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Overall Assessment Methodology

. Rating Rating
Criterion W&g)ht Definition Description Value

1. Relevance 20 Relevance is the consistency of a project’s impact and Highly relevant 3
outcome with the government’s development strategy, Relevant 2
the Asian Development Bank’s lending strategy for the Partly relevant 1
country, and the Asian Development Bank’s strategic Irrelevant 0
objectives at the time of approval and evaluation and the
adequacy of the design.

2. Effectiveness 30 Effectiveness describes the extent to which the outcome, | Highly effective 3
as specified in the design and monitoring framework, Effective 2
either as agreed at approval or as subsequently modified, | Less effective 1
has been achieved. Ineffective 0

3. Efficiency 30 Efficiency describes, ex post, how economically Highly efficient 3
resources have been converted to results, using the Efficient 2
economic internal rate of return, or cost-effectiveness, of Less efficient 1
the investment or other indicators as a measure and Inefficient 0
resilience to risk of the net benefit flows over time.

4. Sustainability 20 Sustainability considers the likelihood that human, Most likely 3
institutional, financial, and other resources are sufficient Likely 2
to maintain the outcome over its economic life. Less likely 1

Unlikely 0

Overall
Assessment
(weighted
average of
above criteria)

Highly successful: Overall weighted average is greater than 2.7.
Successful: Overall weighted average is greater than 1.6 and less than 2.7.

Partly successful: Overall weighted average is greater than 0.8 and less than 1.6.
Unsuccessful: Overall weighted average is greater than 0.8.

Source: ADB. 2006. Guidelines for Preparing Performance Evaluation Reports for Public Sector Operations. Manila.

Available: http://www.adb.org/Documents/Guidelines/Evaluation/PPER-PSO/chapter3.pdf
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EXECUTIVE SUMMARY

This project performance evaluation report presents the findings of the evaluation of the
Women’s Health and Safe Motherhood Project funded by the Asian Development Bank (ADB).
This was ADB's first health-sector project in the Philippines. It was also the first ADB-supported
project designed exclusively for improving women’s reproductive health and well-being. The
Project commenced in May 1995 and was completed in June 2002.

The rationale for the Project was that the Philippines had one of the highest maternal
mortality ratios in Southeast Asia. Women’s health in the Philippines had not been improving at
the same rate as in other countries in the region. Nationally the maternal mortality ratio in 1990
was 209 per 100,000 live births, compared to the rate in neighboring countries such as Thailand
at 140 per 100,000, Viet Nam at 140 per 100,000, and Malaysia at 59 per 100,000. The fertility
rate of 3.1 births per woman was also one of the highest in the region. The Government gave
high priority to improving women’s health and developed a national program to achieve this. The
Project provided support for implementing this government initiative. ADB had also accorded
high priority to improving women'’s health in the Philippines.

ADB was one of five international partners involved in designing and financing the
initiative. The ADB-supported component had three objectives: (i) to improve maternal care
support; (ii) to develop and utilize integrated information, education, and communication (IEC)
strategies; and (iii) to support the Project Management Office (PMO). The maternal care support
focused on strengthening the referral systems and promoting the national Safe Motherhood
Program. The IEC component sought to develop and utilize an integrated communication
strategy to make women more aware of their health needs and encourage them to seek health
information and services during and after pregnancy. The PMO was responsible for
coordinating, planning, and implementing the Project activities, and for providing technical
assistance, training, information, logistical, and financial support.

The evaluation gave special attention to the construction of benchmarks against which
project performance was measured. These benchmarks included both “without” and “before”
Project scenarios. Another feature of the evaluation was the assessment of project performance
from the perspectives of both beneficiaries and health care service providers. The evaluation
drew on national and regional health statistics, beneficiary household surveys, focus-group
discussions, key informant interviews, site visits, and documentation reviews.

The Project is assessed “relevant” (score 2 on a 0 to 3 scale), “effective” (score 1.7),
“less efficient” (score 1), and “likely” sustainable (score 1.6). Overall, the Project is assessed
“partly successful” on a four-category scale of highly successful, successful, partly successful,
or unsuccessful.

The Project was consistent with the government policy of addressing gender and
maternal health issues as indicated in the Millennium Development Goals (MDGs), and it
correctly identified the critical need to improve the quality and coverage of maternal health
services. The project design also included the key interventions needed to make an impact on
maternal health.

The Project upgraded 550 hospitals and rural health facilities, which were provided with
general reproductive and emergency obstetric medical supplies. In addition, midwives were
provided with 1.4 million safe home-delivery kits. The supplies were highly valued by health
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professionals. The midwives’ manual developed by the Project was the most frequently used
reference at the primary care facilities. Over 5 million copies of home-based mother records in
local languages were distributed. The record was used by all health centers for prenatal care
and monitoring. Vitamin A capsules were given to lactating women and iodine capsules were
given to women of reproductive age nationwide.

Both the frequency and quality of prenatal care increased over time in areas where the
Project was implemented. Over 98% of the respondents from municipalities with the Project
interventions reported to be satisfied with the prenatal services. The proportion of deliveries
supervised by trained birth attendants also increased. As a result, maternal mortality decreased
over time. More women with risky pregnancies consulted health professionals and were
satisfied with the services.

There was some evidence of incidental effects outside the project target areas. The
same basic design used by the Project for upgrading hospitals was also found in use in other
locations. The quality assurance component is now an established framework for health center
ratings and for providing training to health professionals. Similarly, home-based mother records
were used outside the project area and these helped effectively monitor pregnancy conditions.

The Project strengthened the capacity of the Department of Health in the planning and
management of women’s health projects and in linking the various components of health
services. The Project also contributed to strengthening the institutional capacity within the
department for more effective management of donor-funded projects.

The Project was, however, ambitious in terms of outcome targets and spatial coverage.
Several outcome targets, including increases in prenatal care coverage and 100% of deliveries
to be supervised by trained attendants, were unrealistic. The Project covered 41 provinces and
as a result the package of interventions was too thinly spread, with the actual coverage being
less than 10% of the total health facilities per province. The Project did not achieve the
threshold needed to make an impact at regional or provincial levels. The level of effort was too
small to make such an impact even though the Project did yield some positive results at the
local level.

