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Preface

In 2007 the Health, Nutrition, and Popu-
lation Unit of the World Bank drafted a 
discussion paper, “Population Issues in the 

21st Century: The Role of the World Bank,”1 
as background for the World Bank’s new 
sector strategy for health, nutrition, and pop-
ulation. Covering recent changes in popula-
tion trends as well as the relationship among 
high fertility, poor reproductive health, and 
poverty, this paper made a strong case for 
increasing Bank assistance to reproductive 
health and family planning programs, along 
with identifying entry points into high-fer-
tility countries. The paper identified high 
fertility and rapid population growth as ob-
stacles to the achievement of two core Bank 
objectives: economic growth and poverty 
reduction in the developing world. It rec-
ommended increasing financial support 
to family planning and other reproductive 
health programs, with the objective of im-
proving access to health services for the poor 
and other vulnerable groups, including ado-
lescents. Identifying 35 countries with total 
fertility rates greater than or equal to 5 chil-
dren per woman,2 the paper called for further 
analysis to determine the causes of sustained 
high fertility, examining—among others—
unfavorable socioeconomic factors influ-
encing household behaviors, the desire for 
more children, and reproductive health ser-
vices that do not adequately address needs.

In response to this report, the Health, 
Nutrition and Population Unit of the 

Human Development Network, embarked 
on Economic and Sector Work in June 
2008 to (1) conduct a literature review of 
both implications and determinants of sus-
tained high levels of fertility; (2) identify 
and develop case studies on countries that 
were able to address high fertility to analyze 
and understand what works and what does 
not work across countries in regard to ad-
dressing high fertility; and (3) review World 
Bank policies and strategies since 1994 re-
lated to population issues, including global 
and country-specific Analytical and Advisory 
Activities (AAA) products, and World Bank 
lending from 1994 to 2008 to population 
and reproductive health programs with a 
focus on family planning services in these 35 
high-fertility countries to better understand 
the direction and focus of the Bank’s support 
to address high fertility.

The purpose of this analysis is to (1) stim-
ulate debate within the Bank on the Bank’s 
role and actions necessary for improving ac-
cess to family planning and reproductive 
health services in countries with continuing 
high rates of fertility, and (2) better under-
stand how to accelerate the Bank’s support in 
these countries. The primary audience for this 
report is the Bank management and task team 
leaders in charge of programs in the 35 high-
fertility countries and their country partners 
and colleagues.

This report, the third part of this ana-
lytical work, reviews World Bank strategies 
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and policies, Country Assistance Strategies 
(CASs), and AAA work in the 35 high-fer-
tility countries, as well as World Bank lending 

for population and reproductive health, with 
a focus on family planning between 1994 and 
2008.
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Executive Summary

In recent decades many countries world-
wide have made important progress in 
lowering fertility rates, with far-reaching 

consequences in improved health, education, 
employment, and social protection. In many 
countries, fertility rates have declined more 
rapidly than the predictions of even the most 
optimistic demographers. For example, Ban-
gladesh has witnessed a phenomenal decline 
in its fertility rate, from more than 7 children 
per woman in 1970 to an estimated 2.7 chil-
dren per woman in 2009. Similar declines 
have taken place in parts of East Asia, Latin 
America, the Middle East, and North Africa.3

Despite these significant successes, the de-
cline in fertility rates has been noticeably un-
even across the globe. Thirty-five countries,4 
mainly in Sub-Saharan Africa, as of 2007, 
have total fertility rates of 5 and greater live 
births per woman (annex 1), with a very slow 
pace of fertility decline. In these countries, na-
tional averages mask substantial differences in 
fertility levels between the highest and lowest 
economic quintiles, highlighting the critical 
issue of equity and poverty.

Improved sexual and reproductive health 
and access to family planning services have 
broad individual, family, and societal bene-
fits, including a healthier and more productive 
work force, greater financial investment on 
each child in smaller families, reduced public 
expenditures on education and health care ser-
vices, and—very importantly—a means for 
enabling young women to delay childbearing 

until they have achieved education and 
training goals that contribute to their greater 
community and political participation.5 
Studies have also shown that poor reproduc-
tive health outcomes—early pregnancy, un-
intended pregnancy, high fertility, and poorly 
managed obstetric complications—adversely 
affect the chances of poor women, their chil-
dren, and their families to escape poverty.6 
Family planning also contributes to improved 
maternal health by reducing unintended and 
high-risk pregnancies (closely spaced, at very 
young or old ages).

Although many projects have addressed 
the need to expand reproductive health care 
generally and family planning services in par-
ticular, an estimated 215 million women 
worldwide still have an unmet need for con-
traception. And sexual and reproductive ill 
health accounts for one-third of the global 
burden of disease among women of reproduc-
tive age and one-fifth of the burden of disease 
in the world’s population.7 The United Na-
tions expects this number to increase by 40 
percent by the year 2050, as record numbers 
of young people enter their prime reproduc-
tive years.8

In addition to bogging down countries 
in their efforts to achieve economic and so-
cial development, the unmet need for con-
traception worldwide has contributed to the 
estimated 205 million unwanted pregnan-
cies each year—one in five of which end in 
abortion. Half of these 41 million abortions 
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are unsafe,9 making it one of the major direct 
causes of maternal death. Not only is this a 
devastating and tragic reality for many fami-
lies, it also remains an affront to women’s right 
to health and life worldwide.

Despite the acknowledged role of family 
planning services as a powerful investment 
for improved health of individuals and fami-
lies and a potent tool for poverty reduction,10 
family planning activities have had declining 
prominence in international programming 
and financing during the past decade.

Multilateral assistance for family planning 
services through the United Nations system 
has declined while private assistance has in-
creased considerably since 1994.11 Overall 
budget allocations to family planning infor-
mation and services have stagnated, still at the 
same level in 2009 as in 1974, taking into ac-
count current rates of inflation.12 The Bank’s 
share of global funding for population assis-
tance declined from 25 percent in 1994 to 10 
percent in 2004, and population issues have 
not been included in the Poverty Reduction 
Strategy Papers of the high-fertility countries.13

Objectives of the Portfolio Review
A 2007 World Bank discussion paper, “Popu-
lation Issues in the 21st Century: The Role of 
the World Bank,”14 advised the Bank to un-
dertake intensive analytical work to better un-
derstand the determinants and implications of 
sustained high fertility. In response, the Bank’s 
Health, Nutrition, and Population unit re-
viewed the Bank’s support for population and 
reproductive health in 35 high-fertility coun-
tries as a part of its larger economic sector 
work on population and fertility. (High-fer-
tility countries were defined as countries with 
a total fertility rate equal to or greater than 5 

during the study period.) This report summa-
rizes the review of Bank policies and strategies, 
Analytical and Advisory Activities (AAA) re-
lated to population and reproductive health, 
and lending in the 35 high-fertility countries.

Findings of the Portfolio Review
The World Bank had a consistent yet evolving 
policy on population issues from 1994 to 
2008. Over the study period focus shifted 
from the demographic rationale of fertility con-
trol to the health rationale of family planning, 
emphasizing the cost effectiveness of the inter-
vention and its dramatic effect on improved 
health status for women and children, par-
ticularly the poor. Although the Bank has ar-
ticulated well the importance of fertility and 
population issues in many of its key docu-
ments, its lending for population and repro-
ductive health and family planning services 
has not been consistent or commensurate with 
the importance placed on population issues in 
these policy documents.

A majority of Country Assistance Strat-
egies (CASs) in high-fertility countries (75 
percent) discuss population issues in their an-
alytical frameworks, but less than half of the 
countries (45 percent) that cited high fertility 
issues actually made them a strategic focus 
for lending. In many cases in which the CASs 
did make population growth a strategic focus, 
the results frameworks did not propose spe-
cific monitoring indicators to track population 
and reproductive health inputs and outputs. 
The majority of CASs did not provide specific 
recommendations and guidance on lending 
to address high fertility and rapid population 
growth. And countries with multiple CASs for 
the study period have not consistently main-
tained a focus on population issues over time.
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The World Bank has undertaken several 
global AAA on population and reproductive 
health from 1994 to 2008. Although none of 
these AAA products specifically focused on 
the issue of rapid population growth, several 
touched upon the role of family planning ser-
vices in improving maternal health. A number 
of AAA products for the 35 high-fertility 
countries mentioned the role of rapid popu-
lation growth in their health sector analyses, 
but only three AAA products specifically ad-
dressed the issue of high fertility and the need 
for family planning programs or made specific 
recommendations for lending in population 
and reproductive health.

Official Development Assistance (ODA) 
for all countries, including the 35 high-fer-
tility countries, increased for health and 
HIV/AIDS from 1994 to 2007, but lagged 
behind for population and reproductive 
health in both absolute dollars and rate of in-
crease. Similarly, the total World Bank popu-
lation and reproductive health commitments 
in the 35 high-fertility countries was a frac-
tion of overall Health, Nutrition, and Popu-
lation commitments to these same countries 
over the study period. Most ODA and World 
Bank support has gone to countries with 
lower fertility rates (fewer than five children 
per woman). The Bank has provided support 
to other important sectors—such as educa-
tion and gender—in high-fertility countries, 
but further analysis is required to assess the 
effects of multisectoral lending on changes in 
fertility.

Some population and reproductive health 
projects supported by the World Bank have 
been successful in targeting essential health 
services to the poor, creating synergies be-
tween preventing HIV/AIDS and reducing 

the number of unwanted pregnancies, ad-
dressing fundamental health systems issues 
(such as health care worker training, logistics, 
and management), and ensuring improved 
financial access to services for vulnerable 
groups. All of these are critical for delivering 
quality reproductive and family planning ser-
vices. When reproductive health and family 
planning services are bundled into other 
health service packages or larger sector-wide 
objectives, details about specific family plan-
ning components, descriptions of the means 
for operationalizing family planning services 
in the field, and the supervision and moni-
toring of inputs and outputs are less clear—
leaving the review unable to determine which 
service delivery model was most effective at 
improving services.

The review took an in-depth look at the 
World Bank’s sector-wide approach (SWAp) 
for health to determine if this approach con-
tributed to improved population and repro-
ductive health outcomes, reviewing internal 
assessments of the SWAp conducted by the 
Independent Evaluation Group at the World 
Bank and the Implementation Completion 
Reports of individual SWAps in the 35 high-
fertility countries. The review was unable to 
attribute improved population and reproduc-
tive health outcomes to the SWAp. Individual 
countries are realizing certain anticipated 
benefits of the SWAp, such as strengthened 
country health sector capacity for plan-
ning, budgeting, and management or greater 
country leadership in setting the direction of 
the sector. But weaknesses in the monitoring 
and evaluation of SWAps persist. In some 
cases the SWAp led to implementation de-
lays. Most important, little evidence supports 
the hypothesis that the SWAp has benefitted 
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either health outcomes or the effectiveness of 
the overall sectoral program and policies.

Closer country-by-country analysis 
would help identify the factors contributing 
to successful family planning programs in 
high-fertility countries and better inform the 
design of future programs. Country-specific 
analysis would enable reviewers to overcome 
the obstacles created by diverse project out-
comes, monitoring and reporting issues, di-
verse service delivery mechanisms, health 
systems bottlenecks and governance issues at 
the country level, and variety in the level of 
other donor and in-country support to popu-
lation growth issues.

Recommendations
The policy documents of high-fertility coun-
tries should better articulate the links among 
high fertility, overall health, nutrition, and 
population outcomes, and the poverty reduc-
tion goals. Many more of the Bank’s CASs in 
high-fertility countries need to (1) discuss the 
role of fertility reduction policies, especially in 
improving maternal health; (2) make fertility 
reduction a strategic focus; (3) sustain the 
focus on this critical area over time; and (4) 
have clear recommendations for subsequent 
lending to affect the determinants of fertility.

The Bank needs to reassess its level of sup-
port for population and reproductive health, 
aligning it with the Bank’s strong recognition 
of the link between high fertility and poverty 
reduction and of the role of family planning 
in improved maternal and child health out-
comes. The Bank should develop methods to 
better monitor support to family planning ac-
tivities within larger reproductive and primary 
health projects, quantifying the inputs to re-

productive health and family planning pro-
grams needed to produce tangible changes in 
fertility rates and assessing the effect of multi-
sectoral lending on fertility rates. Finally, the 
Bank needs to ensure continuity in funding 
for family planning, especially for high-fer-
tility countries over the long term.

More analytical work should be commis-
sioned within the Bank to study the effects 
and burdens of rapid population growth on 
high-fertility countries and create the evidence 
base for policy dialogue with the country gov-
ernments. Health sector analyses for high-
fertility countries should address the issue of 
high fertility and make specific recommen-
dations for program interventions to address 
high fertility to be addressed through subse-
quent Bank support.

The Bank projects with components on 
fertility should use appropriate indicators spe-
cific to fertility (such as contraceptive preva-
lence rate or adolescent fertility), and collect 
baseline and endline data to ensure better mon-
itoring of results and greater accountability. 
Standard indicators for baseline and endline re-
sults should be reported in a systematic way, in-
dicating when or why data are not available.

A more systematic approach to main-
streaming population issues within the core 
agendas of the Human Development and Pov-
erty Reduction and Economic Management 
networks would greatly enhance the adoption 
of a multisectoral approach.

It is important for the Bank to leverage its 
comparative advantage through its collabora-
tion with a wide array of development partners 
such as the UNFPA, UNICEF, WHO, bilat-
eral, multilaterals, civil society organizations, 
the private sector, and local communities.



1
1. World Bank Health, Nutrition, and 

Population Sector Strategies and 
Policies on Population

The World Bank had a consistent yet 
evolving policy on the issue of rapid 
population growth from 1994 to 2008, 

moving from an early focus on rapid popula-
tion growth as an impediment to economic 
growth to one that sees family planning as a 
key investment for improving health status, 
reducing poverty, and improving equity. Over 
the study period focus shifted from the de-
mographic rationale of fertility control to 
the health rationale of family planning, em-
phasizing the cost effectiveness of the inter-
vention and its dramatic effect on improved 
health status for women and children, par-
ticularly the poor. After 1994, the Bank em-
braced the recommendations of the 1994 
International Conference on Population and 
Development in Cairo, which stressed the 
need to integrate family planning into a ho-
listic approach to reproductive health and 
rights and called for multisectoral support in 
other social sectors such as gender and educa-
tion, as well as support to policy development 
and analytical work. (See annex 2 for details 
of these policies.)

Policies before the 1994 
International Conference on 
Population and Development
Throughout the 1950s and 1960s the World 
Bank expressed concern about the negative 
consequences of population growth on eco-
nomic development. Although the Bank’s 
main focus was on promoting economic 
growth through investments in infrastructure 
and public utilities, an increasing consensus 
emerged from economic and demographic lit-
erature of the 1960s that rapid population 
growth was a major hindrance to economic de-
velopment.

By the late 1960s the World Bank had 
committed to supporting projects with a 
clear objective of slowing population growth 
through direct support to family planning ser-
vice delivery, with the first loan approved for 
Jamaica in 1970. In 1979 it created the Popu-
lation, Health and Nutrition Department, and 
soon thereafter, the Bank committed itself to 
direct lending in the health sector. The policy 
paper recognized the importance of providing 
services to the poorest groups in society and 
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drew a tighter link among health sector activi-
ties, poverty alleviation, and family planning.15

With publication of the 1984 World De-
velopment Report, Population and Develop-
ment, the Bank explicitly acknowledged the 
benefits of population programs for the overall 
health sector. The report stated that popula-
tion programs contributed to improved overall 
health, particularly for women and infants, 
and ensured that women could benefit from 
a greater range of economic and educational 
opportunities by delaying and spacing their 
births. This report also highlighted the im-
portant fact that family planning programs 
offered the greatest potential benefits for the 
poor, who tend to have higher fertility and 
mortality rates.

