subdis-
trict level and moving downward, a reform to improve efficiency.
While some family planning workers were pleased to become reg-
ular public employees through this reform, mid-level workers
feared that their jobs would be abolished and took their case to
the Supreme Court. The government won the lawsuit, but the im-
plementation of the reform had been delayed and unification
was reversed by a new government. Other proposed reforms in
the project were tainted by association.

In Egypt, there was high-level commitment and participatory
analytic work from the Minister of Health and Population for
health reforms in the mid-1990s, but the incentives of nearly two
dozen other public and parastatal providers of health care were
not taken into account. The ministry would have lost control over

financial resources with a single payer arrangement; it therefore
welcomed investment in primary health care, but resisted re-
forming the Health Insurance Organization. The insurance reforms
were subsequently dropped from the Health Reform Project,
while expansion of family health services continued.

The Russia Health Reform Pilot Project (1997–2004) aimed to
make changes in two regions. It was to introduce output-driven,
cost-conscious provider payment mechanisms, accompanied by
information-based quality assurance, and to reorient health care
by strengthening primary and outpatient care, centered on a net-
work of family physicians, and reducing inpatient care services.
The new models were not uniformly implemented; where intro-
duced, they coexisted with the old and had little staying power.
Family practitioners were trained, their offices equipped, and a
standard Russian family medicine curriculum developed, but ob-
stetrics, gynecology, and maternal and child health were ex-
cluded because of the influence of specialists in those fields.

Box 3.4: Consequences of Inadequate Stakeholder Analysis

Sources: IEG 2006b, 2007f; Gonzalez-Rosetti forthcoming.

Political risks and
complexity are often

missing in the risk
analysis of health reform

projects.



the Health Insurance Organization in Egypt,

which was eventually dropped from the project.

• Complementary programmatic lending
with the finance ministry has helped some-

times to maintain momentum when imple-

mentation of reforms through health sector

investments has flagged, as in the Kyrgyz Re-

public and Peru (box 3.5). The implementa-

tion of health reform may be piecemeal, but the

Bank can help ensure support that extends be-

yond a specific project. The Programmatic Social

Reform Projects in Peru were effective in main-

taining the reform agenda, despite the political

cycle.

Eliciting the participation of stakeholders

can be important for ownership of reforms,

but it is still necessary to prioritize. In Ban-

gladesh, there was wide stakeholder partici-

pation in defining the Essential Service Package,

with the 1993 World Development Report as back-

ground. However, the final package was a wish 

list that was not prioritized, was not technically 

and financially feasible, and was not based on

Bangladesh-specific data.34 The Russia Health Re-

form Pilot project identified two pilot regions

based on their indicated interests. This strength-

ened ownership, but each region proposed many

different reform activities, increasing complexity

and the likelihood of incomplete reforms. Further,

the project involved multiple layers of government

and a large number of separate health and health

policy challenges.35

Reforms based on careful prior analytic

work and evidence relevant to the country

in question hold a greater chance of success,

but analytic work does not ensure success.

The reform projects in Peru36 and the Kyrgyz Re-

public37 both benefited from extensive Bank-

sponsored analytic work that helped to ensure that

the reform agenda was technically sound and en-

couraged ownership by the technical stakehold-

ers. In Egypt, analytic work sponsored by the Bank

and USAID included stakeholder and institutional

analyses. However, in the case of Egypt, this could

not compensate for the absence of a local reform

team with the willingness, technical capacity, and

political support to lead the process.38

M&E are critical for implementing and

monitoring health reforms and for demon-

strating impact, but the record of Bank-

supported health reform projects in actually

evaluating pilot activities is weak. There was

no evaluation design for the activities

piloted in the Russia Health Reform

Pilot Project; there was no basis for de-

cisions for wider replication. Nor was

there any evaluation design for the

health reforms supported in specific

regions of Peru. Strong and consistent M&E is

important—first, for understanding whether the

proposed reforms will work, given that they involve

changing the incentives for both providers and pa-

tients. Thus, most of the projects first launch re-

forms in pilot regions. Second, based on these
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Kyrgyz Republic
Governance Structural Adjustment Credit (2003). The objectives
of the project were to improve the transparency and respon-
siveness of the public sector and enhance the ability of external
stakeholders to hold it accountable, and to increase efficiency,
effectiveness, and accountability within the public sector. The op-
eration supported ongoing reforms to improve service delivery
in health. 

Peru
Programmatic Social Reform Projects I-IV (2001–04). The ob-
jectives of this series of projects were to improve the antipoverty
focus of public expenditure, increase the access of the poor to
quality health and education services, and enhance the trans-
parency of social programs, while empowering beneficiaries in
their design and implementation. They supported health reform
objectives, including trying to promote the reform of ESSALUD. 

Box 3.5: Programmatic Lending Maintained Momentum on Health Reform

Sources: IEG 2008d, 2009b.

Stakeholder participation
can be important, but 
it is still necessary to
prioritize.



results, successful reforms can be expanded more

broadly. Evaluation of pilot reforms and rapid dis-

semination of results can also demonstrate to

skeptics that the reforms are feasible, weakening

political resistance. The lessons of USAID’s pilot

reform activities in the Issyk-Kul region of the Kyr-

gyz Republic were fully incorporated into the de-

sign of the first Health Reform Project, and the

demonstration effect of that region encouraged

other regions to accelerate reforms. As discussed

in chapter 2, however, the Bank’s record

of ensuring that pilot and reform proj-

ects include rigorous evaluation is weak.

To summarize, about a third of Bank projects sup-

port health reform objectives, mainly in middle-

income countries. The share of projects with

health reform objectives has been in decline. The

outcomes of health reform projects and the Bank’s

performance are lower than for other HNP proj-

ects. This is an area with a lot of risk—political and

technical—but nevertheless highly relevant. Many

lessons have been learned. Two of the most im-

portant of these, which should affect future per-

formance, are the need to carefully assess the

political risks beforehand—including the interests

and incentives of key stakeholders—and to try to

minimize complexity.

Sectorwide Approaches
In 1995, the World Bank defined and pro-

moted a new approach to lending to address

chronic problems in implementing health

projects. These problems included insufficient

local ownership and commitment; the lack of any

noticeable trickle-down effect from some proj-

ects; low sustainability of benefits after initial im-

plementation; confusion and dissipation

of effort caused by the approaches sup-

ported by different donors; excessive ex-

patriate technical assistance personnel;

the weakening of government capacity

by the proliferation of donor-financed

project units; and unsatisfactory results

from some adjustment operations in the allocation

of public expenditure (Harrold and others 1995).

The term sector investment program was coined,

encompassing six principles of sound project de-

velopment that supported a “broad sector ap-

proach to lending.” A sector investment program

had to be:

• Sectorwide in scope, covering all current and

capital expenditures

• Based on a clear sector strategy and policy

framework

• Run by local stakeholders, including govern-

ment, direct beneficiaries, and representatives

of the private sector

• Adopted and financed by all main donors

• Based in common implementation arrange-

ments among all financiers

• Reliant on local capacity, rather than on tech-

nical assistance, for implementation.

Two years later this approach was relabeled

a “Sectorwide Approach,” or SWAp, at a

meeting of donor agencies (box 3.6), but the

principles remained the same.39 The anticipated

benefits from the approach included: greater

country ownership and leadership in managing

health support; improved coordination and over-

sight of the technical and financial inputs of all

partners; strengthened country capacities and

systems for strategic sector management, fiduci-

ary functions, and implementation arrangements;
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The Sectorwide Approach,
or SWAp, was developed
between 1995 and 1997;

the Bank was a major
proponent.

During the 1990s, the concept of a programwide ap-
proach was discussed at a forum on health sector re-
form chaired by WHO with the active participation 
of Ghana, Zambia, and other partners. This led to the
first meeting of several countries and development
partners to discuss the approach in 1997. 

Cohosted by the Danish Ministry of Foreign Affairs
and the World Bank, the meeting coined the term
“sectorwide approach” and reached a consensus
on two follow-up actions: (a) to commission a SWAp
guide for the health sector and (b) to create an Inter-
Agency Group to foster learning and promotion of
SWAps, with WHO as the chair and with the active
participation of partners and developing countries.

Source: Vaillancourt forthcoming.

Box 3.6: Genesis of the Sectorwide 
Approach in Health: An International
Consensus

M&E are critical in health
reform projects.



reduced transaction costs; more efficient use of

development assistance; more reliable support for

the health sector strategy; and greater sustain-

ability of health programs. Ultimately, the ap-

proach, through its support of national health

policies and programs, was to contribute to im-

provements in health sector performance and

sustained improvements in people’s health.40

The SWAp concept represented a fundamental

change in the focus, relationship, and behavior of

development partners and government—a re-

form in the relationship between government

and development partners and among the part-

ners. The specific health policies and programs

supported by this approach depend on the con-

tent of the national sector strategy, which varies

greatly across countries. World Bank and other

donor support for a SWAp can be financed in a

number of different ways—through parallel

project-specific financing,41 pooled financing,42

general budget support to the finance ministry, or

a combination of these.

Between fiscal 1997 and 2006, the World

Bank approved 28 HNP projects supporting

health SWAps in 22 countries.43 Thus, in the

decade following the launch of the approach,

about 13 percent of all approved HNP projects sup-

ported a SWAp. The World Bank project approvals

came in two spurts—immediately after the 1997

meeting, followed by a two-year pause, and then

more projects approved in fiscal years 2003–06 (fig-

ure 3.5). Two-thirds of the projects that supported

health SWAps were in Sub-Saharan Africa. Support

for health SWAps is mainly found in low-income

countries, accounting for nearly a quarter of HNP

projects approved in those countries, compared

with only 6 percent of those in lower-middle-

income countries, and none in upper-middle-

income countries.44 In 71 percent of the projects,

Bank resources were pooled with those of gov-

ernment and other donors.45

The assessment of the Bank’s support for

health SWAps addresses three questions.

First, were the benefits of the approach realized,

in terms of better donor harmonization and co-

ordination, reduced transaction costs, capacity

building, and so forth? Second, were

the objectives of the health strategies

supported by government and devel-

opment partners achieved? Third, in

what ways did channeling support

through a SWAp affect the efficacy of

the Bank’s support, including its ability to conduct

policy dialogue? A desk-based portfolio review

of all Bank-supported SWAps approved in fiscal

1997–2006, including 11 completed operations,

and fieldwork in five countries (table 3.2) serve

as a basis to answer these questions.

Benefits of the Approach
The objectives, anticipated benefits, and spe-

cific mechanisms of the SWAp approach are

not clearly articulated and often not dis-

cussed in the Bank’s project ap-

praisal documents. These documents

usually deal with the substance of health

programs and policies. There tend to be

a lot of process indicators that implic-

itly convey what the objectives of an-

ticipated benefits were, and they are

generally consistent with the SWAp fea-

tures described in the literature.
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Over the period fiscal
1997–2006, the Bank
approved support for 28
health SWAps in 22
countries.

Figure 3.5: After an Initial Spurt, Growth in World
Bank Support for Health SWAps Resumed after 2002
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The objectives,
anticipated benefits, and
specific mechanisms of
the SWAp approach are
not clearly articulated
and often are not
discussed in appraisal
documents.



Country capacity has been strength-

ened in the areas of sector plan-

ning, budgeting, management, and

fiduciary systems. Resources are

used to finance an explicit Program of

Work linked to the national strategy; an-

nual or semi-annual joint review meetings of na-

tional and external partners are held for planning,

programming, budgeting, resource allocation,

and monitoring of progress in implementation and

achievement of objectives. Governments have

been enabled to exercise greater leadership in di-

recting the use of development partner resources

and conducting and coordinating the dialogue.

• In the Kyrgyz Republic, the SWAp

has resulted in greater delegation

of planning and decision making to

staff at the levels of department head

and below within the central min-

istry, and from central to decentral-

ized levels. Fiduciary strengthening

in the health sector has begun to

influence the overall governance of

the country.46

• In Bangladesh, line directors prepare annual op-

erational plans and budgets, and all funding 

is on budget,47 in contrast with the previous

arrangement of disparate, multiple projects

managed by project directors who would bypass

line managers. All national procurement is now

handled by government, where previously it was

provided by, among others, UN agencies.

• In Nepal, the SWAp has helped to consolidate

and coordinate dispersed donor assistance.

Budgeting and financial processes within the

SWAp account for government, pooled, and

nonpooled resources, but attempts to improve

financial management under the SWAp have 

encountered some obstacles that are gov-

ernmentwide and difficult to address (Shaw

forthcoming).

• Government capacity for procurement and

financial management in Ghana was developed

at central, regional, and district levels, enabling

the consolidated management of the public

budget and pooled financing. However, spend-

ing is not always consistent with sector priori-

ties and the poverty focus articulated in the

Program of Work. Nor is spending routinely

monitored or allocations adjusted to achieve

greatest impact.

• In Malawi, however, health stewardship and

governance is weak, aside from the structured

arrangements for cooperation with develop-

ment partners. The use of government fiduci-

ary systems in the health SWAp was ruled out;

World Bank policies and procedures are fol-

lowed for all pooled funding, and the Bank

issues no-objections on the use of all pooled

funds. Donors have continued project financ-

ing outside of the pool.48 In contrast, the

HIV/AIDS SWAp enjoys a higher level of confi-

dence of donors, due in part to the stronger ca-

pacity of AIDS institutions, compared with the

Ministry of Health—a result of the ability of the

HIV/AIDS SWAp to attract the best people, in-

cluding those from the Ministry.

Weaknesses persist in the design of M&E

and in the use of country M&E systems. All

of the countries supported have instituted peri-

odic joint reviews of health-sector performance

using a common set of indicators, with data

generated increasingly from the countries’ health

management information systems. However, with

the exception of Kyrgyz, the national strategies 

and programs are not underpinned by a well-

developed M&E framework. For the most part, the

results chain of the strategies and programs is not

fully articulated. In Ghana, for example, the M&E

plan, strategy, methodology, roles, and responsi-
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Table 3.2: HNP Projects Supporting Health SWAps 
in IEG Country Cases or Project Evaluations

The performance of SWAps
in reducing transaction
costs cannot be assessed

because they have not
been monitored.

Country capacity in the
health sector has been

strengthened through the
approach.

Country Project

Bangladesh Health and Population Program (1998–2005)

HNP Sector Program (2005–10)

Ghana Health Sector Support (1997–2002)

Health Sector Support II (2003–07)

Kyrgyz Republic Health and Social Protection (2005–11)

Nepal Health Sector Program ( 2004–10)

Malawi Multisectoral AIDS (2003–08)

Health Sector Support (2004–08)
Source: World Bank data.
Note: In all five countries, World Bank SWAp support was pooled.



bilities were not articulated at the outset; the 20

indicators were largely process indicators and

had only a modest overlap with indicators for

measuring health sector performance and out-

comes. In Senegal and other countries, baseline

data were outdated or missing. Duplication of

M&E and reporting has been reduced in Nepal and

the health management information system is of

good quality and reliable, but information and

systems are scattered, making it difficult to as-

semble a coherent picture of the evolution of

outputs and how they relate to outcomes.49

The performance of SWAps in reducing

transaction costs—a major anticipated ben-

efit of the approach—cannot be assessed

in any country because they have not been

monitored. In fieldwork, IEG was unable to

compile any data measuring transaction costs be-

fore and after adoption of a SWAp, for the gov-

ernment or for donors. Nor do there appear to be

any studies of staff time allocations across tasks

in government or by the development partners

before and after adoption of a SWAp. Efficiency

gains were mentioned in interviews with public

sector officials, citing the reduction in the num-

ber of individual donors, missions, and projects;

the reduction in reporting requirements; and the

consolidation of M&E as good steps. However,

high transaction costs were mentioned in asso-

ciation with the time and expense of preparing for

joint review meetings.

The allocation of time of development partner

staff since the launch of the approach is not re-

garded as entirely efficient. Some partners continue

to micromanage, while in other cases there is a mis-

match between the partner’s skills (for example,

generalists or health experts) and the needs of 

the SWAp (financial management, M&E, among

others). World Bank supervision costs for the

Bangladesh SWAp were one-third of pre-SWAp lev-

els because fewer Bank staff and more partners

went on joint missions. In contrast, in the Kyrgyz

Republic, Bank supervision costs are reported to

be very high because of the high transaction costs

of collaborating and communicating with other

partners, oversight of procurement and financial

management, and investments in capacity building.

HNP Outcomes under Health SWAps
There are countries where progress is being made

both in achieving the objectives of the SWAp ap-

proach and in improving HNP outcomes. The

Tanzania health SWAp, supported by the Health

Sector Development Project, was favorably eval-

uated by a joint external evaluation financed by

the international donor community and had sat-

isfactory outcomes (COWI, Gilroy, and

EPOS 2007). Health outcomes con-

tinue to improve in Nepal, although it

is not clear whether they should be at-

tributed to health policy, the SWAp,

both, or neither.

However, achieving the objectives of the

approach has not always ensured better

health outcomes. The implementation and

efficacy of the policies supported by the

approach are key. For example, during the 10

years of Ghana’s health SWAp, despite the in-

creased use of country systems and better har-

monization and coordination of donors, there

were no improvements in health status indicators

(figure 3.6), nor were there significant improve-

ments in health sector performance, such as

assisted deliveries, that might have con-

tributed to better outcomes. Ineffi-

ciencies in the health sector persist

because of duplication and rivalry

between the Ministry of Health and

the Ghana Health Service, an issue that

the development partners and gov-

ernment have not been able to resolve.

Substantial investment in the SWAp

process, suboptimal allocation of resources,50 in-

adequate flows of funds to the districts, and fail-

ure to resolve key impediments to service delivery

were all factors affecting performance in Ghana.

Only 4 of the 11 closed projects supporting health

SWAps had satisfactory outcomes in terms of

achieving their relevant program objectives.

The approach can have adverse effects on

outcomes in the short run: setting up a

SWAp can be disruptive, diverting time and

energy from the achievement of results.

There is evidence from Bangladesh, Ethiopia,

Ghana, Mali, and Senegal that in the short run,
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There has been progress in
achieving the objectives of
the SWAp approach and
improving HNP outcomes
in several countries.

Achieving better health
outcomes, however,
depends on the
implementation and
efficacy of the policies
supported by the
approach.



the process can take priority over re-

sults. In Bangladesh, despite the long

history of working with a consortium

of donors, there was disruption with

the formal adoption of a SWAp. How-

ever, in Kyrgyz there was a longstand-

ing and productive working relationship among

experts in government and between government

experts and the donors’ trust, and the SWAp for-

malized what was already happening. Beyond

the short-run disruption, it is difficult to tell

whether the improved coordination, ownership,

and other reforms in foreign aid introduced by the

SWAp have had any long-run impact on the qual-

ity or efficacy of health programs. This remains

a hypothesis.

SWAps have often supported overly

ambitious programs of work, in-

volving many complex reforms

and activities that exceed govern-

ment implementation capacity. Ex-

amples of the types of activities found in the pro-

grams of work of countries such as Ethiopia, Mau-

ritania, Senegal, and Tanzania include: delivery of

a basic package of essential health services; reor-

ganization and decentralization of services; re-

defining the role of the central Ministry of Health;

contracting with the nongovernmental sectors;

hospital reform; new supply- and demand-side

service delivery mechanisms; health financing;

and cost-sharing. All of these are in addition to 

the challenging capacity building and reforms in

development partner relationships inherent in a

SWAp. Guidance for reasonable sequencing and

implementation that would make such reforms

feasible is often absent. The result is that not

everything gets done, the higher-priority inter-

ventions are neglected, and outcomes are below

expectations.

Impact of the Approach on the Bank’s
Effectiveness
In the operations that IEG studied, the Bank

has often been instrumental in getting other

development partners to pool resources; the

donors who pool generally have a seat at the table

in the policy dialogue (Vaillancourt forthcoming).

The Bank has played a crucial role in supporting

national capacities and systems for financial man-

agement, procurement, and other fiduciary as-

pects of the SWAps within the health sector.

The Bank has not withdrawn from policy di-

alogue under the SWAp, but there is a risk

that consensus decisions among develop-

ment partners and government will inhibit

strategic choices and the setting of priori-

ties, areas in which the Bank has often pro-

vided valued support to improve the efficacy

of health policy. The SWAp implies ceding lead-

ership and decision making to government and

reducing the bilateral relationship with govern-

ment in favor of collaborative partnerships with

development partners. But the partners collec-

tively may not have the will to intervene. In Ghana,

for example, the partners were unsuccessful in

pressing the government to address duplication

of services between the Ministry of Health and 

the Ghana Health Services, although inaction in
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Setting up a SWAp can
divert time and energies

from delivering on
substance.

SWAPs often supported
overly ambitious

programs that 
exceeded the capacity of

government to implement.

Figure 3.6: Neither Mortality nor Fertility Declined
during the 10 Years of Ghana’s Health SWAp
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reform is likely one reason for stalled health re-

sults. They may also merely continue to press 

for their own priorities within the SWAp. Aides-

memoire for joint review meetings often repre-

sent an amalgam of the priorities of each of the

participating development partners.

There is often not a clear understanding

beforehand of the decision-making rules

among individual development partners

and between the partners and the govern-

ment, in the event that the government re-

verses or does not act on agreed-upon policy.

This leads to ambiguity with respect to how the

Bank should act. In the case of Bangladesh, the

development partners were split on how to react

to the government’s decision not to merge fam-

ily planning and health services within the Min-

istry of Health and Family Welfare in the face of

political pressure. The partners were divided on

the appropriate response; the Bank, supported by

some of the partners, temporarily stopped dis-

bursements, trying to force something that was

not politically feasible, an action that was shortly

reversed. In contrast, in Nepal, a politically driven

policy decision was made to provide free basic care

to all that would have serious repercussions on

health finance. In response, the Bank and other

partners are supporting analytical work to docu-

ment the cost and equity implications of the new

policy, as a contribution to the Ministry of Health

strategy on sustainable financing.

For most of the SWAps studied by this evaluation,

the rules for resolving disagreements are still some-

what ambiguous, which does have implications for

the efficacy of the Bank’s support and

its ability to engage government and

the partners on critical policy issues

that have not achieved a consensus.

Memoranda of understanding remain

too general and have not provided the guidance

needed during times of fundamental disagree-

ment on policy.

To summarize, SWAps implicitly have two types 

of objectives—those of the approach, and those

of the program supported by the approach.

Certain anticipated benefits of the approach sup-

ported by the Bank are being realized—strength-

ened country sector capacity to plan budgeting,

management, and fiduciary systems, and greater

country leadership in setting the direction of the

sector—but weaknesses persist in M&E of the

approach and the programs. One major

anticipated benefit of the approach—

reduced transaction costs—has not

been systematically monitored, but

field visits suggest that transaction costs

in some instances remain high. The

rules for resolving differences among

donors and between donors and gov-

ernment are not well articulated and have led to

friction in some cases and a lack of prioritization.

To date, there is little evidence that the approach

by itself has had additional positive impacts on the

effectiveness of the overall sectoral program and

policies. Even while adopting these reforms in

working relationships, it is important for the pro-

gram to support the right things, that it be prop-

erly implemented, and that the focus on results

be maintained.

LESSONS FROM THREE APPROACHES TO IMPROVE OUTCOMES
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Participation in SWAps
has not meant a
withdrawal from policy
dialogue.

But there often is not a
clear understanding of
the decision-making rules
among the partners and
between the partners and
the government.





Chapter 4
Evaluation Highlights
• The CAS has helped identify the key

sectors that affect HNP, but has not
brought those other sectors to bear on
HNP outcomes, nor has it documented
or monitored their contributions.

• The efficacy of multisectoral HNP
projects hinges on prioritizing sectors
in the face of limited implementation
capacity and ensuring strong coor-
dination of activities.

• The potential for Bank support for
water supply and sanitation and
transport to contribute to health out-
comes and the health MDGs is great,
but the incentives to deliver health re-
sults and a poverty focus are weak.

• Results are more likely when the
health objectives are made explicit
and when targets and monitorable
indicators are included for retrofitted
health components.



Girls from Kuje village in Abuja, Nigeria, demonstrate how to wash hands with soap and clean water.
Photo courtesy of UNICEF Nigeria/2006/Moses.
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The Contribution of Other
Sectors to Health, Nutrition,

and Population Outcomes

This chapter seeks to inform implementation of

the HNP strategy by assessing, first, to what extent

have CASs actually been used as a vehicle for

achieving multisectoral synergies to improve HNP

outcomes? Second, what has been the experi-

ence of multisectoral HNP lending operations—

that is, HNP projects that engage multiple sectors

in a single operation—in improving HNP out-

comes? Finally, what has been the contribution of

lending in other sectors—in particular, water sup-

ply and sanitation and transport—in achieving

health benefits?

Intersectoral Approaches in 
Country Assistance Strategies
The CAS is the business plan that guides World

Bank Group activities in a member country en-

gaged in borrowing or is receiving grant funding.

Management and the Board use the CAS to review

and guide the Bank Group’s country programs

and to judge the impact of its work. IEG reviewed

137 CASs approved between fiscal 1997 and 2006

with respect to their use as an instrument to en-

sure that actions from other sectors are brought

to bear on HNP outcomes.2

Over the past decade, the CAS has fallen

short of its promise of coordinating and

bringing to bear the actions of multiple sec-

tors on HNP outcomes. Three-quarters of CASs

acknowledged the contribution of other sectors

to HNP outcomes, and about half proposed a

multisectoral lending strategy for HNP (figure

4.1).3 Water supply and sanitation was the sector

most often cited as having an impact on HNP

outcomes, followed by education and the envi-

ronment. The two main multisectoral lending

strategies to improve health outcomes involved,

first, financing projects in sectors that are com-

plementary to health (41 percent of CASs), and,

second, financing multisectoral HNP projects that

tied the actions of many sectors into a single 

lending operation (18 percent of CASs).4 Most of

the CASs proposing multisectoral HNP projects

planned a multisectoral HIV/AIDS project (12 per-

cent of CASs). However, almost none of the CASs

that incorporated complementary lending by

other sectors proposed any specific HNP targets

or common management arrangements, or ex-

plained what form of coordination with the HNP

sector was envisaged.5

R
ecognizing that it takes more than health services to improve HNP out-

comes, the 2007 HNP strategy calls for leveraging interventions in

other sectors to deliver results.1 One of the five strategic directions of

the strategy is to strengthen Bank capacity to advise countries on an intersectoral

approach to HNP results. The proposed vehicle for coordinating sectors to

maximize impact on health outcomes is the CAS. 



There was little evidence in the

CAS Completion Reports (CASCRs)

that multisectoral collaboration

or tracking of outcomes arose

from the multisectoral approaches.

Eighteen of the 19 completed CASs

for which a completion report had

been written had proposed a multi-

sectoral approach to HNP outcomes.

While in most cases the proposed lending was

wholly or partly implemented, there was little

mention in the completion reports of the results

of health components in the complementary

lending, and in most of these the health com-

ponents were dropped. Only in one CAS, for

Mali (fiscal 2004), were health indicators tracked—

in that case to assess the impact of safe water 

on cholera incidence. It was unclear in any of 

the CASCRs whether collaboration across sec-

tors occurred to achieve HNP outcomes. Even in

Mali, the CASCR commented that sectoral staff

worked independently, which was attributed to

insufficient incentives to work in cross-sectoral

teams.

This lack of intersectoral coordination in

most of the CASs completed to date does not

detract from the fact that investments in

other sectors can have important impacts on

HNP outcomes, even without coordination.

This was shown in IEG’s evaluation of maternal

and child health outcomes in Bangladesh (IEG

2005b). That study concluded that improvements

in access to safe water accounted for a quarter of

the decline in stunting, and that increased levels

of female secondary education supported by the

Bank had an impact on reducing infant and child

mortality that was independent of health pro-

grams. The 2007 HNP strategy points to the po-

tential of better coordination and synergy through

the CAS, beyond what might have been achieved

without such coordination.

Multisectoral Health, Nutrition, and
Population Lending
One strategy for bringing to bear the contribution

of other sectors to HNP outcomes is through as-

signing responsibility for those contributions in

a single multisectoral lending operation. This sec-

tion reviews in greater depth the rationale and

performance of the multisectoral part of the HNP-

managed lending portfolio, drawing on the results

from IEG’s in-depth portfolio review of projects

approved from fiscal 1997 to 2006.
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Figure 4.1: Multisectoral Approaches to HNP in Country Assistance Strategies
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More than a third of the HNP-managed proj-

ects approved between fiscal 1997 and 2006

(38 percent) were managed or implemented

by more than one ministry or agency in the

borrowing country. Nearly two-thirds of mul-

tisectoral projects were HIV/AIDS projects; the

remaining third included projects in nutrition,

health (multisectoral components), water sup-

ply and sanitation, early childhood development

and multisectoral social sector lending, (figure

4.2). Compared with the rest of the HNP portfo-

lio, multisectoral projects were more likely to

have objectives to improve health or nutrition

status or to change behavior. They were less likely

to have objectives of improving the access to or

quality of health care, reforming or decentralizing

the health system, or to have poverty-targeted

objectives.

The share of HNP multisectoral projects dou-

bled in 10 years, from a quarter to nearly half

of all projects. This increase is attributable to a

growing number of multisectoral HIV/AIDS proj-

ects. The share of non-HIV multisectoral projects

has remained constant, at 14 percent, while the

share of multisectoral HIV projects tripled, from 11

to 35 percent (figure 4.3). Multisectoral projects are

more common in low-income countries (45 per-

cent of all HNP projects) than in middle-

income countries (35 percent). Re-

gionally, more than half of projects in

Africa, a third in East Asia and Latin

America, and a quarter in South Asia

are multisectoral (figure 4.4). Multi-

sectoral HIV/AIDS projects comprised

45 percent of all HNP projects approved in Africa,

while about a third of all projects approved in East

Asia were non-AIDS multisectoral projects.

The main rationale for involving several

sectors in managing or implementing these

projects is their complementarity in pro-

ducing health outcomes. The choice of sectors

is based on the perceived or demonstrated com-

parative advantages in relation to the outcome in

question. Early child development, for example,

may involve both learning opportunities and

proper health and nutrition. Nutrition objectives

may require inputs from health, agriculture, or

even industry (in the case of salt iodization).

There are many examples of collaboration be-

tween the education and health ministries to pro-

mote health education in the schools. In projects

featuring social sector expenditure reform, health
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5 9

Figure 4.2: Two-Thirds of Multisectoral
HNP Projects Involve HIV/AIDS
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Figure 4.3: Multisectoral HIV/AIDS Lending Accounts
for All of the Increase in Multisectoral HNP Lending
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is bundled with other sectors facing

similar expenditure problems for rea-

sons of efficiency. Some health sup-

port is multisectoral because more than

one key ministry is involved in health

care delivery or reform—the Ministry

of Health and the social security agency,

for example. In these instances, there may or

may not be any implied synergy; the multisectoral

operation may simply be packaging activities for

separate entities, intending to work in parallel.

There are two distinct justifications for multisec-

toral design offered for HIV/AIDS projects. The first

is based on the notion of sectoral expertise and

comparative advantage to address an issue—for

example, enlisting the Ministry of Defense for

HIV/AIDS prevention in the military, the Ministry

of Justice for HIV/AIDS in prisons, the Ministry of

Education for HIV/AIDS education in the schools,

and the Ministry of Social Welfare to care for

orphans. This is similar to the argument for other

multisectoral projects, and achieving the objective

would require generating working relationships

and intersectoral collaboration between these

agencies and the Ministry of Health. The second

rationale is essentially mobilization: because

HIV/AIDS affects all sectors of the economy, all sec-

tors must be involved in its prevention and miti-

gation.6 This rationale leads to the involvement of

large numbers of ministries and public agencies,

irrespective of their sectoral mandate or expert-

ise, with or without the collaboration of the Min-

istry of Health.

Most HIV/AIDS projects were managed by re-

cently established multisectoral institutions

without long experience in cross-ministerial

coordination.7 Nearly two-thirds of multisec-

toral projects not pertaining to HIV/AIDS are man-

aged entirely or partly by the Ministry of Health,

while two-thirds of multisectoral HIV/AIDS proj-

ects are managed by an entity under the president

or prime minister, or by the Ministries of Finance,

Economy, or Planning (table 4.1). Only 36 percent

of multisectoral AIDS projects rely on Ministry

management exclusively, or in collaboration with

another ministry. The Ministry is explicitly identi-
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Figure 4.4: Multisectoral HNP Projects Are Unevenly Distributed across Regions
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fied as at least one of the implementing agencies

in project design documents in all of the multi-

sectoral HNP projects and all but eight of the mul-

tisectoral HIV/AIDS projects.

Multisectoral projects are more demand-

ing of institutions and require a greater de-

gree of coordination. In 90 percent of the

multisectoral projects, at least one implementing

agency—and as many as six—was explicitly iden-

tified, and in most cases the activities that the agen-

cies were accountable for were clearly spelled

out.8 The multisectoral HIV/AIDS projects had

fewer assigned implementing agencies (1.3 agen-

cies, on average) than did the other multisec-

toral HNP projects (2.8 agencies, on average),

but this is deceptive.

More than half of multisectoral projects also had

a demand-driven element at the ministerial level:

ministries not explicitly identified beforehand

can submit funding proposals to achieve the

project’s overall objectives. Some of the PADs

estimate the total number of ministries or agen-

cies that will likely be involved, with a range of

from 1 to 20. For eight HIV/AIDS projects, there

were no assigned implementation

agencies; all multisectoral implemen-

tation came from the demand-driven

component.

