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This summary of evaluation stud-
ies in the health and popula-
tion sector is the second in the
Assessing Development Im-
pact (ADI) Series of the Opera-

tions Evaluation Department (OED). It pre-
sents the major findings, lessons, issues,
and conclusions of OED’s recent studies
and reports in the sector. OED’s studies
are critical in promoting economic and so-
cial development in ADB’s developing
member countries through feedback to
ADB operational departments and to ex-
ecuting and implementing agencies. Those
who desire more in-depth knowledge of the
subject areas discussed here, e.g., primary
health care, family planning, essential
drugs distribution, education and training
of medical personnel, are referred to the
original studies and reports.

In line with its overarching goal of pov-
erty reduction in its developing member
countries, ADB’s lending in the health and
population sector now supports activities
that will selectively improve the health of
the poor, women, children, and indigenous
people. The nature of ADB lending has
shifted to primary health care and
women’s reproductive health in the rural
areas—financing small clinics and health
outlets rather than district and tertiary
care hospitals (from 36 to 66 percent over
the last 10 years). Similarly, investments in
population activities increased from 2 to
almost 20 percent. There is now less em-
phasis on hardware (physical infrastruc-
ture, equipment)—down from 47 to 19
percent—and more on software (medical
personnel training, health education and
family planning programs, planning and
management, disease surveillance) with
strong emphasis on flexibility.

Substantial changes have been made
in the design of ADB projects: (i) increased
emphasis on preventive and promotive ser-
vices rather than on curative services; (ii)
more beneficiary participation in project
design and implementation; (iii) use of in-
novative and alternative approaches in
health care and family planning; and (iv)
more funds allocated to health care re-
search, health education of the general
public (information, education, and com-
munication), and, most recently, health
regulation.

ADB’s overall approach to the health
sector will be to assist its developing mem-
ber countries in ensuring that their citi-
zens have broad access to basic
preventive, promotive, and curative ser-
vices that are cost-effective, efficacious,
and affordable. Increased access to these
basic services will have a significant im-
pact on morbidity and mortality in the
short to medium term and will provide the
foundation for more comprehensive health
services in the long term. Investment in
the health and population sector is one of
the most effective ways of addressing pov-
erty. Fighting poverty through better
health care and more effective population
planning needs the concerted efforts of
governments, aid agencies, and civil soci-
ety. Years of assistance have revealed a
critical lesson: to succeed, health and
population projects need long-term invest-
ments and commitment by both ADB and
the borrower in a closely coordinated part-
nership.

VLADIMIR BOHUN

Director

Operations Evaluation Department

Foreword

ADB’s overall
approach to the
health sector will
be to assist its
developing
member countries
in ensuring that
their citizens have
broad access to
basic preventive,
promotive, and
curative services
that are cost-
effective,
efficacious, and
affordable.
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Introduction

With the goal to
reduce poverty in
Asia, ADB targeted
disadvantaged
groups – women
and children – in its
projects.
Underwriting
these issues made
a big difference in
women’s and
children’s health
status. Infant and
maternal mortality
dropped.

Over the last decade, the Asian
Development Bank (ADB) has
made major strides in lending
to the social sector, of which
health and population are key

components. Lending for health and popu-
lation over the last two decades amounted
to more than US$1.2 billion. With the goal
to reduce poverty in Asia, ADB targeted
disadvantaged groups – women and chil-
dren – in its projects. Underwriting these
issues made a big difference in women’s and
children’s health status. Infant and mater-
nal mortality dropped. Mortality of children
under five years of age has been reduced by
60 percent in the region over the past
35 years. Reproductive health care (includ-
ing family planning services) has gained
higher acceptance, leading to better child
spacing and better economic opportunities
for working mothers.

The major factor that made health im-
provement possible was better access to
quality health care. Despite various weak-
nesses in project design and implementa-
tion that eroded the expected outcomes of
projects, the impacts were evident due to
the availability of prenatal care, immuni-
zation, and family planning clinics. To real-
ize the fuller impact of health and
population projects, ADB has shifted its fo-
cus since the early 1990s to the rural poor.

