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A. Background 

1. The Asian Development Bank (ADB) approved a loan of $65 million and a technical 
assistance (TA) of $1 million for the Decentralized Health Services Project at the request of the 
Republic of Indonesia on 14 December 2000.1

1

 The loan closed on 30 June 2009 with two 
extensions and 33-month delays beyond the original closing date as stated in the report and 
recommendation of the President (RRP) (footnote ). A TA, financing 36 person-months of an 
individual consultant, was attached to the loan with the objective of strengthening local health 
sector reform. ADB published the project completion report (PCR) in January 2010, which rated 
the project to be successful on the basis of its assessment as relevant, effective, less efficient, 
and likely sustainable.2

 

 The Independent Evaluation Department (IED) will not validate the PCR, 
and instead it plans to prepare a project performance evaluation report (PPER) of the project in 
2013 based on additional evidence on project performance parameters, with focus on impact 
and sustainability of the project.  

B. Project Objectives and Scope 

2. The project aimed to improve the health status of the population in the project areas. 
Its objectives were: (i) improved health and family planning services, and (ii) guaranteed access 
of the poor to essential health and family planning services. Activities were clustered into four 
components: (i) advocacy and capacity building; (ii) adapting health services to local needs 
through appropriate health sector reforms; (iii) investments for health and family planning; and 
(iv) project management, including implementation, monitoring, and evaluation. The TA 
envisaged six specific outputs: (i) health sector reforms identified, (ii) capacity for health 
systems management and health service delivery built, (iii) health plans developed, 
(iv) awareness of health priorities created among decision makers, (v) operations research 
capacity developed, and (vi) project management supported. According to the PCR, the TA 
produced a number of documents on local health sector reform initiatives and training modules 
on health planning and budgeting. It was considered flexible and relevant in the PCR. 
The project was originally designed to cover 50 districts and 12 cities in seven provinces, but as 
decentralization evolved the coverage was expanded to 73 districts in eight provinces. 
 
3. Extensive project preparations, in the form of project preparatory technical assistance 
(PPTA), were not conducted during design. Instead, local governments developed preliminary 
investment programs to meet local health issues and challenges. Due the brevity of planning, 
                                                
1  ADB. 2000. Report and Recommendation of the President to the Board of Directors: Proposed Loan and Technical 

Assistance Grant to the Republic of Indonesia for the Decentralized Health Services Project. Manila. 
2  ADB. 2010. Completion Report: Decentralized Health Services Project in Indonesia. Manila. 
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it was agreed that the project would be revised after district and provincial staff had received 
further training in health planning and management. Consequently, implementation was 
conducted over two phases. During the first phase, training and capacity building was the 
focus—with consolidation of local health sector development plans into more comprehensive 
sector plans. These plans were revised by Ministry of Health, and approved by ADB following 
certain criteria defined in the loan documents. The plans were implemented during the second 
phase of the Project. According to the PCR, the TA produced a number of documents on local 
health sector reform initiatives and training modules on health planning and budgeting.  
 
C. Project Costs 

4. The estimated total cost of the project was $87.036 million equivalent at appraisal, of 
which $36.663 million was the foreign exchange cost, and $50.373 million equivalent is the local 
currency cost. At completion, actual project cost was $91.571 million (105.2% of appraisal cost), 
of which $59.300 million was disbursed from ADB funds and $32.3 million by government. 
Currency movements and government cancellation of $12.6 million underpinned differences 
between appraisal and actual costs. 
 
D. Rationale for the Evaluation 

5. The evaluation is planned for five key reasons:  
(i) The project design and monitoring framework contained four specific quantifiable 

targets for assessing the performance of improved health status of the population 
in all project districts. The indicators included maternal mortality ratio, infant 
mortality rate, under-5 mortality rate, and life expectancy at birth. In addition, four 
outcome (purpose) targets included contact rates, unmet needs for family 
planning, financial sustainability of health facilities, and the sustainability of local 
health safety net program. The targets were set for 2010, and as of 2007, the 
stated achievements fell short of targets. It is not known, if the given targets have 
been fully achieved. A demographic and health survey was conducted in 2012 
and results are planned to be published by the government only at the end of 
2013. The PCR makes no reference to the sustainability of local health safety net 
program. The Government of Indonesia has reportedly undertaken radical 
reforms in the safety net program since 2006 (Jamkesmas, Jamkesda, BPJS) 
and the relevance of local safety nets introduced under the project is not known.  