The 1993 World Development Report, 
Investing in Health, reaffirmed that family 
planning services were not only critical for 
helping couples achieve their fertility goals but 
also an effective means for reducing maternal 
and child mortality and morbidity. Family 
planning services were among the more cost 
effective interventions in health, according to 
an analysis of cost per disability-adjusted life 
years.16 The report recommended that family 
planning be included in every country’s essen-
tial health care package.

The 1994 International Conference 
on Population and Development 
and the World Bank
The 1994 International Conference on Pop-
ulation and Development (ICPD) in Cairo 
broadened the population policy agenda 
from a sole focus on meeting fertility reduc-
tion targets to a more holistic vision of sexual 
and reproductive health and rights, including 

social and economic policies to empower 
women. The program addressed population 
issues through people-centered approaches, 
taking particular account of gender equity and 
human rights.

The World Bank policy paper, Population 
and Development: Implications for the World 
Bank, prepared for the 1994 ICPD conference 
supported “an emerging consensus that popu-
lation policy should be integrated with broad 
social development goals, and that population 
program strategies should build on linkages 
between demographic behavior and social and 
economic progress.”17 Core recommendations 
on population issues included:

 Æ Work with countries experiencing very 
high rates of population growth to address 
unmet need for services, with special at-
tention to the protection of human rights.
 Æ Integrate population policy and objectives 

within broader social goals and policies, 
such as family welfare, education—espe-
cially of girls—and overall improvement 
in the status of women.
 Æ Develop country-specific strategies, taking 

into account that country’s particular 
needs, cultural values, and financial and 
institutional constraints.
 Æ Focus population programs on providing 

access to services for the poor, with inter-
ventions responsive to individuals’ par-
ticular fertility-regulation and broader 
reproductive health needs.
 Æ Integrate reproductive health services—

family planning, maternal care, and 
treatment for sexually transmitted infec-
tions—as a component of a comprehen-
sive primary health care package.
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Post-ICPD World Bank Policies on 
Population Issues
The World Bank’s 1997 Health, Nutrition, and 
Population (HNP) Sector Strategy called high 
fertility a major development challenge and in-
cluded it in the strategy’s first strategic direc-
tion, “to assist client countries to improve the 
health, nutrition, and population outcomes of 
the poor, and to protect the population from 
the impoverishing effects of illness, malnutri-
tion, and high fertility.”18 The rationale for ad-
dressing high fertility was twofold: 1) rapid 
population growth places a heavy burden on 
health systems and social services, and 2) lack 
of access to family planning and maternal 
health services is causally linked to high ma-
ternal mortality. Additional measures included:

 Æ Linking reproductive health policies to 
girls’ education, the status of women, and 
overall poverty reduction.
 Æ Preventing unwanted pregnancies through 

information and contraceptive choice and 
by training female workers at the commu-
nity level to provide family planning ser-
vices.
 Æ Facilitating safe pregnancy, deliveries, and 

motherhood by preventing and managing 
pregnancy complications and eliminating 
unsafe abortion.
 Æ Promoting positive health practices such 

as safe sex, early treatment of STIs, birth 
spacing, and education.
 Æ Preventing harmful social practices such as 

early marriage, gender discrimination, do-
mestic violence, and genital mutilation.

The Bank’s 2000 note, Population and 
the World Bank, reiterated many of the same 
points made in earlier strategies.19 Policies 

should build on the link between population 
and human development. And a multisectoral 
response is needed to provide a sustained, syn-
ergetic support for family planning, child sur-
vival, maternal health, girls’ education, and 
women’s empowerment and autonomy.

The 2005 World Bank paper, Improving 
Health, Nutrition and Population Outcomes in 
Sub-Saharan Africa: The Role of the World Bank, 
explicitly stated that high fertility is an impedi-
ment to economic growth in Sub-Saharan Af-
rica because of the unbalanced demographic 
structure and high dependency ratios resulting 
from rapid population growth.20 The paper 
further stated that high fertility, along with ill-
ness, malnutrition, and premature deaths, is 
becoming an increasingly important determi-
nant of poverty. It advocated multisectoral ac-
tion— a comparative advantage of the World 
Bank’s development capacity—to improve 
health, nutrition, and population outcomes.

The World Bank’s 2007 Healthy Develop-
ment: The World Bank Strategy for Health, Nutri-
tion and Population Results is also aligned with 
the commitment embedded in the 1994 Pro-
gram of Action for the International Conference 
on Population and Development. Recommen-
dations do not focus solely on population or 
fertility; rather, the strategy recommends that 
health systems should provide a comprehensive 
package of services that includes family plan-
ning, prevention of unsafe abortion, safe preg-
nancy and delivery, postnatal care, and the 
prevention and treatment of STIs, including 
HIV/AIDS. The 2007 strategy further stated 
that the HNP sector would be accountable to 
report on two intermediate indicators measuring 
access to family planning services: contraceptive 
prevalence rate among women of reproductive 
age and unmet need for contraception.
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2. World Bank Country Assistance 
Strategies in the 35 High-Fertility 
Countries

A majority (75 percent) of the Country As-
sistance Strategies (CASs)21 for high-fer-
tility countries22 since 1994 reviewed for 

this report discussed population issues in their 
analytical frameworks, but only 45 percent of 
the countries that cited high fertility issues ac-
tually made them a strategic focus for lending 
(see annex 3). In some cases where the CASs 
did cite population growth as a strategic focus, 
the results frameworks did not propose specific 
monitoring indicators to track population and 
reproductive health inputs and outputs. Most 
CASs did not provide specific recommenda-
tions and guidance on lending to address high 
fertility and rapid population growth. And 
countries that have multiple CASs for the 
study period have not consistently maintained 
a focus on population issues.

Findings
Of the 78 CASs reviewed for this report, 75 
percent discussed high fertility or population 
issues in the analytical framework, demon-
strating that country governments, the World 
Bank, and other stakeholders did acknowledge 
the critical importance of population issues in 
the country’s overall development framework.

The implications of high fertility or rapid 
population growth most often discussed in the 

CASs included in the review were the impact 
on economic growth and on the health sector. 
Thirty-eight CASs (48 percent) acknowledged 
that high fertility and population growth are 
an economic development challenge, 31 iden-
tifying them as a challenge for the health sector 
because they worsened health outcomes (such 
as maternal mortality) and challenged ser-
vice delivery. Other implications identified in 
the CASs included: environmental issues sur-
rounding deforestation or desertification, ed-
ucation, inequity, gender, and agriculture. 
Thirty-seven CASs mentioned that the link be-
tween high fertility and population growth and 
poverty is manifested in decreases in overall 
national gross domestic product (GDP).23

Of the CASs that cited high fertility or 
population growth issues, less than half actu-
ally made them a strategic focus in their sub-
sequent recommendations for lending. Even 
when high fertility or population growth was 
identified as a development challenge, it did 
not necessarily become a focus for subsequent 
Bank lending.

Of the 22 countries with two or more 
CASs during 1994–2008, four (18 percent) 
sustained the focus on population issues over 
time, while 18 (82 percent) did not sustain a 
focus on high-fertility issues.
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After the introduction of the Millennium 
Development Goals (MDGs) in 2000, indi-
cators such as girls’ education, maternal mor-
tality ratio, use of skilled birth attendants, and 
antenatal care coverage became more promi-
nent in the results matrices of the CASs (table 
1). The Bank’s use of contraceptive prevalence 
and total fertility rates as indicators declined 
after 2000—perhaps because the target for 
universal access to reproductive health (MDG 
5b), with unmet need for family planning and 
contraceptive prevalence rates as indicators, 
was only introduced in 2007.

Of the CASs (28) that identified high fer-
tility as a strategic focus, only 67 percent (19) 
proposed indicators on population and fer-
tility (total fertility rate, population growth, 
and contraceptive prevalence rate) in the re-
sults matrix.

CAS recommendations for subsequent 
lending do not seem to give clear advice on 
high fertility. Only two CASs (Ethiopia 1997 
and Guinea 1997) explicitly indicated that 
high fertility would be addressed by a multi-
sectoral project or concomitant operations in 
different sectors (such as education, women’s 
empowerment) to influence fertility outcomes 
during the CAS period.

CAS coverage of population issues24

The 2003 CAS for Niger not only acknowl-
edged that high fertility and rapid popula-
tion growth were major problems but also 
used fertility as one of the CAS performance 
benchmarks. Moreover, a 2004 population 
Economic Sector Work strengthened Niger’s 
in-country policy dialogue on population is-
sues, resulting in a stand-alone Bank popula-
tion operation, the first population-specific 
operation in the Africa Region in many years. 
The preparation of a national population and 
reproductive health strategy was a CAS bench-
mark as well as a lending trigger, and repro-
ductive health was included in one of the CAS 
pillars. Other Bank partners, such as the Eu-
ropean Union and the United Nations Pop-
ulation Fund, have joined the effort. And 
population issues are also a high priority in the 
World Bank’s Rural and Social Policy Reform 
Credit Development Policy Lending Project 
for Niger.

The 2006 and 2009 CASs for Yemen des-
ignated high fertility as one of five key CAS 
areas. The list of indicators includes popula-
tion growth rate, linked to economic growth 
and water supply. High fertility rates are docu-
mented, as is the significant youth population. 

Table 1 |  Population and Reproductive Health as Country Assistance Strategy 
Monitoring Indicators

Country Assistance Strategy monitoring indicators
Fiscal 1995–2000 
(percent, N=34)

Fiscal 2001–08 
(percent, N=34)

Total fertility rate 21 15

Contraceptive prevalence rate 29 35

Girls’ education, secondary school enrollment 53 73

Maternal mortality ratio, skilled birth attendance, antenatal care 29 79

STI, HIV/AIDS 47 85

Note: The result matrix could be found for 68 of the 79 Country Assistance Strategies.
Source: World Bank Country Assistance Strategies (CAS) for the 35 high fertility countries.
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A national population strategy to address these 
issues is in place. The Bank also commissioned 
AAA work on Yemen’s population policy in 
2003 and in 2005 and is preparing a Health 
and Population Project, which is scheduled for 
approval in December 2010.

Burundi’s 1995 CAS links population 
growth with food production and the environ-
ment. The government agenda includes the 
generation of a national population policy to 
reduce demographic growth. A proposal for 
a “Health and Population” lending project is 
currently under preparation.

Timor-Leste’s 2005 CAS links the popula-
tion growth rate with per capita income, pov-
erty, food security, and land use, and mentions 
the growing youth population in connection 
with the need for job creation. A population 
AAA proposed in the CAS has been com-
pleted, and family planning is included in the 
CAS’s service delivery pillar.

The CASs (as of July 2006) for Dji-
bouti, Madagascar, Mali, Mozambique, and 
Sierra Leone did not mention fertility issues. 
The CASs for the remaining high-fertility 
countries mention fertility issues at least 
contextually.

Even though in many cases the CASs do 
identify high fertility and population growth 
as major developmental issues, these CASs do 

not necessarily make population and fertility 
a strategic focus, propose specific indicators 
to monitor progress, or offer clear advice on 
lending to address fertility issues. And men-
tion of population issues in earlier CASs for 
high-fertility countries does not ensure that the 
focus will be sustained over time. The CASs 
for high-fertility countries need to forge tighter 
links among the developmental challenge of 
high fertility, its inclusion as an area of stra-
tegic focus, and subsequent advice and lending 
for population and reproductive health.

Fertility issues in recent Poverty 
Reduction Strategy Papers for high-
fertility countries
A 2007 World Bank review25 of the most re-
cent Poverty Reduction Strategy Papers 
(PRSPs) of the high-fertility countries (27 
countries had most recent PRSPs available) in-
dicated that about half recognized population 
growth as an issue for poverty reduction and 
had objectives or strategies to address the issue 
and at least one indicator. Five PRSPs had at 
least one policy; five more had both a policy 
and an indicator. Thirteen had neither a policy 
nor an indicator related to population and 
family planning. Most had an indicator on 
condom use as a prevention measure for STI/
HIV/AIDS, but not for family planning.
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3. Analytical and Advisory Activities  

on Population Issues and within  
the 35 High-Fertility Countries

The World Bank has commissioned An-
alytical and Advisory Activities (AAA) 
work in population and reproductive 

health issues both as an overall issue and also 
with a specific focus on the 35 high-fertility 
countries—but without a clear focus on the 
impact of high fertility and rapid popula-
tion growth on the health of women and chil-
dren or on the burden of excessive fertility in 
other key development sectors such as edu-
cation. High-fertility countries would ben-
efit from focused analyses of the costs of high 
fertility for development objectives—such as 
poverty reduction—and from convincing and 
thoughtful advice on how to scale up crucial 
family planning services to address these issues 
within countries.

Findings
Eighteen of the 72 analytical products ana-
lyzed for this review (25 percent) had popula-
tion and reproductive health as a primary or 
secondary theme.26 Only 8 of the 35 high-fer-
tility countries (23 percent) had any analytical 
work focused on population or reproduc-
tive health as a primary or secondary theme: 
Burkina Faso, Ethiopia, Kenya, Mali, Niger, 
Uganda, Yemen, and Zambia.

Three studies, funded by World Bank, 
published during 1994–2008 addressed wom-
en’s reproductive health and maternal health 
as their major theme: Investing in Maternal 
Health: Learning from Malaysia and Sri Lanka 
(2003), Sparing Lives: Better Reproductive 
Health for Poor Women in South Asia (2009) 
and Obstetric Care in Poor Settings in Ghana, 
India and Kenya (2007). None of these reports 
reviewed focused on high fertility or rapid 
population growth as key development issues, 
although several mentioned the importance of 
family planning as a key intervention for im-
proving maternal health.

The 2003 World Bank report Investing in 
Maternal Health: Learning from Malaysia and 
Sri Lanka comprehensively analyzes the fac-
tors behind declining maternal mortality in 
these countries during the past 50–60 years 
and explores the magnitude of health systems 
expenditure on maternal health.27 The report 
concludes that fertility reduction is associated 
with declining maternal mortality ratios at 
certain stages of health systems development, 
and that political will, adequate investment, 
and district-based planning are critical compo-
nents of successful programs.
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Sparing Lives: Better Reproductive Health 
for Poor Women in South Asia comprehen-
sively reviews women’s reproductive health in 
five South Asian countries, demonstrating the 
links among poverty, inequality, and women’s 
health. The report describes the use and quality 
of reproductive health services (including the 
barriers to use and supply of family planning 
services), identifies the household and indi-
vidual characteristics that affect reproductive 
health status and use of services, and presents a 
simple, effective method for regional decentral-
ized action planning to improve reproductive 
health services and outcomes.