Taking into account both the explicitly

identified implementing agencies and

the anticipated number involved in de-

mand-driven ministerial components,

multisectoral HIV/AIDS projects had

twice as many implementing agencies

(about 6, ranging from 0 to 20), as did other mul-

tisectoral HNP projects (about 3, ranging from 1

to 6; figure 4.5). Yet even this is an understatement.

A third of the HIV/ AIDS projects with demand-

driven components did not set a maximum num-

ber of implementing agencies; the ultimate num-

ber and their activities are determined during

implementation.

The ability to deal with this complexity was

often weak. Among the closed projects, inef-

fective multisectoral coordination was cited as a

contributing factor to low outcomes in 10 unsat-

isfactory projects, while effective multisectoral

coordination was cited as contributing to 2 satis-
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Most non-AIDS
multisectoral projects 
are managed by the
Ministry of Health; 
most multisectoral AIDS
projects are managed by
coordinating agencies
under the president or
prime minister.

Table 4.1: Distribution of Multisectoral HNP Projects by Management and Implementation
Arrangements

Total HIV/AIDS Non-AIDS

Multisectoral management or implementation Number Percent Number Percent Number Percent

Managed by an entity directly under the president or prime 

minister and implemented by the Ministry of Health and/or

other sectors 31 (37) 30 (57) 1 (3)

Managed by the Ministry of Health but implemented by 

other sectors 29 (35) 16 (30) 13 (42)

Managed by the Ministry of Finance, Economy, or Planning

but implemented by the Ministry of Health or other sectors 11 (13) 4 (8) 7 (23)

Managed and implemented by more than one ministry 

(one of which is the Ministry of Health) 9 (11) 3 (6) 6 (19)

Managed by another ministry, implemented by the Ministry 

of Health 4 (5) 0 (0) 4 (13)

Total 84 (100) 53 (100) 31 (100)
Source: IEG portfolio review.
Note: For the types of non-AIDS projects, consult figure 4.2.



factory projects (both in nutrition).9 The Bank’s

Quality Assurance Group (QAG) recently ex-

pressed concerns with respect to quality at entry

for multisectoral projects Bank-wide, across all sec-

tors (box 4.1). Evidence from IEG field assess-

ments of multisectoral projects in Eritrea and

Ghana contrasts a project design that encour-

aged intersectoral collaboration with the Ministry

of Health with one that mobilized a large number

of actors with less Ministry oversight and collab-

oration (box 4.2).

Multisectoral projects had lower

outcomes than did other HNP proj-

ects, but this is mainly because of

the lower performance of HIV/

AIDS projects. Fewer than half of the

multisectoral projects approved and

completed during fiscal 1997–2006 had

satisfactory outcomes, compared with about two-

thirds of single-sector projects (figure 4.6).10 Bank

and borrower performance were also lower for

multisectoral HNP projects, although the differ-

ence for borrower performance is not statisti-

cally significant. However, the performance of

non-AIDS multisectoral projects was similar to

that of single-sector HNP projects, while the mul-

tisectoral HIV/AIDS projects performed at a much

lower level. Both types of multisectoral HNP proj-

ects had lower institutional development impact

(IDI) than other HNP projects: only 43 percent of

projects had substantial or high IDI, compared

with 61 percent for single-sector HNP projects.11

In sum, multisectoral projects are inherently more

demanding, and their share in the HNP portfolio

has doubled, almost wholly due to the increase

in HIV/AIDS project approvals. Multisectoral HNP

projects with objectives other than HIV/AIDS per-

form at levels similar to projects in the rest of the

HNP portfolio, but multisectoral HIV/AIDS proj-

ects do not. The large number of sectors involved,

the lack of specificity in design documents about

the roles and responsibilities of each participat-

ing sector, the relatively new institutions asked to

manage the complex design, and the other factors

that bring about lower performance in the Africa

Region likely all contribute to lower outcomes

for these projects.

6 2

IMPROVING EFFECTIVENESS AND OUTCOMES FOR THE POOR IN HEALTH, NUTRITION, AND POPULATION

The lower performance of
HIV/AIDS projects drove

down the outcomes 
of multisectoral projects

as a group.

Figure 4.5: Distribution of Multisectoral HNP 
Projects by the Number of Assigned and 
Demand-Driven Implementing Agencies
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In 2008, the Bank’s Quality Assurance Group (QAG)
issued an assessment of quality at entry of the lend-
ing portfolio approved in fiscal 2006–07, highlighting
results for multisectoral projects. QAG’s conclusions
were based on a review of a sample of 10 develop-
ment policy operations and 10 investment projects
Bank-wide. The report expressed the following con-
cerns about the outcomes of multisectoral projects:

• Excessive complexity and overly ambitious 
objectives

• Weak institutional capacity
• Lack of readiness of the first year’s program for im-

plementation
• Task teams lacking adequate technical expertise

and global experience
• Fragmented managerial guidance because of the

multisectoral nature of the projects.

Source: World Bank 2008b. 

Box 4.1: Quality-at-Entry for 
Multisectoral Projects Is Weak



Health in the Lending Portfolios of Other
Sectors
Since 1997, the World Bank has committed

$5.0 billion in the form of 350 HNP compo-

nents of projects managed by other sectors.

In contrast to the part of the portfolio managed by

the HNP sector, which is relatively flat, approval of

projects in other sectors with HNP components is

growing, while the size of the components is rel-

atively small—amounting to only 30 percent of all

HNP commitments since 1997 (figure 4.7). This

part of the portfolio has grown steadily and steeply

since 1988 and reflects lending for social funds,12

initiated in fiscal 1989, and of poverty reduction

support credits (PRSCs), begun in fiscal 2001. Until

2001, almost all projects with HNP components

were investment projects; since then, the major-

ity have been development policy lending.13 The

efficacy of these HNP components is not easily

assessed unless they reflect explicit objectives for

which the projects are accountable. IEG evalu-

ated social funds in 2002,14 and an ongoing eval-

uation of PRSCs will look at the adequacy of these

instruments for achieving HNP results (box 4.3).

This section examines in greater depth the extent

to which lending in two key sectors—water sup-

ply and sanitation and transport—has been used

to improve HNP outcomes. The selection of these

two sectors for evaluation is illustrative, because

there are many others with large, demonstrated

THE CONTRIBUTION OF OTHER SECTORS TO HEALTH, NUTRITION, AND POPULATION OUTCOMES
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Experience from two communicable disease projects suggests
that the complexity and efficacy of multisectoral projects can be
improved by enlisting a smaller number of priority sectors and by
stronger collaboration with the Ministry of Health. 

In Eritrea, for example, the HIV/AIDS, Malaria, STD, and TB
(HAMSET) Control Project engaged a limited group of priority
ministries with a direct stake or comparative advantage in pre-
venting and treating the HAMSET diseases—health, education,
defense, transport, and labor and human welfare—under the
leadership of the Ministry of Health and built on past collabora-
tion. While the project nevertheless challenged the Ministry, 
by avoiding creation of new institutions, scarce human re-

sources were conserved, duplication avoided, and complexity
reduced.a

In contrast, the Ghana AIDS Response Project (GARFUND) was
managed by a newly formed Ghana AIDS Commission under the
president and financed at least 16 non-health ministries and pub-
lic agencies, in addition to research institutions, regional coor-
dinating councils, district assemblies, parliamentarians, traditional
councils, and chiefs. The National AIDS Control Program (NACP)
in the Ministry of Health retained responsibility only for imple-
menting activities falling within a very narrow mandate. As  a con-
sequence, “GARFUND subprojects continued to suffer from poor
technical quality and inadequate public health content.”b

Box 4.2: Greater Selectivity in Sectoral Participation Can Improve Multisectoral Performance

Sources: IEG 2007c, 2009a.

a. The project nevertheless remained highly complex, addressing four diseases, the zoba-level line ministries, and a community-driven component. 

b. IEG 2007c, p. 32.

Figure 4.6: Multisectoral Projects Had Lower 
Performance than Other HNP Projects
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Figure 4.7: Approval of HNP Components Managed by Other Sectors Has Grown Steadily Since
1988, though the Commitment per Project Is Small
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Since 2001 there has been a steady climb in approvals
of Poverty Reduction Support Credits (PRSCs), which are
programmatic development policy operations intended
to support certain IDA countries as they implement a na-
tional Poverty Reduction Strategy (PRS). PRSCs may
include simultaneous policy actions in several sectors
aligned with the Strategy and do not necessarily seek
to exploit cross-sectoral synergies to produce HNP
outcomes. They are typically implemented in a series of
three to four  single-tranche operations. 

As of the end of fiscal 2008, 87 individual PRSC op-
erations had been approved, of which 83 percent had
a health policy measure. According to an ongoing IEG
evaluation of PRSCs to be delivered in 2009, the five top
HNP issues addressed were:

• Improved access and utilization of health care
• Improved efficiency and accountability of resource

use 
• Improved health outcomes 

• Enhanced service delivery
• Improved sectoral management and regulation. 

These are largely similar to the objectives of HNP-
managed investment projects. PRSCs are sometimes
used to address sectoral policy issues that require at-
tention and support beyond a specific sector (for ex-
ample, by the Ministry of Finance or prime minister)
and can be used to enhance the dialogue between the
line ministry and the Ministry of Finance. While HNP in-
vestment project approvals are essentially flat, demand
for PRSCs has been growing.  

The forthcoming PRSC evaluation will assess, among
other issues, the effectiveness of the PRSC in promoting
sector dialogue and achieving results in sectors delivering
services (HNP, education, and water supply) under vary-
ing country conditions;  the extent to which outputs and
outcomes are actually tracked; and the extent to which
there have been sectoral investment or technical assis-
tance projects working in tandem with PRSCs.

Box 4.3: Poverty Reduction Support Credits: Multisectoral Development Policy
Lending in Support of HNP



impacts on HNP outcomes, such as education

and social protection, the latter being key to the

sector’s objective of reducing the impoverishing

effects of illness.

The evidence base for this section is an in-depth

review of all 117 water supply and sanitation proj-

ects and 229 transport projects approved from fis-

cal 1997 to 2006. The review examined the extent

to which the projects cited potential health ben-

efits (or risks, in the case of transport) in project

design documents; included explicit objectives to

improve health (or mitigate health risks); pro-

posed and implemented environmental im-

provements that could plausibly provide health

benefits; and targeted services and health or be-

havioral outcomes to the poor.15 For the closed

projects—26 for water supply and sanitation and

105 for transport—it assessed the extent to which

expected health benefits or objectives have been

measured, achieved, and can be attributed to the

activities implemented.

Water Supply and Sanitation
Extensive evidence has emerged supporting

the potential effectiveness of improvements

in water supply and sanitation infrastructure

and hygiene behaviors on health outcomes

in developing countries, particularly on the

incidence of diarrheal and other water-

related diseases.16 Diarrheal diseases accounted

for an estimated 1.6–2.1 million deaths annually

between 1990 and 2000 and remain among the top

five preventable killers of children under five in

developing countries (Keutsch and others 2006).

There is a strong correlation between unhygienic

conditions in poor households and communi-

ties and the frequency and severity of diarrheal

episodes. Water supply and sanitation was the

sector most frequently cited in CASs as having po-

tential benefits for health.

While water supply and sanitation inter-

ventions can have an impact on diarrheal

and other water-related diseases, the re-

search literature shows that these benefits

cannot be assumed. The number of high-

quality studies demonstrating impact is small,

and meta-evaluations of impact studies of water

supply and sanitation interventions

show high variability in the findings

(Overbey 2008; IEG 2008i). For exam-

ple, one synthesis of findings across

10 relatively rigorous studies of the im-

pact of improved hygiene found a me-

dian reduction of 33 percent in diarrhea

episodes, but the reduction ranged from 11 to 89

percent (Huttly and others 1997; see also studies

reviewed in IEG 2008i). The variability in impacts

is brought about by variations in the technology;

the extent to which interventions were actually

implemented; pre-intervention levels of patho-

gens, sanitation, water quality and quantity, and

hygiene behavior; and the socioeconomic status

and culture of the beneficiaries. In short, the ef-

fectiveness of an intervention depends critically

on contextual factors, local conditions and

pathogens, and technology. There is

little conclusive evidence on the ex-

tent to which water supply, sanitation,

and hygiene interventions are com-

plements or substitutes in producing

health benefits; few studies have tested

each separately and in combination in

the same setting.

Even when water supply and sanitation in-

terventions generate health benefits on av-
erage, the benefits do not necessarily reach

the poor. Few studies measure the

benefits of water supply and sanitation

improvements on the health of the

poorest beneficiaries; most measure

average impacts. The handful of stud-

ies that have examined the distribu-

tion of health benefits show that one

cannot assume that the poor are

helped. An analysis in rural India, for ex-

ample, found a positive association be-

tween expanding piped water and a

reduction in the prevalence and duration of di-

arrhea in the lowest two quintiles only if there was

a woman with more than a primary education in

the household (Jalan and Ravallion 2003).

Recognition by the Bank’s water supply and

sanitation sector of the potential contribu-

tion of water and sanitation interventions to

THE CONTRIBUTION OF OTHER SECTORS TO HEALTH, NUTRITION, AND POPULATION OUTCOMES
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Over the fiscal 1997–2006
period, the Bank
committed $5 billion to
350 HNP components in
projects managed by
other sectors.

Water supply and
sanitation interventions
can have an impact on
waterborne diseases, but
those benefits cannot be
assumed.

Even when water 
supply and sanitation
interventions do 
generate health benefits,
those benefits do not
necessarily reach the
poor.



health outcomes dates back to 1993, when

it introduced its first comprehensive strat-

egy for water resources (box 4.4). Over the

decade from fiscal 1997 to 2006, the World Bank

committed more than $7.2 billion in resources to

117 new water supply and sanitation projects

worldwide that were managed by the water sup-

ply and sanitation sector.

Eighty-nine percent of the 117 water supply

and sanitation projects approved from fis-

cal 1997 to 2006 financed infrastructure

that plausibly could improve health. These

included interventions to improve water supply,

sewerage, wastewater treatment, solid waste

management and water quality and to

construct latrines or toilets or hand-

washing facilities (figure 4.8). Accord-

ing to project design documents, only

28 percent of these projects targeted in-

frastructure to the poor.

While half of all water supply and

sanitation projects cited potential

health benefits to justify the investment,

only 1 in 10 had an objective to improve

health for which it was accountable. Even

fewer—only 3 percent of all approved projects—

had an objective to improve health outcomes

among the poor. Thus, the primary objectives

underlying the water supply and sanitation lend-

ing portfolio are expanding services, increasing 

the efficiency of utilities, and reducing economic

costs and the time it takes to fetch water—not pro-

ducing health benefits or ensuring that those

benefits reach the poor.

Accountability for health outcomes in the

water supply and sanitation lending pro-

gram appears to be declining. Projects ap-

proved from fiscal 2002 to 2006 are less likely to

have been justified by health benefits, to have ex-

plicit health objectives, or to plan to collect health

indicators than projects approved in the pre-

ceding five years (figure 4.9). They are also less

likely to target behavior change, which is critical

in transforming water supply and sanitation in-

frastructure improvements into sustainable health
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The first World Bank water supply strategy to recognize health
benefits of water supply and sanitation investments was the 1993
policy paper, Water Resources Management: A World Bank Pol-
icy Paper (World Bank 1993b). It emphasized the potential health
benefits of clean water supply and better hygiene, particularly in
reducing the incidence of diarrheal diseases. It also advocated
public health education on the safe handling of water to change
hygiene behaviors and improve health outcomes, especially
among the poor.

The 1993 policy paper led to the Bank’s involvement in an in-
creasing number of international partnerships such as the Global
Water Partnership and World Water Council, both formed in
1996, and the World Bank–United Nations Development Pro-
gram Water and Sanitation Partnership. However, the compre-
hensive principles at the heart of the strategy, including those that
particularly affect health outcomes, initially were not widely
adopted in Bank water-related projects (IEG 2002a). Initiatives
specifically related to sanitation, hygiene, and health became

more common after 2000, following the World Water Forum and
adoption of the MDGs. 

The World Bank Group’s Program for Water Supply and San-
itation was adopted in 2004 with objectives and priorities similar
to those of the overarching water strategy issued 10 years ear-
lier. It acknowledged the critical relationship between better san-
itation and hygiene and improved health outcomes, noting that the
health benefits from water supply and sanitation investments
depend on a “three-pronged strategy: (i) access to sufficient
quantities of water; (ii) sanitary disposal of excreta; and (iii) sound
hygiene practices.” Improving health outcomes was recognized
as one of five “cross-cutting operational, policy, and institutional
priorities” requiring both investment in water supply and sanita-
tion infrastructure and behavioral change. The strategy also ad-
vocated targeting interventions to the poor as an institutional
priority. The Sanitation, Hygiene and Wastewater Advisory Ser-
vice was created in 2004, and a health specialist was hired for the
program in 2005.

Box 4.4: Health Has Been Featured in World Bank Water Supply and Sanitation 
Strategies Since 1993

Source: Overbey 2008.

Though half of all water
supply and sanitation

projects cited potential
health benefits as

justification for the
investment, only 10

percent had an objective
to improve health.



gains. Interviews with water supply and sanitation

staff indicate that since 2000 the sector has fo-

cused largely on the MDG of improving access to

safe water.

The actual health benefits of water supply

and sanitation investments as implemented

remain obscure. Among the 26 projects ap-

proved from fiscal 1997 to 2006 that have closed

and for which there were completion reports,

only four documented a change in health out-

comes, all of them positive. Those with explicit

health objectives were more likely to collect health

outcome data than were projects without the ob-

jectives or indicators, though the sample is small.17

Among the projects that showed improvement in

health outcomes, there was no indication in proj-

ect documents of specific collaboration within

the country or the Bank between people in the

water supply and sanitation and HNP sectors.

Four water supply and sanitation projects

measured positive health outcomes, but at-

tribution of the improvements to water sup-
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Figure 4.8: A Large Percentage of Water Supply and Sanitation Projects Invested in 
Environmental Improvements That Could Boost Health Outcomes
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Figure 4.9: The Share of Water Supply and Sanitation
Projects with a Health Perspective Has Declined
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ply and sanitation interventions

was weak. The extent to which infra-

structure improvements have been car-

ried out is generally well documented.

However, poor sanitation and hygiene

behavior can wipe out any potential

health benefits. Few of the projects

measured these behavioral indicators, which

would offer greater confidence in interpreting

the outcomes. Further, the completion reports do

not account for the effects of other factors—such

as rainfall, better health facilities, or suc-

cessful health campaigns—on health

outcomes, a point made by the proj-

ect staff in the case of Madagascar.

None of the completed projects measured

health outcomes separately for poor and

non-poor project beneficiaries. The Nepal

Rural Water Supply and Sanitation Project had 

an explicit health objective and was targeted to

rural areas, which are apt to be poor (box 4.5).

However, the project primarily helped com-

munities along or near main roads, while the re-

ally poor tend to live in more remote areas. The

follow-on project is now targeting those remote

areas.

Transport
Transport investments can produce impor-

tant health benefits in terms of improved ac-

cess to health care, including access to

emergency obstetric care, and better dis-

tribution of drugs, blood, and other medical

supplies. Moreover, better access to markets

can lead to greater household income and better

nutrition and health. But the impact of better ac-

cess to health care depends on context: it will not

result in better health if the health facility offers

bad care, for example.

Better transport can also have detrimental

impacts on the environment and on human

health. Every year, 1.2 million people die in road

accidents worldwide (over 3,000 per day), and as

many as 50 million more people are injured, some

suffering permanent disabilities (WHO 2004).

Eighty percent of the deaths and 90 percent of 

the losses from road traffic injuries occur in low-

and middle-income countries.18 While traffic ac-

cidents, injuries, fatalities, and noise have long

been considered negative externalities, recent

evidence suggests that there are direct effects of

transport-induced air pollutants on mortality and

respiratory disease. WHO estimates that sus-
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The actual delivery of
health benefits by water

supply and sanitation
projects is unclear; only a

few have documented
positive health outcomes.

Transport investments can
have both positive and

negative health impacts.

The Nepal Rural Water Supply and Sanitation (RWSS) Project
(1996–2003) had an objective to “deliver sustainable health and
hygiene benefits to the rural population through improvement in
water supply and sanitation facilities.”

Building on a previous pilot, the project created a semi-
autonomous RWSS Fund Development Board to finance infra-
structure. Support from nongovernmental organizations helped
communities implement sustainable schemes. There was appar-
ently no formal or informal collaboration between the scheme
and the health sector—either in Nepal or within the World Bank.
The RWSS project built capacity in rural villages to maintain water
supply and sanitation investments, provided funds for infrastruc-
ture that was cofinanced by communities, and extended hygiene
education to improve health outcomes. Good sanitation practices

were reinforced through community grants for latrines sufficient
to cover 25 percent of the total beneficiary population at a rate of
750 rupees per household. The community then on-lent this to in-
dividual households at an agreed rate of interest for 6 to 12 months. 

Between 2000 and 2002, the share of residents in project areas
who used tap stands rose from 18 to 91 percent, and the share
using a latrine rose from 24 to 64 percent.a The share of respon-
dents (mostly women) who reported washing their hands after
defecation rose from 65 to 88 percent, and the percent washing
hands before cooking from 58 to 81 percent. However, there were
fewer behavioral improvements in the most remote and poorer
areas of western and far-western Nepal, and the impact of bet-
ter hygiene on health status could not be confirmed except by a
reduction in self-reported water-related diseases.

Box 4.5: Better Hygiene Behavior through Rural Water Supply and Sanitation in Nepal

Source: IEG forthcoming.

a. The project was implemented in four “batches” at different times. These results are from Batch III. Similar results were observed for Batch IV.



pended particulate matter leads to the premature

death of over 500,000 people each year (WHO

2002). Other potential health risks of transport in-

vestments include water pollution, disease trans-

mission, and reduced physical activity, raising the

risks of heart ailments, cancer, and diabetes.

Several strategy documents have helped

shape the Bank’s approach to health in re-

lation to the transport sector since 1996

(box 4.6). From fiscal 1997 to 2006, the World

Bank committed nearly $28 billion to 229 new

projects managed by the transport sector. The

main health-related transport interventions in-

cluded: elimination of hazardous locations by re-

habilitation or upgrading; improvements in road

traffic management, bus priority, and risk be-

havior (such as traffic signals, lane markings,

pedestrian crossings, traffic calming, seatbelt and

helmet usage); emissions controls; and public

health interventions concerning the movement of

people along transport corridors or

traveling by air (for HIV/AIDS and other

communicable disease).

About a quarter of transport sector-

managed projects in the review period

had an objective to improve health out-

comes or mitigate a health risk. About

one in five projects had a road safety objective;

other objectives having to do with institutional ca-

pacity and reducing accidents and “black spots”

(hazardous road locations) on roadways were re-

lated to road safety (figure 4.10). Only a handful

had objectives related to aviation or waterway

safety, HIV/AIDS prevention, or improved air qual-

ity.19 However, nearly half of the projects had a

health component (46 percent); almost all of the

components were about transport safety (42 per-

cent of all projects), with the next most common

components for HIV/AIDS prevention (8 percent)

and air quality (4 percent).
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About a quarter of
transport projects
included an objective to
improve health outcomes
or mitigate health risks,
but about half had a
health component.

Sustainable Transport: Priorities for Policy Reform (1996) ac-
corded a higher priority to moving people than vehicles, ensur-
ing greater transport safety, and minimizing adverse health effects.
It recommended benchmarked safety programs, adoption of
cleaner fuels, and systematic estimation of the impact of trans-
port programs on safety and air pollution. It also highlighted three
areas where the Bank could improve its advice and reduce the
accident rate: the separation of motor vehicles from pedestrians
and nonmotorized traffic; improvements in driver behavior through
better education, regulation, and enforcement; and introduction
of geometric road designs that take into account the large num-
ber of vulnerable road users in developing countries.

Cities on the Move (2002) advocated the development of a na-
tional road accident data collection and analysis capability. It
maintained that accident frequency and severity can be reduced
by improved road design and traffic management. It also recog-
nized that poor people are the most vulnerable to the effects of
air pollution, and that little is known about the environmental im-
pact of urban transport. A road safety specialist was appointed
to the transport anchor, and collaborative work with WHO was
launched. In 2004, WHO and the World Bank jointly published the

World Report on Road Traffic Injury Prevention (WHO and World
Bank 2004), which highlighted the growing public health burden
of road deaths and injuries in low- and middle-income coun-
tries. The World Bank contribution was a collaborative effort by
staff in the HNP and transport sectors.

HIV/AIDS interventions are a priority for the transport sector
because the risk of contracting and spreading HIV at transport
construction sites is high, and because people engaged in trans-
port are at high risk of spreading HIV along transport corridors.
Intensifying Action against HIV/AIDS in Africa (1999) committed
to mainstreaming HIV into other sectors, including transport. The
2005 Global HIV/AIDS Program of Action committed to including
HIV/ AIDS activities in all Bank-funded construction contracts, in
all new transport projects in India and Africa, and in all ongoing
Africa transport projects at mid-term. This approach has been in-
corporated into the recent Transport Business Strategy (2008),
which is designed to strengthen transport sector capacity and in-
stitutions engaged with HIV/AIDS prevention strategies. The 2008
Business Strategy also commits to make roads safer, including
support for governments to develop and implement “strategies,
policies, institutions, infrastructure design, vehicle and driver
regulations, and enforcement mechanisms.”

Box 4.6: Health and Transport in the World Bank’s Sector Strategies

Sources: Freeman and Mathur 2008; World Bank 2005c, 2008f.



While the share of approved transport proj-

ects with health objectives has been sta-

ble, the share with health components has
increased dramatically over time—from 

36 percent in 1997–2001 to 59 percent in

2002–06. Almost all of this increase

can be attributed to transport safety

(rising from 33 to 52 percent), and al-

most all of that to road safety. The

share of projects with HIV/AIDS com-

ponents at appraisal also rose, from 3

to 15 percent. The increase in transport projects

with health components was particularly evident

in middle-income countries, South Asia, Europe

and Central Asia, Latin America, and Africa (fig-

ure 4.11).

One in four transport projects planned to

collect health outcome indicators, but only

5 percent planned to collect health output
or behavioral indicators that

would help to link the projects’

activities with health outcomes.

The road safety outcome indicators in-

cluded the number of accidents, in-

juries, and fatalities and accident, injury,

and fatality rates. None of the projects proposed

to collect health outcome data specifically for the

poor.

Among the 105 closed transport projects, a

quarter (28 projects) had explicit health

objectives or financed components with po-

tential health benefits. All of the planned road

safety, waterway, and port safety components

were at least partly implemented. However, more

HIV/AIDS components were implemented than

had been planned at the time that the projects

were designed, which is consistent with the efforts

by the health and transport sectors to “retrofit”

HIV/AIDS components into ongoing transport

projects.

Closed projects with explicit health objec-

tives were far more likely to plan and to col-

lect health indicators than were projects

with health components but no explicit ob-

jective (figure 4.12). Two-thirds or more of trans-

port projects with explicit health objectives

collected health outcome data, compared with

only a fifth of projects without them. All 15 closed

transport projects that measured health outcomes
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Figure 4.10: The Majority of Health-Related Objectives in Transport Projects Are for
Road Safety
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were related to transport safety, and in all but

one, the indicators showed an improvement. Re-

ductions in fatalities per 10,000 vehicles have

been documented for projects in several countries

(figure 4.13).

None of the small number of closed transport

projects with HIV/AIDS components collected

data on health outcomes, so the effectiveness

of these activities is unknown.20 A recent up-

date on the implementation of the Bank’s Global

HIV/AIDS Program of Action notes that more than

half of the projects in the active transport lend-

ing portfolio include HIV/AIDS activities, most of

them added after the project was approved. The

experience in the rest of the transport portfolio sug-

gests that health indicators are rarely collected in

the absence of an explicit objective.

The link between transport safety improve-

ments and project outputs was often weak.

Outputs were not well documented, other factors

that might have affected the accident rate were not

considered, behavioral and other intermediate

variables (such as seatbelt use and accidents by

cause) were not measured, and the health outcome

data were often not specific to the areas covered

by project interventions. It is thus difficult to iden-

tify the share of the reductions in fatalities and ac-
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Figure 4.11: The Share of Transport Projects with Health Components Has Increased Sharply
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Figure 4.12: Projects with Explicit Health Objectives
Are More Likely to Measure Health Outcomes
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cidents observed in so many of the projects that

arise from traffic safety programs (box 4.7).

In summary, CASs invoke the language of syner-

gies and health benefits to justify the lending

portfolio, but lending activities in complementary

sectors generally proceed independently of each

other. While it is likely that investments in other

sectors are contributing to HNP out-

comes, these benefits are not well doc-

umented, and attempts to coordinate

or monitor the contribution of Bank

support for complementary sectors in

producing health outcomes are rare.21

Multisectoral HNP projects can produce results 

if the degree of complexity can be minimized by

prioritizing the sectors, keeping the number

manageable in relation to country coordinating

capacity, and ensuring that collaborating agen-

cies have clearly defined roles and responsibilities.

There is great potential for improving HNP out-

comes by enlisting both the water supply and

sanitation and transport sectors in a more sys-

tematic and effective way. However, it is important

to remember that the main objectives of support

in these other sectors are not for health. It would

make sense to assess beforehand, case-by-case, 

the expected costs and benefits at the margin 

of incorporating explicit health objectives. One

could argue, however, in the case of transport, that

there are always potential negative externalities

of road projects, so road safety objectives might

be relevant in virtually all cases. In the case of water

supply and sanitation, it is important that the sec-

tor recognize that its responsibility for achieving

the MDGs is not limited to improved access to safe

water, but also includes contributing to the health

and nutrition goals. Incentives to deliver HNP

outcomes are improved in both water supply and

sanitation and transport projects if the health ob-

jectives are made explicit. There is virtually no ac-

countability for the results of retrofitted health

components—this is something that needs to be

addressed. Attempts to ensure that the health

benefits reach the poor are rare.
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None of the projects with
HIV/AIDS components

collected data on health
outcomes.

Figure 4.13: Reduction in Fatalities per 10,000 Vehicles in Closed Transport Projects
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The Romania Roads II Project had two health objectives—to im-
prove road safety and reduce lead emissions. Road safety ac-
tivities included reducing accident “black spots” and launching
a 10-year Safety Action Plan, which involved public education to
deter speeding; wear seat belts; use child restraint devices; and
reduce driving under the influence of alcohol, medication, and
drugs. The modernizing, safer national vehicle fleet would also
likely have contributed to fewer accidents. The accident rate
nationally declined, even as the number of registered cars rose
by a quarter (see figure, below). The road safety activities reached
their height in 2002–03 with the launch of a “Year of Traffic Safety.”

Yet, the accident rate was already in decline even before the
launch of the program. Engineering improvements to the first
1,000 kilometers of roads under the previous project, Roads I, is
a possible contributory factor; rising fuel prices and a difficult eco-
nomic climate might also have led to less driving or driving shorter
distances, even as the vehicle fleet increased. The failure to ac-
count for factors affecting the accident rate—such as seatbelt
use, sales of child restraining devices, and the number of drug
and alcohol-related accidents—makes it difficult to understand
the contribution of road safety activities to the reduction in traf-
fic fatalities.

Box 4.7: What Accounts for Fewer Road Fatalities in Romania?

Road Fatalities Began to Decline in Romania Long Before Safety 
Interventions Were Launched

THE CONTRIBUTION OF OTHER SECTORS TO HEALTH, NUTRITION, AND POPULATION OUTCOMES
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Source: IEG 2008g.
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Chapter 5
Evaluation Highlights
• The health sector is relatively new to

IFC and its investments are small and
geographically scattered.

• The early projects did not perform
well, but performance has improved
and lessons learned led to the 2002
strategy.

• Support for public-private partnerships
has expanded, especially through
Advisory Services.

• Greater diversity in the portfolio
would improve the social impact of
IFC’s investments.

• Health sector activities and respon-
sibilities in IFC are segmented and
linked to different departments, im-
plying a need for internal coordination.

• Closer collaboration with the World
Bank on regulatory issues would im-
prove the climate for expanding IFC
investments and Advisory Services.



Woman receives a health exam in Beirut, Lebanon. Photo by Alan Gignoux, courtesy of the World Bank Photo Library.
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IFC’s Health Strategy 
and Operations

This chapter reviews the evolution of IFC’s ap-

proach to investments in the private health sec-

tor, examines trends in the content and efficacy

of the portfolios of investments and Advisory Ser-

vices since 1997, and assesses the design and im-

plementation of its 2002 health strategy up to

the present. While it is possible to review the

characteristics of the health investment portfolio

since 2002, most of the investments launched

since then are not sufficiently mature to evaluate

their efficacy.

Evolution of IFC’s Approach to 
Private Investment in Health
Following adoption by the World Bank of its 1997

HNP strategy, IFC planted the seeds for devel-

opment of a health strategy with the formation

of a Health Care Best Practice Group in February

1998 (figure 5.1). The Group was to analyze po-

tential investments in health and to share and

leverage knowledge about the health care in-

dustry that was developing across IFC depart-

ments (IFC 2002, p. 24).

In 1999, the Health Care Best Practice Group

issued “Investing in Private Health Care: A

Note on Strategic Directions for IFC,” which

highlighted the potential contribution of

IFC health investments to improving health

outcomes for people in developing countries,

particularly among the poor (IFC Health

Care Best Practice Group 1999). First, such in-

vestments were expected to provide private health

services and finance to low- and middle-income

patients in the event that public health systems

failed to reach them with quality care. Second, in

countries where private investment not only com-

plements but also competes with public sector

health services, investment in private health care

was expected to alleviate the burden on over-

stretched public resources and improve the effi-

ciency of the health sector more generally. In the

long run, this was expected to enhance health care

for the entire population, including the poor.