The key message derived from ADB’s
past lending is that the poorest will ben-
efit most if the assistance shifts away from
urban hospitals to small clinics and health
centers in rural areas, where primary

health care, women’s health, and repro-
ductive health care (including family plan-
ning services) are most needed. Other
lessons learned are that medical care
should be more preventive rather than
curative; and that the waste of resources
that results from a lack of consultation
with various levels of government should
be avoided. Further, the beneficiaries have
to be consulted and have to realize their
important role as stakeholders to ensure
project sustainability.

However, no comprehensive assessment
had been made to determine the impact
of ADB’s operations in health and popula-
tion until the Operations Evaluation De-
partment undertook three impact
evaluation studies and three audits in
1997–2000 on the health and population
projects in six countries –Bangladesh, In-
donesia, Malaysia, Pakistan, Papua New
Guinea, and Sri Lanka.1  The studies, cov-
ering nine completed projects, outlined
where and why they succeeded or failed.
ADB has since built on these experiences,
plugging the loopholes in project design,
implementation, and monitoring, and has
improved on new projects implemented
since the early 1990s.

1 IE-33: ADB’s Assistance in the Health and Population
Sector in Sri Lanka; IE-44: ADB Assistance in the Health
and Population Sector in Bangladesh, Pakistan, Papua
New Guinea, and Sri Lanka; IE-64: Health and Family
Planning Services Project ; PE-481: Health Services De-
velopment (Sector) Project in Malaysia; PE-483: Health
and Population Project in Indonesia; and PE-512: Second
Health and Population Project in Pakistan.
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The greatest
impact
of ADB’s health and
population projects
was the changed
health status of
mothers
and babies.The most notable impact of the

health and population projects
was the improved health status
of mothers and infants. This re-
sulted from easier access to

health care. Access to clinics also spelled
the success in family planning. Women
thus received the most benefits in the
projects, as better health care and child
spacing opened the avenues to training
and job opportunities.

Health Status: Mothers and Babies
Are Healthier as Diseases Retreat

The greatest impact of ADB’s health and
population projects was the changed
health status of mothers and babies. The
achievements varied among the four
project countries that received assistance
mainly for rural health care, (Bangladesh,
Pakistan, Papua New Guinea, and Sri
Lanka), but the indicators show a general
improvement: fewer mothers dying at
childbirth and fewer infants afflicted by
diseases.

The most significant achievements
were noted in Sri Lanka, where the exist-
ing social services infrastructure was con-
sidered more developed than in the other
project countries. In Sri Lanka, the crude
birth rate, crude death rate, and infant
and maternal mortality rates gradually im-
proved. For example, infant mortality rate
dropped by almost half from 30 per 1,000
live births in 1985 to 17 in 1993.

Bangladesh and Pakistan showed a
similar albeit less dramatic downtrend
during the same period. Bangladesh’s in-
fant mortality dropped from 128 per 1,000
live births to 106, while Pakistan’s120 per
1,000 live births dropped to 88.

However, Papua New Guinea showed
the opposite trend: infant mortality in-
creased from 65 per 1,000 live births in
1985 to 67 in 1993. This was recorded dur-
ing and after implementation of the two
ADB rural health services projects. The
worsening social conditions in the country
were a factor in contributing to increased
infant mortality, although health officials
believe that without the ADB projects the
deterioration of the health environment
would have been more pronounced.

The contrast in impacts between Papua
New Guinea and Sri Lanka could be at-
tributed to governance. Sri Lanka’s stron-
ger social services served as a foundation
that the ADB projects built on to succeed,
whereas Papua New Guinea’s weak gover-
nance cut into the projects’ effectiveness.