The Project relied heavily on the PMO, which had limited experience, skills, and
authority in managing a national project. Smooth implementation of the Project, which involved
multiple aid agencies and also supported activities through a mix of grant and loan funds, would
have required a relatively mature institutional setup, which was lacking at that time. In addition,
the Project was implemented at a time when the responsibility for managing local development,
including the health sector, was being devolved to local government units. The responsibilities
and authorities of various public agencies were being redefined and established in the context
of devolution. Insufficient consultation with local government units during project formulation
created ownership problems. As a result, the Project suffered from substantial delays in
implementation. The project completion report noted that the Project was largely dysfunctional
up until the midterm review in 1998, more than 3 years after approval.

ADB’s performance is assessed “satisfactory”. ADB provided the leadership and
facilitated the mobilization of resources from multiple aid agencies. The Project also broke new
ground in aid agency cooperation in the Philippines’ health sector. The common platform
established by the Project for coordination of activities was an important institutional
achievement.
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A lesson derived from this evaluation is that a strong and well-functioning PMO within
the executing agency is critical to the success of a project of this kind. Without such an office
project outcomes are unlikely to be achieved and sustained, and this was the primary reason for
the poor performance of the Project.

Two major follow-up actions are identified. The first is to develop a transitional strategy
for the phasing out of home-based delivery, which the Government plans to replace with facility-
based delivery. This is important because home-based delivery is still widely practiced. ADB
should give consideration to assessing the long-term feasibility of facility-based delivery and
developing an action plan that includes both the financial and human-resource implications. The
second action is to develop a strategy for better integration of the IEC component of both
ongoing and new women'’s health projects.

Bruce Murray
Director General
Operations Evaluation Department
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l. INTRODUCTION
A. Evaluation Purpose and Process

1. The Women’s Health and Safe Motherhood Project' (the Project) was purposefully
selected by the Operations Evaluation Department (OED) for evaluation as this was the first
health sector project of the Asian Development Bank (ADB) in the Philippines. The evaluation
was judged important to draw lessons which could then inform future engagement decisions in
the sector and to provide inputs for a planned update of the country assistance program
evaluation for the Philippines. The evaluation was conducted 4.5 years after project completion
on June 2002. An operations evaluation mission (OEM) was conducted intermittently for 4
weeks during December 2006 and January 2007. The OEM team visited three provinces
supported by the Project, one in each of the island groups—Agusan del Sur province in
Mindanao, Capiz province in the Visayas, and Quezon province in Luzon.?

2. The evaluation utilized the framework as specified in ADB’s Guidelines for Preparing
Performance Evaluation Reports for Public Sector Operations.® Specific attention was given to
the construction of reference points against which project performance could be measured.
These included both “without” and “before” Project scenarios. Another important aspect of this
evaluation report is the assessment of project performance from the perspectives of
beneficiaries and health care service providers.

3. The evaluation drew upon analysis of national and regional health statistics, beneficiary
household surveys, focus-group discussions, key informant interviews, site visits to the Project-
supported health faciliies, and document reviews.” The key informant interviews were
conducted with senior government officials of the Department of Health, local government units
(LGUs) from provincial and municipal offices, and the National Economic and Development
Authority. Interviews were also conducted with the consulting firms and independent consultants
involved in the Project. Interviews with officials and service providers at provincial and municipal
hospitals, rural health units and barangay® health stations were conducted. The OEM team
conducted over 120 key informant interviews, and visited 9 hospitals (provincial and district), 18
rural health units, and 9 barangay health stations. Ten focus-group discussions were conducted
with maternal care providers (midwives and hilots®) from rural health units that had been
supported by the Project and others that did not receive support. A beneficiary household
survey was conducted in Capiz province. Four municipalities and 17 barangays were included in
the survey. A sample of 102 households was selected using a multi-stage sampling process
(Appendix 1).

ADB. 1994. Report and Recommendation of the President to the Board of Directors on a Proposed Loan to the
Republic of the Philippines for the Women'’s Health and Safe Motherhood Project. Manila.

The OEM comprised Samjhana Shrestha, Mission Leader; Christine Infantado, Portfolio Evaluation Officer; Oscar
Amiel Badiola, Senior Operations Evaluation Assistant; and Marilyn Noval-Gorra, Public Health Specialist
Consultant.

ADB. 2006. Guidelines for Preparing Performance Evaluation Reports for Public Sector Operations. Manila.
Available: http://www.adb.org/Documents/Guidelines/Evaluation/PPER-PSO/default.asp.

The OEM team selected the provinces and the health facilities for the study. The facilities were informed of the
purpose of the OEM visit in advance. Site visits included all upgraded hospitals in the three selected provinces,
more than half of the upgraded rural health units and barangay (footnote 5) health stations, and almost equal
number of rural health units and barangay health stations that were not upgraded. The methodological approach
for household surveys and focus-group discussions is described in Appendix 1.

A barangay is the smallest local-government unit in the Philippines.

Hilots are traditional birth attendants.



4, A project completion report (PCR) was prepared in 2004.” In broad terms, the PCR
considered that the Project was implemented as conceived and had achieved most of its output
targets. The Project was reported to be fully consistent with ADB’s policies for health sector
development and for meeting essential reproductive health needs of the Philippines. The PCR
assessed the Project “successful” based mainly on the achievement of quantitative and
gualitative output targets. The PCR assessed the Project “highly relevant” despite
acknowledging that the Project’s geographical coverage and some outcome targets were overly
ambitious, given the state of the health services at the start of the Project and the short time
frame of the Project. The Project was assessed “effective”, “less efficient”, and “likely”
sustainable. No economic analyses or design and monitoring framework were included in either
the PCR or the report and recommendation of the President (RRP). The PCR also did not
include assessment on the basis of outcome indicators although targets based on those
indicators were specified in the RRP.

5. The PCR noted that the Project was designed at a time when major changes were
taking place in the institutional setup in the health sector and in the operation of local
governments. A major institutional change was the devolution of administrative power to the
LGUs.® The PCR argued that ADB and the Department of Health (DOH) did not fully anticipate
adverse effects of the devolution on project performance and noted that there were delays in
various aspects of project implementation as a result. Some civil works were not completed until
the final stage of implementation and the capacity-building objectives were not fulfilled. The
Project was “...largely dysfunctional pre-midterm review phase...” (footnote 7), and achieved
most of its target outputs only after the midterm review in December 1998 when major changes
in project implementation were introduced.

B. Project Objectives and Expected Results

6. ADB was one of five international partners involved in designing and financing the
national Women’s Health and Safe Motherhood Project (the national WHSMP).® The main goals
of the national WHSMP were to improve the health status of women, particularly those of
reproductive age, and to support the country’s long-term goals of reducing fertility, female
morbidity, and maternal mortality.