Third, private facilities were expected to set aside

beds and services for poor clients.

IFC subsequently adopted a frontier country

strategy to steer resources toward underserved

sectors in high-risk or low-income countries (IFC

1998). Health care, including investments in pri-

vate clinics, hospitals, and health care manage-

ment, was considered a frontier sector, and priority

was assigned to the social sectors more generally.

H
ealth is a relatively new area to IFC. Until the early 1990s, it had only

a few, sporadic health projects and no health department or specialized

health staff. Between 1997 and 2007, IFC approved only 54 investment

projects in the health sector, with total new commitments of about $580 mil-

lion; health investments represented only 2 percent of total IFC projects and

commitments (appendix D). During the same period, Advisory Services proj-

ects on health were approved for a total of $23.67 million.



In April 2000, IFC established the Global Practice

Group for the Social Sectors, which became 

IFC’s Health and Education Department in Sep-

tember 2001.

The 2002 strategy “Investing in Private

Health Care: Strategic Directions for IFC”

was the first IFC health strategy presented

to the Board of Directors. The goals for the

sector were broadly defined: to improve health

outcomes, protect the population from the im-

poverishing effects of ill health, and enhance per-

formance of health services (IFC 2002,

p. 3). The strategy had two sets of ob-

jectives (see chapter 1, table 1.2). The

business objectives were similar to

those of any other IFC investment: “fi-

nancing should be provided in situa-

tions where other investors are not

prepared to invest; the investment

should encourage private resource

flows through a demonstration effect; invest-

ments should be made only in financially viable

operations; and managerial and financial value

added should be provided where necessary” (IFC

2002, p. 32). The developmental objectives sought

to ensure that IFC investments would contribute

to institutional and systemic capacity building and

promote efficiency and innovation within the sec-

tor, while improving health security and expand-

ing financial protection against the impoverishing

effects of ill health (IFC 2002, p. 4).

Under the 2002 strategy, IFC planned to

continue to invest in the hospital sector but

to diversify its portfolio. Hence, it focused

more on private health insurance to benefit the

lower-middle and middle classes in countries

without universal risk pooling; support for sup-

plementary insurance; investment in pharma-

ceutical production, medical device manufacture,

and biotechnology; and greater investments in the

education and training of health workers (IFC

2002 p. 7). The strategy proposed six follow-up ac-

tions to implement the new investment strategy:

develop instruments for small projects; increase

7 8

IMPROVING EFFECTIVENESS AND OUTCOMES FOR THE POOR IN HEALTH, NUTRITION, AND POPULATION

Figure 5.1: Timeline of Health Sector-Related Events in IFC (1997–2007)

World Bank HNP
strategy (1997)
presented to the
Board

1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007

IFC introduced
frontier country
strategy

Social sector
designated as
one of the priority
sectors for IFC

IFC launched
sustainability
initiative

Private sector
development
strategy of WBG
established

Major IFC
departmental
reorganization

Health and
Education Unit
became a
department

IFC Against
AIDS initiated

Global practice
group for social
sector formed

Investing in
Health: Note 
on Strategic
Directions for IFC

Health Care
Best Practice 
Group formed

Health and
Education Unit
established

World Bank HNP
strategy (2007)
presented to the
Board

IFC Against
AIDS integrated
with SME
department

Life Science
group
established
within the Global
Manufacturing
Department

2002 Health
Strategy
presented to
the Board

IFC Africa
Health
Strategy
presented to
the Board

▼▼▼▼▼▼ ▼

▼ ▼ ▼ ▼ ▼▼▼▼ ▼

Source: IEG.
Note: WBG = World Bank Group; SME = small and medium enterprises.

IFC’s first Board-
approved strategy was

issued in 2002; it planned
to continue to invest in

hospitals but to diversify
into other areas as well.



efforts to reach the poor; enhance promotional

activities; strengthen collaborative efforts and

leverage existing knowledge; deepen collabora-

tion with other multilateral financial institutions;

and develop an M&E framework for IFC invest-

ments in the health sector (IFC 2002, p. 37).

The 2002 strategy took into account both the

internal and external environments of the

health sector. Internally, it considered the rel-

ative newness of health investments to IFC.

Externally, three issues were considered (IFC

2002, pp. 6–19). First, demographics were chang-

ing; health expenditures were increasing; there

were advances in medical technology and prac-

tice, information, and biotechnology; and changes

in consumer behavior and expectations were in-

creasing inequity. Second, global trends pointed

to a significant and expanding role for the private

sector, particularly as a partner with the public sec-

tor in the provision of health care. Many govern-

ments were rethinking the roles of public and

private agents in the health sector and were be-

ginning to turn to market instruments to enhance

the efficiency and quality of health care provi-

sion. Third, the strategy acknowledged the World

Bank Group mission of reducing poverty and

promoting economic growth and the role of the

private sector for growth and poverty reduction

(IFC 2002, p. 21).

The strategy subscribes to and supports the

goals of the Bank’s 1997 HNP strategy (IFC

2002, p. 20). The IFC strategy identifies the dif-

ferent roles of the World Bank and IFC, recognizes

their potential complementarity, and advocates

closer collaboration.1 IFC clearly recognized that

while it has the mandate, the growing staff capacity,

and the instruments to address directly private sec-

tor financing, the staff of the Bank’s Human De-

velopment Network have the relevant sector

knowledge and the mandate to inform and lead

policy dialogue with country authorities and to

support needed changes through the develop-

ment and financing of public sector operations

(IFC 2002, p. 41). Moreover, the strategy includes

a specific subobjective that health investments

should support the Bank’s health sector objec-

tives. It mentions that discussions with Bank col-

leagues through the appraisal process

are vital and aim at deriving a mean-

ingfully integrated approach between

IFC and the Bank—one that should

maximize the benefits to clients and to

both organizations (IFC 2002, p. 23).

The strategy did not specify targets, esti-

mate the resources needed for implemen-

tation, or put in place M&E arrangements.

Goals for the sector were defined broadly, and a

strategic investment approach that would maxi-

mize IFC’s impact and role in the health sector was

not defined. There was no estimate of the re-

sources required to implement the strategy. The

strategy proposed to refine the evalu-

ation framework and to develop a set

of baseline indicators that would ade-

quately measure IFC’s health sector

objectives. However, the strategy itself

provided no indicators.

Since 2004,2 addressing the regulatory, fi-

nancing, and implementation constraints

to private sector investment in infrastruc-

ture, health, and education has been one of

IFC’s five strategic priorities. For the health

sector, IFC’s corporate strategy aimed to:

• Facilitate public-private partnerships (PPPs).

• Provide input and advice on regulatory im-

provements.

• Provide innovative financing, advice, and proj-

ect development activities with local private

players, such as expanding the use of local cur-

rency and taking new approaches to financing

small health facilities.

• Develop cooperative programs with the World

Bank (IBRD and IDA) to address sectorwide

constraints comprehensively.

IFC’s strategy in the health sector is con-

tinuing to evolve. The Health and Education De-

partment’s strategy is moving away from top-tier

bricks-and-mortar projects to focus on repeat in-

vestments with strategic clients with broad reach,

South-South investments in large, for-profit pro-

viders, and in local clients’ operating networks 

of hospitals. The Life Sciences strategy is to em-

IFC’S HEALTH STRATEGY AND OPERATIONS
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The strategy supports the
goals of the Bank’s 1997
HNP strategy.

It did not specify targets,
estimate resources needed
for implementation, 
or establish M&E
arrangements.



phasize innovation through new products to ad-

dress unmet needs and neglected diseases, and

broader access to medicines through production

of generics with high quality standards. IFC is ex-

tending its partnership with private foundations

in the area of health.3 In 2007, IFC adopted a

strategy to improve private financing and provi-

sion of health services in Sub-Saharan Africa, part-

nering with other institutions such as the Bill and

Melinda Gates Foundation, with the objective of

mobilizing up to $1 billion over five years in in-

vestment and Advisory Services to boost health

care in the Region. Because this strategy has only

recently been launched, it is not a focus of this

analysis.

IFC’s Investment Portfolio in Health
Between fiscal 1997 and 2007, IFC approved

54 investment projects in the health sec-

tor, with total new commitments4 of about

$580 million. The average investment in indi-

vidual health projects was therefore small—only

about $11 million. Health investments repre-

sented only 2 percent of total IFC projects and

commitments for the period. The majority of the

projects have been in hospitals, phar-

maceuticals, and biotechnology (table

5.1). IFC had only one project each in

medical equipment manufacture, med-

ical equipment leasing, medical train-

ing, and health payment processing.5

Trends in IFC Health Investments
The health investment portfolio grew un-

evenly over the fiscal 1997–2007 period.

New investment commitments were stable be-

tween 1997 and 2002, but after the establishment

of the Health and Education Department in 2001

and introduction of the 2002 strategy, the number

of new projects and commitment volume actually

dropped. Investment growth then surged from

2005 onward (figure 1.3, chapter 1). This is con-

sistent with a pattern observed in the dynamics of

other industries in IFC where newly established de-

partments first go through a consolidation phase,

sorting out portfolio issues and developing strate-

gies and standards for investments, before em-

barking on an expansion phase.

For the purposes of evaluation, IFC project ap-

provals can be divided into three periods: (a)

committed projects approved before fiscal 2000,

prior to the issuance of any strategic documents

about IFC and health; (b) committed projects

approved from fiscal 2000 to 2002, when the De-

partment of Health and Education was estab-

lished and the Board was presented with a formal

strategy for the sector; and (c) committed proj-

ects approved from fiscal 2003 onward. The analy-

sis of the first period is only illustrative, since no

strategic directions were in place. The second

period is short, but it has been used to assess

whether any of the ideas of the 1999 Strategic Note
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Over fiscal 1997–2007,
IFC approved 54

investments in the health
sector with $580 million

in commitments.

Table 5.1: IFC Health Investments by Type of Investment and Period

Type of investment Total Total net commitments 

Hospitals Pharmaceuticals Laboratory Othera projects $US million (Percent)

Projects by fiscal year of approval

1997–99 8 2 — 1 11 70 (12.1)

2000–02 7 4 3 — 14 140 (24.1)

2003–07 14 11 1 3 29 370 (63.8)

Total 29 17 4 4 54

(Percent) (53.7) (31.5) (7.4) (7.4) (100)

Net commitments

Total 298 197 41 44 580 (100.0)

(Percent) (51.3) (34.0) (7.0) (7.7) (100.0)
Source: IEG data.
a. Medical equipment leasing, medical training, medical equipment manufacture, and provider of medical payment transactions services.



were implemented. It is too early to assess the

projects in the third period.

Hospitals have continued to be the most

significant type of investment, but the share

of hospital projects has decreased from al-

most 80 percent in the first period to around

50 percent in the later periods (table 5.1).6

The notable increase in life science projects in the

third period reflects the efforts of the specialized

Life Sciences Group in 2005.

Although the number of projects and net

commitments expanded in life sciences,

IFC did not expand operations in private in-

surance as the strategy intended.7 To date, IFC

has not financed a freestanding insurance proj-

ect, though it has invested in some prepayment

arrangements. The lack of proper regulatory

frameworks in countries, weak IFC focus and ex-

perience in the subsector, and the lack of insti-

tutional arrangements required to promote these

investments (such as regulatory regimes) con-

tributed to the gap.

Health projects have been concentrated in

three Regions—Asia, Latin America and the

Caribbean, and Europe and Central Asia.

These Regions account for 89 percent of the proj-

ects in the sector. This distribution follows the

general pattern of IFC’s portfolio as a whole.

However, the distribution of commitments indi-

cates that Asia has a much larger share in the

health portfolio.

Geographically, IFC health sector opera-

tions did not experience increased diversi-

fication until after fiscal 2002

(table 5.2). Before 1999, IFC’s health

projects were concentrated in Latin

America and the Caribbean. The only

health-related operations in Africa were

those in the Africa Enterprise Fund

(AEF).8 The distribution evened out

across Regions from fiscal 2000 to 2002.

Then, from fiscal 2003 to 2007, IFC

committed to health projects in Africa

for the first time and substantially

expanded its operations in Asia and

Europe and Central Asia. The net com-

mitment volume followed a similar geo-

graphic distribution pattern.

IFC’s health investments are con-

centrated in middle-income coun-

tries. This, too, largely mirrors the

pattern in IFC’s overall investment

portfolio. But there is a larger concentration of

health investments in low-risk countries and a

slightly larger concentration in nonfrontier coun-

tries (middle-income countries not at high risk).

These results could be explained by IFC’s greater

experience working in low-risk countries where

the environment for business is favorable. How-

ever, health itself was considered a frontier sec-

tor in 1998 (IFC 1998) because the operations

were new and risky. Data for the corporation as

a whole show a relatively more even distribution.

Efficacy of IFC’s Investment Operations 
in Health
IEG’s evaluation framework for assessing the

efficacy of IFC operations focuses on both IFC’s

investment outcome9 and project-level develop-
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Investments are
concentrated in middle-
income countries and
hospitals continue to
account for the largest
share of investment.

Although investment in
life sciences expanded, it
did not grow in private
insurance as the strategy
intended.

IFC investments did not
diversify geographically
until after 2002.

Table 5.2: Geographic Distribution of IFC Projects by Period

Europe and Latin America Middle East
Period (fiscal years) Africa Asia Central Asia and Caribbean and North Africa

1997–99 0 2 3 6 0

2000–02 0 5 3 5 1

2003–07 2 13 8 4 2

Total 2 20 14 15 3
Source: IEG data.



ment outcome, based on methodology consistent

with the Multilateral Development Bank’s Good

Practice Standards for Evaluation of Private Sec-

tor Projects (MDB, ECG, and WGPSE

2006, p. 2). The development outcome

of projects is based on four develop-

ment dimensions—project business

success, economic sustainability, envi-

ronmental and social effects, and private sector

development impact—relative to what would

have occurred without the project, and com-

pared against established benchmarks as well as

stated objectives.10

IFC’s health investment results between fis-

cal years 1997 and 2002, including pharma-

ceuticals, were highly unprofitable (table

5.3). The financial losses, minus 51 percent in

profitability for health in the first period and

minus 13 percent for pharmaceuticals in the sec-

ond period, indicate that these lines of business

were a significant cost to IFC, a situation that was

not sustainable. In the subsequent periods, IFC

contained its losses. More recently, pharmaceu-

tical businesses have started to contribute to IFC’s

bottom line, and the profitability of health oper-

ations has been improving.

The evaluation assessed the re-

sults of projects that reached early
operating maturity. This occurs

when the project has been substan-

tially completed and has generated at

least 18 months of operating revenues

for the company, and when IFC has received at

least one set of audited annual financial state-

ments that cover at least 12 months of operating

revenues (MDB, ECG, and WGPSE 2006, p. 2). This

usually happens about five years after project ap-

proval. Thus, only projects in the first and sec-

ond periods meet early operating maturity

criteria and will be fully assessed below,

while projects of the third, most recent, pe-

riod will be included selectively, based on

the extent to which particular effects could

be discerned at this stage.

In the first period (fiscal years 1997–99), in-

vestment and development outcomes were

both low. Only 18 percent of health projects (2

out of 11) achieved both a high development rat-

ing and high investment return (figure 5.2), com-

pared with 48 percent for all IFC investments.

About two-thirds of projects in the first period

were referred to the Department of Special Op-

erations—a dedicated team that handles projects

in distress—for workout, restructuring, resched-

uling, and recovery. The reasons for these refer-

rals included long delays in completing projects,

negative influence of sponsors’ other lines of

business, difficulties in increasing the number of

new patients served, the impact of financial crises

in certain regions, and delays in obtaining regu-

latory clearances. The experience also reflects

IFC’s weakness in screening and structuring health

sector deals owing to a lack of sector-related ex-

perience during the period. Frequently, IFC pro-

vided foreign exchange–denominated loans to
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Table 5.3: Profitability of IFC Health and Pharmaceutical Investments

The early health
investments, including in

pharmaceuticals, were
highly unprofitable.

In fiscal years 1997–99,
both investment and

development outcomes
were low.

Health projects’ Pharmaceutical projects’
profitability (percent) profitability (percent)

Excluding Including Excluding Including
unrealized unrealized unrealized unrealized

Period (fiscal years) capital gains capital gains capital gains capital gains

1997–99 –51.0 –48.0 –3.4 –2.4

2000–02 –8.6 –6.7 –13.0 –14.5

2003–07 –2.2 –0.4 11.6 33.3
Source: IEG data, based on IFC’s accounting of operational income and expenditure by project. The data reflect the profit and loss calculation of all projects active during each financial
reporting year.



clients, but this approach was not appropriate to

the business, which generates revenues mainly in

local currencies.

In many cases these early poor-performing op-

erations resulted in: complete failure of the busi-

ness and bankruptcy of the sponsor company,

followed by sale of the project company to a third

party; early termination of investment funds, be-

cause of poor ramp-up of the investment portfolio;

abandonment of the project construction; or illi-

quidity, when a company ran out of cash from op-

erations in other countries. Other projects with

low development outcomes included hospitals

with large underutilization of facilities and heavy

financial losses in early years. Although some of

the businesses are still operational, the financial

and economic returns were lower than the bench-

marks. Pharmaceutical projects with low devel-

opment outcomes failed to achieve export market

penetration, which was the original project ob-

jective and critical for their business growth. They

also encountered policy obstacles (price controls,

collection problems with state health funds).

Lessons from hospital projects in the first period

are summarized in box 5.1. The projects with low

development outcomes tended to confirm the

perception of the health sector as high risk, and

thus had negative demonstration effects.

In contrast, nearly three-quarters of proj-

ects approved in the second period (10 out

of 14 projects, fiscal 2000–02) had high de-

velopment outcomes and a high investment

return, substantially better than the rest of

IFC portfolio (figure 5.3). Only 4 projects were

rated low in development outcome. One was a

complete business failure, and the company has

been liquidated. Two were hospitals that had lower-

than-expected patient admittance and struggled

to ramp up revenues. Both are operational and ex-

pect to be sustainable, though with a lower return

to financiers than anticipated. The fourth, a phar-

maceutical project, decided to drop investments

in research and development of new drugs fol-

lowing pessimistic market views of blockbuster

drugs,11 and to cut back on employment. Although

3 of the 10 projects with high development out-

comes showed business results below

the benchmark, all met or exceeded

economic benefit benchmarks and con-

tributed positively to private sector

development. Between the first and

second periods, performance improved

in all four dimensions of development

and investment outcomes (figure 5.3).

IFC hospital projects offer several poten-

tial benefits to governments. First, to the ex-
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Figure 5.2: IFC Development and Investment
Outcomes in Two Periods
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tent that they attract patients among the non-

poor, private hospitals can reduce the burden on

public hospitals so that they can focus on the

needs of the poor. Second, the projects may in-

troduce services not previously available, increase

capacity, or improve hospital management. For ex-

ample, a project in the Philippines was the first

major tertiary hospital built in the capital city in

25 years. Third, projects supported by IFC often

have state-of-the-art technology and equipment

that are out of the reach of governments.

Managers of client medical institutions in Ar-

gentina and the Philippines reported that state-

of-the-art facilities in the country attracted doctors

that had established successful careers in medical

institutions in Europe and the United States. Four

out of seven IFC projects appeared to attract doc-

tors back to their native countries to practice.

However, some facilities experienced difficulties

in retaining quality nurses. Training for medical em-
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1. Sponsors of hospital projects may not be focused on the
bottom line.

Hospital projects sponsored by doctors are unique—the sponsors
invest in and work in the facilities they build, and trade-offs are
always necessary. Doctors may not expect financial returns (es-
pecially from equities), but they may prioritize access to facilities
for more lucrative practices. Professional management in finan-
cial control is necessary. IFC must insist that measures be put in
place to control expenditures during the construction phase as
well as during operations.

2. Just because people are sick, that does not mean they will
go to a new hospital.

Competitively positioning a health care project in the local mar-
ket is difficult. To be successful, a project must establish that the
quality of service provided justifies its higher cost. If a hospital
charges too much, potential clients will find other options for
critical care. At the time of appraisal for a new health care proj-
ect, IFC should carefully review the market plan.

3. IFC should expect conflicting interests in health care
projects among stakeholders and plan accordingly.

Managing the relationships among doctors, sponsors, managers,
contractors, technical partners, and others is complex, and con-
flicts are bound to arise. IFC should review the procedures for dis-
pute resolution at appraisal and monitor them during implementation
and operation. It is particularly important that such procedures
include ways to deal with cash shortfalls. IFC has experienced dif-
ficulty with different project structures, including 50–50 joint ven-
tures, single sponsors, and multiple sponsors. The strengths and
weaknesses of the proposed structure should be reviewed care-
fully at appraisal, and weaknesses should be mitigated.

4. IFC should be cautious in providing loans denominated in
foreign currencies.

Because  health care services usually generate revenues in local
currency, providing foreign currency loans increases project risk.
In countries vulnerable to capital flight, IFC should consider mech-
anisms to provide local currency loans. If this is not possible, it
should consider either providing guarantees to local banks that
supply local currency loans or establishing a hedging mechanism
at secure, global banks.

Box 5.1: Early Hospital Investments Provided Important Lessons

Source: IEG analysis of ELRN data.

Figure 5.3: IFC Evaluation Results Show Substantial
Improvement in the Second Period
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ployees was observed in projects with both high

and low development outcome. Furthermore,

three of them have formal arrangements with

universities or medical schools to accept intern-

ships or continuing education for doctors in their

facilities.

Many hospitals supported by IFC have ad-

dressed governance issues in the private

health sector. IFC projects in Eastern Europe in-

troduced the posting of fees that doctors are

charging, with the objective of reducing infor-

mal payments. Other projects have introduced

some control of doctors’ side practices outside the

institutions. More generally, IFC requires financial

and environmental reporting that prompts client

hospitals to improve their management prac-

tices, which in turn can bring forth better deci-

sion making.

IFC’s Advisory Services in Health

Trends in IFC Advisory Services for Health
IFC’s Advisory Services projects have worked

to address the regulatory, financing, and

implementation constraints to private in-

vestment in the health sector.12 Between fis-

cal years 1997 and 2007, 36 advisory projects in

health were approved for a total of $18.48 million,

excluding HIV/AIDS projects. The largest number

of such projects was for studies related

to investment project preparation and

follow-up (table 5.4). This is consis-

tent with the need to address IFC’s

lack of knowledge about the best way

to do business in health.

Advisory Services resources for

public-private partnerships com-

prise the largest share of total fund-

ing and have shown the largest

increase over the study period (box

5.2). From fiscal 2003 onward, Advisory

Services have increasingly worked with

governments to encourage public-

private partnerships in the form of

seminars and advice on design and im-

plementation of IFC investment projects

(table 5.4). Public-private partnerships

can be effective for expanding IFC’s

reach, but they have been difficult to im-

plement because it is the government

that decides which partnership model

would be the most appropriate. The

decision also depends on the government’s ca-

pacity to regulate and effectively control the qual-

ity of health care delivery. This is important for the

success of the partnership, because after the agree-

ment is signed, there are economic incentives to

reduce the provision of services or their quality. Fur-
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Managers of two client
hospitals reported 
that upgraded facilities
helped attract doctors
with successful careers 
in Europe and the 
United States.

Many hospitals supported
by IFC have addressed
governance issues.

Table 5.4: IFC Advisory Services in Health (1997–2007)

Assistance Public- IFC
Time period to investment private Against
(fiscal years) clients Retaila partnerships Studies AIDS Total

Projects

1997–99 5 4 9

2000–02 3 1 7 11

2003–07 2 2 9 3 16

Total 10 2 10 14 n.a.b 36

Commitments

Total (US$ million) 1.02 0.45 12.51 4.50 5.19 23.67

(Percent) (4) (2) (53) (19) (22) (100)
Source: IEG.
a. Retail refers to IFC’s direct assistance to nongovernmental organization/grassroots business entities through its Advisory Services window.
b. HIV/AIDS activities, carried out by IFC Against AIDS, were not recorded in the centralized database until recently, and historical project-specific data are not able to be mapped out
against the other Advisory Services operations at this time.

Projects for public-private
partnerships make up the
largest share of Advisory
Services funding and
project approvals.



thermore, public consensus is needed

because, in practice, opposition can

arise over the fairness of privatization

and health care cost increases. The other

challenge for IFC has been to find pri-

vate investors willing to participate in

these partnerships. To meet these chal-

lenges, IFC emphasized Advisory Service

operations to governments.

The Regional distribution of Advisory Ser-

vices funds differs from that of investment

projects. Africa accounted for 38 percent of the

total funding, Europe and Central Asia for 28 per-

cent, while Asia accounted for only 6 percent.

The significance of IFC funding for Ad-

visory Services in Africa is explained

by IFC Against AIDS, as well as by a

$3.2 million study (almost 14 percent

of total funding) to analyze opportu-

nities for private health investments in

Africa, which also shaped the new IFC

Business of Health in Africa initiative.

IFC Against AIDS, a corporate initiative, was ini-

tiated in 2000 as a response to the identification

of the HIV/AIDS epidemic as a critical obstacle for

sustained competitiveness of enterprises (cost

increases, productivity drops, and losses of ex-

perienced personnel) in regions where the dis-

ease is more prevalent. The aim of the initiative

is to get businesses involved in the fight against

HIV/AIDS through risk management and imple-

mentation of workplace programs in countries

where IFC operates. The program is detailed and

assessed in box 5.3.

Efficacy of Advisory Services
IFC is rolling out a new system for evaluat-

ing its Advisory Services operations. Under this

system, Project Completion Reports (PCRs) will be

prepared by IFC staff, cleared by IFC management,

and reviewed for quality of content by IEG. This

system assesses development effectiveness across

five dimensions: strategic relevance, efficiency,

outputs, outcomes, and impacts. It also rates Ad-

visory Services on the role and contribution of IFC,

which reflects the extent to which IFC brought ad-

ditionality or some special contribution to the

project. The system has been implemented on a

pilot basis on 293 operations that closed in

2004–06. Of these, 10 are in the health sector.

Inferences about the performance of Advi-

sory Services in health are constrained by

the small sample of evaluated health proj-

ects and considerable data gaps. Among the

small group of health Advisory Services that was

evaluated, ratings on some of the dimensions

were not available. For example, only 2 PCRs had

valid judgments on the dimension of impact

achievement (in both cases, negative), while the

results of the other 8 projects were either in-

conclusive or it was too early to tell at the time of

project completion (table 5.5). The overall de-

velopment effectiveness for Advisory Service

health projects is based on only 6 projects.13 Proj-

ects rated high include public-private partner-

ships (see box 5.4 for a successful example) and

studies for the introduction of health insurance.

The six Advisory Services projects in health that

were rated on outcome achievement performed

below those in the rest of IFC: only a third had

high outcome achievement (meeting expected

outcomes or better), compared with 71 percent

of projects in other IFC sectors. The cost-effec-

tiveness of the health projects was also lower.
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IFC Against AIDS was
initiated to get businesses

involved in the fight
against the disease

through risk management
and workplace programs.

A public-private partnership  in health is any joint program or project that
involves collaboration between the public and private sectors, includ-
ing contracting between the public sector (government or development
agencies) and private providers to offer health services and goods
and/or private financing to support health infrastructure. Governments
worldwide are developing such partnerships  in health to manage in-
creased demand for health services and fiscal constraints. Private par-
ticipation in public hospitals is sought to improve efficiency, reduce
costs, and transfer operational risk. 

Public-private partnerships can take many forms with different de-
grees of private sector responsibility and risk. They are differentiated
by whether the private sector manages medical services, owns or
leases the facility, employs the staff, or finances and manages capital
investments.

Box 5.2: What Are Public-Private Partnerships in
Health?

A new system for
evaluating IFC Advisory

Services has been piloted,
but only 10 advisory

operations in the health
sector have been

evaluated.



IFC has also started to assist social enter-

prises that are directly serving rural and

poor people. Among these is the Sustainable

Health Enterprise Foundation in Kenya, a micro-

franchise network of outlets that extend afford-

able health care and medicines to rural areas,

which includes community pharmacies and 

community-based clinics that employ certified

nurses. IFC’s Grassroots Business Initiative helped

the network to become autonomous by provid-

ing capital loans to partially support the organi-

zation’s efforts to improve its operational per-

formance and franchise management. Another

example is GNRC community pharmacy outlets

in northeast India. The Advisory Service project

was to transform community “medi-shops” into

retail pharmacies delivering not just medicines, 

but also health planning and counsel-

ing. This was done with a partner-

ship between IFC and GNRC Hospital,

with IFC providing advice on business

operations.

IFC’S HEALTH STRATEGY AND OPERATIONS
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IFC initiated its IFC Against AIDS program in 2000. Its mission is
to protect people and profitability by being a risk-management part-
ner, HIV/AIDS expert, and catalyst for action. The program has
three objectives: to prevent new infections, to deal with or man-
age existing infections, and to mitigate the effect of HIV on the com-
pany itself. The biggest beneficiaries of the initiative have been
companies in Africa, but IFC has been trying to expand to other
Regions and countries as well (China and Russia). Except for one
operation conducted by the Private Enterprise Partnership for
Africa (PEP-Africa), all IFC Against AIDS work is directly related
to IFC investments.

Completion Reports have been issued for IFC Against AIDS pro-
gram components, with the following findings: 

• The program objective has been relevant and aligns with the
strategic directions and priorities of IFC. It takes advantage of
IFC’s position with private sector clients and links their corpo-
rate risk management issues to the social agenda. By target-
ing workers, IFC Against AIDS is able to work with the adult
population, which is difficult to reach by traditional health
awareness campaigns (IFC 2006, p. 27).

• The program has developed products and services, tools, and
publications to implement HIV/AIDS policies and training pro-
grams in businesses. As of January 2008, the program had
reached 88,000 employees and over 628,000 people in nearby
communities (IFC 2008). In Africa, the program engaged in ac-
tivities ranging from large seminars to assisting individual firms
(large companies and small and medium enterprises) as well as
nongovernmental organizations. In India, it worked with four
client companies (covering about 20 sites nationally) to pro-
actively address HIV/AIDS in the workplace, clinical facilities,

and communities at risk. IFC prepared and disseminated stud-
ies on Occupational Health and HIV/AIDS Perceptions in Rus-
sia and a briefing book on HIV/AIDS in China.

• IFC Against AIDS often relies on other departments/operations
to reach potential clients. Since it is targeted to IFC clients, close
cooperation across IFC was critical. However, in a joint project
with the Africa Project Development Facility (APDF, predeces-
sor of PEP-Africa), the training program lost momentum be-
cause of IFC organizational changes and shifting strategic
priorities. Similarly, IFC Against AIDS encountered a problem
about the selection criteria of the small and medium enter-
prises, which were opportunistic and resulted in the inclusion
of some businesses that were not linked to IFC activities.

• The project in China only delivered a handbook after nearly
two years of implementation. Although the project seems to have
been in support of business development aligned with IFC’s
value added on the AIDS agenda, IFC appears to have dropped
the project after the business development mission to the coun-
try. IFC did not achieve the two goals—increased involvement
of private enterprises in the fight against HIV/AIDS by being a
risk-management partner to clients, and being supportive of IFC’s
business development by providing value-added services and
contributing to IFC’s brand.

Since 2006, IFC Against AIDS has incorporated a broader ap-
proach that also considers tuberculosis, malaria, and maternal
health. Although it has been in operation for seven years, IFC
Against AIDS has not been subject to a systematic outcome
and impact assessment of the whole program. In December
2007, IFC launched a comprehensive external evaluation of the
program.

Box 5.3: IFC Against AIDS: A Preliminary Assessment

Source: IEG review of Project Completion Reports.

IFC has started to assist
social enterprises that
directly serve rural and
poor people.



IFC’s Institutional Arrangements 
for the Health Sector
The activities and responsibilities in IFC re-

lated to the health sector are fragmented

and linked to different departments, placing

a premium on coordination across units.

While health facilities and service providers are 

the responsibility of the Health and Education

Department, the industries related to the health

sector—pharmaceuticals, medical supplies, and
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Table 5.5: Percentage of Health and IFC Projects Rated High, PCR Pilots 1 and 2

Between 2003 and 2005, Romania privatized dialysis services.
Previously, inpatient and outpatient dialysis services were pro-
vided in about 40 public hospitals. Dialysis supplies were pur-
chased by the National Health Insurance Fund (NHIF), and the
equipment was purchased by the government and allocated to the
hospitals. Funding difficulties and increasing demand for ser-
vices had created a backlog of patients, and the facilities needed
to be upgraded and expanded. 

IFC’s Advisory Services helped the government: (i) revise and
update national dialysis standards and practices and prepare
legislation, including harmonization with European Union clinical
guidelines; (ii) establish regional survey reporting of dialysis cost
and prices; (iii) conduct cost analysis of dialysis; and (iv) create
model tender documents.

The partnership was structured as a contract for dialysis ser-
vices between the government and private service providers,
who became owners. The Ministry of Health set prices, and the
private operators were required to re-equip the facilities and
provide about 200,000 outpatients a year with dialysis treatments
at quality and service standards comparable to those of the Eu-

ropean Union. The individual contracts, totaling €20 million per
year, could be extended if the operator constructed a new facil-
ity within 18 months. All public patients were to receive free treat-
ment, and the operators were to be reimbursed by the NHIF under
specified fee schedules.

