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FOREWORD 

This 37th issue of the Key Indicafors o f b ~ o c i o p t n ~  Asian and Pacific Counties features a theme 
chapter, "~easur ing  ~o l i~@c t i venes s  in aiaalth and .%ucation." It includes 38 statistical tables that 
compare indicators of the Millennium Development Goals (MDGs) and other key statistics across 
the& developing member countries (DM&) and 44countr; tables, each with &year data series on 
social, econonnic and kanciaPstatistics. The special chapter and statistical tables are also published 
on the ADB web site (http://www.adb.org/statistics). 

Although several DMCs have made significant progress over the past few decades, there are 
indications that many will not attain the health and educatron MDGs by 2015. Some of the biggest 
health and education deficiemieswithin countries occur among those who are at the bottom of 
the income distribution. Inmany DMCs childl.en from poorer families are almost three times more 
likely to be out of school than those from r~ch families. The differential in d d d  mortality rates are 
also of a similar magnitude. The special chapter examines the progress of the health and education 
MDGs with a focus on the poor because health and education improvements are not only goals in 
their own right but they are also critical for mainstreaming the marginalized and for ensuring that 
they benefit from and participate in the growth process. 

The special chapter mtroduces a simple analytical framework which can be utilized to 
inform policy making aimed at improving health and education outcomes both on average in the 
population as well as at the margin among the poor. Measurement for management is at the core 
of this diagnostic framework and the chapter argues that it is imperative that heal& and education 
outcomes regularly be measured not only at the national level, but also at disaggregated levels 
such as among the $1-a-day and $2-a-day poor. Measurement of the extent to which health and 
education for the poor deviate from the average is needed to bigger corrective policy action. Such 
measurements are also important for monitomg purposes and for enhancing the accountability 
of stakeholders. 

The chapter also underscores the need for careful withii-country analyses of determinants 
of health and education attainment. In many DMCs, the problemis that government spending is 
not pro-poor, with the emphasis bejng on tertiary as opposed to primary health and education. 
Household income and maternal education are also critical factors that need to be addressed. 

Although economic growth can be important, the chapter highlights several instances where 
impressive gains in health and education were realized in relatively low-growth settings. Evidence 
(from impact analyses) suggests that carefully targeted, pm-poor, results-focused interventions 
such as conditional cash transfers, food fortification interventions, food-for-education programs 
are highly effective in improving health and education outcomes especially among the poor. 

pppp-p--------- 

Wevalue thecontributionof DMC governmentsand internationalagenciesthat provided data 
and information for the Key Indicators. We hope that the Key ind~cators will remain a vital element 
in tracking the development in the region. 

H - a  
Haruhiko Kuroda 
President 
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INTRODUCTION AND BACKGROUND 

.. i:. 
1. Introduction -% ;:. 

'$ 
2 "  

This theme a chapter ex&es the role of 
government in helping facilitate the attainment 
of hurhan development outcomes, The issues 
addressed in this chqker are discussed in relation 
to selected heaIth and eduwation jMillertnium 

wDevelopment Goals (MDGs) ?see Definitio~u 
on page 443 for the full list of IvfDGs}. Many 
dmlopit~g member countries (DMCs) of the 
Asian Development Bank (ADB) will not reach the 
hearth and education MDG tar~ets by 2015, with 
some of the biggmt attainment deficiencies within 
countries occurring at the bottomend of the income 
distribution. Hence, the chapter has an explicit 
focus on inelusiveness in that we lmk at ways of 
assessing the effectiveness of public policies for 
health and educa~on atkainmeni, not only for the 
population at large but also, more specificallg, for 
the poor- 

In payticular, the chapter focuses on three 
primmy questions. The .first is analytical: What 
factors determine the differences in the size of 
publicexpendihUe~moss~ountries, and what is the 
current state of evidence with regard to the impad 
of public expenditure on health and educa.tion 
outcomes? The second question ismethodoIogicaL 
How do we assess the effectiveness of government 
policies a.nd the public sector rn attaining health 
and education outcomes, both in the gerteral 
population and in t e r n  of benefiting the poor71 
Whatmethods areavailable, andarethey consistent 
with each othep? Third, what can we leamjrom 
such exercises? That is, why have some countries 
bem more r;uccessful than others in attaining 
higher levels and more equal diskributions of 
health and education outcomes? 