Still, despite some obstacles, the over-
all plus side was extensive. The incidence
of diseases in the project countries also
showed a similar downtrend during and
after project implementation. The most
common diseases were malaria, infectious
and parasitic diseases, pneumonia, tuber-
culosis, and diarrhea. The impact of ADB
projects to reduce the incidence of these
diseases, or morbidity, was most discern-
ible in districts where the project com-
ponents provided for basic health units
in very remote areas, for example, the
Gramodaya health centers in Sri Lanka
and the basic health units in Pakistan.

In Pakistan’s project hospitals, the mor-
bidity rates went down slightly from 2.8
percent in 1981 to 2.3 percent in 1990. In
Sri Lanka, the decreasing trend in disease
incidence was evident, especially because
of the extensive immunization activities in
the Gramodaya health centers set up with
ADB assistance. At least 84 percent of the
beneficiaries surveyed in Sri Lanka attrib-
uted the decline in disease patterns to the
presence of the health centers, which cre-
ated awareness of health and diseases and
influenced people to seek early treatment.

Impacts
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Proximity to
health centers
built under ADB’s
projects meant
easier access to

While improvements in health status
cannot be attributed exclusively to ADB
projects, these demographic and health
statistics often reflect health improve-
ments as a whole, and they do represent
general measurements of impacts.

Access to Health Care: Availability of
Prenatal Care and Immunization
Expand Dramatically

Proximity to health centers built under
ADB’s projects meant easier access to pre-
natal health care. A survey among benefi-
ciaries in Bangladesh showed that this
created an important impact. Prenatal
care by trained personnel in most project
districts registered an increase against the
decreasing national trend.

The presence of maternal and child
welfare centers constructed during ADB’s
First Health and Population Project in
Bangladesh helped increase immunization
of infants against such diseases as tuber-
culosis, diphtheria, whooping cough, teta-
nus, polio, and measles. Coverage in
project districts between 1994 and 1998
was high, even exceeding the target.

Home visits by public health midwives
in Sri Lanka for the purpose of registering
and providing care to children and preg-
nant women were made easier as midwives
now resided in their area of work, normally
where the project district centers were
located. The same was true in Bangladesh,
where the percentage of deliveries by mid-
wives in some of the project areas in-
creased from 40 percent in 1993 to 52
percent in 1994.

Easier access meant that women saved
time and money in getting to the facilities.
However, in Papua New Guinea, any gains
in better access were negated by lack of
supplies at aidposts, irregular visits by
health workers, and poor maintenance of
facilities. The breakdown in law and or-
der curtailed maternal and child health

patrols. Infant mortality actually rose in
the country. Even then, prenatal care cov-
erage in Papua New Guinea increased from
56 percent to 70 percent during 1987-1991.

Family Planning: Usage of Condoms
and Pills Rises while Fertility Falls

Access and availability were also found to
be important factors in the acceptance of
family planning, which was closely inte-
grated into ADB’s assistance to health. The
population projects impacted well, judg-
ing from the increasing acceptance of the
various methods in all project countries.
Family planning practices included the use
of pills, condoms, injections, and intra-
uterine devices. The projects contributed
to a reduction in population growth.

In Pakistan, for example, the Second
Health and Population Project contributed
to bringing down the population growth rate
from more than 3 percent per annum at the
time of appraisal to 2.7 percent per annum
by 1998. The fertility rate began to decline,
from 5.8 children per mother in 1982 to 5.6
in 1995.

In Sri Lanka, use of condoms was more
acceptable than pills. Distribution im-
proved from 1988 to 1994, for condoms in-
creasing from an average of 0.3 to 1.2 per
eligible couple, and for pills increasing
from an average of 0.2 to 0.4 packets per
eligible couple. The rate of success in con-
traceptive acceptance in Bangladesh in-
creased slightly from 59 percent in 1993
to 62 percent in 1994. Intrauterine devices
turned out to be the most popular method.
In one district (Kishoregonj) alone, inser-
tions nearly tripled from 5,529 in 1990 to
14,377 in 1994.