The 2007 World Bank–BNPP report, 
Obstetric Care in Poor Settings in Ghana, India 
and Kenya, studies maternal morbidity and 
mortality in the developing world in order to 
influence policies on appropriate services.28 
The study investigates recent maternal deaths 
to understand the level and causes of ma-
ternal mortality; analyzes the utilization of 
obstetric services (routine antenatal and de-
livery as well as emergency obstetric care), in-
cluding the delays and barriers to utilization 
of emergency obstetric care and the socioeco-

nomic and access factors determining the use 
of professional delivery care; and assesses the 
adequacy of emergency obstetric care pro-
vided by selected health facilities. The rec-
ommendations for all three countries include 
a very strong plea for comprehensive family 
planning services.

Only 8 of the 35 high-fertility countries 
had country specific analytical work with pop-
ulation and reproductive health as a primary 
or secondary theme.29 Although most of the 
analytical work addressed general aspects of 
population and reproductive health, a few ex-
amples did discuss rapid population growth 
and high fertility and their impact on other 
important development sectors such as health, 
education, and food supply. These also em-
phasized the importance of a strong family 
planning component within health projects 
to help reduce the burden of high maternal 
mortality due to excessive fertility, reduce the 
number of unwanted pregnancies, and ad-
dress high unmet need for contraception. Spe-
cific examples include AAA work in Mali, the 
Democratic Republic of Congo, Niger, and 
Yemen.
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4. Official Development Assistance and 

World Bank Lending for Population  
and Reproductive Health in the  
35 High-Fertility Countries

Both World Bank and official develop-
ment assistance (ODA) commitments 
to population and reproductive health 

did not increase much from 1994 to 2008. 
And population and reproductive health was 
only a fraction of total World Bank and ODA 
spending for health for all countries as well as 
the 35 high-fertility countries.

Official Development Assistance 
for Population and Reproductive 
Health
While total ODA for health rose fivefold from 
US$3,823 million in 1995 to US$15,264 mil-
lion in 2007, commitments for reproductive 
health increased only about 61 percent, from 
US$1,143 million in 1995 to US$1,835 mil-
lion in 2007. The overall ODA for health in-
creased mostly because the ODA for STIs 
including HIV/AIDS increased (figure 1). 
And the highest ODA commitments (both 
per capita and overall) for population and re-
productive health did not necessarily follow 
fertility rates: much of the ODA for popula-
tion and reproductive health went to countries 
with a total fertility rate of fewer than 5 chil-
dren per woman (figure 1).

Total ODA commitments for the 35 
high-fertility countries show a similar trend: 
a fast-paced increase in overall commitments 
for health and HIV/AIDS and a slower pace 
for population and reproductive health. Com-
mitments to population and reproductive 
health for these 35 countries increased from 
$150 million in 1995 to $432 million in 
2007, a 188 percentage increase, while overall 
ODA for health increased from $915 million 
to $4,928 million—an increase by 438 per-
centage points (figure 1).

World Bank Commitments for 
Population and Reproductive 
Health
The World Bank’s commitments for popula-
tion and reproductive health—both for all 
countries and for the 35 high-fertility coun-
tries—also did not increase as rapidly as its 
commitments for health and for HIV/AIDS. 
Total World Bank Health, Nutrition, and 
Population commitments to health in 35 
high-fertility countries from 1994 to 2008 
was $4,495 million, while commitments to 
population and reproductive health was $590 
million (13 percent;30 figure 2). The Bank’s 



10

Review of World Bank Assistance to Family Planning Activities in 35 High-Fertility Countries | 1994–2008

continuing portfolio plus new commitments 
to population and reproductive health in-
creased steadily from about $175 million in 
1994 to about $300 million in fiscal year 
2004, but the share of those population and 
reproductive health commitments in total 

health lending has fallen during the study pe-
riod, from about 18 percent to less than 10 
percent (figure 3).

Both World Bank and ODA commit-
ments to population and reproductive health 
remained fairly flat from 1994 to 2008. And 

Figure 1 | ODA Commitments for Health, 1995–2007
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Figure 2 | World Bank Commitments for Health, 1994–2008
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they continued to be a fraction of overall 
spending for health in all countries as well as 
in the 35 high-fertility countries (figures 2 and 
3). Please refer to annex 4 for a list of high-

fertility countries ranked by level of World 
Bank Health, Nutrition, and Population com-
mitments.

Figure 3 |  Share of Population and Reproductive Health in Total World Bank and 
ODA Commitments to Health (percent)
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5. World Bank Support for Population  
and Reproductive Health Projects  
with a Focus on Family Planning  
in the 35 High-Fertility Countries

This study reviewed World Bank-sup-
ported population and reproductive 
health projects in the 35 high-fertility 

countries (total fertility rate equal to and 
greater than 5) between 1994 and 2008 to as-
sess the level and type of World Bank support 
for activities specifically related to fertility re-
duction and the expansion of family planning 
services (see annex 5 for details on project se-
lection and methodology).

Five of the 35 high-fertility countries (An-
gola, Djibouti, Equatorial Guinea, Tanzania, 
and Togo) did not receive World Bank sup-
port specifically for population and reproduc-
tive health from 1994 to 2008.

In the remaining 30 high-fertility coun-
tries, the Bank approved 75 projects focused 
on population and reproductive health be-
tween July 1, 1994, and June 30, 2008. Of 
those projects, 36 had health interventions af-
fecting fertility or family planning, including 
the following activities:

 Æ Provision of family planning services 
through public health facilities, commu-
nity health workers, and private sector fa-
cilities, including social marketing.

 Æ Information, education, and communica-
tion activities on family planning, from 
one-to-one personal interactions to na-
tional campaigns.
 Æ Procurement of modern contraceptives.
 Æ Training of medical health personnel in all 

aspects of family planning service delivery, 
including community-based health family 
planning.
 Æ Policy development, including support for 

the development of a population policy, 
surveys and data collection to assess fer-
tility levels, secondary analysis of data for 
related analysis, and workshops or meet-
ings to discuss the evidence.

Findings
Of the 36 World Bank projects that had health 
interventions affecting fertility or family plan-
ning, 13 projects are still active, and 23 are 
closed (Annex 6). The lending instruments 
used for these projects included investment 
and development policy lending operations. 
Investment operations included 4 Emergency 
Recovery Loans, 27 Sector Investment Loans, 
one Adaptable Program Loan, one Learning 
and Innovation Loan, and one Sector Invest-
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ment and Maintenance Loans. Development 
policy lending operations included two Poverty 
Reduction Support Credits.

The World Bank gave considerable sup-
port to other sectors—education, gender, 
HIV/AIDS—in the 35 high-fertility coun-
tries from 1994 to 2008. But without further 
study it is difficult to assess the impact of this 
lending in other sectors on fertility reduction.

Types of delivery models
The Bank delivered population-related activi-
ties not only through projects with “popula-
tion” in their titles, but also through projects 
supporting other health sector programs (ma-
ternal, child, and reproductive health), and 
through sector-wide development projects and 
Poverty Reduction Support Credits. Population 
activities in the projects used five types of de-
livery models selected in response to country-
specific conditions, including institutional and 
implementation capacity, sector priorities, and 
working partnerships in the country:

 Æ Stand-alone population interventions (9 
projects).
 Æ Sector-wide health approaches (11 SWAps 

or projects to support a follow-up to a 
SWAp).
 Æ Basic health service packages including 

family planning components (10 proj-
ects).
 Æ Combined population and HIV/AIDS 

prevention programs (4 projects).
 Æ Poverty Reduction Support Credits  

(2 credits).

Most of the 36 projects reviewed used 
World Bank support for family planning service 
delivery (93 percent of projects), followed by 

training for service providers (79 percent) and 
information, education, and communication 
for men and women (72 percent). Forty-three 
percent had a policy development focus, and 69 
percent included a component on improving 
access to and delivery of contraceptive supplies.

Stand-alone population projects focused 
on implementing activities that will help coun-
tries to address rapid population growth by 
developing a national population policy, ex-
panding delivery of reproductive and family 
planning health services, ensuring contracep-
tive supplies, training staff in reproductive 
health and family planning, and engaging na-
tional and local education and information 
campaigns to increase demand for services. In-
dicators for tracking inputs and outputs related 
to reproductive health and family planning 
components—contraceptive prevalence rates, 
knowledge on family planning methods, unmet 
need—are more prominent and better articu-
lated in such stand-alone projects. Examples in-
clude the Benin Health and Population Project 
(1995–2003) and the Malawi Population and 
Family Planning Project (1999–2003).

A sector-wide approach looks at the 
health sector as a whole and attempts to ad-
dress systemic bottlenecks affecting the overall 
functioning of the sector. Reproductive health 
and family planning service delivery become 
subcomponents of larger, more dominant 
themes and objectives, such as improving the 
management and financial viability of national 
public health systems, expanding basic health 
coverage for the poor, and ensuring that basic 
health services are more accessible and more 
affordable. Specific project components related 
to family planning services are embedded in 
larger health packages—and often not elabo-
rated upon in project documents. Inputs and 
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results related to family planning are also dif-
ficult to tease out of these overall health pack-
ages. Addressing sector-wide issues is clearly 
expected to positively affect the delivery of 
quality health services, but project documents 
do not comment extensively on how and 
why. Examples include the Mauritania Health 
Sector Investment Project (1998–2004) and 
the Ethiopia Health Sector Development 
Project (1999–2006). (See chapter 6 for an in-
depth review of sector-wide approaches.)

In projects focused on providing and ex-
panding basic health service packages for 
countries, family planning has been one in-
tervention among many in larger reproduc-
tive health and maternal and child health 
packages. These projects often focused on ex-
panding basic health service packages for the 
poor, targeting women and children in par-
ticular through a wide range of interventions, 
including basic primary care, immunization, 
infectious disease control, improved reproduc-
tive health, and nutrition. The family planning 
components often are not clearly described 
in detail, with little said about actual, on-the-
ground implementation mechanisms. Exam-
ples include the Madagascar Second Health 
Sector Support Project (2000–07) and Sup-
plemental Financing (2005) and the Afghani-
stan Health Sector Emergency Reconstruction 
and Development Project and Additional Fi-
nancing I and II (2003, 2006, and 2008).

Projects that integrate overall reproduc-
tive health and family planning objectives into 
programs addressing HIV/AIDS seek to build 
on natural synergies found in combining pre-
vention, education, and service delivery com-
ponents for HIV/AIDS with expanding family 
planning services. Information and education 
campaigns and service delivery components 

combine efforts to increase awareness of pre-
venting HIV/AIDS and reducing unwanted 
pregnancies. Condom distribution efforts to 
stem the rise of new HIV/AIDS infections also 
seek to increase condom use for preventing 
pregnancy. In a number of cases, however, the 
magnitude of the HIV/AIDS epidemic has 
overshadowed the focus on family planning. Ex-
amples of combined family planning and HIV/
AIDS programs include the first Chad Popula-
tion and AIDS Control Project (1995–2001) 
and the Eritrea—HIV/AIDS/STI, TB, Malaria 
and Reproductive Health Project II (2005).

Finally, Poverty Reduction Support 
Credits are very large country-wide loans fo-
cused on improved sector management in a 
number of sectors, such as health, education, 
and water. The prominence of the reproduc-
tive health and family planning components 
becomes diminished in wider, more general 
goals of reducing poverty and improving basic 
service delivery in many sectors. Teasing out 
the inputs and results of specific family plan-
ning components in project descriptions, re-
sults matrices, and completion reports is very 
difficult. Examples include the Benin Poverty 
Reduction Support Credit 1 (2004) and the 
Uganda Fourth Poverty Reduction Support 
Operation (2005).

Monitoring and evaluation
The monitoring and evaluation frameworks 
and reporting on results in many of these proj-
ects’ documents differ in quality. In many 
cases, Project Appraisal Documents propose to 
monitor project progress on family planning 
components through specific family planning 
indicators, such as contraceptive prevalence 
rates, unmet need for contraception, num-
bers of new users of modern methods, and in-
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creased knowledge of family planning health 
benefits. But the same indicators are not re-
ported on in a systematic way in those proj-
ects’ Implementation Completion Reports. 
In some cases, Project Development Objec-
tives that include population and family plan-
ning objectives do not propose any specific 
indicators to monitor results. In projects using 
sector-wide, basic health service package, or 
poverty reduction approaches, the family 
planning indicators are crowded out by the 
need to report on many other key indicators. 
Of the 36 projects reviewed for this study, 28 
had indicators to track family planning in-
puts and outputs, but 8 projects did not have 
any family planning indicators. And in many 
cases, baseline and end data are not available.

Several projects—such as those in Bu-
rundi, Côte D’Ivoire, Mali, Niger, and Sen-
egal—involved population and reproductive 
health specialists in either design or supervi-
sion of the project. But in most cases proj-
ects were designed and monitored by general 
health specialists and economists.

Stand-alone population and repro-
ductive health projects that are clearly fo-
cused on fertility reduction—Benin, Burundi, 
Guinea, Malawi, and Rwanda—have shown 
some success in meeting specific family plan-
ning targets. For example, in Malawi the end-
of-project survey showed that 95 percent of 
the adult population in control districts held a 
positive view of family planning, and the con-
traceptive prevalence rate rose from about 20 
percent to 36 percent. But there has been little 
systematic monitoring of key family planning 
targets across all programs.

Sector-wide approaches are important for 
strengthening the overall health sector and ad-
dressing bottlenecks in the system’s functioning 

that ultimately will improve the delivery of 
basic health services, including family planning. 
For example, while improving the overall de-
livery of primary care services, the Mauritania 
Health Sector Investment Project was also able 
to increase contraceptive use and reduce the 
total fertility rate by the close of the project. In 
other cases—as in Nigeria—the broader objec-
tives of the sector-wide approach diminished 
the focus on the family planning component. 
Although there is general agreement that ad-
dressing bottlenecks in the health system 
through sector-wide approaches is important, 
this review was unable to measure the effect of 
a sector-wide approach on the quality of family 
planning service delivery. (See chapter 6 for an 
in-depth analysis of sector-wide projects.)

A number of projects that combined pop-
ulation and reproductive health services with 
HIV/AIDS prevention and treatment found 
some clear synergistic benefits. In a number of 
other cases (Eritrea, for example), the family 
planning component became marginalized in 
the larger overall package focused primarily on 
the mitigation of HIV/AIDS. A few examples 
of targeted basic health packages with em-
bedded family planning, such as in Afghani-
stan and Madagascar, have produced some 
results. But in most health service packages 
monitoring of the family planning component 
is often limited, even through intermediate 
targets such as contraceptive prevalence rate.

The Poverty Reduction Support Credits 
reviewed for this study have not focused on 
fertility reduction as a key intervention, evi-
denced by the absence of a specific outline of 
family planning components and indicators 
to monitor. But their policy documents drew 
a clear link between rapid population growth 
and poverty.
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6. Findings on Sector-Wide Projects

for planning, budgeting, and management. 
But weaknesses persist in monitoring and eval-
uation of the approach, and in some cases the 
SWAp led to implementation delays. Most 
important, there is little evidence to support 
the hypothesis that the SWAp has had a posi-
tive impact on the effectiveness of the overall 
sectoral program and policies and on health 
outcomes.

Quality of Documentation on the 
Sector-Wide Approach
Much of the World Bank internal analytical 
work on SWAps has been descriptive in na-
ture, providing definitions and how-to advice 
for World Bank staff considering a SWAp in 
their countries. This work has focused more 
on the challenges and opportunities in im-
plementing the approach than on a system-
atic evaluation of its outcomes. The SWAp 
Learning Workshop conducted in 2009 
examined the Bank’s experience in coun-
tries such as Bangladesh, Brazil, Nepal, and 
Ghana but it did not look closely at any of 
the 35 high-fertility countries nor focus on 
the issues of health outcomes. And the Im-
plementation Completion Reports of com-
pleted SWAps did not yield much data on 
health outcomes and results, largely because 
of monitoring, evaluation, and reporting dif-
ficulties.