7. The ADB-supported components'® had three subcomponents.

0] To improve maternal care support. This subcomponent was focused on
improving the provision of maternal care services and referral systems, and on
strengthening the national Safe Motherhood Programs.

(i) To develop and utilize integrated information, education, and
communication (IEC) strategies. The purpose of this subcomponent was to
make women more conscious of their health needs, and encourage them to seek
health information and health services during and after pregnancy.

" ADB. 2004. Project Completion Report to the Board of Directors on Women’s Health and Safe Motherhood Project
(Loan 1331-PHI). Manila.

8 Health sector devolution became effective in 1991 and started implementation in 1993.

° The title, Women'’s Health and Safe Motherhood Project, is used by both the ADB project and the national project.
The term “the Project” is used in this report to refer to the ADB project, while “the national WHSMP” is used to refer
the national project.

1% The national WHSMP had four components consisting of (i) women'’s health services; (ii) institutional development;
(iii) community partnership for women’s health; and (iv) policy, operations research, and evaluation (footnote 1).
ADB provided support to parts of components (i) and (ii). This report pertains only to the ADB component.



(iii) To support the Project Management Office (PMO). The PMO had
responsibility for coordinating and planning the national WHSMP activities, in
addition to implementing the ADB component. It was also expected to provide
technical assistance, training, information, and logistical support.

8. The Project covered all three island groups—Luzon, Visayas, and Mindanao—and
included 41 provinces.™ The provinces selected were based on high incidences of poverty and
maternal mortality. Eight quantifiable targets specified in the RRP were (i) a 25% reduction of
the maternal mortality ratio, (ii) a 10% reduction in the incidence of low birth weight, (iii) an
increase in prenatal care coverage to 100%, (iv) an increase in the rate of deliveries supervised
by trained attendants to 100%, (v) provision of referral services for all high-risk pregnancies and
obstetric emergencies, (vi) a 50% reduction in the incidence of iron deficiency anemia and
iodine deficiency disorders among women of reproductive age, (vii) a 50% reduction in the
incidence of vitamin A deficiency among children under 1 year of age, and (viii) provision of
tetanus toxoid vaccine to all pregnant women. This list consists of a mix of outcome and impact
targets. The first, second, sixth, and seventh are impact targets; the rest are outcome targets.

. DESIGN AND IMPLEMENTATION
A. Formulation

9. ADB, the Australian Agency for International Development (AusAID), the European
Union, Kreditanstalt fur Wiederaufbau (KfwW) of Germany, and the World Bank cofinanced the
national WHSMP. ADB also provided technical assistance for this project preparation.*?

10. The support provided by other cofinanciers on maternal health, such as that by KfW for
additional medical equipment and AusAID for training of health professionals, was directly linked
with the ADB Project. This focused approach and strong links with the activities of other
financiers enabled the Project to provide good quality medical support for improving maternal
health. The Project adopted the dual strategy of promoting safer delivery both at home and in
facilities. Using this appropriate dual strategy, the Project quickly strengthened the capacity of
hilots and health professionals.

11. The Project would have benefited from more consultation with different DOH units during
its formulation. A more consultative approach involving different stakeholders—including units
within DOH, officials in regional DOH offices, LGU officials, and health professionals—might
have ensured greater ownership of the Project and better understanding of the needs and
challenges of public health care facilities. Such a consultative approach may have led to a more
realistic assessment of constraints to achieving the specified targets, and the formulation of
more realistic targets. There was no baseline data on the targeted population and public health
centers. Information on key reproductive health factors—including catchment population,
number of health workers, accessibility to health facilities, general availability of equipment, and
medical and other supplies—was lacking.

12. The Project was ambitious in its scope and spatial coverage. It included 41 provinces,
despite being the first ADB-supported health project in the Philippines. The health infrastructure
and local capacities in these provinces were fragmented at the start of the Project. While these

1 Originally, 40 provinces were targeted. At the onset of the Project, Kalinga Apayao split to become two separate
provinces under the Republic Act 7878. In total, there are 79 provinces in the Philippines.
12 ADB. 1993. Technical Assistance to the Philippines for Women'’s Health and Safe Motherhood. Manila.



conditions indicated the need for the Project, they also highlighted the potential constraints in
achieving project objectives, especially when activities were thinly spread. These realities were
not adequately considered during project design.

B. Rationale

13. At the appraisal phase, the Government had given high priority to improving women'’s
health and had developed a national program on women’s health. The Project provided support
for implementing this Government initiative. ADB had also accorded high priority to improving
women’s health in the Philippines, and so this Project was in line with the priorities of both the
Government and ADB.

14. At the time of project appraisal, the Philippines had one of the highest maternal mortality
ratios in Southeast Asia. Women'’s health in the Philippines had not been improving at the same
rate as in other countries in the region. The national maternal mortality ratio was 209 per
100,000 live births compared to the rate in neighboring countries such as Thailand (140 per
100,000), Viet Nam (140 per 100,000), and Malaysia (59 per 100,000). The maternal mortality
ratio was even higher in rural areas where medical services were limited (footnote 1).

15. The Project remains relevant to ADB’s country strategy and program (2005-2007),
which considers the health sector as an important area for ADB investment.*® It also remains a
priority sector for the Government as the maternal mortality ratio is quite high. According to
Government estimates, maternal mortality accounts for about 14% of all deaths of women of
reproductive age.™

16. In the millennium development goal (MDG) progress report, the probability of achieving
MDG targets regarding maternal health in the Philippines was considered to be low to medium
unless substantial investments are made in this sector.’® The leading causes of maternal
mortality were identified to be postpartum hemorrhage and hypertension complications of
pregnancy, obstructed labor, and complications resulting from abortion (Appendix 2). Most of
these preventable problems result from inadequate information on family planning, inadequate
prenatal care, poor obstetric care, inadequate management of obstetric emergencies, and weak
referral systems. Maternal mortality has profound effects on the welfare of the household. The
death rate of children under 5 years of age increases by over 50% in the absence of a surviving
mother (footnote 1). Poor maternal health affects women’s productivity and the family welfare.
Safe motherhood is a critical part of any broader strategy for improving women’s health,
nutrition, gender equality, and status. These considerations make the Project relevant in both
the current and past contexts of the need to improve women’s health.