The Advisory Services project introduced transparency into
government procurement processes. In 2004, NHIF conducted
simultaneous tenders for eight dialysis centers, with strict pre-
qualification criteria to ensure participation of experienced providers.
Bidders were restricted to winning two centers to limit market
concentration. Winning bidders were selected based on highest in-
vestment commitments. The average investment commitment in a
center was $2 million, which was realized within 18 months after
awarding the contracts. NHIF did not have to finance the modern-
ization from public funds and there were significant operational cost
savings to NHIF (estimated at about $4 million). The project improved
patient services at lower cost to the national health system. The qual-
ity of services and patient satisfaction increased at lower cost be-
cause of  the new standards, improved equipment and facilities, and
more efficient organizational structure.

Box 5.4: Outpatient Dialysis Services in Romania—A Successful Advisory Services 
Public-Private Partnership in Health

Sources: IEG review of Project Completion Report; Nikolic and Maikisch 2006;  Maikisch 2007.

Health sector projects

Number of IFC overall
Main ratings and dimensions Percent projects (percent)

Development effectiveness 33 6 69

Strategic relevance 80 10 89

Efficiency 33 9 72

Output 60 10 84

Outcome 33 6 71

Impact 0 2 57

IFC role and contributions 78 9 87
Source: IEG data.



medical equipment—are all the responsibility of

the Global Manufacturing and Services Depart-

ment (CGM), under its Life Sciences Group. How-

ever, that group also handles investments in

products, such as biotechnology, cosmetics, and

nutritional products.14 Advisory Services are the re-

sult of the work of different units across IFC: the

Infrastructure Advisory Department, Small and

Medium Enterprise Department, and numerous

Regional facilities, as well as Regional departments

and the Health and Education Department. Be-

yond this, other IFC units implement health-related

projects with varying degrees of specialization.

IFC’s organizational structure is broadly in

line with the traditional organization of the

health sector, but recent developments in

the sector pose challenges to this structure.

Historically, there has been a clear separation in

the industry between the main players—manu-

facturers and health providers. However, the

health care market is becoming more integrated.

The boundaries between statutory and private

health insurance are becoming blurred; payers and

providers are coming together in integrated health

care provision and e-health; and the industry and

health insurance companies are developing joint

business models.15 These developments require

more integrated approaches to business devel-

opment and client service in IFC’s health sector.

Many of IFC’s potential clients are operating in

both pharmaceutical and service provision, and

these two are complementary in addressing health

outcomes. In IFC, groups dealing with health are

part of different departments, and incentives dif-

fer and have inhibited response to business op-

portunities and implementation of cross-sectoral

initiatives.

The Health and Education Department is

small—until recently the smallest of IFC’s

investment operations departments. The

Department averaged 19 full-time/full-year pro-

fessional staff between 2001 and 2005.16 The num-

ber of staff increased by 42 percent, to 27, from

2006 to 2007. Investment officers in the depart-

ment are not specialized and cover both the

health and education sectors. Between 2001 and

2008, 56 percent of the department’s staff time was

spent on health sector activities. Orig-

inally, the Life Sciences Group within

the Global Manufacturing and Services

Department had a sector leader, five in-

vestment officers, and two analysts. By

2007, another investment officer and a

life sciences specialist joined the group.

IFC’s activities have tended to complement

World Bank Group operations, but efforts to

collaborate and pursue synergies have not

been consistent. IFC’s support to expand the

production of vaccines and to improve access to

medicine for diseases such as malaria in East

Africa had strong complementarities with World

Bank HNP strategies and operations. In a few

cases, IFC projects followed from the World Bank’s

support in sector policy reform, with in-

tensive collaboration between the two

institutions. For example, a hospital

investment in Argentina was developed

in close collaboration with the World

Bank and sequenced with World Bank

projects.17 However, efforts to exploit

synergies as outlined in the sector

strategies have not been consistent. In

July 2008, for example, IFC’s Health and Educa-

tion Department pointed out that “one possible

barrier to working together is a lack of knowledge

and understanding of the strategy and processes

of the IBRD and IFC” and called for a dialogue with

its colleagues from the World Bank in order to

“begin a more focused dialogue.” The institu-

tional fragmentation of health across several units

at IFC also inhibits greater collaboration with

World Bank staff.

Given that most of IFC’s operations in the

health sector are in middle-income coun-

tries, coordination with the World Bank in

the health sector faces the same inhibitors

identified by IEG’s study on middle-income

countries. These include incompatible timelines

for projects, differences in organizational culture,

and staff concerns that their time can neither be

easily allocated to cooperation nor recognized

in performance assessments (IEG 2007b, p. 63).

This is further complicated for health by the asym-

metry in the size of IFC interventions relative to
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Health sector activities
and responsibilities in IFC
are segmented and linked
to different departments,
implying a need for
coordination.

IFC’s health activities
have tended to
complement Bank
operations, but efforts to
collaborate and pursue
synergies have been
inconsistent.



Bank operations. Although collaboration at the op-

erational level turns out to be impractical, there

is recognition that collaboration to develop the ap-

propriate environment (policy level) for private

investment would be beneficial. World Bank as-

sistance in creating the regulatory environment for

private sector operations could help to attract

private investment by establishing appropriate in-

centives to invest (eliminating the constraint of lag

of regulation in the sector).

Collaboration between the World

Bank and IFC in health has been sit-

uational rather than systematic.

Currently, IFC’s investment officers are

communicating with the World Bank’s

health sector experts during project ap-

praisal. Advisory Services for public-private part-

nerships, which naturally involve government

entities, have active communication within the

World Bank Group, but there is a limit because of

the ethical guidelines concerning the actual and

perceived conflicts of interest. However, those in-

teractions depend on the initiative of particular

people and are driven by transactions. There is no

systematic avenue of collaboration between

the two institutions in developing

IFC strategies in health. Because of

IFC’s opportunistic approach in iden-

tifying health investment in most coun-

tries, its health sector operations rarely

feature in the Bank-IFC joint CASs.18

Social Impacts of IFC Health Investments
The 2002 strategy did not specify approaches

to address poverty, though it recognized

the need to assess the potential for private

participation in health. IFC strategies for health

investment have limited direct references to

poverty. The 1999 Note on Strategic Directions,

for example, highlighted the potential of IFC

health investments to improve health outcomes

across the entire population and among the poor

(IFC Health Care Best Practice Group 1999). In the

implementation of the 2002 health strategy, IFC

aimed to diversify its portfolio to indirectly pro-

mote access to health care services for poor peo-

ple by improving access to and quality of health

services for the lower-middle and middle class (IFC

2002, p. 39) and by working with not-for-profit

institutions (IFC 2002, p. 5). Then, in a 2007 brief-

ing to the Board of Directors, the Department of

Health and Education stated that its projects and

role were changing, and that it had begun to

focus on clients serving lower-income popula-

tions (IFC 2007d, p. 18). The Life Science Group,

for its part, has identified three strategic areas

where it can contribute to the fight against diseases

that disproportionately affect poor people in de-

veloping countries (IFC 2007c): the production

of generic pharmaceuticals, innovation and re-

search to help discover technologies or treat-

ments for diseases that affect poor people, and

neglected diseases that affect people in develop-

ing countries.

IFC’s investments in health services, mainly

hospitals, have benefited primarily upper-

and middle-income people at the “top of the

pyramid” (IFC 2007a; IFC and WRI 2007).

Among the 12 hospitals in the third period for

which information is available, 3 were mainly tar-

geted to expatriates and 6 were aimed at high- and

middle-income populations. Among the evalu-

ated hospitals, only 1 had a confirmed linkage with

a public insurance scheme that paid for treat-

ment of complicated cases referred to public hos-

pitals. In other cases, links to public insurance

funds helped private diagnostics and laboratory

service providers to serve people’s needs, irre-

spective of income level, as observed in two eval-

uated projects. Freestanding facilities can be

successful and provide some desired develop-

ment outcomes, but linkages to other institu-

tional arrangements, such as insurance, are

necessary to meet the health needs of a wider pop-

ulation. Among the evaluated projects in the first

two periods, only three had such features.

All of IFC’s clients in the hospital sector

have some initiatives that directly target

underserved populations. In addition, some

clients provide free or reduced-price access to

health care. Others target patients with health

insurance coverage (often through employers),

which allows hospitals to reach a much wider

population as well as the middle class. IFC’s client

hospitals and clinics also typically have or con-
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Collaboration has been
more situational than

systematic; IFC’s
investments rarely feature

in joint CASs.

IFC’s projects 
are small in scale 

and geographically
scattered, limiting the

overall impact.



tribute to dedicated foundations for charitable

activities and community programs that target

the poor and disadvantaged. Contributions nor-

mally account for 1 to 5 percent of their income.

However, IFC’s additionality in this area is very

limited—many clients were involved in charitable

activities even before IFC investment. In June

2008, IFC and the World Bank engaged in a proj-

ect that seeks to help improve maternal care

among some of Yemen’s poorest people. This

project uses output-based aid to reach the poor.

New opportunities also are arising within the re-

cent IFC Business of Health in Africa initiative.

IFC’s life sciences interventions, particu-

larly in pharmaceuticals, have the potential

for broader reach and for more direct ben-

efits to the poor. Household surveys through-

out the developing world have shown that

pharmaceuticals account for more than half of all

health spending by people in the lowest income

groups (Hammond and others 2007). Thus, in-

vestments by IFC in pharmaceutical projects that

reduce the costs of drugs and improve quality con-

trol have great potential for helping the poor.

The majority of the pharmaceutical proj-

ects financed by IFC have resulted in sig-

nificant declines in the price of generic

drugs, enhancing affordability. Four of the

six evaluated projects in pharmaceuticals involve

production of generic drugs. The introduction of

generic drugs in Mexico in 1999 resulted in a 30

percent decline in prices, and in Brazil, generic

products cost an average of 40 percent less than

brand-name products (Homedes, Ugalde, and

Forns 2005, p. 695). Some projects, especially in

China and India, are concentrated on the do-

mestic markets and use local inputs. Since IFC

promotes Good Manufacturing Practices and other

international standards necessary for many ex-

port markets, some of the generic drugs are ex-

ported to neighboring countries. Only one project

had confirmed success in penetrating

export markets with certification from

the regulatory authority. One project

had an objective to establish a research

and development facility in a pharma-

ceutical company. However, as the

sponsor company’s business objectives

shifted away from proprietary drug pro-

duction because of the competitive

pressure from international producers as well as

strategic shifts toward generic drug production to

the U.S. market, the company reduced its research

and development functions, which resulted in

fewer jobs for local scientists and lab technicians.

This demonstrates the high-risk nature of research

and development in drug production.

In summary, the health sector is still relatively

new to IFC, and the approach to investment has

remained largely a matter of seizing opportunities

rather than developing them within a clear strate-

gic framework. IFC’s investments in the health sec-

tor are still small and geographically scattered.

There were marked improvements in the per-

formance of the small health invest-

ment portfolio, mainly in hospitals, and

important lessons were learned leading

up to the 2002 strategy. The expansion

of public-private partnerships sup-

ported through Advisory Services has

been an important development with

potential to contribute to improved efficiency of

the health sector of developing countries. Greater

diversification of the portfolio, particularly toward

pharmaceuticals and health insurance, would im-

prove the social impact of the health investment

portfolio and bring it more in line with the ob-

jectives of the 2002 strategy and the mandate of

the World Bank Group. Closer collaboration with

the World Bank on private sector regulatory issues

with respect to the health and pharmaceutical

sectors would improve the climate for expanding

IFC health investment and Advisory Services.
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specify approaches to
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A woman and children pose after taking part in a health survey in Bukoba, Tanzania. Fertility and
maternal mortality remain extremely high in most of Sub-Saharan Africa.

Photo courtesy of Martha Ainsworth.
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Conclusions and 
Recommendations

The mandate of the World Bank Group is to pro-

mote poverty reduction and economic growth in

developing countries. Poor health is both a cause

and consequence of poverty and an impediment

to economic growth. This evaluation has pointed

to some important accomplishments of the World

Bank’s HNP support to countries, often in difficult

settings, and its contribution in helping build gov-

ernment capacity to manage the sector. The latter

is important for improving aid effectiveness more

generally, given the increasing reliance of the in-

ternational community on government systems.

The evaluation has also found improving per-

formance in IFC’s health portfolio and important

lessons learned in this small but expanding sector.

The fieldwork for this evaluation also points

to areas where the World Bank and IFC con-

tinue to add value (box 6.1). The results are a

reminder that the value added by the World Bank

Group is not measured solely by the magnitude

of its support, and that its actual comparative ad-

vantage or that of any other development partner

depends not only on its institutional assets, but

also on the country context, health needs, and the

activities of others.

Looking forward, the developments in the

international aid architecture for health

over the past decade and the increased lev-

els of assistance from other sources present

both opportunities and challenges for the

World Bank Group. In the context of the Paris

Declaration on Aid Effectiveness, the Bank has

an opportunity to leverage its experience to help

governments strengthen their capacity to man-

age effectively their own resources as well as the

new donor funding being channeled through

government. While the Bank’s resources are now

a smaller share of global development assistance

for health, the Bank nevertheless continues to

bring key institutional assets to the table: long-

term, sustained engagement in the sector; ex-

perience in many countries with similar issues;

a history of support for building country capac-

ity for implementing social sector investments;

sustained large-scale financing; strong links to the

Ministry of Finance, which can be critically im-

portant both in leveraging reforms and in im-

proving the dialogue between the ministries of

health and finance; and a country approach in

which HNP support is part of a portfolio of ac-

tivities in many sectors, some of them with po-

tential complementary contributions to health

outcomes. These are assets that the Bank can con-

tinue to bring to bear on making health systems

work better and to ensure that health benefits

reach the poor.

T
he global aid architecture in health has changed over the past decade

with the adoption of international goals and a major expansion of the

levels and sources of development assistance, particularly for low-

income countries. The World Bank Group’s support for health, nutrition,

and population has been sustained over the decade, but it is now a smaller

share of global HNP assistance.



The evaluation has also revealed substantial

challenges for the future. About a third of the

Bank’s HNP support is not performing well, and

there has been no sign of improvement. Con-

tributing factors are the increasing complexity of

HNP operations, particularly in Africa but also in

support of health reform to middle-income coun-

tries; inadequate risk assessment and mitigation;

and weak M&E. The Bank has underinvested in

support to reduce high fertility and malnutrition

among the poor. The performance of IFC’s health

investments has improved markedly, but the pro-

gram has been less successful in expanding in-

vestment in activities that both make business

sense and are likely to yield broader benefits for

the poor. Accountability for results has been

weak—both the accountability of Bank- and IFC-

supported projects for ensuring that results have

actually reached the poor, and the accountability

of the projects supported by the Bank’s non-
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Field interviews for this evaluation point to major areas in which
the World Bank’s policy dialogue, analytic work, technical advice,
and lending have added value to HNP in countries.

In Peru, officials valued highly the Bank’s ability to mobilize
financial and human resources and connect technical assis-
tance with financial services; its experience with health reforms
in countries with similar conditions; its poverty focus, under-
scored by highly effective analytic work providing an “outsider’s”
perspective; its long-term relationship, which has helped to main-
tain a medium-term agenda and dialogue on health in the face
of high turnover in the sector; and its institutional culture, which
has emphasized outcome-oriented projects, efficiency, and trans-
parency in the allocation of resources. 

In the Kyrgyz Republic, the Bank played a leadership role,
mediating conflicts among the donors and using its leverage to
keep health reform on the political agenda in the face of strong
opposition. It built institutional capacity over time in the Ministry
of Health, was able to intervene to work out implementation de-
tails, and provided capacity-building inputs for public sector fi-
duciary management. The country would have implemented health
reforms even without the Bank, but respondents felt that progress
would have been more limited geographically and institutionally,
resources would have been used less efficiently, and there would
have been less focus on improving access for the poor.

In Nepal, the Bank brought value added with its poverty focus,
analytic work, and living standards surveys focusing on the health
of the poor. It helped to strengthen national capacity to lead and
manage donor funds and provided technical assistance for mon-
itoring social sector expenditures and for financial management
in support of the SWAp. Without the Bank, there would have
been less financing of civil works and training of village health

workers, a weaker poverty focus, and less attention to public ex-
penditures and expenditure frameworks. Other donors likely would
not have participated in the SWAp without the Bank’s involvement.

In Malawi, the Bank’s value added took the form of leadership
on procurement and financial management in support of the
health SWAp and individual operations; increased knowledge
through analytic work, exchange of experience, facilitating ac-
cess to expertise, and an attempt to maintain the focus on out-
comes; and its convening power and strong links with the sectoral
and macro level.

The proposed health interventions likely would have occurred
in Eritrea even without the Bank’s involvement, but not on the same
scale. The Bank’s engagement brought credibility and eventual
support from others in the international community, built the in-
stitutional capacity of the Ministry of Health, and highlighted the
need to focus both on the supply of health care and on commu-
nity demands, and on both hardware and software. 

Respondents also expressed views on the “additionality” of
IFC’s health support. Often IFC was the only source of long-term
finance (loan and equity) where private investments in the health
sector were considered risky and local banks did not have ex-
perience in financing the sector. A pharmaceutical business in
China emphasized that IFC’s value added was not so much its fi-
nancial contribution, but the value of its “stamp of approval” in
environmental and social standards, which provides a level of
comfort to the other investors. Another company said that IFC’s
association with the World Bank Group, a public entity, facilitated
public-private partnerships with local authorities. A third client
valued IFC’s role as an honest broker between stakeholders, in-
cluding government and regulatory agencies, to increase visibility
and bring strategic partners to the project.

Box 6.1: Evolving Value Added of the World Bank Group in HNP

Sources: IEG 2009a, 2009b, 2008d; Shaw forthcoming; Elmendorf and Nankhuni forthcoming.



health sectors, such as water supply and sanita-

tion and transport, for demonstrating the health

benefits of their investments.

The expansion of external assistance for

health also featured a large increase in re-

sources earmarked for specific infectious

diseases or other programs within the health

sector. Many of these previously attracted in-

sufficient attention. To the extent that large

amounts of earmarked support have the poten-

tial to adversely distort resources within the health

systems of small countries to the detriment of

other critical services for the poor, the Bank needs

to consider, on a case-by-case basis, whether ad-

ditional earmarked funds of its own for some of

the same programs are appropriate and cost-

effective in improving health, nutrition, and pop-

ulation outcomes, given possible alternative in-

vestments elsewhere in the health system.

In short, the new international aid archi-

tecture has provided the World Bank Group

with opportunities to improve health out-

comes among the poor, to prevent poverty

due to illness, and to improve the efficiency

and efficacy of health systems. By improv-

ing their performance and maintaining focus on

these core objectives, the Bank Group has the po-

tential to contribute not only to meeting the Mil-

lennium Development Goals but also to ensuring

that the poor benefit and that the benefits will be

sustained.

Recommendations
The following recommendations for the World

Bank and IFC are offered to help improve the im-

plementation and impact of their respective HNP

strategies and further the mandate of poverty re-

duction and economic growth in the context of

the new aid architecture.

1. Intensify efforts to improve the per-

formance of the World Bank’s health,

nutrition, and population support.

•• Match project design to country context

and capacity and reduce the complexity of

projects in low-capacity settings through

greater selectivity, prioritization, and se-

quencing of activities, particularly in Sub-

Saharan Africa.

•• Thoroughly and carefully assess the risks

of proposed HNP support and strategies to

mitigate them, particularly the political risks

and the interests of different stakeholders,

and how they will be addressed.

•• Phase reforms to maximize the probability

of success.

•• Undertake thorough institutional analysis, in-

cluding an assessment of alternatives, as an

input into more realistic project design.

•• Support intensified supervision in the field

by the Bank and the borrower to ensure

that civil works, equipment, and other out-

puts have been delivered as specified, are

functioning, and are being maintained.

2. Renew the commitment to health, nu-

trition, and population outcomes among

the poor.

The World Bank should:

•• Boost population and family planning 

and other support in the form of analytic

work, policy dialogue, and financing to high-

fertility countries and countries with pock-

ets of high fertility.

•• Incorporate the poverty dimension into

project objectives to increase accountability

for health, nutrition, and population out-

comes among the poor.

•• Increase support to reduce malnutrition

among the poor, whether originating in the

HNP sector or other sectors.

•• Monitor health, nutrition, and popula-

tion outcomes among the poor, however

defined.

•• Bring the health and nutrition of the poor

and the links between high fertility, poor

health, and poverty back into poverty as-

sessments in countries where they have

been neglected.

IFC should:

•• Expand support for innovative approaches

and viable business models that demon-

CONCLUSIONS AND RECOMMENDATIONS
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strate private sector solutions to improve the

health of the poor, including expansion of

investments in low-cost generic drugs and

technologies that address health problems

of the poor.

•• Assess the external and internal constraints

to achieving broad social impacts in the

sector.

3. Strengthen the World Bank Group’s abil-

ity to help countries to improve the ef-

ficiency of health systems. Improving the

efficiency of health systems may only indi-

rectly produce health benefits, but it is a valid

objective in its own right, contributing to more

sustainable financing and economic growth.

Health reform projects address structural in-

efficiencies, are inherently politicized, and

thus are risky. However, they are neverthe-

less worth pursuing if deemed relevant and a

high priority of government.

The World Bank should:

•• Better define the efficiency objectives of its

support and how efficiency improvements

will be improved and monitored.

•• Carefully assess decisions to finance addi-

tional earmarked communicable disease ac-

tivities in countries where other donors are

contributing large amounts of earmarked

disease funding and additional funds could

result in distortions in allocations and inef-

ficiencies in the rest of the health system.

•• Support improved health information sys-

tems and more frequent and vigorous eval-

uation of specific reforms or program in-

novations to provide timely information for

improving efficiency and efficacy.

IFC should:

•• Support public-private partnerships through

Advisory Services to government and in-

dustry and through its investments, and ex-

pand investments in health insurance.

•• Improve collaboration and joint sector work

with the World Bank, leveraging Bank sec-

tor dialogue on regulatory frameworks for

health to engage new private actors with

value added to the sector, and more sys-

tematically coordinate with the Bank’s pol-

icy interventions regarding private sector

participation in health.

4. Enhance the contribution of support

from other sectors to health, nutrition,

and population outcomes.

The World Bank should:

•• When the benefits are potentially great in re-

lation to the marginal costs, incorporate

health objectives into nonhealth projects, for

which they are accountable.

•• Improve the complementarity of investment

operations in health and other sectors to

achieve health, nutrition, and population

outcomes, particularly between health and

water supply and sanitation.

•• Prioritize sectoral participation in multisec-

toral HNP projects according to the com-

parative advantages and institutional man-

dates to reduce complexity.

•• Identify new incentives for Bank staff to

work cross-sectorally for improving health,

nutrition, and population outcomes.

•• Develop mechanisms to ensure that the im-

plementation and results for small HNP

components retrofitted into projects are

properly documented and evaluated.

IFC should:

•• Improve incentives and institutional mech-

anisms for an integrated approach to health

issues across units in IFC dealing with health,

including the way that IFC is organized.

5. Implement the results agenda and im-

prove governance by boosting invest-

ment in and incentives for evaluation.

Weak M&E is a constraint to achieving the re-

sults focus and governance agenda of the

Bank’s new HNP strategy and inhibits the re-

sults orientation of IFC.
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The World Bank should:

•• Create new incentives for M&E, for both

the Bank and the borrower, linked to the

project approval process and the midterm

review. This would include requirements

for baseline data, explicit evaluation designs

for pilot activities in project appraisal doc-

uments, and periodic evaluation of main

project activities as a management tool.

IFC should:

•• Enhance its results orientation by develop-

ing clearly specified baseline indicators and

an evaluation framework that adequately

measure IFC’s health sector objectives and

results.

CONCLUSIONS AND RECOMMENDATIONS
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An auxiliary nurse midwife speaking to slum dwellers about contraception and other sexual health matters in India. Photo by John Isaac,
courtesy of the World Bank Photo Library.
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APPENDIX A: WORLD BANK GROUP HNP TIMELINE
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IMPROVING EFFECTIVENESS AND OUTCOMES FOR THE POOR IN HEALTH, NUTRITION, AND POPULATION
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APPENDIX A: WORLD BANK GROUP HNP TIMELINE
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1 1 2

IMPROVING EFFECTIVENESS AND OUTCOMES FOR THE POOR IN HEALTH, NUTRITION, AND POPULATION
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A show of hands among Nepalese children who wash their hands after using their new latrine. Photo courtesy of George T. Keith Pitman.
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World Bank HNP Project Portfolio

Projects
The review of the portfolio managed by the HNP

sector that is presented in chapters 2–4 included

all 220 active and closed projects approved from

fiscal 1997 to 2006 (table B.1). The 220 projects

are listed in appendix C. Approvals of supple-

mental allocations for active projects are attributed

to the original project; they are not considered

separate operations. The count of projects in

other sectors with HNP components included

any project with HNP commitments, as defined

below.

HNP Commitments
Up to five sector codes are assigned to every

World Bank lending operation, and the percent-

age of the loan to be dedicated to each sector code

was noted in the project design documents. HNP

commitments include the amounts committed

under sector codes JA (health), BK (compulsory

health finance), FB (noncompulsory health fi-

nance) and other historic codes used for the

health sector (HB, HC, HE, HH, HP, HR, HT, HY).

Total commitments to HNP were calculated by tak-

ing the total amount of each project allocated to

these codes.1 Because there is often more than

one sector code, even for HNP-managed proj-

ects, it means that less than 100 percent of the cost

of a loan or credit is actually being counted. Note,

too, that for multisectoral Development Policy

Loans that are essentially direct budget support

to the government, the allocation across sector

codes is entirely notional and does not reflect

earmarked funds for any sector.

World Bank Water Supply and Sanitation
Project Portfolio
The water supply and sanitation projects reviewed

in chapter 4 include all 117 active and closed proj-

ects approved from fiscal 1997 to 2006 (table B.2)

with financial commitments to sector codes WA

(sanitation), WC (water supply), WS (sewerage),

and WZ (general water, sanitation, and flood pro-

tection), and managed by the Water Supply and San-

itation Sector Board. Projects that are solely aimed

at flood protection (WD) and solid waste man-

agement (WB) are not included. Supplemental

credits and projects approved under emergency

APPENDIX B: DEFINITION OF THE SAMPLES USED FOR 
PORTFOLIO REVIEWS AND WORLD BANK HNP STAFF ANALYSIS

Table B.1: Projects Managed by the HNP Sector by Fiscal Year of Approval and
Project Status

Fiscal years

1997–2001 2002–06 1997–2006

Project status Projects Percent Projects Percent Projects Percent

Active 9 9 101 83 110 50

Closed 90 91 20 17 110a 50

Total 99 100 121 100 220 100
a. Of these, 99 had been reviewed and rated by IEG as of September 30, 2008. In addition, 2 projects were cancelled before they were implemented and thus
did not receive an outcome rating.
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procedures were also excluded. Greater detail and

the list of projects can be found in Overbey (2008).

World Bank Transport Project Portfolio
The transport projects reviewed in chapter 4 in-

clude all 229 active and closed projects approved

from fiscal 1997 to 2006 (table B.3). Only projects

managed by the Transport Sector Board and that

had financial commitments under the sector

codes TA (roads and highways), TP (ports, wa-

terways, and shipping), TV (aviation), TW (rail-

ways), and TZ (general transportation, which

includes urban transport) were included. Sup-

plemental credits and projects approved under

emergency procedures are excluded. Transport

projects managed by other sector boards were ex-

cluded because the resources needed to track

down the relatively small number of such projects

were not warranted.2 Thus, transport projects re-

lated to improvements of air quality that fell either

under the Environment Sector Board or were

funded through the Global Environment Facility

(GEF) have not been reviewed.

World Bank HNP Staffing
The analysis of HNP staffing in chapter 2 uses

four sets of data on World Bank staff in the HNP

sector provided by the Bank’s Human Resources

Department:

1. Master dataset of HNP staff. This is a mas-

ter dataset of all Bank staff at levels GF and

higher as of the end of every fiscal year (June

30), from fiscal 1997 to 2007, who were mapped

to the HNP sector. Staff members below level

GF are not systematically mapped to a sector,

so are excluded from the analysis. The datasets

included the following data for each individual:

fiscal year; UPI (staff identification) number; pri-

mary managing unit (PMU); unit of assignment;

entry on duty (EOD); appointment type; level;

job title; age; gender; whether Part I or II; years

in the Bank; years in the PMU; whether posted

at headquarters or in the field; duty country;

whether a coterminous appointment;3 pro-

gram name; whether a manager; and whether

a former Young Professional. The information

Table B.2: Water Supply and Sanitation Projects Included in the Portfolio Review

Fiscal years

1997–2001 2002–06 1997–2006

Project status Projects Percent Projects Percent Projects Percent

Active 33 53 55 100 88 75

Closeda 29 47 0 0 29 25

Total 62 100 55 100 117 100
a. As of October 31, 2007. Implementation Completion Reports had not been received by IEG for 3 of the 29 projects at the time of the review, reducing to 26
the number of completed projects reviewed.

Table B.3: Transport Projects Included in the Portfolio Review

Fiscal years

1997–2001 2002–06 1997–2006

Project status Projects Percent Projects Percent Projects Percent

Active 28 22 96 93 124 54

Closeda 98 78 7 7 105 46

Total 126 100 103 100 229 100
a. As of June 25, 2007.
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was provided separately for each fiscal year

and merged by IEG. This provided the basis for

a master panel dataset from which it is possi-

ble to track the movement of staff into and out

of the sector, using the UPI number as the

identifier.

2. Hub dataset. This is a dataset of all Bank staff

and consultants level GE and higher assigned

to the “hub” or “anchor,” for the period fiscal

1997–2007. The “hub” was defined as includ-

ing the units HDDHE and its successor HDNHE

(the HNP hub), and HDNGA (the central unit

for the AIDS program, established in 2004).

The data and variables assembled for hub staff

levels GF and higher are identical to those for

the master HNP staff dataset. However, this

dataset also includes staff at level GE and in

other categories, such as junior professional as-

sociates, junior professional officers, cotermi-

nous staff, and special assignments, who were

working in those units.

3. New hires. A dataset of all new hires of indi-

viduals directly into the World Bank HNP sec-

tor. The variables available included all of the

variables in the master HNP staff dataset, plus

the effective date of the hire. 

4. Exits. A dataset of all terminations of individ-

uals from the World Bank who were mapped

to the HNP sector at the time that they left. This

includes, for example, resignations, retirements,

and deaths of HNP staff. The variables avail-

able for analysis included all of the variables 

in the master HNP staff dataset, plus the effec-

tive date that of the hire and the reason for

termination.

Only a few corrections were made to the original

data for the analysis. First, the original data in-

cluded several individuals mapped to units in IFC

who were dropped. No other individuals were

dropped, though in a number of instances the unit

codes did not seem to pertain to health (for ex-

ample, the Board, Staff Association, External Af-

fairs, Commodity Risk Group). Second, in the

new hire and exit datasets there were often du-

plicates associated with conversions from one

type of assignment to another—for example, the

person appears as a new hire, then an exit, then

a new hire shortly thereafter in another assign-

ment type. In those instances, the first time that

the individual appears was used for the purposes

of counting the number of new hires and their age,

and in the exit dataset instances were excluded

of those who had been converted to a new as-

signment type. The last observation was used if

there was more than one appearance and the

person was no longer at the Bank (or at least no

longer in the HNP sector at the Bank).

Country Assistance Strategies
The desk review of CASs included a sample of the

211 CASs approved from fiscal 1997 to 2006. In

light of the large number of countries in three Re-

gions, the study reviewed: (a) all CASs for East Asia,

the Middle East and North Africa, and South Asia;

and (b) a random sample consisting of roughly half

of all CASs for Europe and Central Asia, Latin

America and the Caribbean, and Africa (table B.4).

The results reported in chapters 2 and 4 have

been weighted to take the stratification of the

sample into account. A list of the CASs actually re-

viewed can be found in Sinha and Gaubatz 2009.

IFC Portfolio of Investment Projects 
and Advisory Services
The portfolio of 52 IFC health projects reviewed

in chapter 5 includes 35 active and 17 closed proj-

ects approved from fiscal 1997 to 2007 (appendix

D). Active projects are those for which IFC has fi-

nancial exposure; closed projects are those with

which IFC no longer has a financial relationship.

Health sector projects included those with the

health and pharmaceuticals sector code and ad-

ditional projects with business objectives related

to health (for example, a medical training project

with an education sector code). Dropped projects,

cancellations, rights issues, reschedulings, re-

structurings, supplementary investments made in

the context of previously approved projects, in-

vestments through the Africa Enterprise Fund

and Small Enterprise Fund, and individual in-

vestments under agency lines were excluded.4

Chapter 5 assesses the performance of IFC proj-

ects that reached “early operating maturity.”5 The

performance of mature projects was assessed

through either detailed Expanded Project Super-

vision Reports (XPSRs) prepared by the investment
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departments and validated by IEG, or by IEG’s desk

review of project information for those not cov-

ered by an Expanded Project Supervision Report.

For projects that had not yet reached early oper-

ating maturity, IEG gathered information about

each project’s characteristics and design, as well

as information on implementation status in the su-

pervision reports. Field visits supplemented the

information gathered by the desk review. The ob-

jective of the field visits was to conduct in-depth

validation and interviews linked to ongoing and

completed investments and Advisory Services.