(ii) One of the key elements of project justification was that investment in public 
health through the project will yield considerable economic benefits and 
substantial cost savings (footnote 1, paras. 114–115). The economic analysis 
was based on disability-adjusted life year and regional gross product data in 
each of the seven provinces. This was not analyzed and reflected in the PCR. 
Hence, it is not known the extent to which the reported benefit-cost ratio in the 
range of 1.1 to 11.8 was realized. The PCR rated project efficiency as less 
efficient based on process indicators such as contract awards, disbursements, 
and implementation delays. A repeat the original economic analysis based on 
disability-adjusted life year and regional gross product data is needed. 

(iii) The rationale given in the PCR for preliminary assessment of project 
sustainability (sustainable) is weak. It is solely based on budget allocation for 
health at the district level. While it states that healthcare reform initiatives have 
been adopted in all districts’ medium-term development plans, there is no 
mention if all or some reforms have been implemented and continued by the 
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government. In addition, several reforms were initiated at the time of PCR 
preparation. 

(iv) The PCR states that several innovations were launched under the project 
(footnote 2, para. 16). However, it is not clear the extent to which these 
innovations were successful and, hence, it suggested that an evaluation of the 
efficiency and sustainability of the various local health sector initiatives is needed 
before they are replicated. It is not known if such an evaluation has been 
undertaken and if some or all innovations have been replicated.  

(v) IED does not plan to validate PCR for this project. However, the knowledge base 
in the evaluation of health-related projects supported by ADB is thin. The findings 
from the planned project performance evaluation will be used in IED’s future 
evaluation products as well as drawing lessons from the project—what works and 
what does not. In addition, the evaluation will highlight potential contributions to 
improving effectiveness of ADB support in the health sector particularly during 
decentralization. 
 

E. Scope for the Evaluation 

6. The project performance evaluation would be conducted in accordance with IED’s 
guidelines and cover four key parameters—relevance, effectiveness, efficiency, and 
sustainability.3

  

 In addition, it will also identify any other impacts, including those pertaining to 
communities, environment, and local institutions. The evaluation will also address specific 
concerns, omissions and limitations identified in the PCR. The PPER will verify identified issues 
in the PCR and during loan processing. They include (i) appropriateness of design in terms of 
scope, implementation area, and safeguarding; (ii) incremental impact of the project on service 
utilization and disease burden; (iii) an economic analysis of project impacts; and (iv) an 
assessment of the potential for sustainability. The evaluation framework is presented in 
Appendix 2. The PPER will cover, among others, the following issues: 

7. Relevance. The project was undertaken at a time when government services were 
being devolved, and limited capacity for implementation was apparent at lower government 
levels. The key questions are whether the project intervention was well planned and 
appropriately sequenced given an extensive PPTA was not conducted, and whether the 
implementation area and scope was overly ambitious given capacity constraints. The PPER will 
assess whether implementation arrangement were appropriate; relevant risks were identified 
during loan design; and the project employed appropriate risk management. The assessment 
will be done through key informant interviews with concerned government officials and 
beneficiaries in selected districts.  
 
8. Local participation in design was also considered a positive feature of the project; 
as such an approach engenders ownership and has the potential for the support to be better 
aligned with the needs of beneficiaries. The PPER will assess the extent to which the health 
needs of the women, ethnic minorities, and other disadvantaged groups were addressed by the 
project and the extent to which inclusive development is being sustained. This will be evaluated 
based on feedback from stakeholder consultation, project database on inclusion of 
disadvantaged groups (if available), and focus group discussions in selected field sites serviced 
by project facilities. 
 