In addition to the extensive review of World 
Bank projects in 35 high-fertility countries 
between 1994 and 2007, this study took a 

closer look at sector-wide approaches to deter-
mine if this approach has resulted in improved 
population and reproductive health outcomes.

The sector-wide approach (SWAp)31 first 
emerged in the mid-1990s as an alternative 
to stand-alone project interventions. A fun-
damental change in the focus, relationship, 
and behavior of development partners and 
governments, SWAps were meant to enhance 
the effectiveness of development assistance 
by promoting coordination among the major 
players—bilateral and multilateral—and to 
ensure their sustainability by empowering 
local authorities.

After reviewing internal assessments of 
the sector-wide approach (conducted by the 
World Bank’s Independent Evaluation Group) 
and the Implementation Completion Reports 
of individual SWAps in the 35 high-fertility 
countries, this study is unable to attribute im-
proved population and reproductive health 
outcomes to the SWAp. Certain anticipated 
benefits of the SWAp are being realized in in-
dividual countries, such as improvements in 
some sector outcomes, alignment and coor-
dination of donors, greater country leader-
ship in setting the direction of the sector, and 
strengthened country health sector capacity 
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Independent Evaluation Group 
Findings on Health Outcomes 
under Sector-Wide Approaches
Two Independent Evaluation Group re-
ports, Improving Effectiveness and Outcomes 
for the Poor in Health, Nutrition, and Popu-
lation (2009) and “Do Health Sector-Wide 
Approaches Achieve Results?” (2009), have 
examined the effectiveness of SWAps in 
achieving improved health outcomes.

In Improving Effectiveness and Outcomes for 
the Poor in Health, Nutrition, and Population 
(2009), the Independent Evaluation Group 
noted that under SWAps country capacity was 
strengthened in the areas of budgeting, sector 
planning, and the management of fiduciary 
systems.32 SWAp resources were used to fi-
nance an explicit program of work linked to 
the national health strategy. SWAps enabled 
governments to exercise greater leadership in 
directing the use of resources and conducting 
and coordinating dialogue on health issues.

The Independent Evaluation Group 
found fundamental weaknesses, however, in 
the design and use of monitoring and evalua-
tion systems.33 For the most part, the project 
documents did not fully articulate the results 
chains of the strategies and programs. In a 
number of cases baseline data was outdated 
or missing and information and systems were 
scattered—making it difficult to assemble a 
coherent picture of the evolution of outputs 
and how they relate to outcomes.

Improving Effectiveness and Outcomes 
for the Poor found it difficult to determine 
whether the improved coordination, owner-
ship, and other reforms introduced by the 
SWAps have had any long-run impact on the 
equality or efficiency of health programs. Any 
SWAp effect remains a hypothesis.

In “Do Health Sector-Wide Approaches 
Achieve Results?” (2009), the Independent 
Evaluation Group found that the SWAp par-
tially achieved capacity and efficiency benefits 
in six countries: Bangladesh, Ghana, Kyrgyz 
Republic, Malawi, Nepal, and Tanzania.34 
Health SWAps were largely successful in put-
ting in place critical tools and processes for 
improved sector coordination and oversight 
and made some progress in improving the 
harmonization and alignment of development 
assistance. But they have been only moder-
ately successful in achieving improved sector 
stewardship.

Portfolio Review Findings on 
Sector-Wide Approaches
This portfolio review found mixed improve-
ment of health outcomes under SWAps. The 
SWAp took a comprehensive view of the health 
sector and attempted to address systemic bot-
tlenecks affecting its overall functioning. Ob-
jectives such as improving management and 
financial viability of national public health sys-
tems, harmonizing donor collaboration, and 
developing joint assessment and monitoring 
tools became predominant. But the delivery of 
specific health service packages, such as repro-
ductive health and family planning, became 
subsidiary. Specific project components related 
to family planning services were embedded in 
larger health packages, often not elaborated 
upon in project documents. And inputs and re-
sults related to family planning were difficult to 
tease out of overall health packages.

Addressing sector-wide issues is clearly 
expected to positively affect the delivery of 
quality health services, but SWAp project doc-
uments do not comment extensively on how 
and why.
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Findings from Review of the 
Implementation Completion 
Reports of Sector-Wide 
Approaches in the 35 High-fertility 
Countries
The introduction of the SWAp has helped im-
prove health sector performance in a number 
of high-fertility countries. Many of the ex-
plicit benefits of the approach—institutional 
strengthening, better donor collaboration, 
improved budget planning practices, better 
management practices, and more profession-
alism through staff training—are clearly evi-
dent in project Implementation Completion 
Reports. For example, the Implementation 
Completion Reports of the Ethiopia Health 
Sector Development Project (1999–2006), 
the Mauritania Health Sector Investment 
Project (1998–2004), and the Mozambique 
Health Sector Recovery Program (1996–2003) 
showed improvements in the performance of 
the sector as a whole as well as in some health 
outcomes: expansion of health facilities pro-
viding treatment, increases in personnel and 
their capacity, and creation of a formal coor-
dination framework for aligning donors to the 
sector policy and ensuring better donor coor-
dination. The Implementation Completion 

Reports also show that SWAps often increased 
the efficiency and speed of government imple-
mentation by harmonizing procurement, su-
pervision, and reporting procedures.

For a number of other projects, the bene-
fits of the SWAp are less clear. The Implemen-
tation Completion Report for the Mali Health 
Sector Development Program (1999–2006) 
states that, although institutional capacity has 
been strengthened and some procedures have 
been streamlined, implementation arrange-
ments within the Ministry of Health remain 
problematic and in some respects have become 
more complicated as decentralization—a key 
goal of the SWAp process—has expanded. The 
Implementation Completion Report for the 
Zambia Health Sector Support Project (1994–
2002) states that it is difficult to ascribe to the 
project any significant improvements in the 
functioning of the health system—its main 
objective. The project did help to sustain dis-
trict-level heath care through purchases of 
equipment, drugs, and medicines, but it did 
not adequately address capacity weaknesses in 
the health sector. And there is no evidence to 
suggest that the project had any measureable 
impact on the health status of the Zambian 
population.
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The portfolio review of World Bank sup-
port of fertility and family planning ac-
tivities in 35 high-fertility countries 

offers the following key findings about Bank 
policies, Country Assistance Strategies, Ana-
lytical and Advisory Activities, lending for 
population and reproductive health, projects 
with family planning components, and sector-
wide approaches.

Policies
The World Bank had a consistent yet 
evolving policy on population issues from 
1994 to 2008, moving from an early focus 
on rapid population growth as an impedi-
ment to economic growth to one that sees 
family planning as a key investment for 
improving health status, reducing pov-
erty, and improving equity. After 1994, the 
Bank embraced International Conference 
on Population and Development recom-
mendations stressing the need to integrate 
family planning into a holistic approach 
to reproductive health and rights. The 
Bank’s comparative advantage in the area 
of reproductive health is in multisectoral 
lending, policy development, and analyt-
ical work. Although the Bank has articu-
lated well the importance of fertility and 
population issues, its lending for popula-
tion and reproductive health and family 
planning services has been insufficient and 
inconsistent over time.

Country Assistance Strategies
Of the 78 Country Assistance Strategies re-
viewed for this report, 75 percent discussed 
population issues in their analytical frame-
works; 25 percent did not. Only half of the 
countries that cited high fertility issues actu-
ally made them a strategic focus for lending. 
When the Bank did identify high fertility 
and population growth as a strategic focus, 
only 61 percent of these Country Assistance 
Strategies included indicators on population 
and fertility (total fertility rate, population 
growth, and contraceptive prevalence rate) in 
the results matrix. The majority of Country 
Assistance Strategies did not provide specific 
recommendations and guidance about the 
type of lending that would most effectively 
address high fertility and rapid population 
growth.

Analytical and Advisory Activities 
Work
The World Bank has commissioned some an-
alytical work in population and reproductive 
health issues—both generally and specifi-
cally in the 35 high-fertility countries—
but without a clear focus on the effects of 
high fertility and rapid population growth 
on the health of women and children nor 
on the effects of excessive fertility on other 
key development sectors, such as education. 
High-fertility countries would benefit from 
focused analyses of the costs of high fertility 
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on development objectives, such as poverty 
reduction, as well as from convincing and 
thoughtful advice on how to scale up crucial 
family planning services to address high fer-
tility within countries.

Lending for Population and 
Reproductive Health
The Bank extended $590 million in support 
of population and reproductive health inter-
ventions to high-fertility countries during 
1994–2008. Whether this was sufficient to ef-
fectively address the host of issues related to 
population and reproductive health, including 
family planning, fell beyond the scope of this 
review. The total fertility rates of the 35 high-
fertility countries have declined very little—
an average 5.7 percent—over the 15 years of 
the study. (And according to available data, 
Timor-Leste actually increased its total fer-
tility rates over the period.) This decline repre-
sents about a quarter of a child reduction over 
the study period. Of course, many other fac-
tors than World Bank lending for population 
and reproductive health may explain the rea-
sons why the total fertility rate in these coun-
tries has not declined significantly during this 
period, such as post-conflict fragile statehood, 
lack of government commitments to fertility 
reduction, governance issues, and health sys-
tems problems.

The health and HIV/AIDS portfolio of 
Official Development Assistance for all coun-
tries and for the 35 high-fertility countries 
increased from 1994 to 2007, but popula-
tion and reproductive health increases lagged 
behind in both absolute dollar amounts and 
rates of increase. These statistics indicate that 
decreasing attention to family planning has 
been a global phenomenon, not just a World 

Bank trend. The World Bank’s total commit-
ments for population and reproductive health 
in the 35 high-fertility countries were 13 per-
cent of its overall Health, Nutrition, and Pop-
ulation commitments to these countries over 
the study period. World Bank lending for 
other sectors, such as education, grew dramat-
ically over the period while population and 
reproductive health spending remained con-
stant. But the effects of lending in other sec-
tors on reducing the total fertility rates still 
need to be assessed.

Population and Reproductive 
Health Projects with Family 
Planning Components
World Bank-supported projects in high-fer-
tility countries with a family planning com-
ponent show a wide range of outcomes. 
Although a number of projects had clearly de-
fined objectives related to reducing fertility 
and expanding family planning services, in 
most cases the project documents did not ad-
equately describe specific project components, 
the means for operationalizing components in 
the field, and the supervision and monitoring 
of inputs and outputs. A closer country-by-
country review would help identify which 
service delivery models, partnerships, and in-
stitutional arrangements are most conducive 
for producing successful and replicable out-
comes and for addressing context-specific 
implementation bottlenecks, relevant to the 
country context.

Sector-Wide Approaches
Reviews of the sector-wide approach (SWAp) 
by the Independent Evaluation Group at the 
World Bank and of the Implementation Com-
pletion Reports of individual SWAps in the 35 
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high-fertility countries by this portfolio review 
were unable to attribute improved popula-
tion and reproductive health outcomes to the 
SWAp. Individual countries are realizing cer-
tain anticipated benefits of the sector-wide ap-
proach, such as strengthened country health 
sector capacity for planning, budgeting, and 
management or greater country leadership in 

setting the direction of the sector. But weak-
nesses in the monitoring and evaluation of the 
SWAp persist. In some cases the SWAp even 
led to implementation delays. Most impor-
tant, little evidence supports the hypothesis 
that the SWAp approach has benefitted either 
health outcomes or the effectiveness of the 
overall sectoral program and policies.
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8. Recommendations

The portfolio review suggests the following 
recommendations for future World Bank 
activities in fertility and family planning.

Policies and Strategies
The Bank’s policy documents for high-fertility 
countries need to better articulate the links 
among high fertility, overall Health, Nutrition, 
and Population outcomes, and the poverty re-
duction goals of the World Bank. Many more 
of the Bank’s Country Assistance Strategies in 
high-fertility countries need to discuss the role 
of fertility reduction policies (especially in im-
proving maternal health), make fertility re-
duction a strategic focus, sustain the focus on 
this critical area over time (82 percent now 
do not), and make clear recommendations for 
subsequent lending (79 percent now do not).

Lending and Analytical Work
The World Bank needs to bring its expendi-
tures on population and reproductive health in 
line with the importance it places on the link 
between high fertility and poverty reduction 
and on the role of family planning in improved 
maternal and child health outcomes. The Bank 
should develop methods to better monitor 
support for family planning activities within 
larger reproductive and primary health care 
packages to track inputs, outputs, and results 
more closely. It should also develop methods 
to quantify inputs to reproductive health and 
family planning needed to produce tangible 
changes in fertility rates. The Bank should 

move to engage in multisectoral lending to as-
sess the effects of its support on population 
and reproductive health in general and fertility 
rates in particular. Finally, the Bank needs to 
ensure continuity in funding for family plan-
ning, especially for high-fertility countries over 
the long term. More analytical work should be 
commissioned within the Bank to study the ef-
fects and burdens of rapid population growth 
on high-fertility countries. Health sector anal-
yses for high-fertility countries should address 
the issue of high fertility and make specific rec-
ommendations for program interventions to 
address high fertility to be included in subse-
quent projects proposals.

Monitoring and Measurement
The Bank needs to emphasize the use of ap-
propriate indicators specific to fertility (such 
as contraceptive prevalence rate or total fer-
tility rate) to ensure better monitoring of re-
sults and greater accountability. Monitoring 
and measurement plans should be clear about 
what results can be attributed to the project 
(rather than to other, non-project influences) 
and should specify the types of data needed 
to demonstrate program results (such as data 
derived from routine program operations or 
data that must be collected through periodic 
surveys).

Indicators and targets for baseline and 
endline results should be reported in a system-
atic way, indicating when or why data are not 
available. Without better indicators of success, 
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conclusions about the relative benefits of dif-
ferent approaches to delivering family plan-
ning services will be difficult to reach. The 
Bank needs to develop better indicators to 
help identify what does and does not create 
synergies among the various related programs 
in the health sector. And the Bank needs to 
continue strengthening sector-level analytical 
work on fertility as a basis for sound advice to 
client countries.

Multisectoral Approach
Fertility is influenced by trends in many sec-
tors. In particular, female education, gender 
empowerment, female labor participation, 
and income growth can all greatly affect de-
mand for family planning and reduced fer-
tility. Population and reproductive health 
issues have traditionally been harbored within 
the Bank’s Health, Nutrition, and Population 
sector, even though these issues are affected—
positively or negatively—by many other 
sectors, such as education, gender, social pro-
tection, and poverty reduction and economic 
management. A more systematic approach to 
mainstream population issues within the core 
agenda of both the Human Development 
and Poverty Reduction and Economic Man-
agement networks would greatly enhance 
the Bank’s adoption of a truly multisectoral 
approach.35 A health systems approach and 
broad support for improvements in health 
sector strategies to help build country ca-
pacity—including strengthening logistics 
and financial management, providing a con-
tinuum of care from community to facility 
level, strengthening human resource manage-
ment, and monitoring for results—are critical 
for successful family planning programs. The 
Bank is well positioned to systematically in-

clude population and reproductive health is-
sues in key strategic documents—such as the 
Country Assistance Strategy, the Country 
Economic Memorandum, and the Public 
Expenditure Review—providing fiscal and 
economic analysis to ensure that the overall 
development financing agenda of the country 
includes funding of population issues.