The five countries visited were selected to achieve

Regional balance, to have more than one current

or past IFC health investment, to include invest-

ments in different time periods, and to include dif-

ferent types of investments (for example, hospitals

and pharmaceuticals). During field visits, IFC

clients, government agency officials, health-

related professional and business associations,

relevant multilateral and/or bilateral development

organizations with private sector portfolios, and

other stakeholders were interviewed. 

For Advisory Service projects, the monitoring and

evaluation system was still in a pilot phase. IEG

reviewed all health projects covered by the pre-

vious rounds of project completion report (PCR)

pilots, as well as desk review of approval and su-

pervision documents for projects not covered by

the PCR. Interviews were conducted with IFC

and World Bank managers, sector specialists, in-

vestment officers, and project task managers.

Table B.4: Country Assistance Strategies Issued in Fiscal Years 1997–2006, 
by Region and Year, and the IEG Sample for Review

Reviewed
Region 1997–2001 2002–06 Total sample

Sub-Saharan Africa 29 26 55 31

Europe and Central Asia 31 29 60 29

Latin America and the Caribbean 20 20 40 21

East Asia & Pacific 12 11 23 23

Middle East and North Africa 9 10 19 19

South Asia 7 7 14 14

Total 108 103 211 137
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APPENDIX C: WORLD BANK HNP SECTOR PROJECTS APPROVED IN
FISCAL YEARS 1997–2007

Appendix C: World Bank HNP Sector Projects Approved in Fiscal Years 1997–2007

HNP commitment 
($US millions)

Fiscal year Project Total Total
approved ID Project name Country IBRD IDA HNP commitment

1997 P006059 Maternal and Child Health and Nutrition II Argentina 95.0 0.0 95.0 100.0
1997 P043418 AIDS and STD Control Argentina 11.9 0.0 11.9 15.0
1997 P044522 Essential Hospital Services Bosnia-Herzegovina 0.0 14.4 14.4 15.0
1997 P004034 Disease Control and Health Development Cambodia 0.0 27.7 27.7 30.4
1997 P010473 Tuberculosis Control India 0.0 129.6 129.6 142.4
1997 P010511 Malaria Control India 0.0 159.9 159.9 164.8
1997 P010531 Reproductive Health India 0.0 223.5 223.5 248.3
1997 P042540 Iodine Deficiency Control Indonesia 19.1 0.0 19.1 28.5
1997 P001999 Health Sector Development Program Niger 0.0 37.6 37.6 40.0
1997 P007927 Maternal Health/Child Development Paraguay 19.2 0.0 19.2 21.8
1997 P008814 Health Reform Pilot Russian Federation 66.0 0.0 66.0 66.0
1997 P041567 Endemic Disease Senegal 0.0 13.9 13.9 14.9
1997 P010526 Health Services Sri Lanka 0.0 17.5 17.5 18.8
1997 P009095 Primary Health Care Services Turkey 13.3 0.0 13.3 14.5
1998 P045312 Health Recovery Albania 0.0 13.9 13.9 17.0
1998 P050140 Health Armenia 0.0 8.4 8.4 10.0
1998 P037857 Health and Population Program Bangladesh 0.0 242.5 242.5 250.0
1998 P003566 Basic Health (Health VIII) China 0.0 78.2 78.2 85.0
1998 P052887 Health Comoros 0.0 6.7 6.7 8.4
1998 P007015 Provincial Health Services Dominican Republic 28.2 0.0 28.2 30.0
1998 P039084 Health Services Modernization Ecuador 40.5 0.0 40.5 45.0
1998 P045175 Health Sector Egypt, Arab Rep. of 0.0 90.0 90.0 90.0
1998 P043124 Health Eritrea 0.0 17.2 17.2 18.3
1998 P000825 Participatory HNP Gambia 0.0 17.8 17.8 18.0
1998 P000949 Health Sector Support Ghana 0.0 33.6 33.6 35.0
1998 P035688 National Health Development Program Guinea-Bissau 0.0 10.8 10.8 11.7
1998 P010496 Orissa Health Systems India 0.0 69.5 69.5 76.4
1998 P049385 Economic Restructuring India 72.3 58.1 130.4 543.2
1998 P035827 Women and Child Development India 0.0 273.0 273.0 300.0
1998 P036956 Safe Motherhood Indonesia 41.2 0.0 41.2 42.5

(Table continues next page)
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Appendix C: World Bank HNP Sector Projects Approved in Fiscal Years 1997–2007 (continued)

HNP commitment
($US millions)

Fiscal year Project Total Total
approved ID Project name Country IBRD IDA HNP commitment

1998 P001568 Community Nutrition II Madagascar 0.0 19.3 19.3 27.6
1998 P035689 Health Sector Investment Program Mauritania 0.0 23.8 23.8 24.0
1998 P007720 Health System Reform - SAL Mexico 700.0 0.0 700.0 700.0
1998 P055061 Health System Reform TA Mexico 21.5 0.0 21.5 25.0
1998 P035753 Health Sector II Nicaragua 0.0 18.2 18.2 24.0
1998 P004566 Early Childhood Development Philippines 17.1 0.0 17.1 19.0
1998 P002369 Integrated Health Sector Development Senegal 0.0 42.0 42.0 50.0
1998 P005746 Health Sector Tunisia 48.5 0.0 48.5 50.0
1998 P040551 Nutrition and Early Childhood Development Uganda 0.0 22.1 22.1 34.0

SIL 
1999 P060392 Health Reform-APL I Bolivia 0.0 20.5 20.5 25.0
1999 P044523 Basic Health Bosnia-Herzegovina 0.0 8.2 8.2 10.0
1999 P043874 Disease Surveillance - VIGISUS Brazil 94.0 0.0 94.0 100.0
1999 P054120 AIDS and STD Control II Brazil 165.0 0.0 165.0 165.0
1999 P036953 Health IX China 9.4 47.0 56.4 60.0
1999 P000756 Health Sector Development Ethiopia 0.0 99.0 99.0 100.0
1999 P052154 Structural Reform Support Georgia 0.0 8.3 8.3 16.5
1999 P041568 Population and Reproductive Health Guinea 0.0 9.9 9.9 11.3
1999 P045051 HIV/AIDS II India 0.0 183.4 183.4 191.0
1999 P050651 Maharashtra Health System India 0.0 123.3 123.3 134.0
1999 P003967 Health V Indonesia 38.0 0.0 38.0 44.7
1999 P039749 Health Sector Reform Jordan 34.0 0.0 34.0 35.0
1999 P046499 Health Restructuring Kazakhstan 39.5 0.0 39.5 42.5
1999 P058520 Health Latvia 10.8 0.0 10.8 12.0
1999 P036038 Population/Family Planning Malawi 0.0 5.0 5.0 5.0
1999 P040652 Health Sector Development Program Mali 0.0 40.0 40.0 40.0

(PRODESS)
1999 P055003 Nutrition, Food Security and Social Mauritania 0.0 1.9 1.9 4.9

Mobilization LIL
1999 P005525 Health Management Morocco 64.0 0.0 64.0 66.0
1999 P040179 Health Pilot Panama 2.2 0.0 2.2 4.3
1999 P009125 Health Uzbekistan 26.7 0.0 26.7 30.0
2000 P055482 Public Health Surveillance and Disease Control Argentina 50.4 0.0 50.4 52.5
2000 P063388 Health Insurance for the Uninsured Argentina 3.3 0.0 3.3 4.9
2000 P050751 National Nutrition Program Bangladesh 0.0 82.8 82.8 92.0
2000 P055157 Health Sector Reform Bulgaria 51.3 0.0 51.3 63.3
2000 P055122 Health Sector Support Chad 0.0 33.6 33.6 41.5
2000 P051273 Health System Croatia 27.3 0.0 27.3 29.0
2000 P067330 Immunization Strengthening India 0.0 129.8 129.8 142.6
2000 P050657 Health Systems Development India 0.0 95.7 95.7 110.0
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Appendix C: World Bank HNP Sector Projects Approved in Fiscal Years 1997–2007 (continued)

HNP commitment
($US millions)

Fiscal year Project Total Total
approved ID Project name Country IBRD IDA HNP commitment

2000 P049545 Provincial Health I Indonesia 0.0 33.8 33.8 38.0
2000 P059477 Water and Sanitation for Low Income Indonesia 0.0 24.0 24.0 77.4

Communities II
2000 P069943 Primary Health Care and Nutrition II Iran 82.7 0.0 82.7 87.0
2000 P053200 Health Sector Reform Lesotho 0.0 4.5 4.5 6.5
2000 P035780 Health Lithuania 18.7 0.0 18.7 21.2
2000 P051741 Health Sector Support II Madagascar 0.0 38.4 38.4 40.0
2000 P062932 Health Reform Program Peru 77.6 0.0 77.6 80.0
2000 P008797 Health Sector Reform Romania 37.6 0.0 37.6 40.0
2000 P051418 Health Sector Management Slovenia 5.9 0.0 5.9 9.5
2000 P058358 Health Sector Development Project Solomon Islands 0.0 3.5 3.5 4.0
2000 P049894 Primary Health Care Tajikistan 0.0 4.8 4.8 5.4
2000 P058627 Health Sector Development Program Tanzania 0.0 20.5 20.5 22.0
2001 P069293 Health Reform LIL Azerbaijan 0.0 4.0 4.0 5.0
2001 P069933 HIV/AIDS Prevention Bangladesh 0.0 39.2 39.2 40.0
2001 P075220 HIV/AIDS I Barbados 14.4 0.0 14.4 15.2
2001 P074212 Health Sector Reform APL II Bolivia 0.0 32.2 32.2 35.0
2001 P073065 Multisectoral HIV/AIDS Cameroon 0.0 20.0 20.0 50.0
2001 P071505 HIV/AIDS Prevention & Control Project Dominican Republic 21.8 0.0 21.8 25.0
2001 P065713 HIV/AIDS, Malaria, STD, and TB Control Eritrea 0.0 33.2 33.2 40.0
2001 P069886 MAP Ethiopia 0.0 47.8 47.8 59.7
2001 P060329 HIV/AIDS Rapid Response Gambia 0.0 11.0 11.0 15.0
2001 P071617 AIDS Response Project (GARFUND) Ghana 0.0 21.3 21.3 25.0
2001 P067543 Leprosy II India 0.0 27.3 27.3 30.0
2001 P049539 Provincial Health II Indonesia 58.8 37.2 96.0 103.2
2001 P070920 HIV/AIDS Disaster Response Kenya 0.0 31.5 31.5 50.0
2001 P066486 Decentralized Reproductive Health and Kenya 0.0 46.0 46.0 50.0

HIV/AIDS 
2001 P051372 Health II Kyrgyz Republic 0.0 12.5 12.5 15.0
2001 P066321 Basic Health Care III Mexico 343.0 0.0 343.0 350.0
2001 P051174 Health Investment Fund Moldova 0.0 9.5 9.5 10.0
2001 P064926 Health Sector Management Samoa 0.0 3.9 3.9 5.0
2001 P072482 HIV/AIDS Control Uganda 0.0 36.6 36.6 47.5
2001 P050495 Caracas Metropolitan Health Venezuela, R. B. de 28.8 0.0 28.8 30.3
2002 P073118 Multisectoral HIV/AIDS Benin 0.0 13.6 13.6 23.0
2002 P057665 Family Health Extension Project I Brazil 64.6 0.0 64.6 68.0
2002 P071433 HIV/AIDS Disaster Response Burkina Faso 0.0 16.3 16.3 22.0
2002 P071371 Multisectoral HIV/AIDS Control and Orphans Burundi 0.0 10.8 10.8 36.0
2002 P073525 HIV/AIDS Central African Rep. 0.0 8.0 8.0 17.0
2002 P074249 HIV/AIDS Cape Verde 0.0 6.5 6.5 9.0

(Table continues next page)
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Appendix C: World Bank HNP Sector Projects Approved in Fiscal Years 1997–2007 (continued)

HNP commitment
($US millions)

Fiscal year Project Total Total
approved ID Project name Country IBRD IDA HNP commitment

2002 P072226 Population and AIDS II Chad 0.0 16.5 16.5 24.6
2002 P071147 Tuberculosis Control China 96.7 0.0 96.7 104.0
2002 P073892 Health Sector Strengthening and Modernization Costa Rica 16.2 0.0 16.2 17.0
2002 P071062 Health Sector Development Djibouti 0.0 15.0 15.0 15.0
2002 P067986 Earthquake Emergency Reconstruction and El Salvador 135.5 0.0 135.5 142.6

Health Services Extension
2002 P053575 Health System Reform Honduras 0.0 26.6 26.6 27.1
2002 P074641 HIV/AIDS Prevention and Control II Jamaica 13.5 0.0 13.5 15.0
2002 P072987 Multisectoral STI/HIV/AIDS Prevention I Madagascar 0.0 15.4 15.4 20.0
2002 P070290 Health System Development II Nigeria 0.0 111.8 111.8 127.0
2002 P070291 HIV/AIDS Program Development Nigeria 0.0 82.2 82.2 90.3
2002 P069916 Social Expenditure Management II Philippines 20.0 0.0 20.0 100.0
2002 P074059 HIV/AIDS Prevention and Control Senegal 0.0 25.8 25.8 30.0
2002 P070541 Nutrition Enhancement Program Senegal 0.0 11.3 11.3 14.7
2002 P073883 HIV/AIDS Response Sierra Leone 0.0 13.1 13.1 15.0
2002 P073305 Regional Blood Transfusion Centers Vietnam 0.0 38.2 38.2 38.2
2002 P043254 Health Reform Support Yemen 0.0 25.1 25.1 27.5
2003 P078324 Health Sector Emergency Rehabilitation Afghanistan 0.0 53.0 53.0 59.6
2003 P071004 Social Insurance TA Bosnia-Herzegovina 0.0 4.6 4.6 7.0
2003 P080400 AIDS and STD Control III Brazil 100.0 0.0 100.0 100.0
2003 P054119 Bahia Development (Health) Brazil 9.0 0.0 9.0 30.0
2003 P070542 Health Sector Support Cambodia 0.0 24.3 24.3 27.0
2003 P073603 HIV/AIDS, Malaria and TB Control Djibouti 0.0 3.6 3.6 12.0
2003 P076802 Health Reform Support Dominican Republic 30.0 0.0 30.0 30.0
2003 P082395 First Programmatic Human Dev. Reform Ecuador 14.0 0.0 14.0 50.0
2003 P040555 Primary Health Care Development Georgia 0.0 17.3 17.3 20.3
2003 P073649 Health Sector Program Support II Ghana 0.0 89.6 89.6 89.6
2003 P076715 HIV/AIDS Prevention and Control II Grenada 1.5 1.5 3.0 6.0
2003 P073378 Multi-Sectoral AIDS Guinea 0.0 7.1 7.1 20.3
2003 P075056 Food and Drugs Capacity Building India 0.0 54.0 54.0 54.0
2003 P073772 Health Workforce and Services (PHP III) Indonesia 21.8 52.2 73.9 105.6
2003 P074122 AIDS Control Moldova 0.0 5.5 5.5 5.5
2003 P078053 HIV/AIDS Response Mozambique 0.0 22.0 22.0 55.0
2003 P071612 Multisectoral STI/HIV/AIDS II Niger 0.0 10.0 10.0 25.0
2003 P080295 Polio Eradication Nigeria 0.0 28.7 28.7 28.7
2003 P074856 HIV/AIDS Prevention Project Pakistan 0.0 37.1 37.1 37.1
2003 P081909 Partnership For Polio Eradication Pakistan 0.0 20.0 20.0 20.0
2003 P064237 TB/AIDS Control Russia 150.0 0.0 150.0 150.0
2003 P046497 Health Reform Implementation Russia 24.0 0.0 24.0 30.0
2003 P071374 Multisectoral HIV/AIDS Rwanda 0.0 10.7 10.7 30.5
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Appendix C: World Bank HNP Sector Projects Approved in Fiscal Years 1997–2007 (continued)

HNP commitment
($US millions)

Fiscal year Project Total Total
approved ID Project name Country IBRD IDA HNP commitment

2003 P077675 Health Serbia 0.0 20.0 20.0 20.0
2003 P074128 Health Sector Reconstruction and Development Sierra Leone 0.0 14.0 14.0 20.0
2003 P074730 National HIV/AIDS Prevention Sri Lanka 0.0 6.3 6.3 12.6
2003 P076798 HIV/AIDS Prevention and Control Project St . Kitts & Nevis 2.9 0.0 2.9 4.1
2003 P075528 HIV/AIDS Prevention and Control Trinidad & Tobago 20.0 0.0 20.0 20.0
2003 P069857 TB/AIDS Control Ukraine 45.0 0.0 45.0 60.0
2003 P003248 Zanara HIV/AIDS APL Zambia 0.0 16.8 16.8 42.0
2004 P082613 Regional HIVAIDS Treatment Acceleration Africa 0.0 38.9 38.9 59.8
2004 P074850 HIV/AIDS Project for Abidjan Lagos Transport Africa 0.0 6.8 6.8 16.6

Corridor
2004 P071025 Provincial Maternal-Child Health Argentina 115.4 0.0 115.4 135.8
2004 P072637 Provincial Maternal-Child Health Sector Argentina 675.0 0.0 675.0 750.0

Adjustment
2004 P073974 Health Systems Modernization Armenia 0.0 17.9 17.9 19.0
2004 P083169 HIV/AIDS and STI Prevention and Control Bhutan 0.0 2.6 2.6 5.8
2004 P087841 Social Sector Programmatic Credit Bolivia 0.0 6.3 6.3 25.0
2004 P083013 Disease Surveillance and Control II Brazil 57.0 0.0 57.0 100.0
2004 P080721 HIV/AIDS Prevention and Control Caribbean Region 0.0 2.3 2.3 9.0
2004 P077513 HIV/AIDS & Health Congo, Rep. of 0.0 4.6 4.6 19.0
2004 P073442 HIV/AIDS Global Mitigation Support Guinea-Bissau 0.0 1.4 1.4 7.0
2004 P076722 HIV/AIDS Prevention and Control Guyana 0.0 4.7 4.7 10.0
2004 P050655 Rajasthan Health Systems Development India 0.0 71.2 71.2 89.0
2004 P086670 Health Sector Management Macedonia, FYR 9.0 0.0 9.0 10.0
2004 P073821 Multi-Sectoral AIDS Malawi 0.0 3.5 3.5 35.0
2004 P078368 Multisectoral HIV/AIDS Control Mauritania 0.0 4.2 4.2 21.0
2004 P082223 Health System (Montenegro) Montenegro 0.0 4.9 4.9 7.0
2004 P075979 Social Sector Support São Tomé & Principe 0.0 1.7 1.7 6.5
2004 P082879 Health TA Slovak Republic 4.3 0.0 4.3 12.4
2004 P065954 Health Reform - SECAL Slovak Republic 50.3 0.0 50.3 62.9
2004 P050740 Health Sector Development Sri Lanka 0.0 26.4 26.4 60.0
2004 P082335 Health Sector Development II Tanzania 0.0 58.5 58.5 65.0
2004 P071014 HIV/AIDS Tanzania 0.0 10.5 10.5 70.0
2004 P075230 Health Sector Support Tonga 0.0 10.6 10.6 10.9
2004 P074053 Health Transition Turkey 24.2 0.0 24.2 60.6
2005 P080406 African Regional Capacity Building Network Africa 0.0 8.5 8.5 10.0

for HIV/AIDS Prevention, Treatment, & Care
2005 P080413 HIV/AIDS Great Lakes Initiative APL Africa 0.0 11.0 11.0 20.0
2005 P083180 HAMSET SIL Angola 0.0 1.9 1.9 21.0
2005 P074841 HNP Sector Program Bangladesh 0.0 120.0 120.0 300.0
2005 P091365 Social Sector Programmatic Credit II Bolivia 0.0 3.8 3.8 15.0

(Table continues next page)
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Appendix C: World Bank HNP Sector Projects Approved in Fiscal Years 1997–2007 (continued)

HNP commitment
($US millions)

Fiscal year Project Total Total
approved ID Project name Country IBRD IDA HNP commitment

2005 P088663 Health Sector Enhancement Bosnia-Herzegovina 0.0 9.4 9.4 17.0
2005 P082243 HIV/AIDS Central America 0.0 6.0 6.0 8.0
2005 P087003 AIDS Control Central Asia 0.0 16.3 16.3 25.0
2005 P094694 HIV/AIDS/STI/TB/Malaria/Reproductive  Eritrea 0.0 12.0 12.0 24.0

Health
2005 P065126 Health Sector Support Guinea 0.0 17.5 17.5 25.0
2005 P073651 Disease Surveillance India 0.0 37.4 37.4 68.0
2005 P075058 Health Systems India 0.0 88.7 88.7 110.8
2005 P087843 HIV/AIDS Capacity Building TAL Lesotho 0.0 3.0 3.0 5.0
2005 P083401 Health Sector Support Malawi 0.0 12.0 12.0 15.0
2005 P040613 Health Sector Program Project Nepal 0.0 43.5 43.5 50.0
2005 P078991 Health Sector II (APL 2) Nicaragua 0.0 10.2 10.2 11.0
2005 P079628 Women’s Health and Safe Motherhood II Philippines 12.5 0.0 12.5 16.0
2005 P078971 Health Sector Reform II Romania 76.8 0.0 76.8 80.0
2005 P076795 HIV/AIDS Prevention and Control St Lucia 0.8 0.8 1.7 6.4
2005 P076799 HIV/AIDS Prevention and Control St. Vincent & 1.0 1.0 2.0 7.0

the Grenadines
2005 P051370 Health II Uzbekistan 0.0 40.0 40.0 40.0
2005 P082604 HIV/AIDS Prevention Vietnam 0.0 24.5 24.5 35.0
2006 P082814 Health System Modernization Albania 0.0 13.1 13.1 15.4
2006 P094220 Health Sector Reform Azerbaijan 0.0 43.0 43.0 50.0
2006 P096482 Malaria Control Booster Program Benin 0.0 18.6 18.6 31.0
2006 P093987 Health Sector Support and AIDS Burkina Faso 0.0 35.3 35.3 47.7
2006 P088751 Health Sector Rehabilitation Support Congo, Dem. Rep. 0.0 135.0 135.0 150.0

(Zaire)
2006 P088575 Health Insurance Strategy Ecuador 90.0 0.0 90.0 90.0
2006 P088797 Multisectoral HIV/AIDS Ghana 0.0 6.2 6.2 20.0
2006 P077756 Maternal and Infant Health and Nutrition Guatemala 31.9 0.0 31.9 49.0
2006 P085375 Water Supply and Sanitation for Low-Income Indonesia 0.0 6.9 6.9 137.5

Communities III
2006 P084977 Health and Social Protection Kyrgyz Republic 0.0 10.8 10.8 15.0
2006 P100081 Avian and Human Influenza Control Lao, PDR 0.0 1.2 1.2 4.0
2006 P074027 Health Services Improvement Project Lao, PDR 0.0 14.3 14.3 15.0
2006 P076658 Health Sector Reform Phase II Lesotho 0.0 4.6 4.6 6.5
2006 P090615 Multisectoral STI/HIV/AIDS Prevention II Madagascar 0.0 10.5 10.5 30.0
2006 P094278 Health and Nutrition Support Mauritania 0.0 7.3 7.3 10.0
2006 P083350 Institutional Strengthening & Health Sector Niger 0.0 22.8 22.8 35.0

Support Program
2006 P097402 Second Partnership For Polio Eradication Pakistan 0.0 46.7 46.7 46.7
2006 P082056 Mother and Child Basic Health Insurance Paraguay 12.1 0.0 12.1 22.0
2006 P075464 National Sector Support For Health Reform Philippines 99.0 0.0 99.0 110.0
2006 P078978 Community and Basic Health Tajikistan 0.0 8.0 8.0 10.0
2006 P079663 Mekong Regional Health Support Vietnam 0.0 69.3 69.3 70.0
2006 P096131 Malaria Health Booster Zambia 0.0 5.8 5.8 20.0
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Indian woman with her children, who help her run her business. Photo by Curt Carnemark, courtesy of the World Bank Photo Library.
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The World Bank’s population strategies and

lending over the past decade took place in

the context of a shifting international con-

sensus on approaches to population control

and reproductive health and a number of

competing agendas.1 The Bank’s initial in-

volvement in the HNP sector in the 1970s arose

primarily over concern for the adverse impacts of

rapid population growth and high fertility. 

However, the 1994 International Conference on

Population and Development (ICPD) in Cairo

shifted the focus of population programs away

from fertility reduction and family planning and

toward women’s health, economic and social fac-

tors affecting the demand for children, and the

right to reproductive health care (Robinson and

Ross 2007). Shortly thereafter, the international

community’s attention was drawn to addressing

the rising threat of HIV/AIDS; sectorwide ap-

proaches in health; and, following the recom-

mendations of the World Development Report

1993, delivery of a package of basic or essential

health services for the poor. 

The Bank’s 1999 population strategy (World Bank

1999c) committed to assist countries to link pop-

ulation to poverty reduction and human devel-

opment; advocate for cost-effective policies that

reflect country context; build on analysis and di-

alogue; provide sustained support; and strengthen

skills and partnerships. A year later, the MDGs

were adopted with no explicit family planning or

reproductive health goal, even though both are

key to achieving many of the other MDGs. 

The focus of the Bank’s support for reducing

fertility and population growth declined over

the decade, and family planning became one

of many components of an essential package

of health or reproductive health services.

Over the period fiscal 1997 to 2006, the Bank ap-

proved only 14 population projects, defined for the

purposes of the review as those with population

in the title and/or including an objective to reduce

fertility, or with a population or family planning com-

ponent or subcomponent.2 Population projects

thus defined represented about 6 percent of the

HNP lending portfolio, declining from 11 to 2 per-

cent of the portfolio over the decade. The popu-

lation projects approved in three-quarters of the

countries were preceded by population projects.

Those in Bangladesh, India, Indonesia, and Kenya

represented the last in a long series stretching

back to the 1970s. However, the series ended dur-

ing the period under review, replaced by operations

focusing on reproductive health or sectorwide

activities.

The Bank’s population support was directed

to only about a quarter of the 35 countries

with high fertility. Among the 13 countries that

received Bank support, 8 had a total fertility rate

of 5.0 or greater. Only one freestanding popula-

tion project was approved—the Population and

Family Planning Learning and Innovation Loan

in Malawi, which implemented community-based

distribution of family planning in rural areas on a

pilot basis. Two of the projects packaged popu-

lation and AIDS activities, three were linked to ma-

ternal and child health or reproductive health, and

eight were part of a health or HNP sector project.

The main activities financed by these projects in-

cluded: training health workers; information, ed-

ucation, and communication on family planning

and the benefits of smaller families; contraceptives,

including social marketing; civil works; commu-

nity funds; policy reform; and economic activities

APPENDIX E: WORLD BANK SUPPORT FOR POPULATION



for women and youth. Almost all of the support

was to low-income countries. 

None of the projects with explicit fertility or

population objectives achieved them. The

three projects with population or family

planning components but no explicit fertility

objective3 at least partially achieved their ob-

jectives. Eleven of the population projects ap-

proved from fiscal 1997 to 2006 have closed; only

3 had satisfactory outcomes. In Guinea, India,

Kenya, and Mali, modern contraceptive use and

fertility were scarcely affected.4 In Russia, the

abortion rate declined in project areas at the

same rate as in nonproject areas, while modern

contraceptive use was stagnant. In Bangladesh,

Gambia, and Senegal, fertility declined some-

what, but there is significant doubt about links to

the support of the Bank, other donors, or public

policy more generally.5 Bangladesh had experi-

enced a spectacular decline in fertility—from 7

children per woman in the 1970s to 3.3 by 1999—

in large part because of a highly successful fam-

ily planning program supported by the Bank and

other donors (IEG 2005b). From 1999 to 2004, fer-

tility continued to decline to 3.0 and the contra-

ceptive prevalence rate rose from about 50 to 60

percent, but it is unlikely that this is primarily at-

tributable to the family planning program sup-

ported by the Health and Population Sector

Program, given the disruption in service delivery

caused by the controversy in attempting (without

success) to absorb the vertical family planning

program into other health services.

Shortcomings in project preparation con-

tributed to poor outcomes.6 According to com-

pletion reports and IEG fieldwork, project designs

were often excessively complex, driven by partic-

ipatory or sectorwide approaches. This often re-

sulted in a failure to prioritize activities, which

reduced the project’s feasibility and ultimate im-

pact in the face of low implementation capacity.

Also frequently noted was a lack of up-front risk

analysis, risk mitigation actions, and institutional

analysis. An IEG field evaluation of the Vietnam

Population and Family Health Project (1996–2003)

(IEG 2006d), for example, found very little in-

crease in oral contraceptive use, partly because the

existing incentives for two-child families within

the family planning delivery structure were not

taken into account. This is something that insti-

tutional analysis in advance of the project should

have been able to anticipate. 

The absorption of population and family

planning into sectorwide programs—be they

SWAps or health reform projects—may have

contributed to the lack of results. There were

significant improvements in the modern contra-

ceptive prevalence rate and a reduction in the total

fertility rate during Ghana’s Second Population

and Family Health Project (1991–97). However,

under the subsequent Health Sector Support

Project (1998–2002), which supported a sector-

wide approach, there was no progress on either

of these outcomes (IEG 2005b, 2007d). A similar

situation occurred in Bangladesh, between the

Fourth Population and Health Project (1991–98)

and the subsequent Health and Family Planning

Program (1998–2005) (IEG 2006b). In both cases,

the transition to a SWAp increased the emphasis

on process, but did not ensure the achievement

of health-service performance and output tar-

gets, including those for population (IEG 2007d).

Field visits in Egypt underscored the findings 

of a recent study that family planning and repro-

ductive health services are diluted within the

basic package of services delivered through new

family health facilities supported by the Health Re-

form Project (1998–present) (IEG 2008b). Clients

report that there are no longer special rooms in

facilities for family planning clients; female physi-

cians or specialists to discuss the topic are not

available; and family physicians have less special-

ized training and less time to devote to the clients

(Zaky and others 2007 as reported in IEG 2008b).

Nevertheless, there were some important

successes in raising contraceptive use and

support for fertility decline in high-fertility

environments, particularly with respect to

use of family planning. The Egypt Population

Project (1996–2005) contributed to raising con-

traceptive use and lowering fertility in rural Upper

Egypt, while the Malawi Population and Family

Planning Project was able to raise modern con-

traceptive use in rural areas through community-

1 3 8
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based distributors. Both of these projects in-

cluded important demand-generation activities.

The Madagascar Second Health Program Support

Project financed training and contraceptives, with

a particular focus on a new, long-duration im-

plantable contraceptive that is easily inserted and

especially convenient in rural and remote areas.

The number of locations offering family planning

services increased by 45 percent from 2003 to

2007, and the contraceptive prevalence rate rose

from 9.7 to 24 percent (World Bank 2008e). Un-

fortunately, the successful investment in pilot

family planning activities in Malawi was not repli-

cated nationally, and contraceptive use remains

low, with little change (figure E.1). There has

been virtually no improvement in Ghana despite

support by the Bank and other donors for a health

SWAp over the past decade, and there has been

modest improvement in Bangladesh, despite the

disruption in family planning services by the

unpopular and ultimately failed attempt to unify

the delivery of health and family planning services.

The problems of high fertility and rapid

population growth have regained promi-

nence internationally and in the Bank’s

population strategy. There is greater recogni-

tion that lowering fertility and population growth

through demand-side activities alone will take a

very long time, while simply providing family

planning as part of a package of basic services is

unlikely to raise contraceptive prevalence dra-

matically in high-fertility countries or to lower

fertility among the very poor. Both demand- and

supply-side activities are important. Universal

access to reproductive health was added as an

MDG in 2007.7 The Bank’s 2007 population strat-

egy (World Bank 2007g) differentiates between re-

productive, maternal, and sexual health and the

services that address them and factors that affect

demographic outcomes. It links population, eco-

nomic growth, and poverty reduction and advo-

cates targeting assistance to the 35 countries with

total fertility rates exceeding 5.0, many of which

are also among the poorest countries in the world.
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Figure E.1: Trends in Modern Contraceptive Use
Rates, Case Study Countries
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Woman in Burkina Faso cooking a typical meal over a wood fire. Photo by Ray Witlin, 
courtesy of the World Bank Photo Library.
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The 2006 World Bank publication, Reposi-
tioning Nutrition as Central to Develop-
ment: A Strategy for Large Scale Action
(World Bank 2006c), argues that malnutri-

tion is one of the world’s most serious health

problems and the largest contributor to

child mortality. About a third of children in de-

veloping countries are underweight (low weight

for age) or stunted (low height for age), and

about 30 percent of the population of those coun-

tries suffers from deficiencies in micronutrients

such as vitamin A, iodine, or iron.1 Women and

children are particularly affected, and nutritional

deficiencies in children while they are still in the

womb and up to age 2 can have lifelong conse-

quences. Malnutrition among children is highest

in South Asia and is high and increasing in Sub-

Saharan Africa. It affects both the poor and the

non-poor, but is greater among the poor: in 39 out

of 46 countries with recent household surveys,

more than half of children are stunted, and stunt-

ing is as much as eight times higher among the

poorest wealth quintile than among the richest.2

Tackling malnutrition not only contributes

to the MDG of halving the share of people

who suffer from hunger, but also to other

MDGs that deal with reducing child mor-

tality, improving maternal health, raising

school achievement, and reducing income

poverty.