C. Cost, Financing, and Executing Arrangements

17. The Asian Development Fund provided the loan for the Project. The appraisal cost of the
Project was estimated at $67.5 million, of which ADB was to finance 80% ($54 million); the
Government was expected to finance the remaining 20% ($13.5 million). The loan amount was
reduced twice (in May 1999 and July 2001) to the final figure of $33.4 million. Expenditure on
different components was: maternal care (79%), IEC (15%), and the PMO (4%); the remainder

13 ADB. 2005. Country Strategy and Program (2005-2007). Philippines. Manila.

* DOH. 2005. National Objective for Health (2005-2010). Philippines. Manila.

® The Philippines Progress Report on the Millennium Development Goals, cited in ADB. 2005. Country Strategy and
Program (2005-2007). Philippines. Manila.



was for service charges. The budget allocated for training was not utilized at all and only 36% of
the budget allocated for equipment and supplies was utilized. Depreciation of the peso in 1997
by more than 100%*°® also contributed to utilization of only about 50% of the total approved
budget. There were some increases in costs, especially on civil works and on purchase of
delivery tables. An increase in civil works costs resulted from variations in orders and additional
construction required as a result of faulty designs used by the original civil works team.'” The
additional expenditure for civil works amounted to $1.77 million. The breakdown of costs for the
project components at appraisal, and the actual expenditures, are provided in Appendix 3.

18. DOH was the executing agency. The PMO was set up at DOH to plan, manage, and
implement the Project, as well as to monitor and evaluate its performance. DOH and LGUs
entered into project implementation agreements following devolution.’®* The DOH regional
offices coordinated and provided assistance for the implementation of region-wide activities.
Following the midterm review in 1998, the PMO was placed under the newly created Women'’s
Health and Development Program unit within DOH for better institutional support.

D. Procurement, Construction, and Scheduling

19. The Project encountered considerable and repeated delays in civil works and in
procurement of medical equipment and supplies. The construction delays were the result of
poor coordination among the engineers and inappropriate design of health care facilities. The
construction design did not give adequate consideration to the national codes, standards, and
regulations as they related to health care facilities. As a result, substantial modifications of the
civil works were required, particularly for those related to electrical work. Although the consulting
firm was asked to rectify these deficiencies, the design errors persisted. Consequently DOH
terminated the services of the consulting firm and bidding for new contractors continued up until
7 months prior to the final closing date of the Project.

20. Procurement of medical equipment and supplies was substantially delayed due to (i)
difficulties in the preparation and finalization of technical specifications; (ii) difficulties in the
identification and validation of appropriate recipients; (iii) lengthy procurement processes,
particularly in the evaluation of bids, resolution of award, and review of contracts by the Office of
Legal Affairs; and (iv) the Government’s moratorium on procurement in August 1998. In view of
the delays, ADB approved the request of DOH to engage the United Nations Children’s Fund
(UNICEF) as a procurement agent for some micronutrients and medical supplies. However,
even the procurement of these took longer than expected. The last batch of procurement for
medical supplies was contracted in mid-2002. The Project was completed in June 2002, 18
months later than scheduled, after being extended twice. Loan accounts were kept open until
October 2002 to accommodate submission and processing of eligible withdrawal applications.

E. Design Changes

21. The Project was implemented largely as conceived. However, the following changes
were made to avoid duplication and to better synchronize the project activities with the support
provided by other cofinanciers: (i) the provision of the IEC component, micronutrients, and
home-based mother record was expanded to include the whole country rather than being limited

'® The Philippines peso was about P25.57 = $1 at appraisal, and depreciated to about P55 = $1 at the close of the
Project.

" DOH. 2003. Women’s Health and Safe Motherhood Project, Project Completion Report. Manila.

'8 Under devolution, LGUs play the major role in health care delivery and DOH can act only in conjunction with LGUs.



to 41 provinces; (i) some refrigerators for blood banks and for general clinical use were
distributed to hospitals other than those that had been initially identified; (iii) 270 gynecological
examination couches were purchased for the upgraded barangay health stations; (iv) DOH
changed its policy and started to implement the Project directly from 1999 rather than through a
consultancy firm (para. 43); and (v) all funds allocated to tetanus toxoid vaccination and part of
the funds allocated to the micronutrient component were diverted for the purchase of
emergency surgical supplies, with DOH using other funds to provide tetanus toxoid and
micronutrients (footnote 17).

F. Outputs

22. Most of the targets related to physical outputs and capacity-building activities were
achieved, despite the delay of 3 to 4 years. These delays, however, limited the achievement of
other targets such as the provision of support services, scaling up of successful interventions,
and institutionalization of maternal care services. The delay also contributed to poor
synchronization of the project activities with the training provided by AusAID.

1. Maternal Care: Strengthening Referral System

23. The upgrade and renovation of public health facilities was undertaken to strengthen the
maternal care referral systems. Facilities were upgraded and renovated in the provincial and
district hospitals, rural health units and barangay health stations. Lying-in clinics and maternity
waiting homes were constructed and pilot tested to provide added facilities for primary maternal
care.” In total, 550 health facilities were upgraded, which is close to the number initially
planned (Table 1). Fewer provincial hospitals were upgraded than planned as some had access
to assured national funds for maintenance and operation.?° At the request of LGUs, two district
hospitals and three rural health units that were not initially targeted were renovated under the
Project.

Table 1: Summary of Civil Works Completed

Health Facilities Planned Actual Difference
Number Number Number
Provincial Hospitals 40 36 4)
District Hospitals 54 56 2
Rural Health Units 160 163 3
Barangay Health Stations 280 270 (20)
Maternity Waiting Homes 15 15 0
Lying-In Clinics 10 10 0
Total 559 550 (9)

Source: DOH. 2003. Women'’s Health and Safe Motherhood Project, Project
Completion Report. Manila.

24, Renovations and upgrades were carried out in parts of the facilities related to the
provision of maternal care services. At the provincial and district hospitals, the upgrades

19 Lying-in clinics provide postpartum care and stabilization of women suffering from obstetric complications, a safe
delivery location, and a bed in which to rest for a few hours before returning home. Generally, post-delivery
counseling on mother and child care, family planning, and other aspects of women’s health are provided. Maternal
waiting homes provide high-risk-pregnancy women with a temporary residence (where they can be monitored for
obstetric complications) and thereby enable early management by health professionals.