Working with Partners
To get results in the high-fertility countries, 
the World Bank needs to work on reproduc-
tive health issues with the close support and 
collaboration of the client country and part-
ners within and outside the country. The 
Bank’s 2007 Health, Nutrition, and Popula-
tion Sector Strategy recognized the United 
Nations Population Fund (UNFPA) and the 
World Health Organization (WHO) as the 
main agencies working on the technical as-
pects of reproductive health. Because popula-
tion issues are linked to reproductive health, 
HIV/AIDS, and child survival, the United 
Nations Children’s Fund (UNICEF), UN-
AIDS, and private foundations are natural 
partners to the Bank’s work helping to build 
collective strength and synergy.

Together with UNFPA, UNICEF, and 
WHO, the Bank as a part of the “H4” is com-
mitted to working with governments and 
civil societies in the high-fertility and high-
maternal-mortality countries to strengthen 
national capacity to achieve Millennium De-
velopment Goal 5 (improve maternal health). 
Building on its core competency and areas of 
comparative advantage, the Bank will use its 
unique leveraging position to maximize indi-
vidual and collective efforts to tackle the root 
causes of maternal morbidity and mortality, 
including high fertility.
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Annex 1. High-Fertility Countries 
Selected for the Review 
(total fertility rate greater than or equal to 5 births per woman)

(continued on next page)

Country
Total fertility rate

2000–2005
Total population (millions)

2000–2005

Afghanistan 7.5 —

Angola 6.8 15,490,049

Benin 5.9 8,177,208

Burkina Faso 6.7 12,821,686

Burundi 6.8 7,281,837

Central African Republic 5.0 3,985,971

Chad 6.7 9,447,944

Congo, Dem. Rep. 6.7 55,852,888

Congo, Rep. 6.3 3,882,947

Côte d’Ivoire 5.1 17,871,896

Djibouti 5.1 779,102

Equatorial Guinea 5.9 492,233

Eritrea 5.5 4,231,538

Ethiopia 5.9 69,960,840

Guinea 5.9 9,201,759

Guinea-Bissau 7.1 1,539,712

Kenya 5.0 33,467,328

Liberia 6.8 3,240,578

Madagascar 5.4 18,112,724

Malawi 6.1 12,608,271

Mali 6.9 13,124,015

Mauritania 5.8 2,980,357

Mozambique 5.5 19,423,920

Niger 7.9 13,498,802

Nigeria 5.8 128,708,944

Rwanda 5.7 8,882,365

Senegal 5.0 11,385,913

Sierra Leone 6.5 5,336,449
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Country

Total fertility 
rate

2000–2005
Total population (millions)

2000–2005

Somalia 6.4 7,964,414

Tanzania 5.0 37,626,916

Timor-Leste 7.8 924,642

Togo 5.4 5,988,380

Uganda 7.1 27,820,556

Yemen, Rep. 6.2 20,329,354

Zambia 5.7 11,478,886

Source: United Nations 2004; World Bank data from 2000–05.
— No data available.

(continued)
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Annex 2. High Fertility and Population 
Growth in World Bank Strategies,  
1994–2008

Name of strategy Population and Development: Implications for the World Bank

Year 1994

Global or regional Global

Definition of high fertility The country needs are not only assessed by fertility level but also by a 
framework that looks at the level of integration of reproductive health/family 
programs and broader social policy.
Countries with a total fertility rate above 6 are considered to be emergent 
in their fertility transitions. Other indicators are used along with total fertility 
rate to define emergent demographic settings (contraceptive prevalence rate, 
under-5 mortality, maternal mortality ratio, and antenatal care).

Fertility recognized as a 
development challenge

The nature and severity of the effects of high rates of population growth vary 
across and in countries, with no generalization possible. However, public action 
is needed in poor countries where rapid population growth adversely affects 
investments in human capital, poverty reduction, and the environment.

Regional focus No priority countries are cited but a country typology is given based on demo-
graphic characteristics: stage in the demographic transition and social develop-
ment.

Role of the World Bank in 
the field of population

•	 Mobilize resources with countries, other donors, public and private sector.
•	 Country assistance, emphasizing infrastructure, institutional capacity, and 

effective management.
•	 Support effort to supply to core package of essential health services (as 

called for in World Development Report 1993).
•	 Strengthen skill mix.
•	 Undertake analytical work to inform population policy.

Policy recommendations to 
address high fertility

•	 Population policy should be integrated with social policies, and population 
objectives integrated within broader social goals (family welfare, education, 
especially of girls, and overall improvement of women’s status).

•	 In countries with rapid population growth, government should implement ac-
tions to reduce fertility, with a special attention to human rights.

•	 Strategies must be country specific to take into account country needs, 
cultural values, and financial and institutional constraints.

•	 Public sector should be involved in family planning and reproductive health 
to overcome market failure. Appropriate role of government depends on 
country context: not always financer and provider but responsible for ensur-
ing access to information and services.

•	 Countries starting demographic transition should invest in expanding repro-
ductive health and family planning services, education, and other key social 
services due to future needs linked to population momentum.

(continued on next page)
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Programmatic 
recommendations to 
address high fertility

•	 Population programs should focus on providing access to services for the poor, 
and interventions should be responsive to individuals’ fertility regulation and 
other reproductive health needs.

•	 Design and delivery of services responsive to clients’ needs, for both women and 
men.

•	 Integration of reproductive health services (family planning, maternal care, STI 
care), as a component of a comprehensive primary health care package.

•	 Public sector programs linked with delivery and promotion of contraceptives by 
the private sector, including nonprofit organizations.

•	 Program should include promotional activities.
•	 Emergent demographic settings should invest in infrastructure and institutional 

capacity to deliver basic package of reproductive health services, pilot alterna-
tive service delivery methods, and develop capacity for promotion activities.

Recommendations 
for monitoring and 
evaluation

No recommendation on indicators for monitoring and evaluation of population 
projects.

Name of strategy Health, Nutrition, and Population Sector Strategy

Year 1997

Global or regional Global

Definition of high fertility No definition

Fertility recognized as a 
development challenge

High fertility is explicitly mentioned as a major development challenge and in-
cluded in the first strategic direction to assist client countries to improve the health, 
nutrition, and population outcomes of the poor, and to protect the population from 
the impoverishing effects of illness, malnutrition, and high fertility. Another strategic 
direction is improving the performance of health systems and the financial sustain-
ability of the sector (World Bank 1997). Although middle-income countries and 
some low-income countries have already completed their demographic transitions, 
the poorest countries are lagging behind. The rational for addressing high fertility 
was twofold: the burden that rapid population growth places on health systems 
and social services, and the link between lack of access to family planning and 
maternal health services and high maternal mortality.

Regional focus No regional focus

Role of the World Bank 
in the field of population

The strategy lays out three strategic directions for the Bank in the Health, Nutrition, 
and Population (HNP) sector: improve HNP outcomes for the poor and protect them 
from the impoverishing effect of illness, malnutrition, and high fertility; enhance the 
performance of the health care systems; and improve health care financing.

Policy recommendations 
to address high fertility

The Bank will support effective population policies as well as nutrition policies. The 
strategy links the responses to high fertility to food security, as they both require a 
broad range of social policies, particularly in low-income countries. Policies should 
seek to improve women’s status, enable women’s labor participation by providing 
adequate child care and child health services, and promote the design of interven-
tions sensitive to traditional values and attitudes.
To improve the performance of health care systems, sector-wide reforms are often 
needed. In low-income countries, where the private sector activities often dominate, 
the strategy recommends that the government focus on providing essential services 
for the poor, regulating the private sector more effectively, strengthening the public 
managerial capacity, supporting medical education and research and development, 
and securing sustainable financing, quality assurance, and client satisfaction.
Population services are included in the list of essential services.

(continued)

(continued on next page)



30

Review of World Bank Assistance to Family Planning Activities in 35 High-Fertility Countries | 1994–2008

Programmatic 
recommendations to 
address high fertility

Additional policies on reproductive health have evolved out of the recommendation 
of the International Conference on Population and Development. The strategy lists 
the following mix of policy options and interventions:
•	 Linking reproductive health policies to girls’ education, the status of women, and 

overall poverty reduction.
•	 Preventing unwanted pregnancies through information and contraceptive choice, 

and by training female workers at the community level to provide family planning.
•	 Facilitating safe pregnancy, delivery, and motherhood by preventing and manag-

ing pregnancy complications and by eliminating unsafe abortion.
•	 Promoting positive health practices such as safe sex, early treatment of STIs, 

delayed marriages, birth spacing, and education.
•	 Preventing harmful practices such as genital mutilation, discrimination, and 

domestic violence.

Recommendations 
for monitoring and 
evaluation

•	 No recommendation on indicators for monitoring and evaluation of population 
projects.

•	 Fertility and maternal mortality are progress indicators in the HNP Sector Strat-
egy Matrix.

Name of strategy Health, Nutrition, and Population Sector Strategy

Year 1999

Global or regional Global

Definition of high fertility High fertility countries are defined as those with a total fertility rate over five. 
However, the paper defines a typology of countries using a broader set of indica-
tors. Pre-transitional countries are defined by a set of epidemiological indicators 
and policy and programs responses: high total fertility rate, rapid population growth 
(over 2 percent), and poor reproductive health (maternal mortality ratio over 200 
and selected reproductive health issues including high prevalence of AIDS or other 
STIs and unsafe abortion).

Fertility recognized as a 
development challenge

High fertility is as much a consequence of poverty as a cause.
Effects of population growth on per capita income growth are both negative and 
positive. However, the negative effects outweighed the positive in the poorest coun-
tries (for example in Sub-Saharan Africa) in the 1980s.
Projects that poor countries with rapid population growth will be challenged to feed 
and employ large increases in population, with risks of environmental degradation 
and difficulty in managing resources on a sustainable basis.
The note recognizes the diversity of situations and that some low- and middle-income 
countries have already experienced a rapid fertility decline (East Asia, Latin America).

Regional focus Population growth is a serious problem for Sub-Saharan Africa, and for several 
countries in Asia and the Middle East.

(continued)

(continued on next page)



31

 

Role of the World Bank 
in the field of population

Within the framework of the HNP strategy, the note identified the Bank’s key 
comparative advantage in enhancing synergies between sectors, such as health 
and education or micro-enterprise programs, which can have an indirect impact on 
population and reproductive health outcomes.
The World Bank can improve the effectiveness of programs by supporting health 
sector reforms that can address constraints making health systems unresponsive 
to the reproductive health needs of the poor. Such constraints can be financial, 
institutional incentives, and civil service structure.
While promoting greater effectiveness through financing, reorganization, and 
decentralization, the Bank will ensure that health systems maintain the quality and 
accessibility of reproductive health services.
The note also identifies the mechanisms through which the network can effectively 
address population issues: empowering Bank staff though professional devel-
opment; sharpening the Bank’s strategic focus, with a population watch list of 
countries to ensure the inclusion of population perspectives in key documents such 
as Country Assistance Strategies; and enhancing the quality of the portfolio by 
providing technical support to lending operations in countries.

Policy recommendations 
to address high fertility

Policies should build on the link between population and human development. A 
multisectoral response is needed with a sustained, synergetic support for family 
planning, child survival and maternal health, and for girl’s education and women’s 
empowerment and autonomy.
Adapt population policies and reproductive health programs to socioeconomic and 
geographical characteristics, with a focus on the poorest countries.
Population policies and programs should be sensitive to country contexts.
Policies should address population issues with a people-centered approached, not 
with targets.

Programmatic 
recommendations to 
address high fertility

Population programs must be broader than family planning programs, within the 
agenda of population, reproductive health and rights, and development set by the 
program of action of the International Conference on Population and Development.
People-centered approaches are more effective. Programs should be responsive to 
individual reproductive health needs.

Recommendations 
for monitoring and 
evaluation

The following are recommended indicators for countries with rapid population 
growth, Sub-Saharan Africa, and several countries in Asia and the Middle East: 
total fertility rate, contraceptive prevalence rate, desired fertility rate, and female 
secondary enrollment rate.

a. This note builds on the 1997 Health, Nutrition, and Population sector strategy, further discussing the application of its the 
principles and recommendations to the Bank’s work on population and reproductive health.

(continued)
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Name of strategy
Improving Health, Nutrition, and Population outcomes in Sub-Saharan Africa: 
the role of the World Bank

Year 2004

Global or regional Regional—Sub-Saharan Africa

Definition of high 
fertility

No definition

Fertility recognized 
as a development 
challenge

The strategy states that high fertility is an impediment to economic growth because 
of the demographic structure resulting from high fertility. High dependency ratios have 
a negative impact on economic growth. High fertility, along with illness, malnutrition, 
and premature death, is becoming increasingly important as a central determinant of 
poverty. High fertility pushes up the absolute level of poverty.

Regional focus Sub-Saharan Africa

Role of the World 
Bank in the field of 
population

The report does not discuss the role of the World Bank in population issues in Sub-
Saharan Africa nor focus on any specific health priorities. It discusses opportunities 
to achieve sustainable improvement for the sector in lending operations—in particular, 
the benefits and challenges of the sector-wide approach now becoming the norm. 
However, the report acknowledges the role of non-lending activities in fertility reduc-
tion. The Bank can step up advocacy and macro-economic dialogue to engage the 
country clients’ commitment to addressing population challenges. Producing empiri-
cal evidence on the effects of high fertility on poverty reduction can contribute to this 
work.

Policy 
recommendations to 
address high fertility

The health sector should work more closely with the central ministries on decentral-
ization, civil service reform, taxation, and financial management.
Stronger linkages should be drawn between the social sector and central ministries 
(finance, economics, planning, local government, treasury) to advocate for the ben-
eficial effects of better health and nutrition and lower fertility on poverty reduction. 
Advocacy is needed to increase the share of public spending allocated to health, 
nutrition, and population and to improve the way the poverty reduction strategies ad-
dress health, nutrition, and population.

Programmatic 
recommendations to 
address high fertility

Family planning is the most effective way to prevent unwanted pregnancies and limit 
the number of births. Contraceptive use is directly related to the intensity and dura-
tion of efforts to increase access to family planning services. The report emphasizes 
that multisectoral action—a comparative advantage of the World Bank—is needed 
to improve health, nutrition, and population outcomes. In particular, education and 
school health are important inputs to reduced fertility and better health and nutrition. 
Education alone can be a determinant of better health outcomes, school a channel to 
convey health promotion messages. Another intervention in the education sector that 
will impact fertility outcome is the inclusion of health education in the school curricu-
lum from an early age. The report suggest that educating children on how they can 
prevent unwanted pregnancies, as well as AIDS and sexually transmitted diseases, 
will have the greatest impact on subsequent generations.

Recommendations 
for monitoring and 
evaluation

The strategy emphasizes that a strong monitoring and evaluation framework and 
baseline data are crucial—a prerequisite to successful project implementation—but 
does not make specific recommendations about population indicators. It does state 
that the Country Assistance Strategy and lending operations will be assessed for their 
potential impact on achieving the Millennium Development Goals.

(continued on next page)
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Year 2007

Global or regional Global

Definition of high 
fertility

The strategy groups countries into three categories with broadly similar population 
issues. One category is countries with high fertility rates (total fertility rate over 5.0), 
often showing little change in fertility over time.