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



4  
 

9. Effectiveness. The PCR noted upgrading of facilities and staff training helped to 
improve the quality of services, especially in-patient services that are largely utilized by the 
poor. For example, more births are now attended by skilled personnel. The PCR also 
concluded, however, that both before and during project implementation several factors may 
have also contributed to greater access to essential services by the poor. For example, the PCR 
notes that the government's social safety program for health provided block grants to support 
local health services and a health insurance scheme with the provision of free outpatient and 
limited inpatient care for the poor since 2006. The Indonesia Demographic and Health Survey 
(IDHS) 1997, 2003 and 2007,4 along with available more recent data from other sources 
including 2012 IDHS (if available) and United Nations Children Fund’s multiple indicator cluster 
surveys, will be used to gauge the incremental impact of the project. Service utilization in project 
provinces will be compared against nonproject provinces across quintiles.5

  
  

10. Efficiency. The devolution of health services involved a complicated transfer of 
management and decision making capacity from central government to the district-level. 
Many staff at this level had limited prior management experience and the processes for 
administration at this level were not in place when this project commenced. The project loan 
was closed in June 2009, 33 months after the original loan closing date. According to the PCR, 
the two extensions were needed because of the late release of counterpart funds, changing 
fund channeling, slow implementation of activities, and a failure to recruit an international project 
management firm. It, however, did not make any reference to ADB’s Integrity Division’s 
investigation (footnote 2, para. 36), which would also have potentially contributed to 
implementation delays. The PPER will examine the extent to which ADB and the executing 
agency tried to address this problem during implementation and, in particular, if the delay could 
have been minimized.  

 
11. The PPER will re-estimate the economic internal rate of return for the project. It was 
expected to contribute to the reduction in the burden of disease measured by disability-adjusted 
life years lost due to death and disability. Project benefits were estimated in the RRP using an 
assumption of a 4% reduction of the gap in burden of disease between developing and 
developed countries. This reduction in numbers of years lost to disease was valued using 
Indonesia minimum wage rates. Using this approach, the benefit-cost ratio for the project was 
4.5.6

 

 Since appraisal country-specific burden of disease estimates have been produced for 
Indonesia and changes in mortality projected until 2008. The economic return will be re-
estimated using updated burden of disease data, along with actual project expenditures and the 
estimated incremental impact of the project. 

12. Project sustainability. The RRP (footnote 1) indicated that the project investment 
would lead to sustainable benefits as significant efficiency gains in health services planning and 
management would be realized, and resource mobilization would make more funds available at 
the lower level of the health system. The PCR states that the project was successful in 
increasing the district budget for health. By 2007, all project provinces, except Nanggroe Aceh 
Darussalam (with 1% of government budget spent on health), allocated budgets for health 
above the targeted 4%. It was also noted that local government regulations and decrees were 
issued to ensure the sustainability of health and family planning investments and the 
continuation of health care reform initiatives. The evaluation will (i) review government 
                                                
4  The survey was designed to collect data concerning family planning, service utilization, maternal and child health, 

and mortality. 
5 Excluding Jakarta and World Bank provinces. 
6 E. Bloom and P. Choynowski. 2003. Economic Analysis of Health Projects: A Case Study in Cambodia. Economic 

and Research Department Technical Note No. 6. Manila: ADB. 
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allocations for district-level health services in project and nonproject provinces, (ii) assess the 
level of financing for ongoing maintenance and periodic replacement of equipment for high 
value supported facilities in a selected province, (iii) whether staff trained under the project have 
been retained and there are incentives to sustain continued employment; and (iv) whether 
district health managers are using approaches learnt during the project some 3 years after 
completion.  
 
13. During the field visits to selected sites in three provinces (Bali, Banda Aceh, and 
Southeast Sulawesi), the evaluation team will inspect health facilities and discuss project 
impacts with the managers and beneficiaries serviced by respective health facilities. If it is 
deemed feasible during the IEM, a survey of health facilities by a national consultant will be 
undertaken, in consultation with IRM and the executing agency. At present, the three provinces 
are proposed taking into consideration of diversity, inclusiveness, and representation of 
variations across the eight project provinces. Banda Aceh is a special case as it faced conflict 
from 2000 to 2004 and experienced flow of external funds from 2005 to 2010. Additional 
district(s) within the same provinces where no foreign assistance was available will also be 
visited by the IEM to make comparison with the project supported districts. Subject to data 
availability, the evaluation will also review and analyze the funds allocated by the central 
government for health in the form of budget support (DAK, Dana Dekon, BOK) and health 
insurance for the poor (Jamakesmas). 
 