2 These hospitals had been converted to regional hospitals and had received funding from the national budget for
upgrading or renovations.



generally included (i) labor, delivery, and recovery rooms; (ii) examination, operating, septic,
isolation, and sterilizing rooms; (iii) a nursery for intensive neonatal care; (iv) reception and
resting rooms for service providers; and (v) water, sanitation, and electrical facilities. The
upgrades in the rural health units and barangay health stations included (i) the repair of roofs,
ceilings, and gutters; (i) improvements in electricity, water supply, and sanitation facilities; (iii)
the provision of a private room for examinations and counseling; and (iv) the provision of
observation and reception areas for clients. Some of the upgrades were done in facilities that
were housed in very old buildings. Some rural health units were not upgraded as their structural
foundations were judged to be too weak to support the upgrades. Most facilities visited by the
OEM were operational and in use for maternal care purposes as had been planned. However,
some of the upgraded rural health units and barangay health stations did not have the basic
facilities (i.e., running water; sanitation facilities; and sound roofs, ceilings, and gutters) that
were specified in the design. On the other hand, upgrades at some rural health units included
facilities additional to those planned, mainly due to better negotiating skills of the manager of
these health facilities. Almost half of the rural health units were outside the catchment area of
upgraded first-level referral hospitals despite the original plan of locating them within such
catchment areas.?* These discrepancies resulted mainly from insufficient information on health
services and poor planning.

25. The upgraded hospitals were supplied with medical equipment such as anesthesia
machines, blood bank refrigerators, and laboratory refrigerators. Eighty-eight anesthesia
machines were provided as planned, and 92 blood bank refrigerators and 48 laboratory
refrigerators were supplied. During the OEM site visits, anesthesia machines were found to be
in working condition except in one district hospital. However, the OEM was unable to locate
either type of refrigerator in most of the hospitals visited.??

26. The upgraded rural health units and barangay health stations were provided with basic
furniture and transport. The furniture and fixtures included hospital beds, bedside tables,
medicine cabinets, clerical tables, and bulletin boards. Each of the 270 upgraded barangay
health stations was provided with gynecological examination couches. This item had not been
included in the original plan of the Project but was provided later as the cofinanciers had
exhausted the funds allocated for medical equipment. Most of these items were appropriate,
operational, and generally well maintained and utilized.

27. The transportation facilities were provided for the rapid transfer of high-risk women from
their place of residence or from primary health care facilities to the nearest first-level referral
hospital. The Project-funded transportation devices included motorboats, hand-carrier
stretchers, modified tricycles, kuliglig,®> and motorcycles. Each of the upgraded rural health
units was provided with one of these items. Most of the devices in the provinces visited by OEM
were found to be inappropriate for emergency transportation of pregnant women. Even when
they were suited to the purpose, they were too few in number to service the needs of the whole
community. Motorcycles were mostly used for the general operation of rural health units.

2 For example, in Agusan del Sur province in Mindanao, only two of the four upgraded rural health units (in Trento
and Veruela municipalities) were within catchments of the upgraded Bunawan District Hospital.

22 Some of the upgraded hospitals were equipped with refrigerators supplied by the national voluntary blood services
program. The Project-supported refrigerators were diverted to other hospitals as reported in the DOH project
completion report (footnote 17).

% Tractors converted to passenger transport vehicles.



28. As part of improving service delivery capacity, a Life Cycle Approach? was pilot tested
in Leyte and Palawan provinces. The main objective of pilot testing was to provide DOH with an
initial assessment of the benefits of this approach and potential implications of its adoption on a
broader scale. The results of pilot testing indicated that the approach was appropriate for
providing maternal health care and safe motherhood health services as well as other community
health services. On the basis of this finding, DOH recommended adoption of this approach into
all health programs. The OEM did not find evidence of implementation of this recommendation
as health officials interviewed during focus-group discussions were mostly unaware of the
approach.

2. Maternal Care: Support of the National Safe Motherhood Program

29. This component of the Project covered the provision of micronutrients, a home-based
mother record and medical supplies, and the establishment of maternal information systems.

30. The micronutrients distributed were vitamin A and iodine capsules, and ferrous sulfate
(iron) tablets. This intervention was aimed at reducing deficiency disorders among the
vulnerable groups, especially pregnant and lactating women. A total of 270 iron tablets were
allocated per pregnancy for use from the 3rd month of pregnancy to the 3rd month after
delivery. Vitamin A capsules were given to lactating women and iodine capsules were given to
women of reproductive age. Micronutrients were supplied nationwide and were in generally high
demand, but supply was often inadequate.

31. The home-based mother record was used to monitor progress of pregnancies and to
identify danger signs and high-risk pregnancies. Pregnant women received the record when
they first visited health centers for prenatal care. It was used to record the progress and
treatments for the entire duration of the pregnancy. The information recorded was used to
identify and refer high-risk cases to the first-level referral hospitals and to make the required
preparation for delivery. The home-based mother records were supplied nationwide, with more
than 5 million copies in English, Filipino, and various predominant local dialects distributed. This
tool was highly appropriate, was used by all centers for prenatal care, and was effective in
providing a quick overview of the history of the pregnancy.

32. The upgraded health facilities were provided with general reproductive and emergency
obstetric medical supplies. In addition, the main maternal health workers (midwives and hilots)
were provided with safe home-delivery kits. Approximately 1.4 million home-delivery kits were
distributed. The provision of general reproductive and emergency obstetric medical supplies had
not been planned at the design phase but were included as part of a support package during
implementation. The supplies were highly valued by health professionals.

33. The quality assurance initiative focused on improving the public health facilities and the
capacity of service providers. A quality assurance model was developed and successfully pilot
tested in several provinces. Also, a quality assurance manual was developed to facilitate
learning and to serve as an operations manual. The main purpose of the quality assurance
subcomponent was to provide safer and more hygienic health care and privacy during
consultations. The current program to confer a national seal of quality for all public health

% The Life Cycle Approach focused on organizing the health sector to deliver care to clients most at risk, provide
continuous care, develop relationships between clients and service providers, and integrate the health delivery
interventions.



facilities, through Sentrong Sigla®® certification, was based on the initiatives of the quality
assurance subcomponent.

34. The maternal death review and maternal geographic information system were two
subcomponents initiated during project implementation. Two main outputs of the maternal
geographic information systems were the National Health Atlas, and maternal health modeling.
The former provided location-specific information on health care facilities; the latter was a model
developed to gauge the effect of public health facilities on maternal health. The maternal
geographic information system laboratory was established at the Information Management
Services of DOH. Reference materials, manuals, and guidelines for maternal death reviews
were developed. The maternal death reviews were conducted in most of the upgraded public
health facilities.