Fertility recognized 
as a development 
challenge

Rapid population growth places constraints on countries at low levels of socioeco-
nomic development and makes providing basic services more difficult. High population 
growth poses significant challenges to country efforts to alleviate poverty. The HNP–
development dynamic is complex and operates in both directions. Higher income may 
inspire governments to invest more in safe water, sanitation, and health care while it 
also changes health-related decisions at the household level, in particular related to 
fertility, as birth spacing generally increases with increased income. This virtuous circle 
means that ensuring economic growth is also crucial to achieve HNP results.

Regional focus Countries with high unmet needs in sexual and reproductive health are a priority. Total 
fertility rates are very high in Sub-Saharan Africa (East, West, and Middle sub-regions) 
and many countries in the Middle East and North Africa.

Role of the World 
Bank in the field of 
population

The strategy identifies areas of work for the Bank based on its comparative advan-
tages and on country requests for assistance:

•	 Assessing multisectoral constraints to reducing fertility, determining impacts of 
population changes on health systems and other sectors, and assisting countries in 
strengthening population policies.

•	 Providing financial support and policy advice for comprehensive sexual and repro-
ductive health services, including family planning and maternal and newborn health.

•	 Generating demand for reproductive health information and services, including 
reducing gender disparities and improving girls’ education and women’s economic 
opportunities.

•	 Raising the economic and poverty dimensions of high fertility in strategic docu-
ments that inform policy dialogue (such as Country Assistance Strategies, Country 
Economic Memorandums, and country-led Poverty Reduction Strategy Papers).

Policy 
recommendations to 
address high fertility

The strategy is aligned with the commitment embedded in the Program of Action of the 
International Conference on Population and Development. Therefore the recommenda-
tions are not focused on population or fertility alone. The strategy reiterates the point 
that broader development goals should be achieved through empowering women and 
meeting their needs for education and health, especially safe motherhood and sexual 
and reproductive health. Family planning is part of the basket of services, as well as the 
prevention of unwanted pregnancy, prevention of unsafe abortion, safe pregnancy and 
delivery, postnatal care, and the prevention and treatment of STIs, including HIV/AIDS.

Recommendations 
for monitoring and 
evaluation

The HNP strategy result framework is intended to guide the regions and country 
teams to set targets in the context of result-based Country Assistance Strategies 
and for HNP programs and projects. The framework is not prescriptive and should 
be adapted to the country context. The result framework identifies four indicators to 
measure results related to the achievement of improved maternal, reproductive, and 
sexual health (Millennium Development Goal 5, target 6): three related to popula-
tion—total fertility rate, adolescent fertility rate, and increased birth spacing—plus The 
maternal mortality ratio.
The HNP sector will also be accountable to report on two population intermediate 
indicators: “contraceptive prevalence rate among women of reproductive age” and 
“unmet need for contraception.”

(continued)

Name of strategy
Healthy Development: The World Bank Strategy for Health, Nutrition, and 
Population Results
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Annex 3. Total Fertility Rates and 
Mention of Population Issues in 
Country Assistance Strategies and 
Interim Strategy Notes for High Fertility 
Countries, 1994–2008

Country Total fertility rate Year of CAS
Mention of population 

issues

Afghanistan 7.5

Angola 6.8 No CAS

Benin 5.9 2003 yes

Benin 2001 yes

Burkina Faso 6.7 2005 no

Burkina Faso 2000 yes

Burkina Faso 1996 yes

Burkina Faso 1994 no

Burundi 6.8 1995 yes

Central African Rep. 5.0 No CAS

Chad 6.7 2003 no

Chad 2001 yes

Chad 1996 yes

Congo, Dem. Rep. 6.7 2007 no

Congo, Rep. 6.3 1996 no

Côte d’Ivoire 2002 yes

Côte d’Ivoire 5.1 1997 yes

Côte d’Ivoire 1994 no

Djibouti 5.1 2005 yes

Djibouti 2001 yes

Equatorial Guinea 5.9 No CAS

Eritrea 2000 no

Eritrea 5.5 1996 yes

Ethiopia 5.9 2003 yes

(continued on next page)
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Country Total fertility rate Year of CAS Mention of population issues

Ethiopia 2000 no

Ethiopia 1997 yes

Ethiopia 1995 no

Guinea 5.9 2003 yes

Guinea 1997 yes

Guinea-Bissau 7.1 1997 no

Kenya 5.0 2004 yes

Kenya 1998 yes

Kenya 1996 yes

Liberia 6.8 No CAS

Madagascar 2007 yes

Madagascar 5.4 2003 yes

Madagascar 2002 no

Madagascar 1997 yes

Madagascar 1994 no

Malawi 2007 yes

Malawi 1998 yes

Malawi 1996 yes

Mali 2007 yes

Mali 6.9 2003 no

Mali 1998 yes

Mali 1994  no

Mauritania 2007 yes

Mauritania 5.8 2002 no

Mauritania 1997 yes

Mozambique 2007 no

Mozambique 5.5 2003 no

Mozambique 2000 no

Mozambique 1997 yes

Mozambique 1995 no

Niger 7.9 2003 yes

Niger 1997 yes

Niger 1994 no

Nigeria 2005 yes

Nigeria 2002 yes

Nigeria 2001 yes

Nigeria 5.8 2000 no

(continued)

(continued on next page)
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Country Total fertility rate Year of CAS Mention of population issues

Rwanda 5.7 2002 yes

Rwanda 1998 yes

Senegal 2007 no

Senegal 5.0 2003 yes

Senegal 1997 yes

Senegal 1995 no

Sierra Leone 6.5 2005 no

Somalia 6.4

Tanzania 2007 yes

Tanzania 5.0 2000 no

Tanzania 1997 yes

Timor-Leste 7.8 2005 yes

Togo 5.4 1995 yes

Uganda 2005 yes

Uganda 7.1 2000 no

Uganda 1995 no

Yemen, Rep. 6.2 2006 yes

Yemen, Rep. 2002 yes

Yemen, Rep. 1999 yes

Yemen, Rep. 1996 yes

Zambia 5.7 2004 no

Zambia 1999 no

Zambia 1996 no

Source: Data for this table taken from a Review of the CAS documents as part of this study.

(continued)
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Annex 4. High-fertility Countries 
Ranked by Level of World Bank Health, 
Nutrition, and Population Thematic 
Commitments

High-fertility countries

World Bank Health, Nutrition, 
and Population thematic 

commitments, 1994–2008
($ millions)

World Bank Population and 
Reproductive Health thematic 

commitments, 1994–2008
($ millions)

Nigeria 543.90 76.49

Congo, Democratic Republic 471.80 39.90

Ethiopia 454.07 31.04

Uganda 267.92 53.50

Tanzania 236.28 0.00

Burkina Faso 200.33 28.90

Kenya 196.71 23.50

Mozambique 185.92 15.95

Madagascar 176.32 23.56

Rwanda 139.89 11.16

Chad 130.33 31.84

Côte d’Ivoire 125.45 19.40

Zambia 115.22 10.50

Afghanistan 114.89 28.50

Niger 114.79 20.30

Benin 113.65 22.50

Senegal 111.16 25.61

Mali 104.79 22.38

Eritrea 99.96 15.76

Guinea 94.93 22.03

Malawi 90.93 6.90

Burundi 75.18 14.83

Mauritania 57.11 10.76

Congo, Republic of 56.00 8.00
(continued on next page)
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High-fertility countries

World Bank Health, Nutrition, 
and Population thematic 

commitments, 1994–2008
($ millions)

World Bank Population and 
Reproductive Health thematic 

commitments, 1994–2008
($ millions)

Sierra Leone 54.23 4.60

Yemen, Republic of 40.51 9.31

Angola 30.04 0

Timor-Leste 24.04 3.61

Djibouti 23.48 4.35

Guinea-Bissau 18.04 1.19

Central African Republic 13.08 2.38

Liberia 10.13 0

Togo 3.95 0

Somalia 0.03 0

Total 4,495.04 590.42

(continued)
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Annex 5. Methodology of the Review

A.1.1 The first part of the review focused on 
the evolution of Bank strategies and 
policies on population issues from the 
early 1970s through the present. This 
policy review looked at the develop-
ment of the Bank’s thinking about the 
role of rapid population growth and 
high fertility in overall development 
and its link to a key goal of the Health, 
Nutrition, and Population Unit—im-
proved health outcomes—and to a key 
World Bank goal—poverty reduction.

A.1.2 The second part was a desk review of 
the World Bank Country Assistance 
Strategies (CAS) and Interim Strategy 
Notes for the 35 countries with a total 
fertility greater-than-or-equal-to 5 
children per woman for 1994 through 
2008. Focusing on the priority given 
to rapid population growth and high 
fertility in relation to development, 
this review determined whether each 
CAS selected population growth and 
high fertility as a strategic focus and 
identified what kinds of recommenda-
tions it made for subsequent lending 
operations to address the issue of high 
fertility.36 If a CAS did not address 
these issues, it was classified as not 
having addressed fertility issues and 
excluded from the dataset. Seventy-
nine CASs were reviewed. Of the 35 
high-fertility countries in the review, 
six countries (Afghanistan, Angola, 

Central African Republic, Equatorial 
Guinea, and Somalia) did not have a 
CAS available for review,37 seven coun-
tries had only one CAS during the pe-
riod of analysis, and while 22 countries 
had two or more CASs.

A.1.3 The third part looked at global and 
country-specific Analytical and Advi-
sory Activities (AAA) that addressed 
population and reproductive health is-
sues during the study period. A search 
of all AAA products in health was con-
ducted, yielding a list of 72 individual 
AAA products, of which 28 were avail-
able for review. A second search was 
conducted for AAA work with a theme 
code of 69 (for population and repro-
ductive health), yielding a list of 18 
AAA products, all of which were avail-
able. These documents were reviewed 
to determine their contribution to a 
better understanding of population is-
sues, and to determine the kind of 
technical advice and recommendations 
they provided on population and re-
productive health issues.

A.1.4 The fourth part of the review looked at 
World Bank lending to population and 
reproductive health worldwide and in 
the 35 high-fertility countries between 
1994 and 2008. Levels of World Bank 
commitment were determined through 
a review of the Bank support identi-
fied by the thematic code 69, “Popula-
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tion and Reproductive Health.”38 This 
code includes activities related to de-
mographic analysis, the development 
of national population policies and 
multi-sectoral linkages, support for im-
proving access to family planning ser-
vices, and provision of contraceptives 
and condoms. This theme code also in-
cludes the range of activities related to 
improved maternal health (basic and 
comprehensive emergency obstetric 
care), training of midwives, pre- and 
postnatal care, and the prevention of 
sexually transmitted diseases.

A.1.5 The financial data used for the figures 
on OECD commitments were taken 
from the OECD DAC database. Fi-
nancial commitments for Health, Pop/
RH and HIV/AIDS in all recipient 
countries and for the 35 high fertility 
countries for were compared for the 
study period 1994–2008.

A.1.6 The fifth part examined in greater de-
tail World Bank support to family 
planning activities within stand-alone 
population and reproductive health 
projects, larger and more compre-
hensive health projects, sector-wide 
approaches, and Poverty Reduction 
strategies for the 35 high-fertility 
countries. An initial search identi-
fied 75 projects approved between July 
1, 1994 and June 30, 2008, in the 
35 high-fertility countries that had a 
focus on population and reproduc-
tive Health. To select population and 
reproductive health projects with a 
family planning component, the study 
reviewed the Project Appraisal Docu-
ment—including the Project Devel-

opment Objectives, key performance 
indicators, and detailed project de-
scription—to identify whether the 
project included fertility or family 
planning activities, such as the fol-
lowing:

 Æ Provision of family planning services, 
through public health facilities, commu-
nity health workers, and private sector fa-
cilities including social marketing.
 Æ Information, education, and communi-

cation, from one-to-one personal inter-
actions to national campaigns, on family 
planning.
 Æ Procurement of modern methods of con-

traceptives.
 Æ Training of medical health personnel in all 

aspects of family planning service delivery, 
including community-based health family 
planning.
 Æ Policy development, including support for 

the development of a population policy, 
surveys and data collection to assess fer-
tility levels, secondary analysis of data for 
related analysis, and workshops or meet-
ings to discuss the evidence.

A.1.7 In cases where a Project Appraisal 
Document was not available, the 
Memorandum and Recommendation 
of the President, Staff Appraisal Re-
port, Program Document (for Poverty 
Reduction Support Credits), Project 
Paper (for Supplemental Financing 
Operations), or the Grant Agreements 
were used for the review.

A.1.8 The review of project components, ob-
jectives, and indicators made it possible 
to differentiate population projects 
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with a clear family planning compo-
nent from broader reproductive health 
projects that focused on HIV/AIDS, 
STI prevention, or maternal and child 
health, or from other health-related 
interventions (for malaria, nutrition, 
and prevention of harmful practices 
on vulnerable groups). This distinc-
tion was particularly important when 
reviewing the primary focus of activi-
ties such as information, education, 
and communication, procurement 
of modern methods of contracep-
tives, and training of health personnel, 
which can be undertaken in projects 
for other reproductive health goals as 
well as projects with a family planning 
component. Only when these activi-
ties supported specific family planning 
objectives was the project considered a 
population project.

A.1.9 Of the initial 75 projects, 36 proj-
ects in 24 of the 35 high-fertility 
countries39 were identified as having 
a family planning component. For 
these 36 projects,40 all available docu-
ments—including Mid-term Reviews 
and Implementation Completion Re-
ports of closed projects—were re-
viewed for the following issues:

 Æ Project development objectives and 
project components.
 Æ Project approaches and lending instru-

ments.

 Æ Service delivery models.
 Æ Monitoring and evaluation framework, 

including the indicators for monitoring 
progress on family planning components.
 Æ Skill mix and technical capacity in the de-

sign and supervision of the project.

A.1.10 The project review attempted to draw 
conclusions and make recommenda-
tions about ways for the World Bank 
to accelerate support for family plan-
ning. Although the review of indi-
vidual projects did not attempt to 
assess which project delivery model 
was most effective in delivering pop-
ulation and reproductive health out-
comes, the review did try to delve 
deeper into the question of whether 
the sector-wide approach—increas-
ingly used by the Bank in its lending 
operations—has affected population 
and reproductive health outcomes. 
Sources of information on the sector-
wide approach included two reports 
drafted by the Independent Evalua-
tion Group: “Do Health Sector-Wide 
Approaches Achieve Results?”41 and 
Improving Effectiveness and Outcomes 
for the Poor in Health, Nutrition, and 
Population.42 The review also exam-
ined project outcomes and results in 
the Implementation Completion Re-
ports of closed sector-wide approaches 
for health in the 35 high-fertility 
countries.
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Annex 6. Review of World Bank 
Population and Reproductive Health 
Projects by Service Delivery Approach

Stand-alone Population Projects

Country and project name
Year 

approved

Amount for population and 
reproductive health/Project 

status

Benin Health and Population Project 1995 $6.95 million/Closed

Burundi Second Health and Population Project and
Supplemental Grant for the Health and Population II Project

1995
2003

$5.33 million/Closed
$9.50 million/Closed

Guinea Population and Reproductive Health Project 1999 $4.52 million/Closed

Chad Supplemental Health and Safe Motherhood Project 1999 $2.73 million/Closed

Malawi Population and Family Planning Project 1999 $2 million/Closed

Rwanda Health and Population Project (Supplemental Credit) 2001 $2.31 million/Closed

Niger Multi-sector Demographic Project 2007 $2.90 million/Open

Liberia Pilot Project to Strengthen SRH And Rights for War 
Affected Youth

2008 $0.23 million/Open

Rapid Overview of Closed 
Stand-alone Population and 
Reproductive Health Projects

Benin Health and Population Project: 
(1995–2002)
The Project Development Objectives articu-
lated clear family planning components and 
population issues. The project supported the 
development of a population policy, expan-
sion of family planning services into a basic 
package of health services, and staff training. 
The Implementation Completion Report 
shows that the project exceeded the target of 

5.5 percent contraceptive prevalence rate by 
1.5 percent in 2001 but could not meet its 
overall target of increasing the contraceptive 
prevalence rate by 11 percent.