Qvedl, the underlying focus in the chapter 
is one of generating and utilizing knowledge for 

The term "effwtueness" as used in this chagw is meant to denote 
the impact h terms of achientm desired outcomes. The latter mlh/ 
be effdency reMeL1 or equtty related. 

policy making and for enhancing government 
and stakeholder accauntability in the health and 
education sedars. To facilitateathis, the chepter 
inkoduces a simple analytical framework for 
guidingsuchanevidence-baaed approach to policy 
making. The framework comhiies a macro wms- 
country perspective with micro within-cornby 
diagnostics to identify problems and search for 
policy solutions far improving MDG outfsmes. 
The framewprk is measurement-o~iented, 
analytical, and results-focused, and is very much 
In the spirit of the Management for Development 
Resule (MDR) approach that has recently 
been adopted by ADB and other development 
partners. 

bl Inclusiveness and Human Development 

Health arid education are prominent among the 
'hADG indicators. This is not surprising: their 
importance for human well-being needs little 
by way of justification Not only do health and 
education have intrinsic value, they also save 
an important instrumental rde in attaining 
improvements in income. In kms of having 
intrinsic value, as Sen (1998) has pointed out, 
health and education are critical for capability 
e b e m e n k  they allnw individuals to le&d lives 
they have reason to value. A similar motivation 
underlies the Human Development Index (HI39 
of the URited Nations Development Programfne 
(UNDP), which is a compasik measure of income, 
education as well as health in a counfry. 

Inmme poverty is also included amang 
the MDGs. Develop' Asia's progress toward 
attainment of this a - w h i c h  calls for a 50% 
reduction in $1-a-day poverty from 1990 to 2015 - 
has been laudable. Overall, the region is on track 
for attaining the poveriy MDG, this being driven 
largdy by economic growth and the success of 





those in sub-Saharan Africa." Empirical evidence 
from a World Health Organization (WHO) health 
system efficiency measurement exercise supports 
this argument: health systems were found to be 
largely ineffective below a certain amount of 
expenditure outlays, even after controlling for 
govemance-related effects.15 

Undoubtedly, elements of both perspectives 
areimportantforunderstandingthedeterminants 
of policy effectiveness. Debates such as these 
underscore even more the need for rigorous and 
periodic evaluations of public spendingin health 
and education. Such evaluations can at least 
potentially help inform policy and operations 
by highlighting successes and failures, as well 
as the constraints to attaining improvements in 
outcomes. 

Against this backdrop, and in addition 
to a review of methods for evaluating public 
policy effectiveness, the chapter makes several 
key points, which are summarized below: 

Attaining health and education MDGs will 
require a focus on inclusiveness. The largest 
deficiencies in health and education occur at 
the bottom end of the income distribution, 
and this is where governments will get their 
biggest marginal gains for improving national 
averages. 

Improving inclusiveness for health and 
education may require that the governments 
have a more pro-poor focus in their outlays. 
This would entailbetter targetingandincreased 
spending on services that directly benefit the 
poor. 

Disaggregated measurement, e.g., estimation 
and dissemination of health and education 
indicators among the $1-a-day and $2-a-day 
poor, is critical. In this regard, the chapter 
argues for an increased focus on "pro-poor" 
measurement and reporting of MDG health 

" Quibria (2006) provides further evidence for this. He shows that 
developing Asian countries with govemance deficits exhibit much 
higher average growth (in fact more than twice as high) on a 
sustained basis than those with better governance measures. The 
study suggests either that other complementaly factors in tandem 
with governance are necessary for growth, or that the nuances of 
governance critical to development may have been missed. 

and education indicators and their key 
determinants.'" 

In addition to a focus on measurement, the 
chapter argues that within-country and 
intervention-specific analyses are the most 
informative with regard to providing 
evidence for policy making. A cross-country 
perspective can help situate a country's 
performance relative to its comparators, 
but within-country analyses are better able 
to uncover constraints to attainment and 
inform the choice of corrective options. 

Evidence suggests that carefully targeted, pro- 
poor, results-focused interventions, such as 
conditional cash transfers, food-for-education 
programs, food fortification interventions, 
and the use of NGOs for service contracting- 
in addition to the more standard focus on 
bricks-and-mortar improvements in social 
infrastructure where needed - are highly 
effective in improving health and education 
outcomes, especially among the poor. 

Besides the focus on excluded population 
groups and on enhanced measurement, 
monitoring, andevidence-basedpolicy making, 
policy makers must be held accountable for 
implementing changes aimed at improving 
MDG attainment in health and education. 