3. Information, Education, and Communication (IEC)

35. The IEC component was launched to enable women to take proactive roles in seeking
information on health issues, particularly on reproductive health. The IEC plan incorporated
gender perspectives and emphasized women’s right to quality health services. It focused on
empowering women in order for them to achieve better health. Strategies and interventions
were developed to make IEC more responsive to women’s health concerns and to realize its
potential as a cost-effective approach to improving women'’s health.

36. Four activities included in this component were (i) research to determine the level of
awareness, knowledge, attitude, and practice of women’s health; (ii) national advocacy focused
on raising the awareness of LGU executives, civic groups, and communities on women’s
concerns; (iii) the development of gender-friendly and cost-effective materials for improved
communication and wider information distribution; and (iv) the translation and distribution of
prototype messages into English and predominant local dialects.

37. Additional IEC activities undertaken were the development of (i) a website on safe
motherhood; (ii) a midwives’ manual on maternal care;? (iii) an obstetric-emergency calendar;
(iv) monthly advocacy activities, puppet shows, and radio and television programs; (v) DOH
official publications (e.g., Healthbeat); and (vi) the Social Marketing Initiatives for maternity
waiting homes and lying-in clinics, safe home-delivery kits, and micronutrient supplements.

38. Most of the planned IEC activities were completed. The IEC research conducted was
appropriate for addressing women’s health issues, was of good quality, and was based on well-
established methodologies. The midwives’ manual was the most frequently used reference at
the primary care facilities. However, there were some inconsistencies in the generation and
dissemination of information, some of the IEC components were delivered in a fragmented
manner, and links across different subcomponents were limited. Most IEC outputs were
completed towards the end of the Project and so broader implementation was limited. The
allocated budgets for training and support activities were not fully utilized. The institutionalization
of outputs was limited as the training and fine tuning were not adequately accomplished.

= Sentrong Sigla is a joint effort of DOH and the LGUs, aiming to promote availability of quality health services in
health centers and hospitals and to make these services accessible to every Filipino. Its main component is the
certification and recognition program that develops and promotes standards for health facilities. The program is
being implemented nationally.

% DOH. 2000. Midwives Manual on Maternal Care. Manila.
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4, Project Management Office

39. The PMO had the responsibility of coordinating and planning the national WHSMP
activities in addition to implementing the ADB component. It was also expected to provide
technical assistance, training, information, and logistical support. The office carried out its work
through a network of DOH staff including DOH work units, consultants, and contractual staff.

40. The PMO faced considerable difficulties during project implementation. Initially, the office
did not have the support from DOH leadership and lacked the required authority to carry out its
functions (paras. 46—47). In addition, the lack of clarity on the roles and responsibilities resulted
in poor coordination with technical programs and services sections in DOH. The Project was
largely centrally managed by DOH, and consequently the regional DOH offices did not have the
required decision-making authority. Some of the other difficulties were (i) financial management
problems such as slow disbursements and lack of familiarity with aid agency procedures and
reporting requirements, (ii) insufficient capacity and experience to manage the complex project
environment, and (iii) lack of experience in dealing with consultancy firms and individuals. These
problems were aggravated by the loss of coordination, communication, and control when the
health sector was devolved.

41. Following the midterm review, DOH instituted a number of changes. The establishment
of a Women’s Health and Development Unit within DOH, with the full mandate to plan and
coordinate women’s health activities, significantly improved project implementation. The
establishment of the unit provided a stronger institutional base from which to carry out regular
monitoring of progress and performance. Other changes and reforms included direct
involvement of the unit in (i) coordinating technical interventions, (ii) the appointment of separate
directors for administration and program activities, (iii) the hiring of additional finance staff in
regional offices, and (iv) the appointment of an experienced project management consultant. In
addition, a project executive committee, which included regional and provincial health officials,
was established.

G. Consultants

42. Fourteen person-months of international and 387 person-months of domestic consulting
services were included in the project design. The international consultancies were mainly for
providing technical support. The domestic consultancies were intended to support project
management and design, and were for the construction and supervision of the civil works.

43. After a 1-year delay, a consultancy firm, the Philippine Center for Population
Development, was internationally recruited to provide technical support and develop design
plans for civil works and the IEC component. The consultancy firm did not have the required
experience working with government agencies and had never been involved in construction
work. The firm was selected mainly because it was known for IEC work and its bid included an
impressive list of well-recognized consultants. The construction component was subcontracted
to a well-known firm. However, the subcontractor lacked experience in hospital construction.
After more than 2 years, the subcontract was terminated in February 1999 due to poor
performance in civil works. The change in DOH policy to implement the Project directly rather
than through consultancy firms led to the termination of the contract with the Philippine Center
for Population Development.?’

2" DOH had also cancelled the contract of a consultancy firm of another ADB project, Integrated Community Health
Services Project (Loan No. 1396-PHI[SF]).
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44, DOH later hired several nongovernment organizations and individual consultants who
completed most of the planned activities, although this was accomplished on a more limited
basis than was originally envisaged. With the exception of the quality assurance consultant,
none of the previous consultants were rehired.

H. Loan Covenants

45, The PCR reported that the loan covenants were generally complied with. The OEM
found that inadequate attention was given to quality control although formal administrative
procedures were generally followed. For example, the hiring of consultants, procurement, and
operational maintenance records were followed as per the guidelines but inadequate
coordination and supervision resulted in long delays and inefficiencies. Insufficient consultations
were held with regional DOH offices, LGUs at provincial and municipality level, and health
service providers. Final contract payment was generally made upon the inspection by the
regional DOH office and not by the PMO as stipulated. Monitoring and supervision of the
renovated hospitals by the PMO was also limited. The baseline benefit monitoring and
evaluation was not conducted until halfway through the Project.

l. Policy Framework

46. The Project was implemented when the health sector was undergoing major changes
soon after its devolution. The roles and responsibilities of DOH and LGUs for the health sector
were being defined and established. In the devolved system, financing and implementation
arrangements became the responsibility of the LGUs (provinces, municipalities, and barangays)
while the responsibility for overseeing the health sector development for the country remained
with DOH. The lack of experience at the LGUs for designated tasks caused considerable
problems during the initial stages of implementation.

47. The political situation was fluid during project implementation and the country had three
presidents (and six health secretaries) during the 8-year period. The changes in political
leadership saw DOH and the LGUs go through major changes at senior-management level.
These changes in personnel and policies created substantial challenges for project
implementation.

48. The 1997 Asian financial crisis resulted in substantial depreciation of the peso. This
reduced the local costs of the Project in dollar terms.