14. Impacts. The PCR reported that the national maternal mortality ratio reduced from 307 
per 100,000 live births in 2002 to 228 in 2007. Demographic and Health Survey data (1997–
2007) show a downward trend for infant mortality rate, except in Bali where the infant mortality 
increased between 2002 and 2007 from 14 to 31 per 1,000 live births.7

 

 Similarly as for service 
delivery, the incremental impacts of the project will be explored by comparing project and 
nonproject mortality and morbidity data. The evaluation team will visit selected project sites in 
three of the eight provinces supported by the project—Bali, Banda Aceh, and Southeast 
Sulawasi. The evaluation team will conduct a structured interview with the managers of health 
facilities during the field visits. The evaluation will also review any unintended impacts (positive 
and negative) from the project, including environment, governance, and resettlement.  

15. The evaluation will also review and assess the relevance of outputs produced under the 
project’s TA support and status of reforms introduced by the project, including health insurance, 
health financing, drug use management, healthcare quality improvement, and public-private 
partnerships. Furthermore, efforts will be made to gather evidence of positive environmental 
impacts through improved sanitation as envisaged in the RRP (footnote 1, para. 121) and 
effectiveness of monitoring and evaluation system adopted by the project.  

 
F. Evaluation Approach 

16. The evaluation will be conducted using a four-step procedure as follows: 
(i) The evaluation team will review available project related documents, project 

approval documents for the project (project documents for Loan 1810-INO, PCR, 
back-to-office reports, and other relevant documents, as deemed necessary).  

(ii) IED will field an independent evaluation mission to Indonesia in the 3rd week of 
February. The mission will: 

                                                
7 World Bank. 2001. Provincial Health Project (02). Manila (P049539–INO), approved for $89,640,000 on 26 June 

2001. 
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(a) Meet with relevant planning, executing and implementing agencies, as 
well as other development partners in health, to discuss project 
performance and take stock of post-project progress and constraints, 
including any changes in health policies introduced by the government;  

(b) Consult with other development partners active in health sector, and seek 
their views on project performance; 

(c) Visit selected field sites in three provinces (Bali, Banda Aceh, and 
Southeast Sulawesi) to seek views and experiences of local health 
facilities and beneficiaries. These provinces represent diversity and 
inclusion of project beneficiaries. 

(d) Collect relevant secondary data from the statistics sample health facilities 
and other relevant agencies at the district, provincial, and central levels. 

(e) Introduce a health services users’ perception survey to be undertaken by 
a national consultant.  

(iii) The evaluation team will analyze updated project related data, and undertake 
cost-benefit analysis at post-evaluation. This will form the basis for assessing the 
project efficiency. The sustainability of the project will be analyzed based on 
financial data of district and town health facilities, staffing adequacy, availability 
of drugs in the market place within a reasonable distance, and stability in 
government’s health policy.  

(iv) Based on the mission findings, data analysis, and inputs from relevant 
stakeholders including the Indonesia Resident Mission (IRM), the evaluation 
team will prepare a draft PPER report consistent with IED’s guidelines 
(footnote 3).8

 

 Due attention will be paid to the compliance to loan covenants, 
safeguards, gender issues, and fiduciary risks, if any.  

17. The evaluation team will also update the project design and monitoring framework with 
the latest available data from the executing and implementing agencies. The evaluation team 
will review the adequacy of performance assumptions, hierarchy of objectives, indicators of 
success with their targets, and methods for measuring the indicators. The updated project 
framework will provide additional information in determining relevance, effectiveness, efficiency, 
and sustainability of the project. 
 
G. Data Sources 

18. The evaluation will utilize data from multiple sources, including government records, 
health facilities supported by the project, surveys carried out by other agencies including IDHS 
and multiple indicator cluster surveys, focus group discussions, key informant interviews, and 
feedback from the project beneficiaries in selected project districts. Other key informants would 
include the relevant staff from the Statistics Indonesia, United Nations Children’s Fund, World 
Bank, World Health Organization, district government agencies, and the National Development 
Planning Agency Republic of Indonesia (BAPPENAS). 
 