The causes of malnutrition are diverse and in-

clude inadequate breastfeeding, poor child feed-

ing practices, diarrheal disease and other illness,

intestinal parasites, frequent and closely spaced

childbearing, inadequate diet, low access to health

care, unsafe water, poor sanitation, low purchas-

ing power, and in some cases inadequate food pro-

duction. However, the fact that the non-poor also

have significant levels of malnutrition indicates that

knowledge and behavior are often key. 

World Bank support is in countries with

high malnutrition, but coverage of the worst-

affected countries is low. IEG undertook an in-

depth desk review of the 21 projects approved

from fiscal 1997 to 2006 with nutrition objectives

(10 percent of the HNP lending portfolio),3 plus

6 additional projects with nutrition in the title or

nutrition components or subcomponents, for a

total of 27 projects, henceforth called “nutrition

projects.”4 About half of them are general health

or HNP projects, five are freestanding nutrition

projects, four are mother and/or child health proj-

ects, and the remaining five are emergency or

multisectoral programmatic lending.5 While about

two-thirds of the nutrition projects were in coun-

tries with average child stunting of 30 percent or

more, only about a quarter of countries with such

high levels of malnutrition were receiving World

Bank nutrition support.6 Two-thirds of nutrition

projects were in low-income countries. While

Africa had the largest number of nutrition projects

(9), South Asia had the highest share of nutrition

projects relative to the rest of the Regional port-

folio (29 percent).7 The share of projects with

nutrition objectives declined from 12 to 7 percent

between the first and second half of the decade.

The types of interventions supported by these op-

erations included growth monitoring and nutri-

tional surveillance (100 percent), micronutrient

supplements (52 percent), behavior change (nu-

trition education, promotion of growth moni-

toring, breastfeeding, specific dietary changes,

and hygiene, 48 percent), and feeding supple-

ments or rehabilitation of malnourished children

(41 percent). The projects also supported ca-
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pacity building in the form of nutrition policy de-

velopment, training, and data collection. However,

4 of the 27 projects had an explicit objective to im-

prove nutrition, with no nutrition components or

subcomponents in the appraisal document.8

The diverse causes of malnutrition made

nutrition projects organizationally com-

plex—about half were multisectoral in imple-

mentation and in half of the multisectoral projects,

the executing agency was outside of the Ministry

of Health. The projects were managed by the

Ministry of Health or by the Ministry of Finance/

Economy/ Plan (four projects each); jointly exe-

cuted by multiple ministries, one of which was the

Ministry of Health (three projects); by a non-

health ministry (two projects); or by the Office of

the President or Prime Minister (one project).

The number of implementing agencies was often

greater, with six projects relying on three imple-

menting ministries and two projects on four im-

plementing agencies. 

Several of the case study countries suffered from

high levels of child malnutrition, overall and

among the poor, and in most cases there was lit-

tle improvement (figure F.1). A 2005 IEG impact

evaluation found that, although nutritional status

in Bangladesh has improved over time, the link

between the interventions and outcomes was

weak (box F.1). Although the interventions pro-

duced some modest improvements, most nutri-

tion improvements over the period were brought

about by better food availability and lower prices

linked to the increase in rice yields since the late

1990s. The case study teams pointed to malnu-

trition as particularly neglected in the Bank’s sup-

port over the past decade in Nepal, Peru, and (at

least until recently) Malawi. The observed im-

provements in rural Nepal could also have been

affected through interventions in other sectors,

such as water supply and sanitation.9 Ghana has

had no specific nutrition support from the Bank,

but experienced an increase in rural stunting

over the course of sectorwide Bank support.

The overall performance of the nutrition

projects was weak. Fifteen of the nutrition proj-

ects had closed and been reviewed by IEG; 64

percent had satisfactory outcomes—about the

same as the rest of the portfolio. But this statistic

is deceptive, since nutrition is often only one of sev-

eral objectives, and in some cases only a small

component of a larger project.10 Only two proj-

ects—Indonesia Iodine Deficiency Control and

Senegal Nutrition—demonstrated substantial ef-

ficacy in meeting their objectives, with resulting

changes in nutritional outcomes. In Indonesia, in-

creased consumption of iodized salt and targeted

distribution of iodine capsules helped reduce the

total goiter rate by 35 percent in highly endemic

provinces and by more than 50 percent in a few

others.11 The Senegal project surpassed almost

all of its targets in terms of outputs (training, chil-

dren and mothers reached, health posts equipped)

and demonstrated improvements in some nutri-

tion indicators (exclusive breastfeeding), though

for a few indicators, only by slightly more than in

control areas (World Bank 2007c). Among the re-

maining 12 projects, the completion reports for 4

suggested little or no impact,12 and for 8 projects
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Figure F.1: Trends in Stunting in the Rural Areas of
Case Study Countries, 1995–2006
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the impact was unclear, often due to the failure to

collect data or report on nutrition outcomes.

Complexity was cited as contributing to the

shortcomings in more than half of the weak-

performing projects. Projects in Bangladesh,

Indonesia, Nicaragua, and Sri Lanka had to be

scaled back and the efforts prioritized to include

fewer activities or a smaller geographic area. The

Food Security and Social Mobilization Project in

Mauritania suffered from the inexperience and

institutional weaknesses of the Executive State

Secretariat for Promotion of Women, in addition

to high project complexity. The Uganda Nutrition

and Child Development Project was designed as

a pilot intended for only a few districts; expansion

of its geographical coverage without additional

resources greatly increased its complexity.

M&E were particularly weak for both proj-

ects with nutrition components and the

freestanding nutrition projects. Nutrition out-

comes are affected by many factors beyond the

interventions in these projects; it is thus very im-

portant to attempt to monitor other important fac-

tors that could be affecting outcomes, a lesson of

the project in Senegal. However, these projects

failed even to collect basic data on nutrition out-

comes, such as micronutrient consumption (Gam-

bia, Mauritania, Sri Lanka) or the projects’ main

outputs (Sri Lanka). The Bangladesh project did

not collect baseline data until two years before the

end of the project; the Indonesia project pro-

duced baseline and final data from different groups

of people; the India Women and Child Develop-

ment Project collected data on children aged 0–3

when the target group was aged 0–6. The com-

pletion report for the Nicaragua project reported

no outcomes at all.

This experience nevertheless presents some

important lessons for future nutrition proj-

ects. Several projects reported success in the

use of community volunteers to mobilize com-

munities or deliver services (Gambia, Senegal,

Nicaragua), while one of the reasons for poor

performance in Mauritania was the limited ca-

pacity of communities to undertake growth-pro-

motion activities. The experience also highlighted

the importance of demand generation for nutri-
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The Bank has supported improved nutrition in Bangladesh
through two freestanding nutrition projects—the Bangla-
desh Integrated Nutrition Project (BINP, 1995–2002) and
the National Nutrition Project (2000–07)—and as part of
two projects supporting sectorwide approaches in HNP.
In 2005, IEG evaluated the impact of the BINP, which
was based on a community-based approach that provided
nutrition counseling to bring about behavior change and
supplementary feeding for pregnant women and young
children. 

The evaluation found that coverage of the interven-
tion was high in project areas in general, but that the
causal link between the interventions and nutrition out-
comes was weakened by targeting deficiencies; large
shares of mothers and children receiving supplemental
feeding but no counseling; and the focus of behavior

change almost exclusively on mothers, who are often not
the main decision makers on nutrition-related practices
(both husbands and mothers-in-law have an important in-
fluence). Supplementary feeding had some impact among
the most malnourished, but was a costly part of the pro-
gram and not sustainable in the long run. 

The follow-on National Nutrition Program revised the
targeting criteria and attempted to reach out to men with
behavior-change messages. The program was delayed
and scaled back, but was able to maintain the achieve-
ments of micronutrient coverage and to promote adop-
tion of new behaviors. It was unable to demonstrate
sustainable improvements in birth weights and nutrition
status of vulnerable groups; however, the baseline was
collected only two years before the end of the project and
monitoring data were not collected. 

Box F.1: Reductions in Malnutrition in Bangladesh: Lessons from the Integrated
Nutrition Project

Source: IEG 2005c, World Bank 2007d.



tion services and behavior change communication

for success in Senegal: lack of demand was a fac-

tor in weak results in India and Mauritania. Mul-

tisectoral coordination and the engagement of

sectors outside of health was lacking in India and

Mauritania. Two early child development proj-

ects pointed to the need for better targeting of

children in a more appropriate age range (Uganda)

or with more education and counseling (India).

Finally, a number of projects cited the need to de-

velop simpler indicators for use by grassroots

groups, to adopt more realistic and measurable

targets (Bangladesh), and to identify monitoring

indicators for improved supervision (Sri Lanka).

To summarize, the need to address malnutrition

in client countries is great, and the coverage of

Bank support for the hardest-hit countries is low.

However, the multidimensional determinants of

nutrition tend to lead to complex projects that

involve multiple sectors. While there have been

demonstrable results in a few cases, the overall re-

sults for the HNP-managed nutrition portfolio

were thin. 
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The Bank’s analytic work in HNP includes both the

products of the lending part of the institution

and research products and other publications of

Bank staff. Official economic and sector work

(ESW) financed directly from the Bank budget for

country, Regional, or global-level HNP analysis is

tracked in an internal database.1

Between fiscal 2000 and 2008 the Bank

spent $43 million of its own budget and

trust funds on a total of 218 ESW tasks that

generated reports, policy notes, conferences,

workshops, consultations, and country dialogue

on HNP. 2 This amounts to about 4 percent of

ESW Bank-wide for those years, whether measured

in costs or number of activities. 

However, the true amount of HNP analytic

work undertaken by the Bank far exceeds

what is in the official database. The tracking

system excludes the work of the Bank’s Research

Department and major undertakings, such as

the World Development Report 2004: Making

Services Work for the Poor and the multiyear re-

search on Reaching the Poor with Health, Nu-

trition, and Population Services (World Bank

2005a).3 An exhaustive search for all individual ar-

ticles, working papers, studies, toolkits, reports,

and research published by the Bank or Bank staff

on HNP topics counted a total of 1,457 pieces is-

sued over fiscal 1997–2006—six times more than

implied by the official ESW database.4

ESW on HNP tripled over fiscal 2001–05,

then dropped to half its previous levels in

fiscal 2006–08 (figure G.1). About two-thirds of

these activities were conducted at the country

level, about a quarter at the Regional level, and 7

percent at the global level.5 The largest shares of

these ESW activities were country-level HNP sec-

tor studies (42 percent), studies of health finance

(33 percent), HIV/AIDS studies (31 percent), or

health strategies or policies (29 percent). The in-

crease in ESW in fiscal 2002 and 2004–05 is mostly

attributable to an increase in country-level sector

studies or reviews in those years; there followed

a large drop in fiscal 2007–08. 

Prominent among the country-level studies was

a series of more than a dozen HNP Country Sta-

tus Reports launched by the Africa Region in 2003,

with the purpose of informing the HNP discussion

in Poverty Reduction Strategies. Most used the an-

alytic framework proposed in the HNP chapter of

the Sourcebook for Poverty Reduction Strategies

(Claeson and others 2002), linking health out-

comes, household and community characteristics

and behaviors, health care delivery and financing,

and other sectors affecting health. All focused on

the relationship between health and poverty to dif-

fering degrees and included a chapter on public

expenditures in health and health financing. 

Nearly two-thirds of all ESW tasks since

2002 that stated an objective were intended

to inform government policy, while only

half aimed to inform lending.6 Other main ob-

jectives of the HNP ESW portfolio were to inform

public debate (42 percent), inform the devel-

opment community (32 percent), and build ca-

pacity (25 percent). Not surprisingly, country and

Regional ESW were more likely intended to inform

government policy, and country-level ESW was the

most likely to have an objective to inform lend-

ing (55 percent), while all—or nearly all—global

HNP ESW intended to inform public debate or the
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development community. IEG’s recent evalua-

tion of Bank-wide ESW found that it led to higher

project quality at entry (IEG 2008h).

The broader inventory of analytic work conducted

for this evaluation found that health system per-

formance was the most common topic, treated in

41 percent of all analytic work (table G.1). HIV/AIDS

was the second-most common topic, while only

1 in 10 publications addressed child health. 

Health is also frequently analyzed in pub-

lic expenditure reviews (PERs), a category

of formal ESW usually conducted by staff in

other sectors, and thus not included in the

statistics for the HNP sector.7 PERs are often

the basis for discussion with the Ministry of

Finance about sectoral budget allocations, and

about allocations within sectors. Thus, they are an

important input into discussions of efficiency and

sustainability of finance. However, about a third

of PERs delivered from fiscal 2000 to 2007 had 

no chapter or subchapter on health. The health

focus of PERs has declined over time: between fis-

cal 2000–03 and 2004–07, the share with health

chapters or subchapters declined from 71 to 59

percent. Only 3 percent of PERs had a chapter or

subchapter on nutrition or on population, fer-

tility, or family planning. Of the five PERs with 

a population chapter or subchapter, only one

(Ethiopia) was in a high-fertility country. Given the

close relationship between rapid population

growth, the dependency ratio, and sustainability

of public expenditure, it is particularly surprising

that population is not more widely discussed.

1 4 6

IMPROVING EFFECTIVENESS AND OUTCOMES FOR THE POOR IN HEALTH, NUTRITION, AND POPULATION

Figure G.1: Trend in Official HNP ESW Tasks, 
Fiscal Years 2000–08
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Table G.1: Coverage of Topics in an Inventory of 
HNP Analytic Work, Fiscal 1997–2006 (n =1,457)

Topic Number Percent

Health system performance 597 41.0

HIV/AIDS and STIs 321 22.0

Child health 152 10.4

Communicable diseases other than AIDS 109 7.5

Injuries and noncommunicable diseases 109 7.5

Nutrition and food security 99 6.8

Population and reproductive healtha 74 5.1

Other HNP and human development 367 25.2
Source: IEG inventory of HNP analytic work. 
Note: Categories are not mutually exclusive; percentages add to more than 100 percent. 
a. Of which only 11 deal exclusively with population/family planning.
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Figure H.1: IEG Ratings for Closed HNP Projects Approved in Fiscal 1997–2006, by
Year of Approval
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Figure H.2: IEG Ratings for Closed HNP Projects Approved in Fiscal 1997–2006, 
by Year of Exit
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Figure H.3: IEG Bank Performance Ratings, 
by Sector Board and Fiscal Year of Exit
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Figure H.4: IEG Borrower Performance
Ratings, by Sector Board and Fiscal Year 
of Exit
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Figure H.5: IEG Sustainability Ratings, HNP
and Other Sectors, by Fiscal Year of Exit
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Figure H.6: Mean and Median HNP Project
Preparation Costs, by Fiscal Year of 
Approval (nominal dollars)
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Figure H.7: Duration of HNP Project
Preparation, by Fiscal Year of Approval
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Figure H.8: Average Annual Supervision
Costs for Investment Projects Managed by
HNP and Other Sectors
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Figure H.10: HNP Operational Staff, by
Region and Fiscal Year
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Figure H.9: Trends in HNP and Hub-Mapped
Staff of Level GF+ (excluding coterms), 
Fiscal 1997–2007
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Figure H.11: Trend in Population and
Nutrition Staff

N
um

be
r o

f p
op

ul
at

io
n 

or
 n

ut
ri

tio
n 

st
af

f 

25 

20 

15 

10 

5 

0 

Fiscal year 

Total staff with population in title 
Total staff with nutrition in title 

1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 

Source: Nankhuni and Modi 2008.
Note: If staff have both population and nutrition in their title, they are counted in both
categories.

Table H.1: Frequency of Bank Performance Issues in Closed HNP Projects Approved in 
Fiscal 1997–2006, by Project Outcome

Projects with Projects with
unsatisfactory satisfactory

outcome outcome

Bank performance issue Number Percent Number Percent

Inadequate risk assessment 17 (40) 2 (4) 10:1

Inadequate technical design 17 (40) 3 (5) 8:1

Inadequate supervision 18 (43) 5 (9) 5:1

Inadequate political or institutional analysis 17 (40) 8 (14) 3:1

Inadequate baseline data or unrealistic targets 17 (40) 8 (14) 3:1

Inadequate M&E framework, poor data quality 36 (86) 26 (46) 2:1

Overly complex design 12 (29) 8 (14) 2:1

Inadequate partner financing or coordination 5 (12) 4 (7) 2:1

Implementation disrupted by a crisis 7 (17) 8 (14) 1:1

Inadequate prior analytic work 5 (12) 0 (0) —

Number of projects 42 57

Source: IEG review of ICRs.

Ratio of percent
unsatisfactory

to percent
satisfactory

outcome
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The Medicines for Malaria Venture (MMV)

funds and manages the discovery, development,

and registration of new medicines for the treat-

ment of malaria in disease-endemic countries in

response to the increasing incidence of and mor-

tality from malaria, the declining efficiency of

first- and second-line treatments, and the limited

response of the pharmaceutical industry to dis-

cover and develop new antimalarial drugs. The

MMV has been highly successful at achieving its

initial objectives—to establish and manage a

portfolio of antimalarial drug candidates—and

the public sector target price of a full course 

of treatment of a dollar or less appears within

reach. 

The MMV’s mandate has been expanded to in-

clude improving access and delivery of antimalarial

drugs. It is less clear whether MMV has the orga-

nizational arrangement and institutional rela-

tionships (notably with countries) to deliver on

the highly demanding downstream access and

delivery activities and whether it will be able to rec-

oncile its private sector entrepreneurial style with

the public sector requirements for resolution of

policy and institutional issues in access and de-

livery (IEG 2007e).

The Population and Reproductive Health

Capacity Building Program (PRHCBP), estab-

lished in 1999, is a merger of three programs:

Population and Reproductive Health, Safe Mother-

hood, and the Program to Reduce the Practice of

Female Genital Mutilation and Improve Adolescent

Health. Its objective is to build the capacity of

civil society organizations to develop and imple-

ment culturally appropriate interventions in pop-

ulation and reproductive health. It does this by

providing grants to international intermediaries,

which then make grants to grassroots groups, and

supporting operations research and technology

and information transfer. It is financed entirely 

by the Bank’s Development Grant Facility, man-

aged within the Bank structure, and with no steer-

ing committee or other structure that would

enable actors external to the Bank to participate

in decision making and oversight. To date, the

Bank has allocated $18.3 million of Development

Grant Facility funding to the PRHCBP. The evalu-

ation found that the objectives of the program

were highly relevant, but that both efficacy and ef-

ficiency were difficult to assess because there was

no systematic measurement of the achievement

of the program’s stated objectives. Grant deci-

sion making by the Review Committee was a very

informal process. It was only in 2006 that public

solicitation of proposals became practice, and in

2007 that criteria for evaluating proposals were

established. For almost a quarter of all grants

awarded through fiscal 2007, there was no writ-

ten record of review decisions. Under the opera-

tions research component, PRHCBP has supported

the International Partnership for Microbicides to

develop new technologies to prevent HIV/AIDS

and unwanted pregnancy. The consolidation of the

three programs did not lead to clear objectives and

the links to country-level Bank operations were

weak (IEG 2008e).

APPENDIX I: EVALUATION OF WORLD BANK PARTICIPATION 
IN TWO GLOBAL HNP PARTNERSHIPS



This mobile health education van covers rural areas in Sri Lanka. Photo by Dominic Sansoni, courtesy of the World Bank Photo Library.
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APPENDIX J: MANAGEMENT RESPONSE

Management highly values IEG’s evaluation of

World Bank Group support in the health, nutri-

tion and population sector, an important assess-

ment after 10 years of implementation of the

1997 health, nutrition and population (HNP) strat-

egy.1 The evaluation is helpful in articulating some

of the contextual difficulties the Bank Group faces

as a key partner in the international health envi-

ronment. Management has some general com-

ments on the changing context for its support,

followed by comments on the evaluation’s main

findings and recommendations. Lastly, the Re-

sponse cites the International Finance Corpo-

ration’s (IFC) evolving role in the sector. The

Management Action Record (attached to the Man-

agement Response Summary at the front of this

volume) provides a Bank Group response to IEG’s

recommendations. As noted below, the 2007

Health Strategy (World Bank 2007a) found issues

similar to those raised by IEG, not surprising be-

cause there was regular interaction between HNP

staff and the IEG team in the process of prepar-

ing the new strategy. The recent health Strategy

Progress Report (World Bank 2009) lays out the

Bank’s actions to strengthen its support, includ-

ing taking into account all of the major IEG analy-

sis and recommendations. Annex 2 of the Progress

Report, the Management Action Plan, summa-

rizes how the actions being taken correspond to

IEG’s recommendations, including assigning re-

sponsibilities and setting benchmarks for mea-

suring progress. For reference it is appended to

this response.

Changing Context for WBG Support
The context in which the Bank Group provides

support in this sector has changed dramatically

during the last decade. That context affects how

the World Bank Group works.

A Changing Global Environment Requires
More from the Bank. The last 10 years have

seen the creation of new international health in-

stitutions and foundations, as well as the emer-

gence of many different innovative health fund-

ing mechanisms.2 The welcome result has been

sharply increased global funding for HNP. The

Bank’s role has undergone a similar paradigm

shift. Although lending investment remains sig-

nificant, we now play a much more nuanced role,

working with and through partners and new in-

ternational institutions.3 This changing role, an-

chored in the Paris and Accra Declarations, is

desirable from a development perspective, but it

also imposes significant additional challenges in

attributing development outcomes to Bank fi-

nance or technical contributions. The sector is

constantly adapting to this rapidly evolving envi-

ronment, using the full spectrum of the Bank’s

comparative advantages beyond traditional lend-

ing and economic and sector work (ESW). The

benefits are clear, as are the risks of working in a

complex development area, investing in complex

health systems while respecting the multiplicity

of synergies necessary for a continuum of care and

service delivery, essential for public health and dis-

ease control, and in some instances relying on

partners to deliver results.

A Mandate to Achieve Health Outcomes
through Health in All Policies. The interna-

tional health community and the World Bank

Group have recognized that, in addition to stand-

alone interventions and sector-specific policies, we

must focus on more comprehensive “health in all

policies.” Given how the Bank Group is organized,

this is our comparative advantage—and the HNP

sector has been moving in this direction over the

past years. The 2007 HNP strategy (World Bank
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2007a) included a critical self-assessment of the

sector’s performance since 1997. The IEG evalu-

ation reconfirms much of this self-assessment,

and many of IEG’s recommendations are helpful

in achieving greater effectiveness and impact.

Main Findings and Recommendations
Management agrees with many of the findings, and

appreciates the recommendations. Management

has taken them into account in the Progress 

Report and the Plan of Action (see the attached

Action Plan). While not detracting from the im-

portance that it gives to the evaluation and its use-

fulness for the Strategy Progress Report, manage-

ment has a set of observations on some of the 

findings.

Health Status Has More than One Devel-
opment Dimension. Management considers

better health a development outcome in and of

itself, irrespective of its contributions to other

goals. In addition to improving health status, the

HNP sector aims to cushion the financial shocks

of health costs, which can be substantial in many

client countries, where out-of-pocket payments

dominate. Thus, while we agree that investments

should focus on health outcomes for the poor, it

is also vital to protect those above the poverty line

from financial shocks from poor health that push

families into poverty.

The World Bank Group’s Global HNP En-
gagements Go Beyond Projects and ESW.
The evaluation emphasizes lending, with some

attention to policy dialogue and analytic work.

But the HNP sector has expanded the paradigm

over the past decade. The World Bank Group uses

a range of engagement instruments, such as ana-

lytic and advisory activities (including IFC Advisory

Services),4 just-in-time policy advice, policy-based

lending led by other sectors, subnational lending

without a sovereign guarantee (through IFC), and

working through international networks and part-

nerships, such as the Global Alliance for Vaccines

Initiative (GAVI), the Global Fund to Fight AIDS,

Tuberculosis and Malaria (GFATM), and the Euro-

pean Union (EU) Observatory. Working with part-

ners through pooled funding, country systems

and joint strategies and supervision (as opposed

to ring-fenced Bank operations) is also anchored

in international commitments and agreements

such as the Paris and Accra Declarations. The suc-

cess of the Joint United Nations Program on

HIV/AIDS (UNAIDS), GFATM, GAVI, Roll Back

Malaria, EU Observatory and other major inter-

national partnerships is also the shared success of

the Bank Group’s HNP work, as we exercise sub-

stantial technical and financial influence in these

networks and partnerships. Over the past decade,

we have also enhanced internal collaborations to

improve the Bank Group’s impact on global health:

Examples include work across units (notably with

Concessional Finance and Global Partnerships,

Operations Policy and Country Services, and Trea-

sury for innovative financing mechanisms—the

International Finance Facility for Immunization, Ad-

vance Market Commitment, and Treasury services)

and partnerships with GFATM, GAVI, UNAIDS,

and others. Harnessing the Bank’s broader de-

velopment expertise has significantly impacted

the structure of the global health architecture, in

addition to saving millions of lives.

The Evaluation Framework Does Not Assess
the World Bank Group’s Non-Traditional
Contributions to Global Health and Client
Support. The evaluation’s review of four ap-

proaches misses much of the work carried out in

support of global public health, including key

analytical pieces, the global work on core public

health functions, water and sanitation, surveil-

lance and vital statistics, indoor air pollution,

avian and human influenza, and so forth. The

evaluation does not evaluate performance-based

approaches, which we believe have delivered im-

pressive results. Regarding SWAPs, we note that

before reaching any conclusions on their effec-

tiveness we need to take into account elements

beyond the evaluation that reflect the Bank’s sup-

port for greater donor coordination and the use

of country systems as enshrined in the Paris and

Accra Declarations.

Coverage of Analytic Work. Much of the non-

traditional analytical work has a potentially large

or larger impact than the Bank’s lending, especially

since Bank financing is usually a small share of

overall health spending in middle-income coun-
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tries.5 Knowledge-product tasks are often pre-

ferred to ESW to get findings out more quickly or

provide just-in-time advice to clients and part-

ners. The evaluation does not sufficiently account

for the role of analytic and advisory activities in

engaging clients and advancing policy dialogue,

either as a stand-alone tool to support the client

(in particular in middle-income countries) or as

a parallel track dialogue to investment and policy-

based lending. The evaluation could also have

taken greater account of other knowledge prod-

ucts, such as a large portfolio of Japan Policy and

Human Resources Development Fund (PHRD)

grant-financed analytic and advisory activities in

support of project preparation, as well as non-

formal ESW and technical assistance.

Improving Poverty Targeting. Management

agrees with the need to ensure that project design

responds to the priorities and needs of the poor,

and to measure the full impact of improved health

services for the poor. Indeed, the 2007 HNP strat-

egy explicitly recognizes the need to focus not

only on levels of HNP outcomes but also on their

distribution, especially among the poor. This fo-

cus in the strategy drew heavily on HNP’s path-

breaking Reaching the Poor Program, active since

2001. Reaching the Poor has delivered global lead-

ership in the measurement of disparities in HNP

health-service coverage and outcome indicators

among the poor versus the non-poor, as well as of

the financial burden on households from seeking

care. In 2005, Reaching the Poor published a re-

view of interventions and programs that had been

successful in reaching the poor (Gwatkin, Wagstaff,

and Yazbeck 2005). A new report (Yazbeck 2009)

has been produced in the period since the adop-

tion of the 2007 HNP strategy and was launched

in January 2009. This volume lays out a policy

menu emphasizing pro-poor policy reform along

six dimensions, and a list of the analytical tools to

better understand the constraints to pro-poor tar-

geting of public health investments.6 Management

will use these findings to ensure a better pro-poor

focus in future lending operations.

Disease Control Programs and Targeting. As

opposed to specific income groups, disease con-

trol programs must focus on the prevailing epi-

demiology. For example, an AIDS program must

focus on high-risk groups—irrespective of income.

A malaria program focused solely on the poor

would fail to eliminate malaria. Polio could only be

eradicated from the Western Hemisphere by fo-

cusing on large, inclusive campaigns targeting all

income groups. Such investments in public health

and control of communicable diseases are global

public goods, generating positive externalities for

society, irrespective of income status.

Investments in Health Systems. The 2007 HNP

strategy underscores the need to focus on health

systems for delivering improved HNP results, par-

ticularly for the poorest and the most vulnerable,

and the Bank has emerged as a strategic leader in

advancing health systems strengthening for im-

proved HNP results. Over the past two years, proj-

ects with a primary focus on health systems have

increased twofold. In line with the strategy, 67

percent of Bank programs approved since fiscal

year 2007 that focus on priority disease areas also

include strong components on health systems

strengthening. A new Health Systems for the

Health MDGs initiative was launched in 2008 to

bring together the resources and efforts to fund

and implement coherent, country-led health sec-

tor programs in Africa and selected countries in

Asia.7 This program will improve the Bank’s abil-

ity to rapidly assist and advise HNP operations on

the ground, particularly in the areas of health fi-

nance and risk pooling mechanisms, human re-

sources for health, governance, supply chain

management, as well as infrastructure planning. 

HNP in Poverty Assessments and CASs. Man-

agement notes the substantive improvements

over the past years in quantity and quality of HNP

involvement in the Poverty Reduction and Eco-

nomic Management Network–led analytical work,

and agrees that HNP must be fully included in all

Poverty Assessments and fully examined in the

preparation of CASs.

Cross-Sector Work. Management welcomes the

suggestion to expand cooperation and cross-

sector work with the Transport, Water and Sani-

tation sectors. More will be done to harness cross-

sectoral results along the notion of “health in all
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policies.” The 2007 HNP strategy is a good con-

duit to foster improved collaboration across sec-

tors in support of health outcomes. We note the

recommendation that “when the benefits are po-

tentially great in relation to the marginal costs,”

health objectives should be incorporated into

non-health projects, but also note that clients un-

dertake such operations largely for non-health

objectives and it would be unrealistic within cur-

rent resources to burden all such projects with po-

tentially small (albeit cost effective) health impact

objectives, or to demonstrate and document em-

pirically such impact and outcomes in each case.

The Quality of the Bank HNP Portfolio. Man-

agement appreciates the concern for the quality

of the Bank HNP portfolio—in particular in Africa.

The current data on riskiness of the HNP port-

folio confirms the fact that the problems are 

most acute in the Africa Region, and that HNP’s

performance across most other Regions is ap-

proaching other sectors’ performance. An addi-

tional area of concern is the underperformance

of projects that have a significant HIV/AIDS com-

ponent, a high percentage of which have received

unsatisfactory ratings from IEG8,9 (with a rela-

tively high disconnect—as management rated

the outcomes of several of these operations as sat-

isfactory) and which also constitute a dispropor-

tionate number of projects at risk in the current

portfolio. 

The HNP Action Plan for the Portfolio. As out-

lined in the Strategy Progress Report, the HNP sec-

tor is making major efforts to improve the quality

of the existing portfolio and ensure the quality of

new operations entering the portfolio. These ef-

forts include increasing candor in reporting to

close the realism gap and improving other port-

folio indicators. The Africa Region has imple-

mented several changes aimed at improving HNP’s

portfolio in the Region. In March 2008, the Qual-

ity Assurance Group (QAG) was asked to review

the performance of HNP projects that were cat-

egorized as being at risk. The QAG panel indicated

important areas for urgent attention: strength-

ening sector management oversight; reviewing

current resources for preparation/supervision;

and addressing two key weaknesses: monitoring

and evaluation (M&E) and institutional analysis.

A detailed Portfolio Improvement Action Plan

that includes all at-risk projects, as well as proj-

ects needing additional management oversight to

avoid falling into at-risk status, has been developed

and is being monitored on a quarterly basis by the

HNP Sector Board.10 The Portfolio Improvement

Action Plan addresses some of the key concerns

raised by the various reviews, namely, intensify-

ing management oversight, targeting of resources

to projects most in need, strengthening project

implementation to focus on monitoring and eval-

uation, and matching project interventions to the

country’s institutional capacity. A comprehensive

approach has also been adopted to improve the

quality of HIV/AIDS projects, and this included 

an umbrella restructuring package of 11 Multi-

Country HIV/AIDS Programs (MAP) for Africa

projects in fiscal year 2007. Additional technical

support is being provided to improve imple-

mentation, develop impact evaluation capacity,

and strengthen governance and accountability

within national AIDS programs.

Doing More in Population and Reproduc-
tive Health. The Strategy Progress Report high-

lights plans for strengthening support for pop-

ulation and reproductive health in a health systems

approach. That strengthening is critical to im-

proving maternal and child survival rates.

Investing in Nutrition Support. We also agree

with the evaluation’s findings that nutrition has

played a less prominent role within HNP over

the past 10 years. The need for action is even

more important today in the context of the af-

termath of the crises in fuel, food, and fertilizers,

as well as the escalating effects of the financial cri-

sis. Management is therefore investing significant

resources in the next few years to ramp up the

Bank’s analytical and investment work and lever-

age resources from other donors. The agenda

for scaling-up nutrition is being catalyzed with

additional budget resources starting in 2009, and

continuing for three years. The increased alloca-

tions are being utilized principally in Africa and

South Asia, two Regions where the malnutrition

burden is highest. These funds will be comple-

mented by additional trust fund resources from
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Japan, and possibly from other donors that are cur-

rently engaged in discussions on this issue. 

Needed Improvement in Monitoring and
Evaluation. Management agrees that M&E needs

to be improved, and it is an important part of

Strategy implementation, as noted in the Strat-

egy Progress Report (including the work on retro-

fitting projects and improving the design of new

projects). The evaluation proposes a focus on

strengthening health information systems. How-

ever, in some cases, routine health monitoring

systems (including surveillance, facility reporting,

vital registration, census data, resource tracking,

and household surveys) first need to be strength-

ened to provide the data and indicators that are

needed. The Bank has deepened its collaboration

with the Health Metrics Network, a global part-

nership aimed at building statistical capacity in

countries to improve the collection and use of

health information. The Bank has produced a

toolkit on measuring health system governance to

better monitor accountability in the sector, and this

is being piloted in five countries with support of

the Governance and Anti-Corruption Trust Fund.