1. PERFORMANCE ASSESSMENT
A. Overall Assessment

49. Overall, the Project is assessed “partly successful” (Table 2). The rating is one level
lower than assessed in the PCR. The reasons for the variance are (i) the downgrading of rating
for relevance by one level, and (ii) the changes in assigned weights as a result of reduced
numbers of evaluation criteria as specified in ADB’s evaluation guidelines (footnote 3). Separate
assessments of components and subcomponents are provided in Appendix 4.
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Table 2: Assessment of Overall Project Performance

Criterion Weight Assessment Weighted Weighted
(%) Rating Rating
Relevance 20 Relevant 2.0 0.4
Effectiveness 30 Effective 1.7 0.5
Efficiency 30 Less efficient 1.0 0.3
Sustainability 20 Likely 1.6 0.3
Overall Rating Partly 1.5
successful

a Weighted rating was derived from the individual ratings given to each component on the basis
of the budget share. Although the PMO actual expenses were approximately 4%, OEM
assigned the weight of 15% to account for its critical role in project implementation (Appendix
4).

Source: Operations evaluation mission assessment.

50. The Project was consistent with the government policy to address gender and health
issues in compliance with the MDG target, and correctly identified the critical need to improve
the quality of health services for women. Considering that this was the first ADB-assisted project
in the Philippine health sector, and given that PMO was not fully responsible for project
operations (paras. 40, 47), the project design was overly ambitious (paras.
57-58). The project design also failed to provide adequate budget support to implement the
benefit monitoring and evaluation component, and neglected to make adequate provisions for
strengthening the administrative systems, particularly procurement and financial management of
the executing agency (para. 40). Despite the delay, the Project delivered most of the expected
outputs, although the quality of outputs was uneven across components (paras. 71-72).

51. During implementation, the performance of consultants was mixed and the contracted
management consulting firm performed below expectations (para. 43, 68). Given its complexity
and the large number of aid agencies and implementing partners involved, the Project did not
give enough attention to linking its various components and unifying the key participants as a
team. Too much responsibility was placed on the PMO, which had limited capacity, experience,
and stature to assert authority and coordinate the elements of the Project.

B. Relevance

52. The Project is assessed “relevant”. The Project was consistent with government
priorities and ADB’s country strategy and program (paras. 13—16). The Project was an important
step in (i) establishing a platform that facilitated multi-agency collaboration for coordination and
review of all components of the national WHSMP, (ii) identifying needed actions, and (iii)
establishing joint agreements on actions to be taken by all partners involved.

53. The main focus of the Project on improving maternal health was appropriate. The
Project’s dual strategy of making home and facility-based delivery safer was relevant (para. 10).
The Project’s technical design accurately reflected the strategy to reduce the cause-specific
maternal mortality and morbidity by promoting (i) a system for identifying risk, (ii) awareness
regarding the signs of obstetric emergency, and (iii) a system of community-based referral
capable of providing appropriate clinical management and emergency treatments.

54. Technical components of the Project (paras. 28, 30-31, 33-34) were essential and
critical to the success of the national Safe Motherhood Program. The IEC component identified
key information gaps in women'’s health issues and identified appropriate strategies to address
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them. These components supported by the Project were linked with, and built on, maternal
health programs established prior to the Project. Several planned components of the maternal
health programs were pilot tested and implemented as part of the Project (para. 28).

55. The Project was, however, overly ambitious on several fronts (para. 12). It relied on the
PMO staff who had limited experience of national or aid agency-assisted projects. Smooth
implementation of the Project involving multiple aid agencies which supported the activities
through a mix of loan and grant funds would have required a relatively mature institutional setup
that was lacking at that time. The somewhat ad hoc creation of the office at DOH, without clear
definition of the roles and responsibilities of different departments and units, created
coordination and implementation problems (para. 40). The devolution to LGUs that was taking
place added further complications (para. 46). The project design failed to anticipate the
administrative complexities resulting from the devolution and did not incorporate the required
response strategies needed to address the potential implementation problems.

56. Inadequate consultation during project design created ownership problems among DOH
program units and LGUs which played key roles in project implementation and operation (paras.
11, 51). At the time of evaluation, there were still a few staff members within DOH central and
regional offices who did not seem to have ownership of the Project. The project design made
little provision to remedy this difficulty at start up, other than stating in the covenants or
conditions that project implementation agreements should be executed between DOH and
participating LGUs. However, engendering ownership may not have been entirely within the
control of PMO as external factors also affected this aspect (paras. 46—47).

57. The Project was ambitious in its spatial coverage (para. 12). The institutional capacity
was not adequate to take on the complex issues that needed to be addressed in many
provinces. The project design did not adequately reflect these realities.

58. The package of interventions, while appropriate, was too thinly spread (four
municipalities per province and two barangay health stations per municipality) to have a
measurable impact. The actual coverage within the target provinces was limited, as less than
10% of the total health facilities per province were included (Appendix 2). The project design
could have benefited from strategic choices in investment given the contextual factors and
equity issues encountered while selecting the number of municipalities and barangays to be
included. It seems that during the project design a decision was made to increase the number of
provinces and reduce the coverage within each province. The project outcome targets (including
100% supervised delivery and 100% antenatal care) were unrealistic given this level of
coverage. A focused approach of increasing the coverage within the province but keeping the
number of provinces smaller would have improved the performance of the Project, especially in
the context of institutional constraints that were apparent at the time of project design. The
specified outcome targets were unrealistic as project interventions were spread too thinly.

59. The Project remains relevant to ADB’s country strategy and program (paras. 15-16).
The MDG progress report has made a prognosis that the country has to substantially increase
its efforts to improve maternal health to achieve the MDG target. Accordingly, the Government
has given maternal health a high priority and is intensifying its efforts to ensure 100% access to
reproductive health services by 2015 (Appendix 2). For ADB, improvements in maternal health
are aI3208 important in the context of its broader strategy for attaining the nonincome-related
MDGs.