But the success in Bangladesh could
have been better if the implementing agen-
cies were integrated. The ADB projects op-
erated under two directorates, one for
family planning and another for health ser-
vices. Each had separate staff and duties.
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Family planning
ensured better
child spacing,
which translated to
better women’s
health, and this
enabled them to
engage in personal
and career
development and
in economic
activities.

The projects had to build separate store-
houses in each district, leading to dupli-
cation and waste. Thus, if governance had
been strengthened and perhaps more
sense of ownership instilled in the execut-
ing agency, a streamlined implementation
could have led to better results.

The Gender Issue: Women Benefit
Most from Information, Training,
and Employment

Considering that almost all the services
provided by the health centers and health
workers were targeted at women’s repro-
ductive health and at children, the impact
on women’s health status was consider-
able. Family planning ensured better child
spacing, which translated to better
women’s health, and this enabled them to
engage in personal and career develop-
ment and in economic activities.

Proper prenatal, natal, and postnatal
care contributed to healthier pregnancies

and childbirth. The health centers, func-
tioning as family planning and as mater-
nal and child health clinics, became
gathering places for women. They partici-
pated in health education talks, resulting
in better awareness among mothers about
health and diseases.

Apart from awareness, the impacts of
the projects on women were seen in terms
of employment and training. Almost all
health care providers, especially nurses,
midwives, and family planning workers,
were women. The women therefore had
more employment opportunities, and bet-
ter training to upgrade their skills.

Poverty Reduction: Better Health
Leads to More Wealth

In assessing poverty reduction, it is difficult
to quantify the economic benefits to a fam-
ily brought about by better health and fam-
ily planning. But the benefits of the health
projects—like easier access to and avail-
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The impact of the
health and
population projects
on the environment
was positive, both
directly and
indirectly. An
increased awareness
of people concerning
improved sanitation
resulted from the
counseling that
mothers received on
baby care.

ability of medicines and health workers,
thereby reducing travel time and costs, and
eventually family size—would lead to higher
productivity and more employment oppor-
tunities. All these contributed to income gen-
eration and thus poverty reduction in the
family. Since ADB assistance opened up
more job opportunities for women as nurses
and midwives, this would definitely have
improved their socioeconomic level and
quality of life.

The Environment: Health Awareness
Leads to Better Waste Management

The impact of the health and population
projects on the environment was positive,
both directly and indirectly. An increased
awareness of people concerning improved
sanitation resulted from the counseling
that mothers received on baby care.
Knowledge about proper disposal of house-
hold refuse and the need to use sanitary
toilets was driven home in talks to moth-
ers at the clinic centers. Public health in-
spectors who were attached to the health
centers received training in sanitation and
environmental care.

Management of hospital waste, proper
housekeeping, and control of infections
emphasized by health managers and medi-
cal staff contributed to an improvement
in environmental sanitation. Thus, no real
adverse effect on the environment was
expected.

Lessons
Learned

While the health and popu-
lation projects had wide
and beneficial impacts,
many weaknesses were
apparent in both project

design and implementation. They ranged
from the lack of funds to sustain the facili-
ties, to resistance from government and
beneficiaries to pay for basic medical care,
to inadequate dialogue with officials at
various levels. The lack of a benefit moni-
toring and evaluation mechanism weak-
ened the impact of the projects.

Maintenance, Governance, and
Ownership Needed to Sustain
Facilities

A perennial problem afflicting most devel-
oping member countries is the lack of funds
to sustain facilities in good condition. Five
of the six project countries (Malaysia was
the exception) did not have adequate bud-
get allocations for operation and mainte-
nance. This reduced the impact of the
health facilities.

Indonesia’s 38 hospitals that received
ADB assistance for infrastructure and
hardware were a case in point. Citing a
lack of maintenance funds, some of the
facilities did not undertake preventive
care of equipment. Small damage eventu-
ally deteriorated to the extent that major
repairs and thus increased costs were re-
quired.