H. Peer Reviews and Report Finalization 

19. The draft report is proposed to be peer reviewed by Linda Arthur, Senior Evaluation 
Specialist, IED1; and Maya Vijayaraghavan, Senior Evaluation Specialist, IED2. Following IED’s 
internal review process, the report will be shared with the Southeast Asia Department (SERD) 

                                                
8  In May 1999, Law on Fiscal Balance (Law No. 25/99) was one of the laws adopted by the Indonesian Parliament 

requiring decentralization of government services and functions by 2001 
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and IRM soliciting their views on the report and any factual inconsistencies, if any. 
The evaluation team will finalize the report by incorporating relevant comments and suggestions 
from SERD and IRM, and submit for approval to the Director General, IED through Director, IED 
Division 1.  
 
I. Milestones 

20. The evaluation will be carried out according to the following schedule: 
 

Activity Provisional Milestone 
Approval of the Evaluation Approach Paper I February 2013 
Independent Evaluation Mission  III February–I March 013 
Draft for Peer Review within IED IV April 2013 
Draft for Interdepartmental review I May 2013 
Draft for Editor Review  III May 2013 
Approval by the Director General, IED I June 2013 

 
J. Dissemination of Findings 

21. Upon approval of the report, the findings will be disseminated through IED’s website, 
social media, and presentation at appropriate knowledge sharing events within and outside 
ADB.  
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BASIC DATA 
 

Loan 1810-INO: Decentralized Health Services Project 
 

 Loan 1810-INO 
Appraisal Estimates  

($ million) 
Actual 

($ million) 
Key Project Data  
Total Project Cost  
Foreign Exchange Cost 
Local Currency Cost 

 
87.036 
36.663 
50.373 

 
91.571 
30.362 
61.209 

 
Key Dates Expected Actual   
Appraisal 
Loan Negotiations 
Board Approval 
Loan Agreement 
Loan Effectiveness 
Loan Closing 

 
 
 
 

25 June 2001 
30 September 2006 

25 September–23 October 2000 
16–17 November 2000 

14 December 2000 
27 March 2001 

25 June 2001  
30 June 2009  

  
DMC 
Executing Agency 

Republic of Indonesia 
Ministry of Health 
  

Mission Dates 
Inception 
Special Loan Administration 
Emergency Rehabilitation 
Project Administration Review 
Mid-term Review 
 Phase I 
 Phase II 
Project Completion Review 

 
3–12 April 2001 

None  
7–18 February 2005         

 13 Review missions from 22 January 2002 to 21 November 2008 
  

2–11 December 2003   
26 February–10 March 2004   

21–31 July 2009 
 

Project Performance Report Ratings 
Implementation Period 
14 December 2000–31 December 2000          S 
1 January 2001–31 January 2001                    US 
1 February 2001–30 September 2001              S 
1 October 2001–31 December 2001                 PS 
1 January 2002–31 December 2008                 S   
DMC = developing member country, PS = partly satisfactory, S = satisfactory, US = unsatisfactory. 
Source: ADB. 2010. Completion Report: Decentralized Health Services Project in Indonesia. Manila. 
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EVALUATION FRAMEWORK 
 

Evaluation 
Criteria Evaluation Questions 

Indicators/information 
required 

Source of 
Information 

Method/Analysis 
to be Used 

Relevance 1. Was the project relevant in the context 
of Indonesia’s national priorities at the 
time of project formulation? 

2. Was the project relevant to ADB’s 
policies and strategies? 

3. Did the project continue to remain 
relevant during implementation and at 
completion?  

4.  Did the project target institutional 
strengthening and health issues of 
greatest importance to vulnerable 
communities in the target districts and 
cities? 

5. Was the project implementation area 
and complexity of activities supported 
appropriate given the challenges 
stemming from decentralization policy 
and the Asian financial crisis? 

6. Was the short project preparation phase 
justified? 

7. Were the relevant lessons learned from 
previous projects included in the design 
of the project?  

8. How was project ownership and 
participation of beneficiaries included in 
design? Could these processes have 
been improved? 

9. Was the institutional setup appropriate? 

• Project design and 
monitoring 
framework  

• Process in project 
design formulation  

• Evidence of local 
ownership in 
previous district 
health plans 

• Monitoring reports of 
outputs and 
outcomes  

• Disbursement and 
fund utilization 

• Board Discussions  
• Management 

Minutes  
• RRPs, PCRs, 

BTORs  
• Project documents 

—district annual 
plans 

• Discussions with 
project staff, 
central and local 
government 
officials, 
beneficiaries, and 
ADB staff 

• ADB Policy 
Documents 

• Desk review  
• Key 

informants 
interview  

• Analysis of 
programs 
information 
and indicators 
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Evaluation 
Criteria Evaluation Questions 

Indicators/information 
required 

Source of 
Information 

Method/Analysis 
to be Used 

Effectiveness 1. To what extent were the project outputs 
and outcomes achieved as indicated in 
the design and monitoring framework? 