Burundi Second Health and 
Population Project (1995–2006)
The original objectives of this project were 
to: strengthen Ministry of Public Health’s ca-
pacity to design and implement key sector re-
forms, improve the availability and quality of 
health care delivery in rural areas, contribute 
to reducing population growth and ma-
ternal and child mortality rates, and promote 
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beneficial health and family planning behav-
iors. The family planning component is part 
of a larger program for improving the health 
sector functionality. Because of civil conflict 
in 1996, sanctions were imposed on Burundi 
until 1999, resulting in a suspension of donor 
funding after withdrawal of government par-
ticipation in the project. The project started 
out with a strong focus on population and 
family planning issues, but it was restructured 
in 2002 to focus more on basic health services 
for displaced populations in the supplemental 
grant financing.

Guinea Population and Reproductive 
Health Project (1999–2003)
The project sought to support the govern-
ment’s efforts to improve the well-being of 
the population by preventing the risks related 
to poor reproductive health, preventing and 
reducing the occurrence of illnesses among 
vulnerable groups, and ultimately reducing in-
fant, child, and maternal mortality rates. The 
program development objectives were to re-
duce the three major mortality rates—infant, 
child and maternal—through slower popu-
lation growth, safer behavior and adequate 
health practices, and improved reproductive 
and child health services. The project was the 
first phase of a multiyear sector program in 
support of the government’s efforts on popula-
tion issues, reproductive and child health, and 
management coordination of population and 
reproductive health programs. But the project 
was closed at the end of the first phase because 
World Bank management decided to dis-
continue the project in favor of nontargeted 
budget support through a Poverty Reduction 
Support Credit.

Malawi Population and Family 
Planning Project (1999–2003)
The objective of this project was to test a com-
munity-based distribution approach to pro-
vision of population and family planning 
service in three pilot districts. The goal was 
to increase the contraceptive prevalence rate 
through improved knowledge about family 
planning and increased access to services for 
men, women, and adolescents living in rural 
and underserved areas. The overall achieve-
ment of project objectives was deemed satis-
factory. The end-project survey showed that 
95 percent of the adult population in control 
districts held a positive view of family plan-
ning. Contraceptive use also doubled in all vil-
lages covered in the pilot districts, while the 
contraceptive prevalence rate rose from about 
20 percent to 36 percent.

Rwanda Health and Population 
Project Supplemental Credit 
(approved in 2000)
The project was originally designed to support 
the implementation of the national popula-
tion policy: reducing fertility levels, improving 
maternal and child health, and integrating de-
mographic dimensions in cross-sectoral activi-
ties. The project was restructured in 1996 into 
a health and population project to support 
implementation of the national health policy, 
strengthen the government’s capacity to for-
mulate and implement a comprehensive and 
sustainable strategy of AIDS control on a na-
tional scale, and strengthen the government’s 
capacity to formulate and carry out a popula-
tion policy. Although final evaluations thought 
that the project performed very well in devel-
oping a national population policy and raising 
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awareness on population issues, family plan-
ning services have experienced a downturn due 
to the pronatalist tendencies of the population 
after the genocide losses. In November 2000, 
a $7 million supplemental credit was provided 
to continue support for AIDS control activi-
ties, supply of pharmaceuticals, health district 
activities, and population activities.

Rapid Overview of Open 
Stand-alone Population and 
Reproductive Health Projects

Niger Multi-sector Demographic 
Project (approved in 2007)
The objective of this project is to build a na-
tional response to rapid population growth 
and to link this response to poverty alleviation 
and human welfare objectives by strength-
ening the government’s capacity to implement 
a large, multisector demographic program—
including the supply-side interventions—and 
by helping put in place the necessary condi-
tions for the onset of the fertility transition, 
especially demand-creation interventions. 
This is to be accomplished by improving ma-
ternal, infant, and child survival; expanding 
family planning services; enhancing women’s 
education and autonomy; and integrating 
population activities with development of 
basic infrastructure. The project is working 
in a multisectoral fashion on an information, 
education, and communication (IEC) cam-
paign, advocacy, women’s gender issues (in-
cluding improving school enrollment and 
supporting women’s economic opportuni-
ties), legal reforms and harmonization, coor-
dination of multisectoral interventions, and 
capacity-building for monitoring and evalu-
ation. This project is in too early a phase of 

implementation to assess effectiveness. No 
midterm evaluation has yet to be conducted.

Liberia Pilot Project to Strengthen 
Sexual and Reproductive Health 
and Rights for War Affected Youth 
Vulnerable Youth (approved in 2008)
This project is a small grant of $.49 million 
dollars to improve access to and utilization of 
reproductive health services through IEC and 
behavior change communication (BCC) cam-
paigns and improving access to services to re-
duce STIs, including HIV/AIDS. The project 
does not have indicators related to family 
planning, although project documents do 
mention its attempt to reduce unwanted preg-
nancies among teens. As the project was only 
approved in July 2008, information on imple-
mentation is not yet available.

Rapid Overview of Closed SWAps

Sierra Leone Integrated Health 
Sector Investment Project 
(1996–2003)
This SWAp project supports family planning 
activities—including IEC and procurement of 
contraceptives—as part of its efforts to improve 
maternal health, a key priority in the health 
sector. The overall objective of the project is 
to improve the health status of the popula-
tion by increasing access to and improving the 
quality of a basic package of health services. 
The May 1997 coup d’état and ousting of the 
elected government rendered the implemen-
tation of any project activities impossible for 
over a year. Donors’ pledged contributions 
could no longer materialize, as most donors 
had left the country. After the reinstatement of 
the government, the country suffered another 
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rebel invasion in January 1999, further ob-
structing implementation of the project in the 
district areas and thus rendering initial project 
objectives and design obsolete. Because of civil 
unrest, the project was restructured to focus on 
emergency relief for displaced populations.

Mauritania Health Sector Investment 
Project (1998–2004)
This sector-wide project focused on improving 
the delivery of key health services, including 
reproductive health and family planning. The 
overall objective of the project was to improve 
the health status of the population in gen-
eral (and of underserved groups in particular) 
through the provision of more accessible and af-
fordable quality health services. The program’s 
specific objectives were to improve health ser-
vices quality and coverage, improve health 
sector financing and performance, mitigate the 
effects of major public health problems, pro-
mote social action, and create an environment 
conducive to health. The specific indicator to 

evaluate the family planning outcomes was to 
reduce the total fertility rate to 5.5 in 2002. The 
Implementation Completion Report shows that 
the fertility rate actually declined to somewhere 
between 4.1 and 4.6, greater than originally ex-
pected in the Project Appraisal Document and 
an important achievement.

Ethiopia Health Sector Development 
Project (1999–2006)
The main objective of the Health Sector De-
velopment Project was to develop a health 
system that provides comprehensive and inte-
grated primary care services, primarily based at 
community health level facilities where repro-
ductive health activities—including traditional 
maternal health as well as family planning ser-
vices—are part of the health service delivery. 
The project sought to increase the contracep-
tive prevalence rate from 8 percent in 1997 
to 15–20 percent in 2002 and 40 percent in 
2017. The Implementation Completion Re-
port shows that the contraceptive prevalence 

Sector-Wide Approach (SWAp) Projects

Country and project name
Year 

approved

Amount for population 
and reproductive 

health/ Project status

Sierra Leone Integrated Health Sector Investment Program 1996 $3.40 million/Closed

Mauritania Health Sector Investment 1998 $6 million/Closed

Ethiopia Health Sector Development Project 1999 $14 million/Closed

Mali Health Sector Development Program 1999 $16 million/ Closed

Senegal Integrated Health Sector Development Project 1998 $16.5 million/Closed

Nigeria Health Systems Development Project II 2002 $27.9 million/Open

Guinea Health Sector Support Project 2005 $8.25 million/Open

Niger Institutional Strengthening and Health Sector Support project 2006 $10.15 million/Open

Madagascar Sustainable Health System Development Project 2007 $2.20 million/Open

Timor-Leste Health Sector Strategic Plan Support Project 2008 $0.16 million/Open

Republic of Congo Health Sector Services Development Project 2008 $8 million/Open
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rate increased from the baseline of 8 percent 
to 14.7 percent, close to the lower end of the 
project’s 2002 target of 15–20 percent).

Mali Health Sector Development 
Project (1999–2006)
The objective of this project was to improve the 
health outcome of the population, focusing on 
meeting the needs of the underserved and ac-
celerating the country’s demographic transition 
toward slower population growth. The project 
proposed a program of sector-wide activities 
aimed at expanding access to quality health care 
(including reproductive health and nutrition ser-
vices), strengthening health system management, 
and developing sustainable financing schemes 
for health sector development, with safety nets 
for the poor. There was a clear emphasis on pre-
vention and on primary and first-level referral 
care, with a particular focus on obstetric care 
and the management of high risk pregnancies, 
provision of family planning information and 
services, child survival and integrated manage-
ment of childhood illness (including the allevia-
tion of malnutrition among under-5 children 
and their mothers and), and the fight against 
AIDS and other communicable diseases. Ac-
cording to the Implementation Completion 
Report, the design of the monitoring and evalu-
ation system was weak, evidenced by the large 
number of poorly defined indicators, most 
of which were not reported on systematically 
during program implementation. In the end the 
project’s success in meeting Project Develop-
ment Objectives was rated as negligible.

Senegal Integrated Health Sector 
Development Program (1998–2005)
The purpose of the program was to provide 
support for the implementation of the gov-

ernment’s Integrated Health Sector Develop-
ment Program. Its objectives were to improve 
the management and financial viability of the 
public health system, improve access to quality 
health care for the majority of the underserved 
and vulnerable groups in urban and rural set-
tings, and contribute to fertility decline and 
reduce the high population growth rate by im-
proving the management and delivery of re-
productive health services. According to the 
Implementation Completion Report, the 
family planning component achieved few re-
sults: the number of women using contracep-
tives remains very low, and fertility decreased 
little over the project period. On the basis of 
development objectives stated in the project 
description, the key project indicators, and re-
sults from studies, surveys, and the national 
information system, the project outcome was 
rated as moderately unsatisfactory.

Rapid Overview of Open SWAps

Nigeria Health Systems Development 
Project II (approved in 2002)
The goal of this project is to assist the Nige-
rian health authorities to redress the dete-
rioration in the delivery of basic health care 
services following decades of neglect and to 
build institutional capacities, paving the way 
for a more sustained development of the Nige-
rian health care system. The project proposes 
to strengthen capacities for system manage-
ment, support improvements in the delivery 
of primary health care services with a partic-
ular focus on maternal and child health and 
reproductive health services, and help the 
federal government strengthen its policy for-
mulation and further develop a system to 
monitor the health sector performance. The 
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project supports improvements in reproduc-
tive health services, including improved access 
to family planning initiatives, as part of the 
delivery of primary health services. However, 
the Project Appraisal Document does not 
specifically mention IEC, contraception, or 
policy development activities in the project 
description. The project does not contain any 
family planning indicators, and the details of 
the reproductive health and family planning 
component are very vaguely described. No 
midterm or final report is available.

Guinea Health Sector Support 
Project (approved in 2005)
The two key objectives of the project are to 
reduce maternal and infant mortality rates by 
improving access and quality of health care 
services, including family planning and re-
productive health services. The project also 
provides funding for equipment for a new 
reproductive health training and research 
center. The project does not detail the family 
planning component and does not monitor 
family planning indicators. The project is still 
in implementation, with no final or midterm 
results yet available.

Niger Institutional Strengthening 
and Health Sector Support Project 
(approved in 2006)
The objectives of this sector-wide program are 
to establish a health project contributing to the 
reduction of maternal and child mortality, and 
to improve the sector capacity, effectiveness, 
and efficiency through the provision of a min-
imum package of essential health services. The 
project aims to increase the effectiveness of es-
sential reproductive health services through the 
introduction of family planning services in a 

minimum health package targeted at the poor, 
women, and children. Specific objectives of the 
project are to increase access and utilization 
by the population to this minimum package 
of health essential services, strengthen repro-
ductive health services and malaria control 
programs, and improve overall sector manage-
ment and organizational capacity. Monitoring 
indicators were proposed to measure prog-
ress toward meeting a minimum package of 
basic services including contraceptive use. The 
project is still in early implementation; no final 
or midterm results are yet available.

Madagascar Sustainable Health 
System Development Project 
(approved in 2007)
This sector-wide project focuses on strength-
ening service delivery and development and 
management of human resources, introducing 
innovations in health financing management, 
and improving demand and utilization of 
health services. Family planning services will 
be integrated into an overall maternal and 
child health package. A key objective of this 
SWAp program is to scale up the production 
and delivery of health programs with an em-
phasis on endemic infectious diseases, repro-
ductive health (family planning, STIs, HIV/
AIDS), and nutrition. Despite the varied pop-
ulation activities supported by the project, the 
only population-related indicator is “propor-
tion of women using contraceptives,” and the 
rollout of the family planning component is 
very vaguely discussed in the Project Appraisal 
Document. It is unclear how well the family 
planning component has been integrated into 
the basic maternal and child health service 
package. No midterm or final evaluation is 
available.
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Timor-Leste Health Sector  
Strategic Plan Support Project 
(approved in 2008)
The overall objective of the project is to im-
prove the quality and coverage of preventive 
and curative health services, particularly for 
women and children, in order to accelerate 
progress toward the health Millennium De-
velopment Goals. Specific objectives include 
improving accessibility, demand for, and 
quality of health services; strengthening sup-
port services, human resource development, 
and management; and strengthening coordi-
nation, planning, and monitoring. Progress 
toward achievement of these objectives will 
be monitored using a combination of sector-
wide health service indicators, such as vac-
cination coverage, contraceptive prevalence, 
and trained birth attendance. This project 
did not become effective until June of 2008, 
so no reports on implementation status are 
available.

Republic of Congo Health Sector 
Services Development Project 
(approved in 2008)
The project, although not a SWAp, intends 
to pave the way for a future SWAp in the 
sector. The sector-wide reforms proposed in-
clude building sector leadership, instituting 
an efficient human resource management 
system, rehabilitating primary health facili-
ties, and defining and streamlining priority 
curative, preventive, and promotional in-
terventions. The project supports the im-
proved delivery of a package of essential 
health services covering child and maternal 
health (including population and reproduc-
tive health and family planning services), 
communicable diseases (especially malaria), 

and non-communicable diseases. Under 
the essential services package, accessibility, 
availability, and use of family planning ser-
vices will be strengthened by integrating 
services in all health centers and maternity 
clinics and wards in the country. In addition, 
community-based distribution of contracep-
tives will be introduced and performance 
family planning indicators incorporated into 
health information systems. As the project 
was approved in 2008, it is too early to assess 
effectiveness in meeting goals and no mid-
term evaluation is available.