% ADB. 2006. Medium-Term Strategy Il (2006—2008). Manila.
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C. Effectiveness

60. The Project is assessed “effective.” The PCR analyzed the effectiveness in terms of
output targets only. The OEM assessed effectiveness by comparing the achievements with the
specified outcome targets (para 8).? The OEM considers that the Project made substantial
progress towards meeting the outcome targets although the level of achievement varied across
targets. Overall, higher levels of achievement were indicated at local levels than at the provincial
or regional levels. Analyses at different levels of aggregation (regional, provincial, municipal,
and household levels) were conducted for this assessment (Appendixes 1 and 5).*

61. A summary of achievements based on the four outcome targets is provided below.

® Target 1: An Increase in Prenatal Care Coverage to 100%. Household survey
data indicated a high level of achievement at 98% (Appendix 1). In addition, over
98% of the respondents from municipalities with project interventions reported
that they were satisfied with the prenatal services (Appendix 1). An improvement
in prenatal care was indicated by the higher frequency of prenatal consultations
and the higher proportion of women obtaining services from professionally
trained health care providers in intervention municipalities (para. 75). The
aggregate data also indicated positive achievements as prenatal care attendance
by medical professionals increased over time nationally and in high-intervention
and medium-intervention regions (Appendix 5). The targeted 100% coverage
was ambitious given the limited geographic scope and the increasing difficulty of
expanding the extent of the service as the coverage approaches 100%.

(i) Target 2: An Increase in the Rate of Deliveries Supervised by Trained
Attendants to 100%. The household survey data indicated that the proportion of
supervised deliveries in intervention municipalities was 22% higher than in
nonintervention municipalities (Appendix 1). The analysis of aggregate data also
indicated that the proportion of deliveries supervised by trained birth attendants
increased in high-intervention regions, in all but two medium-intervention regions,
in one of the two low-intervention regions, and in all but one of the five
nonintervention regions (Appendix 5). In addition, the proportion of deliveries at a
health facility also increased over time, although home delivery is still the
dominant practice in most regions (Appendix 5).

(i) Target 3: The Provision of Referral Services for All High-Risk Pregnancies
and Obstetric Emergencies.® Household surveys and focus-group discussions
indicated that in intervention municipalities a higher proportion of women with
risky pregnancies consulted health professionals and were satisfied with the
service (Appendix 1). The effectiveness of referral and medical care systems in
intervention municipalities was also indicated by higher frequencies of normal

* Four of the eight quantifiable targets specified in the appraisal report (para. 8) were impact targets. The
assessment based on these impact targets is covered in Section IV Other Assessments.

¥ The impact pathway that shows how the project activities contribute to the achievement of eight targets was not
described in the project document. This makes it difficult to judge the appropriateness of the quantitative targets
specified.

% This indicator is vague on quantitative and qualitative targets. No estimate of the total number of high-risk
pregnancies and obstetric emergencies were made at project design and no baseline estimates were done during
project implementation.
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births and lower frequencies of miscarriages than in nonintervention
municipalities. The home-based mother records distributed by the Project were
used widely to identify high-risk pregnancies and to make referrals to appropriate
medical facilities (Appendix 1). Although the national data for 2003 indicated that
only 44% of women were advised to attend a specific facility when pregnancy
complications existed, the top referral facilities cited were those upgraded by the
Project (Appendix 5).

(iv) Target 4: The Provision of Tetanus Toxoid to All Pregnant Women. Both the
regional and household survey data indicated that the target was only partially
achieved. (Appendixes 1 and 5). Although this was one of the outcome targets at
the project appraisal stage, the project design was subsequently changed and
the funds allocated were used to provide other medical supplies, with DOH
agreeing to provide tetanus toxoid using its own funds (para. 21).

62. The PCR reported that the medical equipment and supplies were procured according to
ADB’s Guidelines on Procurement. The Project contributed to (i) the upgrading of obstetric and
emergency facilities and services, (ii) the establishment of referral systems for basic and
emergency needs, and (iii) the provision of information and support for maternal care services.
Project facilities visited by the OEM were operational and in use. Furthermore, the evaluation
found that some of the Project’s outputs have spread to nonintervention municipalities and
provinces, even at the national level. For example, the upgrade of hospitals in nonintervention
districts in Quezon province was based on the same basic design that was used in the Project.
The quality assurance component is now an established framework for health center ratings and
for providing training to health professionals. Similarly, home-based mother records were also
used outside the project area and these aided effective monitoring of pregnancies. Thus, there
was some evidence of incidental effects outside the Project target areas.

63. The Project was effective in strengthening the capacity of DOH in planning and
managing women’s health projects and in linking various components of health services. The
Project also contributed to strengthening the institutional capacity within DOH for more effective
management of aid agency-funded projects (paras. 97-99).

64. Micronutrient supplements were distributed free to pregnant women. However, delay in
distribution, inadequate, unbalanced and infrequent supplies, and insufficient monitoring of use
limited the effectiveness. Obstetric emergency supplies were made widely available to provincial
and district hospitals (para. 77). However, the supply was provided only once in most cases.
Similarly, disposable home-delivery kits were distributed to the trained hilots in the project target
areas, but in most cases only once (para. 78).

65. The provision of IEC was a part of the strategy for institutional development. Initial
analyses were done to identify the medical, nutritional, and social factors contributing to poor
maternal health and mortality. However, this knowledge was not used adequately and
consistently for advocacy, targeting, and information dissemination. The information brochures,
leaflets, and posters were only distributed towards the end of the Project and the contents were
not adequately explained to the recipients. It was difficult to find evidence of continued use of
the materials (which were developed and produced under the IEC subcomponent) at the
primary and referral health care facilities or at DOH headquarters when these places were
visited during the OEM. Successful practices were not documented or institutionalized, nor was
information about them widely disseminated. Reported successes in LGU advocacy on gender
and governance, empowerment of women, and women-friendly health care delivery in the pilot
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sites had not been disseminated and promoted, either as best practices or as models for other
LGUs to emulate.

66. The training provided by AusAID was also not fully utilized as the implementation of the
IEC component commenced almost 3 years after this complementary training was completed.
This illustrates both the importance and difficulty of coordinating the delivery of assistance
provided by different aid agencies. Performance improved substantially following the midterm
review. The initial delays, however, curtailed the implementation of planned activities and
reduced their effectiveness.

D. Efficiency

67. The Project is assessed ‘“less efficient.” The delay in project commencement, poor
coordination and management, design changes, inappropriate design specifications of medical
equipment, poor supervision and performance of consultants, and cumbersome procurement
and financial management procedures increased the overall cost of the Project.

68. The project activities were poorly coordinated and managed. Several revisions of the
construction design plan and remodeling increased the overall cost. The Project encountered
considerable and repeated delays in the construction of civil works, procurement of medical
equipment and supplies, and the implementation of IEC activities. Design guidelines used
initially for the construction of health facilities were inadequate and did not conform to the
regulations and standards specified by the Government. Costs increased as some construction
work already completed had to be redone to meet the required standards. The additional
expenditure for civil works due to design changes and modifications amounted to $1.77 million
(para. 17). Consultants wer