2. What are the factors that contributed to 
the achievement or affected non-
achievement of the expected outputs 
and outcomes? 

3. To what extent the observed 
improvement in service delivery 
indicators (e.g., family planning 
contacts, health facility utilization) can 
be attributed to the project? 

4. To what extent did the TA support help 
the project implementation?  

5. Was the mid-term review timely and did 
it address implementation challenges? 

6. To what extent did the project loan and 
TA help in institutionalizing health 
sector reforms? What were not 
achieved and why?  

7. Did ADB field review/supervision 
mission on time? 

8. Did ADB respond to the implementation 
challenges on time? 

9. To what extent did the project help in 
health sector capacity development? 
Were the interventions appropriate?  

• Analysis of target 
and achieved 
outputs and 
outcomes 

• Assessment of 
project-supported 
facility level 
utilization 
 
 

• Health facility 
utilization data for 
project-supported 
investments for 
health information 
systems (if 
available) 

• IDHS 1997, 2003 
and 2007 

• Discussions with 
project staff, 
central and local 
government 
officials, 
beneficiaries, and 
ADB staff 
 

• Analysis and 
comparison of 
Project and 
Non Project 
area utilization 
data 

• Attribution 
based on 
comparison 
and facility 
utilization data 
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Evaluation 
Criteria Evaluation Questions 

Indicators/information 
required 

Source of 
Information 

Method/Analysis 
to be Used 

Efficiency 1. What implementation challenges did the 
project face (e.g., limited local level 
capacity, commitment to 
decentralization, shortfall in counterpart 
funding)?  

2. Could ADB have tackled these issues 
more efficiently (e.g., phasing, 
safeguarding, and covenants)? 

3. Were the implementation arrangements 
adequate to achieve the program 
outcomes? 

4. What steps did the executing agency, 
implementing agencies and ADB took to 
ensure proper project implementation?  

5. Were the project outputs and outcomes 
achieved at least cost? 

6. Was the monitoring and evaluation 
system for the project satisfactory? How 
efficiently were project needs  
addressed by the executing and 
implementing agencies and ADB? 

7. Did the project adopt relevant indicators 
and were they adopted by the project? 

8. Did the project modify or change any of 
the indicators listed in the project design 
and monitoring framework? 

9. What were specific reasons for project 
implementation delays?  
 

• Monitoring of 
outputs and 
outcomes  

• Loan disbursement 
and fund utilization 

• BTORs  
• Project documents 
• Discussions with 

project staff, 
central and local 
government 
officials, 
beneficiaries, and 
ADB staff 

• Review of national 
M&E reporting 
systems 
 

• Desk review  
• Key 

informants 
interview  

• Assessment 
of monitoring 
and 
evaluation 
indicator and 
system 
compatibility 
with national 
framework. 

Sustainability 1. Is staff trained under the project still 
active in local area health services?  

2. Are health reform measures introduced 
by the project still continuing? If not, 
what changes have emerged and why? 

• Human resource 
levels and plans 

• Financial 
commitments and 
disbursement 

• Strategy and 
planning 
documents 

• Government 
financial data 

• Desk review  
• Key 

informants 
interview 

• Review 
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Evaluation 
Criteria Evaluation Questions 

Indicators/information 
required 

Source of 
Information 

Method/Analysis 
to be Used 

3. Are health facilities adequately staffed 
to serve the intended population? 

4. Do health facilities get adequate 
resources for their regular operation, 
including staff salary, supply of 
medicines, and maintaining physical 
facilities? 

5. What incentives are being provided to 
health staff to continue service—
particularly in geographically difficult 
areas? 

6. Are there disparities in resource 
allocation across different districts and 
cities? If so, what factors are driving 
these disparities? 

7. Are equipment and facilities supported 
by the project still in operation? What is 
the evidence of use? Is utilization 
growing above population growth? 