Rapid Overview of Closed 
Reproductive Health and HIV/
AIDS Projects

Chad Population and AIDS Control 
Project (1995–2001)
This project supported Chad’s longterm 
strategy in the areas of population and family 
planning and HIV/AIDS control. Compo-
nents included implementation of a popula-
tion policy, implementation of a program to 
address HIV/AIDS/STIs, social marketing of 
condoms, and a social fund to involve non-
governmental organizations. The project was 
viewed as very successful even though it did 
not meet the end-of-project target of raising 
the contraceptive prevalence rate to 10 percent 
(which was overly ambitious) nor fully imple-
ment the population policy. The project did 
succeed in decentralizing HIV/AIDS and STI 
services, expanding a social marketing pro-
gram of condoms for both HIV/AIDS pre-
vention and prevention of pregnancies, and 
involving nongovernmental organizations in 
population, family planning, and HIV/AIDS 
prevention activities.
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Chad Second Population and AIDS 
Project (2002–08)
This project built further on synergies be-
tween HIV/AIDS and population programs, 
including IEC and BCC activities for both 
reproductive health and HIV/AlDS preven-
tion, promotion and distribution of condoms 
for both HIV/AIDS prevention and fertility 
reduction, and activities focused on the needs 
of adolescents. According to the Implemen-
tation Completion Report, the project did 
not succeed in raising the modern contracep-
tive prevalence rate to 10 percent, the end-
of-project target. By the project’s end, the 
contraceptive prevalence rate was estimated at 
2 percent. Available data indicate that the total 
fertility rate in Chad has remained constant 
over the life of the project at around 6.6 chil-
dren per woman.

Kenya Decentralized Reproductive 
Health and HIV/AIDS Project 
(2001–07)
The project development objectives were to 
improve mother and child health through 
more integrated delivery of child survival, re-
productive health, and HIV/AIDS services; 
slow the increase in HIV prevalence rates; and 
create an enabling environment for decentral-
ized managed delivery of child survival, repro-

ductive health, and HIV/AIDS services to and 
within districts. The reproductive health and 
integrated management of childhood illness 
components were to be assessed using the fol-
lowing indicators: infant mortality rate, child 
mortality rate, vaccination coverage statis-
tics, percentage of births attended by qualified 
health workers, total fertility rate, contracep-
tive prevalence rates (by age, per district), and 
median age of first sexual intercourse. The 
project failed to meet its overall objectives and 
was then restructured but never got underway 
afterwards and was finally closed.

Rapid Overview of Open 
Reproductive Health and HIV/
AIDS Projects

Eritrea HIV/AIDS/STI, TB, Malaria 
and Reproductive Health Project 
(HAMSET II) (approved in 2005)
This project tries to exploit the synergies be-
tween reproductive health and HAMSET 
diseases (HIV/AIDS, malaria, STIs, and tu-
berculosis). The project’s development objec-
tives are to contain the spread of HIV/AIDS 
through a focused multisectoral approach; ex-
pand directly observed treatment coverage, 
case detection, and treatment of TB; maintain 
malaria mortality and morbidity at the current 

Reproductive Health and HIV/AIDS Projects

Country and project name
Year 

approved

Amount for population and 
reproductive health/ 

Project status

Chad Population and AIDS Project Control and Second Popula-
tion and AIDS Project

1995
2002

$6.73 million (1995) $6.14 
million (2002) /Closed

Kenya Decentralized Reproductive Health and HIV/AIDS Project 2001 $12.50 million/Closed

Eritrea – HIV/AIDS/STI, TB, Malaria and Reproductive Health 
Project (HAMSET II)

2005 $5.76 million/Open
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low levels; improve the coverage of effective 
reproductive health interventions, including 
family planning; and strengthen the overall 
health system, including human resources 
for health. The project intends to promote 
child spacing through community mobiliza-
tion and improved access to quality services. 
Although the project discusses the objective 
of exploiting the synergies between reproduc-
tive health and HAMSET diseases, it does not 
describe the service delivery mechanism or 
family planning component.

Rapid Overview of Closed Projects 
to Deliver Basic Health Service 
Packages

Côte d’Ivoire Integrated Health 
Services Development Project 
(1996–2004)
This project sought to establish the founda-
tion for universally available health services 

by expanding service delivery for a minimum 
package of health care and reproductive 
health services, including family planning. 
The project also supported health plan-
ning and management and health informa-
tion. The health service delivery components 
included start-up costs for the minimum 
package of services in 14 districts, including 
nutrition, pharmaceuticals, training, repro-
ductive health, and IEC services; and an ac-
celerated program of reproductive health 
services, including family planning and STIs 
(including HIV/AIDS), through public 
sector and nongovernmental organiza-
tion clinics and the addition of family plan-
ning services to nonspecialized public sector 
health clinics. The project did not achieve its 
goals, and after a midterm review the Project 
Development Objectives were revised. Of the 
106 targeted reproductive health and family 
planning centers, the project has succeeded 
in rehabilitating 95. The Implementation 

Projects to Deliver Basic Health Service Packages

Country and project name
Year 

approved

Amount for population 
and reproductive health/ 

Project status

Uganda District Health Services Pilot and Demonstration Project 1995 $9 million/Closed

Côte d’Ivoire Integrated Health Services Development Project 1996 $16 million/Closed

Chad Health Sector Support Project 2000 $11.62 million/Closed

Madagascar Second Health Sector Support Project and
Supplemental Financing

2000
2005

$5.60 million (2000) $3.06 
million (2005)/ Closed

Yemen Health Reform Support Project 2002 $6.06 million/ Open

Afghanistan Health Sector Emergency Reconstruction and De-
velopment Project 1, 2 ,3

2003
2006
2008

$14.30 million (2003) $8.40 
million (2006)
$5.80 million (2008)/ Open

Democratic Republic of Congo Health Sector Rehabilitation 
Support Project

2006 $19.50 million/Open
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Completion Report did not see the project 
ensuring smooth operation of family ser-
vices. Up to the closing date of the project, 
the equipment ordered under the project 
could not be distributed, some because they 
could not be conveyed by the government to 
the occupied North, and some because they 
were seized at customs.

Madagascar Second Health Sector 
Support Project (2000–07) and 
Supplemental Financing (2005)
The project’s overall development objec-
tive was to contribute to improved access to 
quality health services. Specific objectives 
were to improve quality of and access to pri-
mary health care services with a focus on 
rural areas; support priority health programs 
with emphasis on endemic infectious dis-
eases, reproductive health (including family 
planning, STIs,and HIV/AIDS), and nutri-
tion; and strengthen sector management and 
administrative capacity within the ministry of 
health, enabling decentralization and sector 
reform. The project also supported reproduc-
tive health activities, including the delivery 
of quality and decentralized family plan-
ning, safe motherhood, and STI/HIV/AIDS 
services. One of the main successes of the 
project was improving family planning ser-
vices, which were financed through its third 
component. During the project’s life cycle, 
total fertility rate decreased (from a baseline 
of 6 in 2000 to 5.2 in 2003/04), partly due 
to increased demand and supply of family 
planning services. In 1997, the Demographic 
Health Survey (DHS) survey found that in 
rural areas only 34 percent of the demand for 
family planning was satisfied (64 percent in 
urban areas). In 2003 the DHS found a de-

mand satisfaction of 48 percent in rural areas 
and 68 percent in urban areas. These surveys 
also found an increase in the national contra-
ceptive prevalence rate from 9.7 in 1997 to 
18.3 in 2003/04. The supplemental financing 
for the project covered additional costs re-
sulting from the 2000 cyclone, the 2002 po-
litical crisis, and increased decentralization 
activities.

Rapid Overview of Open Projects 
to Deliver Basic Health Service 
Packages

Yemen Health Reform Support 
Project (approved in 2002)
The objectives of this project are to increase 
access for women and children to a package 
of integrated maternal and child health ser-
vices and improve the effectiveness of national 
public health programs and the resource al-
location within the public health sector in 
Yemen. The project supports the delivery of 
a package of integrated maternal and child 
health services, which include family plan-
ning. The health education component in-
cludes Behavior Change Communication 
(BCC) campaigns on primary reproductive 
health and family planning. The project mon-
itors increased birth deliveries attended in 
district hospitals in the selected districts, in-
creased accessibility as reflected by an increase 
in utilization of health services in district hos-
pitals, increased health knowledge as reflected 
by an increase in the intention of currently 
married women to use family planning, and 
improved resource allocation as reflected by 
an increase of the operations and maintenance 
share of total Ministry of Public Health and 
Population expenditures.
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Afghanistan Health Sector 
Emergency Reconstruction and 
Development Project 1, 2, 3 
(approved in 2003, 2006, 2008)
This project aims to help the Ministry of 
Health (MOH) reduce the rates of infant and 
child mortality, maternal mortality, child mal-
nutrition, and fertility through expanding de-
livery of the basic package of health services; 
strengthen the MOH’s stewardship over the 
sector, including a greater role in health care 
financing, coordination of partners, and over-
seeing the work of nongovernmental orga-
nizations; and build the capacity of Afghan 
health workers to provide and manage health 
services. The family planning component 
has been bundled with other primary health 
care and maternal and child health activi-
ties. Contraceptive prevalence is one of the 
key indicators used for project monitoring 
and evaluation. The supplemental financing 
expands the coverage of the basic package, 
including support for mass immunization 
campaigns aimed at eradicating polio and con-
trolling measles and neonatal tetanus; intro-
duces activities to strengthen the management 
of hospitals; and enhances capacity building 
activities in the Ministry of Public Health 
particularly related to training more female 
frontline health workers and monitoring and 
evaluation.

At the end of the first project, Health 
Management Information System (HMIS) 
data show increases in the number of outpa-
tient consultations, the number of trained fe-
male health care workers, and the number of 
deployed community health workers. Results 

also show increases in prenatal care from 32.4 
percent to 59 percent and skilled birth atten-
dance from 2.9 percent to 7.5 percent. Indi-
viduals who accepted family planning services 
increased from 27,180 to 68,940, a gain of 
153 percent. At the end of the first supple-
mental financing, the project showed con-
tinuing good performance on key indicators. 
The second supplemental financing was com-
pleted in 2009.

Democratic Republic of Congo Health 
Sector Rehabilitation Support Project 
(approved in 2006)
The Project Development Objective is to en-
sure that the target population of selected 
health zones has access to and uses a well-de-
fined package of quality essential health ser-
vices, including reproductive health. Family 
planning services are included in the package 
and will be supported by the project. A 
package of preventive services to reduce the 
heavy burden of maternal mortality includes: 
family planning as a crucial service for pre-
vention of unintended pregnancies and its 
consequences on maternal and child health, 
and quality family planning and reproduc-
tive health services available at both the 
community level and at existing service de-
livery points. A particular emphasis will be 
on ensuring availability of contraceptive com-
modities at all times to reduce huge unmet 
needs. However, the project does not include 
population and reproductive health perfor-
mance indicators. A SWAp was considered for 
this operation, but government capacity was 
too weak to manage a sector-wide operation.
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Population and Reproductive Health Projects as Part of Poverty Reduction 
Support Credits
Poverty Reduction Support Credits

Country and project name Year approved Status

Benin Poverty Reduction Support Credit 1 2004 $3.40 million/Open

Uganda Fourth Poverty Reduction Support Operation 2005 $30 million/Closed
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countries to be included in the study were 
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thorities, development partners, and other 
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and poverty reduction. For countries not 
ready for a full CAS, an Interim Strategy 
Note is prepared. This review will use the 
generic term CAS, which refers to both 
Country Assistance Strategy and Interim 
Strategy Note.

22 High-fertility countries are defined as 
countries with a total fertility rate of 5 and 
above for the period 1994 through 2008 
(see annex 2 for a list).

23 The percentages do not add up to 100 per-
cent because certain CASs mention mul-
tiple effects of high fertility.

24 Examples are drawn from Lakshminaray-
anan and others 2007.

25 This portfolio review did not examine Pov-
erty Reduction Strategy Papers. Examples 
given here are drawn from Lakshminaray-
anan and others 2007.

26 Themes correspond to the goals/objectives 
of Bank Activities. Theme 69 represents 
Population and reproductive health—
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programs and policies that recognize the 
interrelationships between population and 
development including programs to reduce 
maternal morbidity and mortality and im-
prove reproductive health. However, the 
distinction between primary and secondary 
themes is no longer used in Bank projects.

27 Pathmanathan and others 2003.
28 Mills and others 2007.
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of Bank Activities. Theme 69 represents 
Population and reproductive health—pro-
grams and policies that recognize the in-
terrelationships between population and 
development including programs to reduce 
maternal morbidity and mortality and im-
prove reproductive health. However, the 
distinction between primary and secondary 
themes is no longer used in Bank projects.

30 See annex 8.
31 The sector-wide approach is meant to 

encompass six principles of project de-
velopment that support a “broad sector 
approach to lending”: (1) sector-wide in 
scope, covering all current and capital ex-
penditures; (2) based on a clear sector 
strategy and policy framework; (3) run 
by local stakeholders, including govern-
ment, direct beneficiaries, and representa-
tives of the private sector; (4) adopted and 
financed by all main donors ; (5) based in 
common implementation arrangements 
among all financiers; and (6) reliant on 
local capacity, rather than on technical as-
sistance, for implementation

32 Independent Evaluation Group 2009.
33 Independent Evaluation Group 2009.
34 Vaillancourt 2009.
35 Recommendations are drawn in part from 

Lakshminarayanan and others 2007.

36 See annex 5 for a list of countries whose 
CASs mention population issues.

37 CASs for these countries were not avail-
able for review, either because they did not 
qualify for a full CAS or because the CAS 
was in preparation.

38 The World Bank’s thematic code 69 in-
cludes programs and policies that rec-
ognize the interrelationships between 
population and development, including 
programs to reduce maternal morbidity 
and mortality and improve reproductive 
health. It also includes activities that: sup-
port demographic analysis of population 
growth, structure, and distribution (in-
cluding migration and urbanization); sup-
port population data, census, and statistical 
capacity-building; support population 
policy analysis and multisectoral linkages, 
including links to poverty, girls’ education, 
female autonomy, urbanization, water, and 
the environment; provide access to family 
planning services; provide contraceptives 
and condoms; care for women during and 
after pregnancy; train midwives and other 
reproductive health providers; provide es-
sential and comprehensive obstetric care; 
prevent and control sexually transmitted 
diseases, including HIV (within reproduc-
tive health components); prevent and treat 
cervical cancer; promote the reproductive 
health of adolescents; promote safe sexual 
behavior through information, education, 
and life skills; or prevent violence against 
women and girls, including female genital 
mutilation.

39 Afghanistan, Benin, Burundi, Chad, Dem-
ocratic Republic of the Congo, Republic 
of the Congo, Côte d’Ivoire, Eritrea, Ethi-
opia, Guinea, Kenya, Liberia, Madagascar, 
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Malawi, Mali, Mauritania, Niger, Nigeria, 
Rwanda, Senegal, Sierra Leone, Timor-
Leste, Uganda, and Republic of Yemen.

40 See annex 6 for a list of countries.
41 Vaillancourt 2009.
42 Independent Evaluation Group 2009.
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