In the other project countries, alloca-
tion of funds was haphazardly made by
line ministries, especially for primary
health care, such as the Gramodaya health
centers in Sri Lanka, the basic health units
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Most developing
member countries
consider health
care to be a social
service to be given
free. The ideas of
levying even
minimal charges
for partial cost
recovery, or
privatization of
medical services,
are not politically
acceptable.

in Pakistan, and the aidposts in Papua New
Guinea. Yet, these centers were catering
to a clientele that had the greatest need
for health care. Meager allocations also
meant shrinking supplies of medicines and
inadequate cold storage
facilities for medicines.

Lack of government financial support
easily translated to neglect when the in-
tended beneficiaries themselves showed
little interest in the poorly maintained fa-
cilities and made no demands. Thus it is
important to ensure beneficiary participa-
tion as early as possible, preferably dur-
ing project planning.

It is suggested in the impact evalua-
tion studies that district health managers,
health care providers, and beneficiaries
be made partners. Only when they are
made to feel that they have a stake will
good governance be sought, which will
improve a project’s success.

Malaysia on the other hand, showed
that, with steady economic growth and
good governance, it was able to maintain
public sector health care from government
budgetary allocations.

Governments Resist Levying Charges
for Health Care: Alternative
Financing Strategies Needed

The issue of generating funds to sustain
facilities continues to be a controversial
one. Most developing member countries
consider health care to be a social service
to be given free. The ideas of levying even
minimal charges for partial cost recovery,
or privatization of medical services, are
not politically acceptable. Cost recovery
as a means of internal resource mobiliza-
tion by hospitals was not promoted or en-
couraged, because the preponderance of
evidence was that the introduction of user
fees reduces the utilization of health ser-
vices by the poor. In fact, the main objec-
tive was to provide health and family

planning services in rural areas, where the
clientele comprised poor, underserved
families.

But Malaysia was the exception. The
government did not want to impose
charges for a different reason: it could af-
ford to provide health care to all its citi-
zens. Malaysia’s level of economic
development presented a different set of
problems to its public health sector. A
shrinking rural population and burgeon-
ing urban sprawl led to a shortage of doc-
tors and nurses in government urban
hospitals. The government responded by
corporatizing the hospitals. Their semipri-
vate status took the staff out of the civil
service salary restriction and allowed
them to compete with the private sector
for staff.

Alternative financing schemes like
some form of insurance package need to
be studied. Thus, unless avenues for
sustainability are found, and scarce gov-
ernment resources can be channeled to the
needy rural areas, access to quality health
care and family planning services will be
a continuing concern.

Need for Better Project Design
and Dialogue with Governments
and Other Partners

Realizing the importance of sustainability,
it has been suggested that ADB should de-
sign projects that build on the successful
components of earlier ones. This means
that future projects should be designed
and implemented keeping in mind not only
the negative lessons learned from earlier
experiences, but also the need to reinforce
the positive impacts of previous projects.

The lack of coordination among vari-
ous government agencies on project imple-
mentation led to waste of vital resources.
For instance, in Pakistan, there was no
technical staff to operate x-ray equipment
provided for under the Second Health and
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Financing for primary
health care including
small clinics and
health outlets as a
share of total lending
in the health sector
increased from 36
percent to 66 percent
in monetary terms
over the last 10 years.

Population Project. In Sri Lanka, only 20
percent of the funds for in-service train-
ing of midwives and public health inspec-
tors provided under the First Health and
Population Project was utilized, because
similar training was provided by other
funding agencies.

Other faulty design issues included the
absence of impact indicators and relevant
baseline data at project preparation, poor
monitoring at implementation, and very
little participation by health care provid-
ers and beneficiaries. The latter instance
in Sri Lanka led to the non-use of some
health centers because of poor location.
Wastage due to overlapping functions of
two directorates in Bangladesh could have
been avoided if consultations with the gov-
ernment on integration of functions had
been held first. Hence linkages and dia-
logue on the government’s national devel-
opment goals and talking to other funding
agencies are needed.