One of the largest impact evaluation trust funds at

the Bank, the Spanish Trust Fund for Impact Eval-

uation, is housed in the human development sec-

tor. The trust fund, which was initiated in 2007 and

will continue until 2010, finances rigorous impact

evaluations of interventions aimed at enhancing

human development as well as learning and dis-

semination activities to help promote knowledge

and awareness of “what works” in the human de-

velopment Sector. The Bank is also working with

partners, such as WHO, to develop better ways to

monitor the health MDGs, including the estima-

tion of trends in child and maternal mortality for

which updates have recently been issued. 

The Problem of Attribution. The evaluation ar-

gues for a better attribution of health outcomes

to inputs financed by the World Bank Group.

Health outcomes are hard to evaluate within the

timeframe of a project and are influenced by mul-

tiple determinants. Also, the Paris and Accra De-

clarations emphasize the greater development

impact of pooled funding, use of country sys-

tems, and country-based M&E. The Bank’s policy

on M&E (OP 13.60) likewise emphasizes the use

of country-level M&E systems. Strictly speaking,

attribution is only possible in a tightly designed

randomized trial, which will rarely be feasible in

Bank-supported investment projects or sector

support. The standard should be that sufficient ev-

idence on outputs, intermediate outcomes, and

outcomes should be collected to establish a cred-

ible results chain regarding the link between

Bank-financed investments and sector progress.

Cost of M&E. Borrowing countries have many de-

velopment and poverty-reduction priorities and

worry about the opportunity cost of complex

M&E systems, especially those that are separate

from country systems. They see that large-scale

evaluations have an important global public good

aspect, justifying external (grant) financing in

most cases. This may delay the establishment of

appropriate baseline data and results frameworks

prior to project approval, notably with regard to

impact evaluations.

Operational Complexity. Management agrees

that we need to strive to reduce complexity in

Bank-financed HNP operations. However, HNP

operations can rarely be institutionally or techni-

cally simple, since the desired outcome usually de-

pends on a complex and interacting set of social,

cultural, and institutional factors. Investing in sim-

ple programs would not necessarily provide for last-

ing impact. Management acknowledges, however,

that complexity can be at least partially addressed

by some of the recommendations of the evaluation,

such as thorough technical preparation, including

solid analytical underpinning, political mapping,

high quality at entry including a good results frame-

work, and finally in-depth supervision and paral-

lel policy dialogue with client and partners.

The 2007 Health Sector Strategy and IEG
Recommendations. The 2007 strategy actually

cited findings that were similar to the IEG findings,

as would be expected since IEG staff worked with

the strategy team to share preliminary results of

their work. Annex 2 of the Progress Report sum-

marizes how the overall actions being taken to

strengthen the Bank’s HNP support correspond

to IEG’s recommendations (see attached).
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IFC’s HNP Footprint
IFC has considerably increased its footprint in

HNP over the past decade and is prepared to in-

tensify collaboration within the World Bank Group.

During the period under review, much has oc-

curred, both in IFC’s health activities and in the

private health sector in developing countries.

There is a growing acknowledgement of the role

of the private sector in health care in developing

countries. Indeed, in many low-income coun-

tries, the private sector pays for a far larger part

of health care than the public one, and in many

more, it is at least of equal size. Furthermore,

joint research by the World Bank, IFC, and the U.S.

Agency for International Development (USAID)

conducted in Africa showed that very poor peo-

ple often obtain health care in the private sector

and that the public sector often subsidizes health

care for the rich. These findings have led to the

Bank and its partners designing innovative

consumer-focused approaches to addressing

major health financing challenges; such as the

AMFm (Affordable Medicines Facility for Malaria),

which will reduce the price of Artemisinin-based

Combination Therapy (ACT), and therefore out-

of-pocket payments.

In a world of growing, aging populations in de-

veloping countries that are likely to “get old be-

fore they get rich,” both public and private sector

resources are needed to tackle the health needs

of the population, as neither has the resources by

itself. Indeed, all countries’ health systems are fi-

nanced by both sectors; it is only the propor-

tions that vary. 

IFC therefore has taken up the challenge to grow

its work to support the private health sector in

developing countries to complement the larger,

more established work done with the public sec-

tor by the World Bank. The period under review

has seen a marked increase in IFC’s activity in

health, the creation of a dedicated Health and

Education Department, and a specific focus on

pharmaceutical and life sciences activities within

IFC’s Global Manufacturing and Services De-

partment. During this time, many lessons have

been learned, specialist knowledge has deep-

ened, and performance has improved by any

measure applied. As in other sectors, IFC con-

tinues to strive for greater development impact,

and we therefore welcome all input that could

help us to do better.
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World Bank Management Action Plan

(a) Match project design to country
context and capacity and reduce
the complexity of projects in low-
capacity settings through greater
selectivity, prioritization, and se-
quencing of activities, particularly
in Sub-Saharan Africa.

(b) Thoroughly and carefully assess
the risks of proposed HNP support
and strategies to mitigate them,
particularly the political risks and
the interests of different stake-
holders, and how they will be
addressed.

(c) Phase reforms to maximize the
probability of success.

(d) Undertake thorough institutional
analysis, including an assessment
of alternatives, as an input into
more realistic project design.

(e) Support intensified supervision in
the field by the Bank and the bor-
rower to ensure that civil works,
equipment, and other outputs 
have been delivered as specified,
are functioning, and are being
maintained.

– 75% of all new HNP projects have
an intensive Quality Enhancement
Review focusing on technical prepa-
ration, M&E, and institutional and
risk assessments and mitigation
measures, starting fiscal year 2010.

– Quarterly reviews of HNP portfolio
by HNP Sector Board ongoing.

– Of the Quality Enhancement Re-
views conducted, 100% include
focus on risk, starting fiscal year
2010. 

– Develop and roll out course on proj-
ect risk analysis for HNP teams, and
disseminate best practices and les-
sons learned, starting fiscal 2010.

– 100% of new HNP projects focusing
on health system strengthening or
broadly on health reform to be
based on analytical work, including
political risks and the interests of
different stakeholders, starting
fiscal 2010.

– 80% of new HNP projects to be
based on institutional analysis,
starting fiscal 2010.

– Training program designed and
delivered, starting fiscal 2010.

– All new HNP projects starting
preparation in fiscal 2010.

– All new HNP projects starting
preparation in fiscal 2010.

– Carry out Quality Enhancement
Reviews focusing on technical
preparation, M&E, and institu-
tional and risk assessments
and mitigation measures.  

– Reviews of HNP portfolio.

– Concentrate on risk manage-
ment and mitigation during
Quality Enhancement Reviews.

– Expand learning on HNP sector
risk assessments and mitiga-
tion strategies.  

– Increase analytical work focus-
ing on reform for those HNP proj-
ects focusing on health system
reform.  

– Increase analytic and advisory
activities for institutional
analysis, with increased
attention through better policy
dialogue and analytical work,
adapted to country context.

– Learning program focusing on
HNP sector institutional and
stakeholder analysis.

– Project design to specify
borrower responsibilities for
civil works and equipment
maintenance.

– Project design to ensure ade-
quate recurrent cost budgeting
for civil works and equipment
maintenance. 

HNP Sector Board, HNP
Hub, and Regional quality
teams.

HNP Sector Board, HNP
Hub, World Bank Institute.

HNP Sector Board, with
technical support from
HNP Hub, as needed.

HNP Sector Board, 
HNP Hub.

HNP Sector Board, 
HNP Hub.

I. Intensify efforts to improve the performance of the World Bank’s health, nutrition, and population support.

(Table continues on next page)
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IEG Recommendation Actions to Be Taken How Much & by When By Whom

World Bank Management Action Plan (continued)

(a) Boost population and family plan-
ning support in the form of analytic
work, policy dialogue, and financ-
ing to high-fertility countries and
countries with pockets of high
fertility.

(b) Incorporate the poverty dimension
into project objectives to increase
accountability for health, nutrition,
and population outcomes among
the poor.

(c) Increase support to reduce
malnutrition among the poor,
whether originating in the HNP
sector or other sectors.

(d) Monitoring health, nutrition, and
population outcomes among the
poor, however defined.

– By fiscal 2010.

– By fiscal 2010.

– 2 health system strengthening proj-
ects in high-fertility countries in-
clude strengthening of family
planning delivery, by fiscal 2010.

– 50% of CASs for high-fertility coun-
tries, starting fiscal 2010.

– 80% of all new HNP projects incor-
porate the poverty dimension, where
appropriate, starting fiscal 2010.  

– President’s Regional Reprioritization
Fund to hire 6 additional Bank staff
(US$4 million committed for fiscal
years 2009–11); Japan TF (US$2 mil-
lion with potential for additional
US$20 million); possibly funds from
other donors that are currently en-
gaged in discussions on this issue.

– Global Action Plan designed and
agreed with key partners, by fiscal
2010.

– Six to 8 analytic and advisory
activitiess or new investment in
nutrition by fiscal 2011.

– Annual review of health indicators
among the poor, starting fiscal 2010.

– Annual report, starting fiscal 2010.

– Develop guidelines and stan-
dard specifications for civil
works and equipment and
other health inputs, and their
maintenance.

– Analytic and advisory activity
policy note on reproductive
health, including family 
planning.

– Incorporate family planning
into health-system strengthen-
ing projects. 

– In high-fertility countries, in-
corporate population and fam-
ily planning issue into CAS. 

– Ensure adequate attention is
given to poverty dimensions in
project design and supervision,
particularly project develop-
ment objectives and key per-
formance indicators.  

– Scale-up the Bank’s analytical
and investment work and
leverage resources from other
donors. 

– Track health outcomes and
intervention coverage among
the poor. 

– Publish report on health indica-
tors of poor people.

HNP Sector Board, HNP
Hub.

HNP Sector Board, with
technical support from
HNP Hub, as needed.

HNP Sector Board, 
HNP Hub.

HNP Hub

II. Renew the commitment to health, nutrition, and population outcomes among the poor.
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IEG Recommendation Actions to Be Taken How Much & by When By Whom

World Bank Management Action Plan (continued)

(e) Bring the health and nutrition of
the poor and the links between
high fertility, poor health, and
poverty back into poverty assess-
ments in countries where this has
been neglected.

(a) Better define the efficiency
objectives of its support and how
efficiency improvements will be
improved and monitored.

(b) Carefully assess decisions to
finance additional earmarked 
communicable disease activities 
in countries where other donors 
are contributing large amounts of
earmarked disease funding and
additional funds could result in
distortion in allocations and ineffi-
ciencies in the rest of the health
system.

(c) Support improved health informa-
tion systems and more frequent
and vigorous evaluation of specific
reforms or program innovations to
provide timely information for im-
proving efficiency and efficacy.

– 90% of all poverty assessments and
at least 40% of all CASs should
assess the health status of the poor,
starting fiscal 2010.

– 70% of HNP projects to include
definition and analysis of improving
HNP sector efficiency, including
discussion of efficiency-equity
trade-off, starting fiscal 2010.

– Start fiscal 2010.

– 100% of HNP projects with signifi-
cant priority-disease components to
map contributions from other donors
and ensure strengthening of health
systems, starting fiscal 2010.

– 50% of new HNP projects include
strengthening of country M&E
systems, by fiscal 2010.

– Strategy for global monitoring
arrangement designed (in collabora-
tion with global partners), by fiscal
2009.

– Country assessments in 10 countries
in fiscal 2010.

– Increase inclusion of HNP in
poverty assessments.

– Expanded PAD definition and
discussion of efficiency objec-
tives, measures and monitor-
ing framework to be expanded
and more explicit. 

– Analytic and advisory activities
to analyze and review experi-
ence in improving health
system efficiency.

– Closely coordinate proposals
for Bank support for new
disease-specific programs 
with other partners.  

– Build statistical capacity for
client countries on priority HNP
outcome indicators directly
through Bank operations
and/or supporting global 
partner’s country support 
(e.g., MDGs). 

– Continue support of the Inter-
national Health Partnership’s
(IHP+) efforts to strengthen
monitoring and evaluation and
health information systems in
countries.

– Conduct country assessments
of health information systems.

HNP Sector Board, with
technical support from
HNP Hub and PREM, as
needed.

HNP Sector Board, 
HNP Hub.

HNP Sector Board, with
technical support from
HNP Hub, as needed.

HNP Sector Board, 
HNP Hub.

III. Strengthen the World Bank Group’s ability to help countries to improve the efficiency of their health systems.

(Table continues on next page)



1 6 4

IMPROVING EFFECTIVENESS AND OUTCOMES FOR THE POOR IN HEALTH, NUTRITION, AND POPULATION

IEG Recommendation Actions to Be Taken How Much & by When By Whom

World Bank Management Action Plan (continued)

(a) When the benefits are potentially
great in relation to the marginal
costs, incorporate health objec-
tives into non-health projects, for
which they are accountable.

(b) Improve the complementarity of in-
vestment operations in health and
other sectors to achieve health, nu-
trition, and population outcomes,
particularly between health and
water supply and sanitation.

(c) Prioritize sectoral participation in
multisectoral HNP projects accord-
ing to the comparative advantages
and institutional mandates, to
reduce complexity.

(d Identify new incentives for Bank
staff to work cross-sectorally for
improving HNP outcomes.

(e) Develop mechanisms to ensure
that the implementation and re-
sults for small health components
retrofitted into projects are prop-
erly documented and evaluated.

(a) Create new incentives for monitor-
ing and evaluation for both the
Bank and the borrower linked to
the project approval process and
the mid-term review. This would
include requirements for baseline
data, explicit evaluation designs
for pilot activities in Project Ap-
praisal Documents, and periodic
evaluation of main project activi-
ties as a management tool.

– Intersectoral coordination thematic
group for HNP results established to
identify constraints and incentives,
by fiscal 2010.

– Group Functioning by fiscal 2010.

– 100% of all HNP projects, starting
fiscal 2010.

– See response to IV (a) above.

– 50% of all HNP and non-HNP Sector
Board operations tracked, starting
fiscal 2010.

– 15 HNP projects, fiscal 2011.
– 16 active projects with most loan

proceeds allocated to output-based
financing, fiscal 2010.

– At least 70% of new projects/
programs approved by the Board,
starting fiscal 2009.

– Provide incentives to non-HNP
task team leaders to incorpo-
rate health objectives into non-
health projects.

– Develop, implement, and man-
age an intersectoral coordina-
tion thematic group for HNP
results.

– Invite other sectors’ 
participation to HNP project
design reviews (e.g., Quality
Enhancement Reviews) where
appropriate.

– See response to IV (a) above.

– Strengthen HNP portfolio
monitoring, including non-HNP
projects, to document health
results achieved through non-
HNP sectors.

– Implement US$2.8 million
Spanish Trust Fund (SIEF), sup-
porting impact evaluations.

– Pilot and evaluate impact of
output- and performance-
based financing for HNP-
related projects/programs.

– Introduce Results Frameworks
targeting HNP outcomes, out-
put, and system performance,
including baseline data and
output targets and programs.

HNP Sector Board, HNP
Hub, Country Directors.

HNP Sector Board, HNP
Hub.

HNP Sector Board.

– See response to IV (a)
above.

HNP Sector Board, 
HNP Hub.

HNP Sector Board, 
HNP Hub.

IV. Enhance the contribution of support from other sectors to health, nutrition, and population outcomes.

V. Implement the results agenda and improve governance by boosting investment in and incentives for evaluation.
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ENDNOTES

Chapter 1
1. Michaud 2003. The share of IDA averaged 11.1 per-

cent of the total for 1997–99.

2. IEG calculation based on an annual average of $1

billion of World Bank HNP assistance, of a total calcu-

lated by C. Michaud of $16.665 billion in 2006 (World

Bank 2008a).

3. http://www.unicef.org/publications/ index_23557.

html

4. World Bank 2008a. About 536,000 women die

annually worldwide from complications of pregnancy

and childbirth; the mortality rate in Africa is about 900

maternal deaths per 100,000 live births.

5. The World Bank’s commitments include loans

from the IBRD and the credits and grants from IDA. 

6. This excludes 17 IFC health projects funded

through the Africa Enterprise Fund (AEF) and Small En-

terprise Fund (SEF), totaling $14 million, which are not

evaluated here.

7. In many countries, access to basic health care is

considered a basic human right.

8. World Bank 1993b, p. 5. An example of a public

good is information—one person’s consumption does

not reduce the information available to others. Exter-

nalities occur when consumption of a good or service

by one individual affects others—for example, chil-

dren immunized against a disease are not only less

likely to get the disease themselves, but so are others

they come into contact with (a positive externality). At

the same time, industries and automobiles generate air

pollution, which conveys a negative health external-

ity for the surrounding population. Insurance compa-

nies seek to avoid adverse selection—in which people

who are the most likely to be sick enroll—by targeting

people with the lowest health risks, making it difficult

for people with pre-existing conditions to obtain in-

surance. Moral hazard occurs when people who are

insured have less of an incentive to avoid health risks

or demand more expensive or unnecessary care because

they are insured. 

9. Before 2006, IEG-World Bank was known as the

Operations Evaluation Department (OED).

10. A forthcoming IEG evaluation will evaluate sup-

port for HNP outcomes through multisectoral devel-

opment policy lending in the form of Poverty Reduction

Support Credits (PRSC). That support is not assessed

here. 

11. Improving the selectivity and strategic engage-

ment of the Bank in global programs is one of the five

strategic directions in the 2007 HNP strategy.

12. This was also maintained in the preceding strat-

egy, from 1997.

Chapter 2
1. The trends in formal ESW are described in ap-

pendix G, as well as the results of an inventory of HNP

analytic work undertaken by IEG.

2. Investment operations provide funding in the

form of IBRD loans or IDA credits and grants to gov-

ernments to cover specific expenditures related to

economic and social development projects. Develop-

ment Policy Loans provide untied, direct budget sup-

port to governments for policy and institutional reforms

aimed at achieving a set of specific development results.

They may be freestanding operations or, more often,

part of a programmatic series of operations. Of the

220 HNP-managed projects approved over fiscal years

1997–2006, only 6 were Development Policy Loans.

3. The number of IDA projects increased by 46 per-

cent, while the number of IBRD projects declined by

20 percent.

4. The results, findings, and lessons from lending for

communicable diseases and SWAps are discussed in

chapter 3; results for multisectoral HNP projects are

taken up in chapter 4.

5. The absolute number of projects with these types

of formal objectives declined from 44 in fiscal 1997–2001

to 29 in 2002–06. There may be other projects in the

portfolio that include financing, health insurance, and

activities with the private sector for which these are not

expressed as objectives. They are not included in the

table.

6. Staff at level GF+ or higher mapped to the HNP

sector (Nankhuni and Modi 2008).



7. As explained in appendix B, the analysis of staff

specialties is based on job titles only; there was no

known reliable data source that would have allowed

tracking by actual staff expertise over the period. The

extent to which the job titles accurately reflect staff ex-

pertise is unclear.

8. IEG evaluates projects by assessing their results

in relation to their stated objectives. The outcome rat-

ing is based on: (a) the relevance of the project’s ob-

jectives and design in relation to country needs and

institutional priorities; (b) efficacy, which is the extent

to which the project’s objectives have been (or are ex-

pected to be) achieved; and (c) efficiency, which is the

extent to which the objectives have been (or are ex-

pected to be) achieved without using more resources

than necessary. Outcome is rated on a six-point scale:

highly satisfactory, satisfactory, moderately satisfactory,

moderately unsatisfactory, unsatisfactory, and highly

unsatisfactory. For ease of comparison, this report uses

the percentage of ratings that are moderately satisfac-

tory or higher in making comparisons across project

groupings.

9. The share of project exits in other sectors that

were Development Policy Loans remained a constant

15–16 percent between the two periods. 

10. The share of Africa Region projects with satis-

factory outcomes rose from 60 to 67 percent among

projects exiting in fiscal 1998–2001 and fiscal 2003–07,

compared with an increase from 73 to 78 percent Bank-

wide. Outcome ratings for African HNP projects are thus

considerably lower than the Regional average across all

sectors.

11. However, it is important to note that there was

a large increase in HNP project approvals in the Africa

Region in fiscal 2002–06 and they will constitute a

much larger share of exits in the HNP portfolio over the

next five years.

12. While Africa Region projects performed less

well on average in other sectors than did the other Re-

gions combined (64 percent satisfactory in Africa, 79 per-

cent in other Regions over the 10-year period), the

outcome ratings of Africa Region projects increased at

a faster rate (from 58 to 72 percent satisfactory over the

two periods). When Africa Region projects are ex-

cluded, the ratings for other Regions and sectors com-

bined are higher, but the amount of increase is lower

(rising only from 78 to 81 percent satisfactory, as op-

posed to 72 to 79 percent satisfactory if Africa is

included).

13. Ratings on institutional development impact of

HNP-managed projects (a rating that was discontin-

ued in fiscal 2006) are as low as those for other sectors. 

14. Of the 220 projects approved from fiscal 1997

to 2006 that were subjected to in-depth review, 110 had

closed and 99 had been rated by IEG as of Septem-

ber 30, 2008. Fifty-eight percent of the HNP projects

approved from 1997 to 2006 that had closed had sat-

isfactory outcomes, while about two-thirds had satis-

factory Bank and borrower performance. The outcome

ratings for the sample in the portfolio review (58 per-

cent satisfactory) are different from those in figure 

2.4 (68 percent satisfactory) because they apply to a dif-

ferent group of projects. Figure 2.4 shows the out-

comes for all projects that closed in a given fiscal year,

irrespective of when they were approved, while the IEG

sample is of 220 projects approved from fiscal 1997 to

2006, only half of which have closed to date. Most of

the projects that have closed were approved in fiscal

1997–2001, but a few approved in fiscal 2002–06 (for

example, Development Policy Loans) are also included.

The performance of most of the projects approved

more recently is unknown.

15. While there are several possible explanations for

the overall increase in supervision costs across all sec-

tors, examination of the supervision cost data by Re-

gion reveals no pattern that would explain why average

HNP supervision costs for three years were so much

greater than for the rest of the Bank.

16. The ratio of the percent of unsatisfactory proj-

ects with this characteristic relative to the percent of

satisfactory projects with the characteristic. 

17. Projects in Africa are also largely responsible for

lower outcomes for IDA projects. Half of IDA-financed

HNP projects had satisfactory outcomes, compared to

about three-quarters of IBRD projects. However, this

rises to 77 percent if IDA projects in Africa are excluded.

18. For a fuller definition and discussion of sector-

wide approaches (SWAps), see chapter 3.

19. See appendix F for more on the performance of

these projects.

20. World Bank Group 2007. The Detailed Imple-

mentation Review (DIR) was conducted by the De-

partment of Institutional Integrity.

21. World Bank Group 2007, p. 11. The DIR team vis-

ited all 15 food and drug laboratories and 2 offices that

received equipment from the project (p. 67).

22. World Bank Group 2007, p. 12. The DIR team

visited 55 hospitals in 23 districts, representing 35 per-
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cent of project sites. They were selected based on di-

versity in size and geographic areas, including remote

areas and sites visited and not visited previously by

Bank supervision missions (p. 191).

23. World Bank Group 2007, p. 22. For example, in

the case of the Orissa project, it noted that it was not

until after 6 years of implementation and two project

extensions that the Bank began to “extensively” visit and

report on project sites (p. 186). In response, the South

Asia Region developed an action plan that included

stronger supervision structured around the project

supply chain and vulnerable points, use of multiple

information sources, more use of community and third-

party mechanisms, and dedicated consultants to con-

duct random visits.

24. The average length of the M&E section of the

PAD has also increased between the two years, from 445

to 1,272 words.

25. This reflects results for HNP projects reviewed

through October 31, 2008. These 45 projects were ap-

proved roughly between 1998 and 2000. There have

been substantial additional efforts to improve the mon-

itoring of results since then, partly by incorporating

logframes or results frameworks that try to measure all

of the different links in the results chain. However,

these improvements cannot yet be evaluated.

26. The HNP impact evaluations addressed the fol-

lowing types of interventions: nutrition (20 percent),

HIV/AIDS (17 percent), malaria (13 percent), health in-

surance (9 percent), other health financing and per-

formance-based contracting (9 percent), de-worming

(6 percent), PROGRESA conditional cash transfers (5

percent), health reform (2 percent), and other (21

percent).

27. This is probably an understatement of the true

number of intended evaluations of pilot activities or im-

pact evaluations, as some may not be mentioned in the

PAD but rather in the detailed project implementation

plans. Impact evaluations that were retrofitted into

projects after they were approved are also not included.

28. In a similar vein, Loevinsohn and Pande (2006)

found that a typical HNP project in South Asia averages

about two innovations, neither of which are typically

evaluated.

29. One additional project—the Bangladesh Na-

tional Nutrition Program (fiscal 2000)—had an impact

evaluation conducted by an external entity, as reported

in the completion report. 

30. TB, malaria, schistosomiasis, leprosy, and polio. 

31. For the purpose of this analysis, projects were

flagged if they had any mention of “the poor” or “poor

regions” in their objectives. To the extent that the proj-

ects selected poor regions of the country for imple-

mentation and this is not reflected in the objectives, the

poverty focus of the portfolio is understated by the ob-

jectives. IEG reviewed the design documents for the 47

projects with objectives to improve general health sta-

tus, to identify projects that targeted poor areas, even

if this was not explicit in the objectives. If one were to

include projects that had poverty targeting in their de-

sign but not in the objectives, the overall share of proj-

ects targeting health outcomes among the poor would

double, from 8 to 16 percent. 

32. A third or more of projects expressed a non-

specific objective to improve equity in health services

or in the health system, without specifying whether the

intent was access to or use of services, distribution of

resources, or health status of the population.

33. Two of the 14 projects were cancelled before they

were implemented, so it is not possible to assess

whether they achieved their objectives. Both of the can-

celled operations involved extending health insurance

to the poor.

34. Six major studies, all in the first five years cov-

ered by the inventory, generated a large number of

country reports linked to a single program and ac-

count for a total of 184 pieces of analytic work. They

were all related to poverty and equity.

Chapter 3
1. The Zaire National AIDS Control Project and the

Brazil Amazon Basin Malaria Control Project were both

approved in fiscal 1989.

2. For freestanding projects, the full project cost is

included, for projects with components, only the cost

of the communicable disease component is included

(Martin 2009). This is likely an understatement, since

many HNP projects finance childhood immunization as

an activity, even when it does not appear as a formal

component. A search of “immunization” and “vaccine”

in project appraisal documents identified 13 additional

projects with either immunization subcomponents or

mention of immunization as an activity. However, there

is often insufficient information available in project

completion documents to assess the efficacy of sub-

components in a desk study.

3. Seven regional AIDS projects were approved, cov-

ering parts of Africa, the Caribbean, Central America, and
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Central Asia. The two main rationales for regional proj-

ects, according to design documents, are: (a) to address

externalities that individual country programs may 

not be able to address and (b) to achieve economies of

scale and where investments by individual countries will

likely result in duplication. The first rationale would

cover the projects that dealt with truckers, migrants, and

other mobile populations that cross international bor-

ders, like the Abidjan-Lagos Transport Corridor Project.

The second rationale would cover projects like the Cen-

tral Asia AIDS Control Project, which aims to strengthen

regional laboratory services and disease surveillance.

However, several are operating in countries where there

is also a freestanding AIDS project. IEG has yet to con-

duct an in-depth field evaluation of these projects; only

one has closed to date.

4. The Bank approved the first of two umbrella

commitments for the Africa Multicountry AIDS Pro-

gram in 2001, together totaling $1 billion.

5. “G8 Summit Communiqué,” Okinawa, Japan, 

July 23, 2000.

6. The Africa Multicountry HIV/AIDS Program, 

or MAP. 

7. GFATM Web site. Commitments are as of No-

vember 2007.

8. The World Bank serves on the governing boards

for Stop TB and Roll Back Malaria. It also serves on the

board of GAVI, leads the Financing Task Force, and is

the treasury manager for the International Finance Fa-

cility for Immunization.

9. Bangladesh Fourth Population and Health; Cam-

bodia Disease Control and Health Development; Egypt

Schistosomiasis Control; Eritrea HIV/AIDS, Malaria,

STDs and TB (HAMSET) Control; Eritrea Health; Ghana

AIDS Response (GARFUND); Kyrgyz Health Reform I.

10. Communicable disease projects here are de-

fined as projects with a communicable disease objec-

tive, title, or component.

11. Only half of projects with communicable disease

components had satisfactory outcomes, although the

ratings apply to the overall objectives of the projects,

which may include more than communicable disease

control.

12. Neither of the two completed Africa MAP proj-

ects that received satisfactory outcome ratings are

country-level freestanding AIDS projects. The Eritrea

HAMSET Project was a multiple disease project (AIDS,

malaria, TB, STDs) that was rated moderately satisfac-

tory based on the strong performance of the malaria

activities, highlighted in box 3.1. The Abidjan-Lagos

Transport Corridor Project aimed at high-risk groups

and risk areas along border crossings; it was rated sat-

isfactory. There is also a group of Caribbean MAP

projects, but none had been rated by IEG as of Sep-

tember 30, 2008.

13. Martin 2009. The M&E rating is a rating launched

on an informal and experimental basis by IEG in 2006.

The rating measures M&E design, implementation of

M&E, and use of the data.

14. Problems were noted in the India AIDS II Proj-

ect by the Detailed Implementation Report of health

projects in India prepared by the Bank’s Integrity De-

partment. Among the African MAP projects, issues con-

cerning corruption were noted in project completion

reports for Kenya and Cameroon. In Sierra Leone, the

National AIDS Commission forwarded irregularities to

a local investigative body that then published the names

of illicit nongovernmental organizations and barred

them from participation. 

15. Malawi (fiscal 2007) and Mozambique (fiscal 2003).

16. The 2007 strategy refers to synergy 32 times, in

the context of synergy between disease-specific inter-

ventions and health-systems strengthening, and the

need for synergy underpins 1 of 5 strategic directions

articulated in the HNP strategy. However, nowhere in

the strategy is synergy defined.

17. The countries are Malawi (43.5 percent), Mozam-

bique (33.2 percent), Rwanda (45.0 percent), and

Uganda (42.0 percent) (Zaky and others 2008).

18. Of course, the severity of any distortion is related

to what is actually being financed. 

19. IEG defined health-reform projects based on

stated objectives and the project title. However, there

were a number of projects with neither characteristic

that had components that clearly indicated reform ac-

tivities—for example, the Bangladesh Health and Pop-

ulation Control Program, the Panama Health Pilot, the

Moldova Health Investment Fund, the Ghana Health

Sector Program II, and the Nepal Health Sector Program.

Many of these projects adopted overall objectives to im-

prove health outcomes or to improve efficiency, with-

out mention of reform. 

20. Overall, 28 percent of the projects approved

from fiscal 1997 to 2006 had objectives to improve ef-

ficiency, and nearly half of health reform projects as de-

fined above (48 percent) had an explicit objective to

improve efficiency or cost-effectiveness. Most projects

with efficiency objectives that are not in health reform
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have titles that indicate that they are health-system

projects (15/24 projects with efficiency objectives but

not health reform). The share of projects with effi-

ciency objectives has also been in decline—from 37 per-

cent of projects approved in fiscal 1997–2001 to 20

percent of projects approved in fiscal 2002–06.

21. Even when additional projects known to have

health reform content but without explicit objectives

or a title are included, the share with health reform de-

clines from 48 to 28 percent over the period.

22. In the case of low-income Africa, this decline

reflects a large increase in the share of communicable

disease projects. See the earlier discussion of commu-

nicable disease projects.

23. China Health VIII; Peru Health Reform; Samoa

Health Sector Management; Argentina Provincial

Maternal and Child Health Sector Adjustment; Kyrgyz

Health Reform.

24. Moldova Health Investment Fund.

25. China Health VIII, Kyrgyz Health Reform I and

II, Moldova Health Investment Fund; Samoa Health

Sector Management; Mali Health Sector Development;

Argentina Provincial Maternal and Child Health Sector

Adjustment.

26. Kyrgyz Health Reform II (Good Governance

Structural Adjustment Credit), Peru Health Reform II

(Programmatic Social Reform Loans I-IV).

27. Lithuania Health; Venezuela Caracas Metropoli-

tan Health; Kenya DARE; Chad Health Sector Support.

28. There were probably also efficiency gains in

Peru since there was increased utilization of public fa-

cilities nationwide and no significant expansion in

human resources. However, these efficiencies are not

well documented.

29. Although initially the funding for insurance was

to be financed from the World Bank and the Inter-

American Development Bank, the government of Peru

decided to fully finance that component. However, in-

surance remained part of the PARSALUD project and

the Bank provided continuous technical and analytical

support.

30. ESSALUD is funded by employers, who pay

monthly the equivalent of 9 percent of a worker’s

salary.

31. The Peru Health Reform Project was launched

during the administration of President Fujimori, who

later resigned. The new leadership distrusted pro-

grams from the previous administration and was not in-

terested in pursuing comprehensive reforms that some

stakeholders would object to. Yet the principle of

extending insurance endured, based on previous 

analytic work. The part of the reforms that extended

coverage was politically popular; the new leadership

consolidated the existing insurance programs into the

SIS and expanded it nationwide, ahead of schedule, even

while resistance to more ambitious reforms of other

public sector insurers persists. The Bank addressed

needed expansion of community-managed health facility

networks, which the new administration was lukewarm

to, through conditions in the four Programmatic Social

Reform Loans, particularly the first two.