8. What ongoing financial commitment is 
required to sustain project investments 
in equipment and civil works? 

9. What is the evidence of continuity in 
beneficiary-driven consultative 
processes to develop annual health 
plans?  

10. Are local health departments monitoring 
and reporting service delivery using 
tools and approaches developed under 
the project? 
 

• Staff inventory 
• Local level human 

resource policy 
• Equipment and 

facility inventory 
• Resource needs 
• Evidence of local 

ownership in current 
district plans 

• Status of current 
monitoring 
processes 

 

• District level 
training plans 

• Utilization data 
 

documents 
• Compare 

financial flows 
in project and 
non project 
areas 
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Evaluation 
Criteria Evaluation Questions 

Indicators/information 
required 

Source of 
Information 

Method/Analysis 
to be Used 

ADB 
Performance 

1. What was the quality of ADB 
supervision at different stages of the 
project implementation (i.e., number of 
review mission, duration, timing, staff 
continuity, composition) 

2. How did ADB response to project 
requests for assistance, particularly 
during implementation difficulties? 

3. How effective were ADB efforts in 
reflecting anticorruption and other 
safeguard policies in project design and 
implementation? 
 

• Monitoring of 
outputs and 
outcomes  

• Disbursement and 
fund utilization 

• Audit Reports  
• RRPs, PCRs, 

BTORs  
• Project documents  
• Discussions with 

project staff, 
central and local 
government 
officials, 
beneficiaries, and 
ADB staff 

 

• Desk review  
• Key 

informants 
interview  

• Analysis of 
programs 
information 
and indicators 

Executing 
Agency  
Performance 

1. What were the root causes for delayed 
counterpart funding and resources for 
the operation of the project?  

2. Would it have been possible to 
minimize project implementation 
delays? If so, how?  

3. What were the key factors hindering 
compliance with covenants? What did 
ADB do about them? 

4. What issues affected submission of 
financial statements and quality of audit 
process? 

5. How sound was the final project 
performance monitoring and evaluation 
system? 

6. What was the overall assessment of 
ADB’s performance from the 
government point of view for the project 
loan? 
 

• Monitoring of 
outputs and 
outcomes  

• Disbursement and 
fund utilization 

• Audit Reports  
• RRPs, PCRs, 

BTORs  
• Project documents  
• Discussions with 

project staff, 
central and local 
government 
officials, 
beneficiaries, and 
ADB staff 

 

• Desk review  
• Key 

informants 
interview  

• Analysis of 
programs 
information 
and indicators 
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Evaluation 
Criteria Evaluation Questions 

Indicators/information 
required 

Source of 
Information 

Method/Analysis 
to be Used 

Impact 1. What are the socioeconomic, impacts of 
the project? 

2. To what extent did the project attribute 
to Indonesia’s efforts in achieving health 
related MDGs (e.g., maternal and child 
mortality rates, nutrition, and infectious 
diseases? 

3. Was there any environmental impact of 
the project? If so, in what ways? 

4. To what extent did the project help in 
providing access to improved health 
services to the poor and other 
disadvantaged groups? 

5. How did the project help in improving 
governance in the health sector at 
different levels? 
 

• Economic return re-
estimated 

• IDHS 1997, 2003 
and 2007 

• Project cost and 
disbursement data 

• Financial 
commitment for 
on-going support 
of Project 
investment 

• Undertake 
economic 
analysis using 
ADB 
guidelines 

• Key 
informants 
interview  
 

• Burden of disease 
stratified by gender 
and age 

• IDHS 1997, 2003 
and 2007 

• Analysis and 
comparison of 
Project and 
Non Project 
area impact 
data 

 
• Burden of disease 

stratified by wealth 
and ethnic group 

• IDHS 1997, 2003 
and 2007 

• Analysis and 
comparison of 
Project and 
Non Project 
area impact 
data by 
quintile, and 
ethnicity 

 
• Unintended 

outcomes 
 • Key 

informants 
interview  

ADB = Asian Development Bank, ASP = annual sector plan, BTOR = back-to-office report, IDHS = Indonesia Demographic and Health Survey, MDG = millennium 
development goal, PCR = project completion report, RRP = report and recommendation of the President, TA = technical assistance. 
Source: Independent Evaluation Department. 
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