Need for Benefit Monitoring and
Evaluation Tools

The importance of setting up a benefit
monitoring and evaluation system was
proven in the health and population

projects. Performance indicators to mea-
sure the effectiveness of the design or the
impact of the projects were often not in-
corporated. Yet even when there were pro-
visions for monitoring and evaluation in
the project design, they were not vigor-
ously pursued. Plans were waylaid by dif-
ficulties in recruiting consultants or
when counterpart staff was not avail-
able.

This monitoring system would have
tracked the benefits of the project during
and after implementation, and benchmark
data to quantify the impact of the projects
would have been compiled. Such a system

ADB
Strengthens
Lending to
Health and
Population
Sector
would provide valuable inputs for evalua-
tion and thus guide the proper design and
implementation of follow-up projects.

In line with ADB’s renewed empha-
sis on lending to the social sector,
steps have been taken to correct the
weaknesses evident in past projects.
Reforms have been instituted in the

focus, approaches, and monitoring systems
for the sector.

Shift in focus: ADB lending has shifted
from an emphasis on urban hospitals in
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The private sector,
which includes
nongovernment
organizations, is
being tapped more
frequently in
support of
innovative
activities and new
technologies, such
as health
insurance, research
on diseases, and
the framing of
regulations to
control
noncommunicable
diseases like
cancer.

the early years to primary health care and
women’s reproductive health in rural ar-
eas, as well as to children’s health in more
recent years. Financing for primary health
care including small clinics and health
outlets as a share of total lending in the
health sector increased from 36 percent
to 66 percent in monetary terms over the
last 10 years. Similarly, money invested in
population activities jumped from 2 per-
cent to almost 20 percent of the share of
ADB lending for health and population in
the past decade. More emphasis is also
given to preventive rather than curative
services.

Project design change: Substantial
changes have been made in the design of
health and population projects. There is now
more emphasis on women’s health issues
and family planning activities; there is more
beneficiary participation in project design
and implementation; and more funds are al-
located to health care research, to health
education of the general public (through
information, education, and communica-
tion), and most recently to health regula-
tion, such as laws on the use of
pharmaceutical products and higher taxes
on tobacco to discourage smoking.

Innovative health care financing: ADB
is pilot testing new methods in health care
financing. Social insurance schemes that
will relieve cash-strapped governments
from budgetary allocations for health care
are being explored. Supervision of sector
loans will be strengthened and will take
into account the decentralized nature of
the health sector.

Private sector collaboration: The pri-
vate sector, which includes nongovernment
organizations, is being tapped more fre-
quently in support of innovative activities
and new technologies, such as health in-
surance, research on diseases, and the
framing of regulations to control noncom-
municable diseases like cancer. The pri-
vate sector is also being consulted on the

use of less expensive and more effective
technology to immunize children, to com-
bat diseases, and to control HIV/AIDS.

Stronger monitoring: ADB has adopted
more vigorous monitoring of its projects at
all stages of design and implementation.
To begin with, ADB has strengthened its
economic and sector work, and has im-
proved intersector linkages among its vari-
ous units such as environment, social
development, education, strategy and
policy, and integration of family planning
with health investments. A benefit moni-
toring system has been installed to mea-
sure the impacts of projects in
immunization, micronutrient supplements,
case management of tuberculosis, and con-
traceptive practice.

ADB has institutionalized a series of
monitoring and evaluation systems that
will track the real-time progress of
projects. This includes the use of the
Project Performance Management System
(PPMS), the Evaluation Information Sys-
tem (EVIS), and the Postevaluation Infor-
mation System (PEIS).

ADB has also decentralized supervisory
functions to its resident missions, as this
improves monitoring. And in recognition
that greater collaboration with other aid
agencies and nongovernment organiza-
tions contributes to project viability and
sustainability, ADB has intensified dia-
logue, consultations, and collaboration
with them.