32. Only 3 of the 37 were given a risk rating of high,

and one of these projects was so risky that it never be-

came effective (Argentina Health Insurance for the

Poor).

33. In the Kyrgyz Republic and Russia, capacity build-

ing in primary care through family medicine reforms

was a precondition for hospital rationalization and es-

tablished a quality alternative to hospital care. Financ-

ing and service delivery reforms made possible the

later benefits package and copayment schemes; changes

in revenue collection and pooling were prerequisites

to introduction of new purchasing arrangements. How-

ever, in Bangladesh, too many reforms were packed into

a single project: unification of health and family plan-

ning, decentralization, a new tier of service delivery at

the community level, in addition to the launching of a

sectorwide approach. Community clinics were launched

before staff were available.

34. “[T]his resulted in considerable inertia in the

types of service being provided, but did provide a plat-

form to attempt to shift the focus from costly curative

care.” IEG 2006b, p. 8.

35. The team tried to reduce the complexity by re-

ducing the number of regions from three to two, but

each still entailed multiple reforms and links to a na-

tional component.

36. Peru: Poverty Assessment and Social Policies

and Programs for the Poor (1993, before the Basic

Health and Nutrition Project); Peru: Improving Health

Care for the Poor (1999, before PARSALUD); A New So-

cial Contract in Peru and An Opportunity for a Different

Peru (2006, before the current election cycle). The 1999

piece recommended: (i) allocating funds with a sharper

focus on the needs of the poor; (ii) reinforce pro-poor

focus among Ministry of Health providers by targeting,

increase access of the poor to hospitals, more commu-

nity participation; (iii) create new insurance mecha-
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nisms to finance health care for the poor; (iv) improve

Ministry of Health’s information and management sys-

tems; (v) refine human resource skill requirements and

incentives to better serve poverty-oriented programs.

These were all issues addressed in PARSALUD.

37. Analytic work prior to the first Health Reform

Project included analyses of: the sexually transmitted

infection (STI) program (1994); the TB situation (1995);

maternal and perinatal health (1995); acute respira-

tory infection and diarrhea control; and health spend-

ing (1995). A detailed burden of disease analysis was

used to identify areas where health status could be

promoted through ambulatory care in the most cost-

effective manner. Significant analytic work was under-

taken for the second project as well: health expenditures

in the Kyrgyz Republic (1999); Who Is Paying for Health

Care in Eastern Europe and Central Asia? (Lewis

2000); “Analysis of Kyrgyz Health Expenditures” (Kutzin

1999); Informal Health Payments in Eastern Europe

and Central Asia (Lewis 2002); Review of the Sanitary

Epidemiological Services in Kyrgyz Republic (Kyrgyz

Ministry of Health and others 2000); and a social ex-

penditure review (World Bank 2001b).

38. Its technical strength, comprehensiveness, and

consistency were not enough to ensure ownership

(Gonzalez-Rosetti forthcoming, p. 37).

39. The official World Bank definition of a SWAp is

“an approach to support a locally-owned program for

a coherent sector in a comprehensive and coordinated

manner, moving toward the use of country systems”

(World Bank Operations Policy and Country Services).

40. The broad international consensus that country-

led management of aid was more likely to promote de-

velopment was evident by the endorsement of over 100

countries and donor organizations of the Paris Decla-

ration on Aid Effectiveness in 2005.

41. Parallel funding is earmarked for project financ-

ing that supports implementation of the national health

plan.

42. Pooled funding is the pooling of Bank support

together with the financial resources of other devel-

opment partners for the purpose of supporting the im-

plementation of national health plans and programs.

These funds, allocated and managed by the govern-

ment, can be channeled through the budget or in a sep-

arate account that is a supplement to the health budget.

In all of the examples analyzed for this review, the

pooled funds remained separate from the rest of the

government budget, as a supplement to the health

sector.

43. These 28 projects were defined as having the

following characteristics in their design documents:

(a) explicitly reference support of a sectorwide ap-

proach; (b) appear to support a program or sectorwide

approach, even without explicit reference to a SWAp;

or (c) provide for the pooling and joint management

of donor funding. Among that list of projects, those were

retained that had: (d) mechanisms for coordination be-

tween the government and donors, and among donors;

and (e) a common M&E framework for measuring pro-

gram performance used by most donors and govern-

ment and a mechanism for joint reviews of program

performance. Support of a sector policy and program

is another fundamental characteristic of a SWAp, but is

also a common feature of non-SWAp Bank support, so

was not used as a defining criterion.

44. The portfolio review understates the extent of

World Bank support for health SWAps to the extent that

operations outside of the HNP sector that also support

health SWAps are excluded. Two examples are the

health SWAps in Rwanda and Uganda, which are sup-

ported by Poverty Reduction Support Credits (PRSC).

45. The countries in which Bank support was not

pooled included: Mauritania (2 projects), Ethiopia,

Senegal, Guinea-Bissau, Mali, Sri Lanka, and Lesotho.

The Bank’s decision not to pool appears to be linked

to weak country systems and capacities for the alloca-

tion and management of pooled funds and, as a con-

sequence, a decision to undertake a more gradual

approach both to build country capacity and to nurture

and encourage other partners to move in this direction. 

46. Other sectors are discussing adopting interna-

tionally accepted procedures for procurement, financial

management, and audit. The Ministry of Finance has

noted its appreciation for the fiduciary rigor of the SWAp

procedures, as it insulates the sector from corruption.

47. This is in contrast to pre-SWAp arrangements,

in which donor financing did not appear routinely in

the government health budget and thus could not be

used for purposes of government planning. 

48. Malawi also lacks a sound public expenditure

framework.

49. Use of country M&E systems still does not ab-

solve the responsibility of the development partners and

government to physically verify that implementation is

taking place.
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50. For example, the underfunding of malaria control

in Ghana; this was also the case with the SWAp in Malawi.

Chapter 4
1. The 2007 HNP strategy proposes a new line of ESW

called the Multisectoral Constraints Assessment, to

help country teams identify the investments and sec-

tor work most likely to result in improved health out-

comes, especially among the poor, in the preparation

of CASs. Such analysis might result in either multisec-

toral operations or strategically complementary sectoral

lending. The specifics of this new analytic instrument

have yet to be elaborated. There has been no system-

atic review of the extent to which the Bank’s CASs

over the past decade have already addressed health in

a multisectoral way, and the lessons learned.

2. The sample of CASs reviewed included all those

approved from fiscal 1997 to 2006 from South Asia, East

Asia and the Pacific, and the Middle East and North

Africa, and a 50 percent random sample of the CASs

from the other three larger Regions (Latin America

and Caribbean, Europe and Central Asia, and Africa).

This amounted to 65 percent of all CASs issued over the

period. In addition, all 30 CAS Completion Report Re-

views to date were reviewed to assess the extent to

which planned multisectoral action actually occurred.

Unless otherwise noted, the results cited in the text are

weighted to take into account the stratification of the

sample. See Sinha and Gaubatz 2008.

3. Only 18 percent of CASs acknowledged the impact

of HNP outcomes on other sectors. The most com-

monly cited linkage was environmental—the impact

of population growth on natural resources (6 percent).

All of these were in low-income countries and almost

all were in Africa. Only 5 percent of CASs acknowl-

edged the impact of HNP status on poverty reduction. 

4. This includes 9 percent that had both multisec-

toral and complementary lending.

5. There was one example in each of three regions

where there were some linkages between the HNP sec-

tor and sectors proposed for complementary lending—

child and maternal health objectives in a water supply

and sanitation project in Ghana, indicator for increased

number of trips to health clinics for transport project

in Laos, and health care centers as an indicator for in-

frastructure in Sri Lanka. The lack of coordination across

sectoral lending programs does not imply that each of

the sectoral programs individually has not produced ben-

efits for HNP outcomes indirectly, but rather that the

closer coordination and synergies envisioned in the

strategy have not really been attempted.

6. In fact, implementing a multisectoral response was

itself an objective in many of these projects. A case in

point is the Ghana AIDS Response Project (GARFUND),

for which the first objective was “to intensify multi-

sectoral activities designed to combat the spread of

HIV/AIDS.”

7. The main challenge of these projects has to do

with the number of actors and the need to generate

intersectoral collaboration, not the number of com-

ponents. Multisectoral projects had a mean of 3.7 com-

ponents (3.9 for HIV/AIDS projects and 3.3 for other

multisectoral HNP projects), compared with 3.6 com-

ponents for HNP projects that were not multisectoral.

8. The most frequently cited implementing agencies

were the ministries of health (91 percent); education

(25 percent); labor, social security, or employment (12

percent); social welfare, social affairs, or gender (11 per-

cent); agriculture (7 percent); justice or prisons (6 per-

cent); economy, finance, or planning (5 percent); and

information (5 percent).

9. Indonesia Iodine Deficiency Control, Senegal

Nutrition Enhancement Program.

10. Outcome ratings can also be compared for mul-

tisectoral projects according to the executing agency

arrangements: managed by the Ministry of Health (9

projects, 44 percent satisfactory); managed by unit

under the office of the president or prime minister (8

projects, none satisfactory); managed by finance or

other ministries (8 projects, 75 percent satisfactory);

managed by multiple ministries (3 projects, 67 per-

cent satisfactory). However, all of the projects managed

by multisectoral commissions had other common

design features that could have influenced outcomes

independently of the management structure. The bor-

rower’s performance for that subset of multisectoral

projects was 63 percent satisfactory, but the Bank’s

performance was only 35 percent satisfactory.

11. IDI and sustainability ratings have been dis-

continued, so not all closed projects have them. Four-

teen multisectoral projects had closed that had IDI

ratings, of which 4 were HIV/AIDS projects and 10

were other multisectoral HNP projects; 41 single-sector

HNP projects had closed and received IDI ratings. The

percent of projects with IDI ratings of substantial or

higher was: all multisectoral (43 percent), multisectoral
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AIDS (50 percent), other multisectoral HNP (40 per-

cent), and single-sector HNP projects (61 percent).

There were no significant differences in the sustain-

ability ratings across these four categories—in all cases,

70 percent or more of the projects got ratings of likely

or higher on sustainability.

12. Social funds are multisectoral programs that

provide financing (usually grants) for small-scale pub-

lic investments targeted at meeting the needs of the

poor and vulnerable communities, and at contributing

to social capital and development at the local level.

13. In fact, although in the Bank’s internal financial

system certain percentages of Development Policy

Loans (including PRSCs) are notionally attributed to the

sector, these funds are not earmarked to the health sec-

tor, nor can they even be linked to higher spending in

the health sector. (See note 2 in chapter 2 for a defi-

nition of DPL.)

14. Social Funds: Assessing Effectiveness found that

social fund projects, many of which have invested in

health infrastructure, have been highly effective in de-

livering small-scale infrastructure, but less so in achiev-

ing consistently positive and significant improvements

in outcomes and welfare impacts. While they have de-

livered slightly more than proportional benefits to the

poor and the poorest, there have also been a significant

number of non-poor beneficiaries. Most social fund

beneficiaries are satisfied with the subprojects, but the

greatest community problems have not necessarily

been addressed and there is no assurance that the se-

lected subprojects ensure the highest net benefits to

the community. While social fund facilities are gener-

ally operating and equipped, they have not been im-

mune to staffing and equipment shortages. Social fund

agencies have developed capacity as effective and in-

novative organizations; wider impacts on existing in-

stitutions have been much more limited.

15. For the full portfolio reviews, see Overbey 2008

for water supply and sanitation and Freeman and

Mathur 2008 for transport. The transport review in-

cluded only projects linked to the Transport Sector

Board, with commitments under sector codes TA (roads

and highways), TP (ports, waterways, and shipping), TV

(aviation), TW (railways), and TZ (general transporta-

tion, including urban transport). 

16. Aziz and others 1990, Curtis and Cairncross

2003, Daniels and others 1990, Esrey and Habicht 1985,

Esrey and others 1991, Fewtrell and others 2005, Hut-

tly and others 1997, Strina and others 2003, VanDerslice

and Briscoe 1995, Zwane and Kremer 2007. Water-

related diseases include waterborne diseases, water-

washed (or water scarce) diseases that are transmitted

because of a lack of water for hygiene, water-related

vector-borne diseases, transmitted by insects that breed

in water or bite near water, like dengue, malaria, and

trypanosomiasis; and water-based diseases that trans-

mit via an aquatic intermediate host, such as schisto-

somiasis and guinea worm.

17. Three of the closed projects had explicit health

objectives and planned to collect health outcome data,

but only two actually did so—the Morocco and Nepal

Rural Water Supply and Sanitation Projects. Among the

23 closed water supply and sanitation projects without

a health objective, 3 nevertheless planned to collect

health data, but only the Kazakhstan Atryau Pilot Water

Supply and Sanitation Project did so, documenting a

decline in dysentery, typhoid, intestinal infections, and

hepatitis A from 1999 to 2002. A fourth project without

health objectives and that did not plan to collect health

data nevertheless did—the Madagascar Rural Water

Supply and Sanitation Pilot, documenting a decline in

water-borne diseases (cholera, bilharzias, and diar-

rhea) from 2002 to 2004. 

18. WHO 2004. Losses were measured in terms of

disability-adjusted life years. 

19. The review included only projects under the re-

sponsibility of the Transport Sector Board; projects

with air quality objectives and that fell either under the

Environment Sector Board or that were funded through

the Global Environment Facility (GEF) are therefore not

in the sample.

20. The lack of data on outcomes of HIV/AIDS com-

ponents of transport projects mirrors the experience

of transport components in HIV/AIDS projects. Among

five recently completed HIV/AIDS projects managed by

the health sector with activities aimed at transport

workers or Ministry of Transport civil service, none re-

ported baseline or end-point data on risk behavior or

condom use among transport workers. None of the ICRs

provided information on the impact of the transport

sector interventions.

21. This is not meant to imply that coordination

across the complementary sectors is necessary to con-

tribute to HNP outcomes; it is possible that investments

in complementary sectors, even if not coordinated, are

sufficient. However, the outputs and outcomes of in-
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vestments in complementary sectors are integral to the

results chain contributing to HNP outcomes and would

warrant monitoring.

Chapter 5
1. “[O]ne of our key objectives is to complement the

World Bank’s work in areas of policy advice and dia-

logue, lending, and analysis in the health sector. Thus,

we believe it is essential that the process feature the clos-

est collaboration possible with the HNP anchor and re-

gional staff in the Bank.” IFC 2002, p. 3.

2. IFC Strategic Directions, March 23, 2004, 

pp. 5–16. IFC produces a Strategic Directions paper

every year. This refers 2004 corporate strategy.

3. In September 2006, IFC and the Bill and Melinda

Gates Foundation partnered on a research project that

investigated the best private health care business mod-

els in Africa, conducted by McKinsey and Company

and published as “The Business of Health in Africa: Part-

nering with the Private Sector to Improve People’s

Lives” (IFC 2007a). Based on that report, IFC established

its Africa Health Initiatives with the objective of mobi-

lizing up to $1 billion over five years to boost health care

in the Region. The Gates Foundation also committed

to cofinance technical assistance activities related to the

implementation of the said initiative.

4. The commitment amount (net of cancellations)

represents IFC’s legally binding potential financial

exposure to the client. It is the standard measurement

of IFC’s financial exposure in its Annual Report and

financial statements, as well as the standard reference

of multilateral development bank activities in the “Good

Practice Standards for Evaluation of Private Sector In-

vestment Operations” (MDB/ ECG/WGPSE 2006, p. 2). 

5. IFC invested in small hospitals and clinics through

special promotional facilities such as Africa Enterprise

Fund (AEF) and Small Enterprise Fund (SEF). These ini-

tiatives are for IFC to make direct investments in small

and medium-size enterprises where local intermediaries

were not providing sufficient financing to viable proj-

ects. IEG evaluated the AEF program as a whole and

found mixed results. While most projects had positive

features, only about half were successful. The program

has been costly and required a $5 million fund injec-

tion for operating costs. The hospital investments share

this feature. IFC committed 15 projects (average in-

vestment amount was $0.9 million) from 1997 until

2001, when the programs were restructured and ef-

fectively limited its operations. More than half of the

projects failed to generate sufficient revenue to repay

loans or provide any returns on equity. Half of the proj-

ects experienced some write-off of IFC investment;

IFC investments were fully written off for a third. They

are not featured in this study because, in line with the

multilateral development banks’ best practice on pri-

vate sector evaluation, they were promotional activities

with their own investment criteria outside of conven-

tional IFC operations, and only used selectively. 

6. The hospital projects approved after fiscal 2002 are

focused on modern urban hospitals, but they have

started to incorporate new features to enhance their po-

tential development impact. For example, one project

in Sub-Saharan Africa has a link with output-based aid

that provides health insurance to the poor, enabling the

hospital to provide services to underserved segments

of the population. This is consistent with the approach

proposed in the 2002 strategy for the Bank Group.

Moreover, IFC emphasizes repeat investment with the

same clients and investment that moves downmarket,

that is, into local markets and out of those dominated

by foreigners. Still, it is too soon to evaluate the outreach

to local patients. Since 2005, IFC has invested in new

areas, such as distance medical education in China.

The client company provides distance education for

nurses and other medical professions through public-

private partnership between local medial universities,

local public hospitals, and doctors’ associations.

7. Life science projects are also increasing in variety,

as they relate not only to generic drug production (five

of them) but also to vaccine production, drug distri-

bution, and research and development. All of the proj-

ects have focused on research and development. Out

of 11 life science projects in the third period, 3 have

activities related to antimalaria drugs/vaccines; 1 has

focused its research and development on country-

specific diseases.

8. The AEF was established in 1988 to make direct

investment in small- and medium-size enterprises in

Sub-Saharan Africa. It was established because of a

shortage of suitable private sector intermediaries in the

Region willing and capable of providing long-term fi-

nance to such enterprises. 

9. IFC’s investment outcome rating is an assessment

of the gross profit contribution quality of an IFC loan

and/or equity investment, i.e., without taking into ac-

count transaction costs or the cost of IFC equity capi-
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tal. Loans are rated satisfactory provided they are ex-

pected to be repaid in full with interest and fees as

scheduled (or are prepaid or rescheduled without

loss). Equities are rated satisfactory if they yield an ap-

propriate premium on the return on a loan to the

same company (a nominal U.S. dollar internal rate of

return greater than or equal to the fixed loan interest

rate plus 5 percent).

10. For real sector projects, like those in health,

project business success is assessed according to

whether they generated a project financial rate of re-

turn at least equal to the company’s cost of capital

(with a 350 basis-point spread to its equity investors 

over its lenders’ nominal yield). Economic sustain-

ability is assessed according to whether the project gen-

erated an economic rate of return of at least 10 percent

(in cases in which it can be assessed). Environmental

and social effects are measured by whether environ-

mental performance meets IFC’s requirements and by

the projects’ net beneficial impact in terms of pollution

loads, conservation of biodiversity and natural re-

sources, social, cultural and community health aspects,

as well as labor and working conditions and workers’

health and safety. Private sector development impacts

measure impacts beyond the project company, demon-

strating effects in creating a sustainable enterprise ca-

pable of attracting finance, increasing competition,

and establishing linkages with other firms.

11. A blockbuster drug is a drug generating more

than $1 billion of revenue for its owner each year.

12. Advisory Services specifically refers to a service

product category in IFC. These services cover a broad

range of activities including technical assistance to IFC

client companies, fee-based advice to governments on

privatization, and feasibility and market studies. Some

Advisory Services projects are funded by trust funds and

others by IFC’s own account.

13. According to the rating methodology for Advi-

sory Services, development effectiveness can be rated

for projects even if the impact dimension cannot be de-

termined (because of lack of information, for example).

This explains why six projects could be rated overall on

development effectiveness, even though only two had

a rating on the impact dimension.

14. The 2002 health strategy mentions that an entry

strategy was under development to identify the most

promising investment opportunities in the biotech-

nology industry. It envisioned that IFC would initially

emphasize opportunities with significant downstream

potential (product development and commercializa-

tion), rather than upstream basic research. IFC 2002,

p. 38.

15. For example, see Roland Berger’s research at

http://www.rolandberger.com/expertise/industries/

healthcare.

16. Full-time/full-year staff refers to staff that worked

for more than 2,040 hours in a given year in the Health

and Education Department (CHE).

17. The Health Insurance Reform Project (fiscal

1996, opening competition among the social insur-

ance funds), the Provincial Health Sector Develop-

ment Project (fiscal 1996), the Second Provincial Reform

Project (fiscal 1998) and the Second Maternal and Child

Health and Nutrition Project (fiscal 1997, basic health

services). Based on IEG’s field visit, this collaboration

between the World Bank and IFC was effective until the

Argentina financial crisis in 2001, after which commu-

nication and collaboration were reduced as the Bank

and IFC took wider actions to avoid actual and perceived

conflicts of interest within the World Bank Group.

These actions resulted in increased barriers in sharing

information. 

18. As of end of fiscal  2008, about one-third of ac-

tive CASs were done jointly by the World Bank and IFC.

IFC’s engagement in the World Bank Group CAS has

been ad hoc and uneven. For much detailed assessment

of IFC’s involvement in the CAS in general, see IEG’s

“Biennial Report on Operations Evaluation in IFC 2008”

(August 2008).

Appendix B
1. For the two projects managed by the HNP sector

that had no HNP sector code—the HIV/AIDS Great

Lakes Initiative (fiscal 2005) and the Indonesia WSSLIC

III (fiscal 2006)—design documents were reviewed

and the projects were manually coded to accurately re-

flect the projects’ true allocation to health.

2. According to the IEG review of the transport sec-

tor (IEG 2007a), only 16 percent of all transport proj-

ects were managed under sector boards other than

transport.

3. A coterminous appointment is a term (maximum

of 4 years) or open-ended appointment of indefinite

duration funded 100 percent from sources other than

the Bank’s budget.

4. A rights issue is the additional purchase of a com-

pany’s equities in the event of a new issue and exercising

shareholders’ rights to avoid dilution of its position.
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Rescheduling of a project often involves a new project

ID, but there is no new investment; for evaluation pur-

poses, it is bundled with the original project. These ex-

clusions are consistent with the Expanded Project

Supervision Report sampling methodology, as well as

the Good Practice Standards.

5. The projects meet early operating maturity and

are subject of performance assessment when: (a) the

project has been substantially completed; (b) it has

generated at least 18 months of operating revenues

for the company; and (c) IFC has received at least one

set of audited annual financial statements covering at

least 12 months of operating revenues generated by the

project.

Appendix E
1. This appendix draws on the background paper by

Fair (forthcoming).

2. These projects were studied in greater depth be-

cause they had a population or family planning focus.

They understate the extent of Bank support for family

planning, which is often financed as part of maternal

and child health, safe motherhood, reproductive health,

or general health investments. Eight of the projects had

explicit objectives to reduce fertility or population

growth, three had objectives to improve the distribu-

tion or quality of family planning, two aimed to improve

reproductive health outcomes, and one supported

better access to an essential health package that in-

cluded family planning. This discussion is based on

the background paper by Fair (forthcoming).

3. Malawi Population and Family Planning, Indone-

sia Safe Motherhood, and Madagascar Health Sector

Support Program II.

4. According to demographic and health survey

data, the total fertility rate in Guinea increased from

5.5 to 5.7 over 1999–2005 and modern contraceptive

use rose only from 4.9 to 6.8.

5. The total fertility rate declined in Gambia from

about 6.0 to 5.1, which could be attributable in part to

higher female education and delays in marriage of

younger cohorts of women or to social marketing and

greater availability of family planning services sup-

ported under the project. The total fertility rate in

Senegal declined from 5.7 to 5.3 over the period

1997–2004. However, the modern contraceptive preva-

lence rose only from 9 to 10.3 percent, and only half

of women who wanted more children had access to

contraception.

6. The quality at entry was unsatisfactory for six of

the eight projects with unsatisfactory outcome ratings;

for all eight projects with unsatisfactory outcome rat-

ings, the quality of Bank supervision was also in the un-

satisfactory range. 

7. Target 5b is to achieve, by 2015, universal access

to reproductive health. The main indicators are the con-

traceptive prevalence rate, the adolescent birth rate, an-

tenatal care coverage (at least one visit and at least

four visits), and unmet need for family planning.

Appendix F
1. Shekar, Heaver, and Lee 2006, pp. 3–4. Over-

nutrition, or obesity, is an increasing problem con-

tributing to morbidity and mortality in developing

countries, and is often found in the same households

as undernutrition.

2. Ergo, Shekar, and Gwatkin 2008, pp. 7–8. The

greatest inequality in stunting is in Latin America and

the Caribbean, while the greatest average levels are

found in South Asia (more than 50 percent of children

are stunted in all four countries), followed by Sub-

Saharan Africa (average of 41 percent stunted across 26

countries with recent household surveys).

3. Three-quarters of these projects had an objective

of improving nutritional status, including child growth

and reducing nutrient deficiencies, and about one in

five aimed to increase the access to or quality of nu-

trition services. One project aimed to mitigate the im-

pact of malnutrition. 

4. This understates the Bank’s support for nutrition

to the extent that nutrition activities are often included

in the basic health care packages, yet not mentioned

in the PAD. In addition, it is likely that projects in other

sectors make major contributions to nutritional status

(such as agriculture). 

5. Seven of the projects were sectorwide approaches

in health (Bangladesh, Burkina Faso, Cambodia, Mau-

ritania, Niger, Sri Lanka) that had either an explicit nu-

trition objective or component.

6. The 27 projects were approved in 20 countries;

12 of these countries had child stunting (height for age)

of at least 30 percent, compared with a total of 47 de-

veloping countries overall with this average level of

stunting (Shekar, Heaver, and Lee 2006, appendix 5.6). 

7. Only 3 percent of projects in Europe and Central

Asia were nutrition projects. For the remaining Re-

gions, nutrition projects accounted for 12–14 percent

of the HNP portfolio.
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8. Bangladesh Health and Population, India Women

and Child Development, Afghanistan Health Sector

Emergency, Burkina Faso Health Sector Support and

AIDS.

9. See, in particular, chapter 4 for a discussion of the

health effects of water supply and sanitation interven-

tions in Nepal.

10. The Bank’s performance was rated satisfactory

for 57 percent of the closed projects, and the bor-

rower’s performance only slightly better (64 percent).

11. World Bank 2004b. Note, however, that these

figures are based on a comparison of a baseline total

goiter rate among both schoolchildren and pregnant

women and a follow-up measurement of schoolchil-

dren only. This is an example of the very weak M&E in

most of the nutrition portfolio. A 2001 study by IEG

compared the performance of this project with two

other iodine deficiency projects that promoted pro-

duction, distribution, and consumption of iodized salt

in China and Madagascar (Goh 2001). The study pointed

to the extreme difficulty of getting results in Indone-

sia because of the large number of small salt produc-

ers that are difficult to regulate (70 percent of salt

production comes from small salt farmers). In con-

trast, salt production and distribution is centrally con-

trolled in China, while about six large producers in

Madagascar produce 80 percent of the salt. That study

found four key factors affecting the success of projects

promoting iodized salt to combat iodine-deficiency

disorders (IDD): (a) information and behavior change

communication concerning IDD to raise the demand

for iodized salt; (b) easy access; (c) industry compliance,

through persuasion and alignment of incentives with

the self-interests of the salt industry and consumers; 

and (d) quality control, since consumers cannot tell the

extent of iodization.

12. In the Sri Lanka Health Services Development

Project, low birthweight declined marginally, and an

evaluation of one year of work by the nongovernmen-

tal organizations showed minimal impact; other indi-

cators like the consumption of iodized salt were not

measured. The Mauritania Nutrition, Food Security

and Social Mobilization Project—a Learning and In-

novation Loan that was supposed to test two different

approaches to improved nutrition—did not do so; mal-

nutrition was reduced 16 percent in two urban areas

(though the data being compared are from a lean month

and a normal season, so this may be exaggerated) and

increased in rural areas by 6–8 percent; anemia among

pregnant women and consumption of iodized sale were

not measured. (Mauritania also experienced a major

drought and locust infestation during project imple-

mentation.) The Bangladesh National Nutrition Pro-

gram did not collect baseline data until two years before

the project closed, and found that some of the targets

that had been set were already achieved at baseline; proj-

ect monitoring data suggest a decline in severe protein-

energy malnutrition (PEM) from 24 to 16 percent from

2004 to 2006, and moderate PEM from 30 to 25 percent.

There was substantial evidence of increased knowledge

and change in some behaviors, however. Finally, there

was no discernable improvement in malnutrition indi-

cators in Andhra Pradesh, India, during the Economic

Restructuring Project. (Source: Implementation Com-

pletion Reports.)

Appendix G
1. ESW is an activity that “(a) involves analytic effort;

(b) is undertaken with the intent of influencing an ex-

ternal client’s policies and/or programs; and (c) rep-

resents the views of the Bank (that is, not attributed to

individual authors).” (IEG 2008h, p. 1)

2. Of this amount, $27.7 million was from the Bank

budget and $15.1 million was financed from trust funds.

Fiscal 2000 is the starting point for this review, because

before that date ESW was not systematically tracked in

the Bank’s internal information systems.

3. The Reaching the Poor with HNP Services Project

was partly financed by the Bank’s research support

budget, partly as knowledge management through the

World Bank Institute and the HNP anchor, in addition

to the Bill and Melinda Gates Foundation and the gov-

ernments of Netherlands and Sweden. The only part

of the exercise captured as official ESW were a few dis-

semination activities.

4. This total excludes obvious duplicates (for exam-

ple, when a research working paper was also published

as a book chapter). See the discussion in appendix H.

One reason for the difference is that ESW for fiscal

1997–99 is not in the official database. However, because

of the elapsed time, analytic work from those years was

also more difficult to locate, despite an exhaustive

search conducted by IEG.

5. The distribution of HNP ESW is slightly more

skewed toward regional ESW and less to the country

level, compared to the distribution for all sectors com-

bined (country-level, 78 percent; regional, 17 percent;

global, 5 percent) (IEG 2008h). 
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6. The results tracking framework for ESW was in-

troduced in 2004; all ESW with a budget > $50,000 had

to include a statement of objectives as of fiscal 2004,

and in 2005, this was expanded to include all ESW.

While the share of HNP ESW with an objective of in-

forming lending may seem low (51 percent), it is actually

greater than for ESW Bank-wide (41 percent with an ob-

jective of informing lending) (IEG 2008h).

7. While most PERs are managed outside the HNP

sector, in some cases PERs have been sponsored by the

HNP sector.

Appendix J
1. The 1997 HNP Strategy, Health, Nutrition, and

Population Sector Strategy Paper (World Bank 1997b),

July 3, 1997, called for (a) improving health, nutrition,

and population outcomes for the poor; (b) enhancing

the performance of health care systems; and (c) se-

curing sustainable health care financing. This was to be

achieved through (i) sharpening strategic directions;

(ii) achieving greater impact; (iii) empowering HNP staff;

and (iv) building partnerships.

2. For example, the Global Fund to Fight AIDS, Tu-

berculosis and Malaria (GFATM), the Global Alliance for

Vaccines and Immunization (GAVI), the Bill and Melinda

Gates Foundation, and the U.S. President’s Emergency

Plan for AIDS Relief (PEPFAR).

3. For example, the International Health Partner-

ship, for which the Bank, jointly with the World Health

Organization (WHO), provides the secretariat.

4. See, for example, the investigative study cited in

endnote 6.

5. Even in low-income countries, total official de-

velopment assistance for health is less than 30 per-

cent of total expenditures.

6. An example of a country application of the 

Reaching the Poor work is the investigative study of uti-

lization of health services and patient satisfaction for

the poor in selected states in India, which has led to a

range of reforms including management training, new

staffing and service patterns, provision of essential

drugs, and repair of equipment and facilities. This pro-

gram resulted in increased utilization of all types of

health facilities (improving absolute levels of utilization

among the poorest 40 percent of the population) and

improved patient satisfaction at lower-level project fa-

cilities (as opposed to hospitals) for the poor.

7. The establishment of two regional hubs in Africa

(in Dakar and Nairobi) and recruitment of 10 high-

level experts with a strong health systems focus will be

completed by the end of fiscal year 2009.

8. Management notes, however, that during a 2005

Board discussion of the report from the Committee on

Development Effectiveness, Committing to Results:

Improving the Effectiveness of HIV/AIDS Assistance

and Draft Management Response, questions were

raised about the IEG’s [formerly Operations and Eval-

uation Department’s] evaluation methodology of the

Bank’s HIV/AIDS assistance, and concerns were raised

about IEG’s tone.

9. IEG would like to clarify that the recent results for

HIV/AIDS projects highlighted in the HNP evaluation

post-date the 2005 HIV/AIDS evaluation, which covered

results only through mid-2004 and did not include any

completed projects from the Multi-Country HIV/AIDS

Program. Further, IEG and management use the same

harmonized criteria for rating projects in all sectors, in-

cluding HIV/AIDS.

10. The Portfolio Improvement Action Plan includes

an analysis of the critical obstacles to project im-

provement, changes needed to upgrade projects, and

measures to restructure or cancel if needed. Additional

financial and/or technical support to achieve these im-

provements is an explicit part of the plan.
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Koh Toch Health Center in Kampot Province, Cambodia. The Cambodia Disease Control and Health Department Project supported investments 
in improved health infrastructure and in control of major communicable disease killers—malaria, TB, and HIV/AIDS. 

Photo courtesy of Martha Ainsworth. 
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