In the future, ADB will need to address
several emerging health and population is-
sues:
■ epidemiological transition – there is a

shift from infectious to noncommuni-
cable illnesses, while noting that a pan-
demic HIV/AIDS situation and a
re-emergence of tuberculosis also re-
quire attention;

■ demographic transition – an aging
population; and

■ geographic transition – rapid urbaniza-
tion and the escalating need for basic
health services for the urban poor.
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The Operations Evaluation Department
(OED) supports ADB’s vision of a poverty-
free region by pursuing excellence in evalu-

ation and ensuring its impartiality, integrity, and
independence. OED is responsible for adminis-
tering ADB’s independent operations evaluation
functions, which aim to (i) improve the design
and execution of ADB’s future activities in light
of the lessons learned from its operations, and
(ii) enable ADB to account to its shareholders for
the effectiveness of its development assistance
to its developing member countries.

OED’s mandate has broadened and has be-
come considerably more demanding over the past
several years. In addition to its traditional focus
on measuring the performance of completed
projects, programs, and technical assistance, OED
has intensified its work on (i) preparing in-depth
studies of particular thematic issues; (ii) evaluat-
ing the effectiveness of ADB’s operations, prac-
tices, and procedures; (iii) providing real-time
feedback on ongoing operations; (iv) monitor-
ing and reporting on actions taken by ADB and
its executing agencies in response to OED rec-
ommendations; (v) building evaluation capacity
within and outside ADB to enhance self-evalua-
tion; and (vi) coordinating closely with multilat-
eral and bilateral agencies on evaluation
methodology.

For more information please contact

Operations Evaluation Department
Asian Development Bank
6 ADB Avenue, Mandaluyong City
0401 Metro Manila, Philippines
Telephone: 632-632-4100
FAX: 632-636-2161

Internet: http://www.adb.org/evaluation

ADB’s
Operations
Evaluation
Department

ADB ASSISTANCE TO THE HEALTH AND POPULATION SECTOR
BY MEMBER  As of February 2001

A. Loans

Member No. of Loans Amount ($ million) Percent

Bangladesh 4 134.10 8.0
Bhutan 1 10.00 0.6
Cambodia 1 20.00 1.2
Hong Kong, China 1 19.50 1.2
Indonesia 8 618.30 37.0
Lao PDR 2 25.00 1.5
Malaysia 3 181.53 10.9
Marshall Islands 1 5.70 0.3
Mongolia 2 15.92 1.0
Myanmar 2 63.10 3.8
Pakistan 6 193.40 11.6
Papua New Guinea 8 114.01 6.8
Philippines 4 104.41 6.2
Singapore 1 19.00 1.1
Sri Lanka 2 35.40 2.1
Viet Nam 2 111.30 6.7

Total 48 1670.67 100.0

B. Technical Assistance

Member No. of TAs Amount ($ million) Percent

Bangladesh 9 2.31 5.6
Bhutan 1 0.15 0.4
Cambodia 3 1.40 3.4
Indonesia 16 10.51 25.4
Kiribati 1 0.58 1.4
Kyrgyz Republic 2 1.80 4.3
Lao PDR 4 2.55 6.2
Malaysia 6 2.05 5.0
Marshall Islands 3 0.81 2.0
Micronesia, Fed. States 2 0.30 0.7
Mongolia 5 2.22 5.4
Myanmar 2 0.50 1.2
Nepal 1 0.08 0.2
Pakistan 11 3.89 9.4
Papua New Guinea 11 3.49 8.4
Philippines 11 3.96 9.6
Solomon Islands 2 0.50 1.2
Sri Lanka 3 0.87 2.1
Thailand 1 0.70 1.7
Vanuatu 1 0.05 0.1
Viet Nam 5 2.69 6.5

Total 100 41.41 100.0

C. Regional Technical Assistance (RETA)

Type of RETA No. of RETAs Amount ($ million) Percent

Conference 6 0.64 19.9
Study 5 1.46 45.5
Research 2 1.11 34.6

Total 13 3.21 100.0
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