The remainder of the chapter focuses in greater 
detail on the issues raised above. Section 2 provides 
a brief background to the current state of healthand 
education in developing Asia. Progress to date on 
attaining the MDGs related to primary educa$on 
and child m6rtdity is reviewed and discussed. 
Section 3 reviews the determinants of the extent of 
government involvement in health and education. 
Sections 4 and 5 of the chapter focuses on cross- 
country macro methods for eyaluating policy 
effectiveness. Secgon 4 reviews empirical evidence 
that relates aggregate expenditure outlays to 
outc&es. Sectionhutlines methods that are used 
to edimate efficiencies of health and education 

l6 This IS not a new idea: a similar sentiment was expressed in Diamond 
et al. (2001). For more on Oroblems related to measurement and 
cwnw coverage of MDG Indicators, see the stanstical appendix in 
ADBIUNDPIUNESCAP (2005). 

l5 Murray and Evans (2003). 



systems using aggregate production funcnons. 
Secbons 6, 7, 8, and 9 move to a more within- 
country micro perspective. Section6 looks at public 
expenditure effectiveness from the perspective of 
inclusiveness. Section7focuses on the methodology 
for assessing the distributional consequences 
of public expenditure, i.e., on how we can tell if 
public spending is reaching the poor and those 
most in need. Section 8 outlines other, more micro- 
based approaches for assessing the effectiveness 
of service provision. Section 9 discusses impact 
evaluation methods for assessing the effectiveness 
of specific interventions and summarizes evidence 
from selected impact evaluations in the health 
and education sectors. Sections 10 and 11 focus on 

- appkatiefts sf d w  m e t h d d u r w i ~ n c ~ a 3 K p  
policy making. Section 10 introduces an analytical 
framework that ties together some of the issues 
raised in the chapter. Section 11 concludes with a 
brief discussion. 

2. Health and Education MDOs In 
Developing Asia 

This section briefly reviews the state of health 
and education MDGs in developing Asia." For 
ease of exposition, we focus attention primarily 
on two specific MDG indicators: primary school 
enrollment and child mortality. 

Figure1 gives a broad sense of human 
development among Asian DMCs vis-a-vis the rest 
of the world (selectedDMCs have beenhighlighted; 
different colors represent different subregions). 
The l i e s  in the ~ p h  represent weighted&hal 
averages for the indicators. For education, most 
DMCs included in the sample were either in the 
bottom-left or top-right quadrant. Enrollment rates 
in Asia are about the global average, but education 
expectancy (which measures the expected years of 

17 More detailed analysis of MDG atlainment can be found in AOW 
UNDPNNESCAP (2005). For progress on gender-related MDGs. see 
ADBIUNDPNNESCAP (2006). 



schooling that a typical individual would have tit 
current enrollment rates at all levels of education) 
is still low relative to the rest of the world. 

Life expectancy in developing Asia is about 
the global average, while child mortality rates are 
slightly better. Several several countries - India 
and Pakistan. for instance-are urorninent in the 
upper-left quadrantfor health, indicatingrelatively 
low rates of life expectancy and high rates of child 
mortality. ~ountrGs such 1ndoGsia have made 
progress on child mortality, although overall 
life expectancy is still somewhat low by global 
standards. 

2.1 Primary Enrollment 

The MDG target for education calls for the 
attainment of universal primary enrollment by 
2015, i.e., the benchmark target is a 100% net 
primary enrollment rate. Figure 2 shows progress 
toward this MDG target for selected DMCs for the 
period2002-2004.Althoughrelatively high for most 
DMCs, enrollment numbers remain particularly 

wotrisome in countries such as Azerbaijan, Lao 
People's Democratic Republic (Lao PDR), Nepal, 
Pakistan, and Papua New Guinea. These countries 
have the farthest to go in terms of attaining the 
MDG education target. At the other end of the 
spectrum, Fiji Islands, Cambodia, and Viet Nam 
have impressive attainment figures for primary 
school enrollment. 

In recent years, participation in primary s&ool 
has improved 'for almost all DMCs, and more 
sigruficantly for countries that started with very 
low net enrollment rates in the base year 1990 (e.g., 
Bangladesh, Cambodia, Lao PDR, and Pakistan). 
These countries have increased net enrollment by 
30-100% since 1%0. However, much more progress 
is needed. Globally, some 100 million children are 
dep~ved of basiqeducation; of these, 55% are girls 

nearly half are Asians.18 In Asia, as in most 
developing regions, children from poorer families 
are almost three times more likely than those from 
richer families to be out of school, while those with 
less educated mothers are more than two times 
more likely to be out of school compared with those 
with more educated mothers. Moreover, children 

UNICEF (2006). 



with the lowest levels of attendance are found 
among indigenous and other minority groups.19 

For extremely poor households, the cost 
of sending a child to school comprises not just 
the out-of-pocket expenses incurred for daily 
transportation, clothing, and food allowances 
(which, for example, can reach up to 29% of 
overall household spending in Nepal and 47% 
in Thailand) but also the lost opportunity cost 
of a child not earning additional income.20 
Diverse ethnolinguistic and tribal groups pose a 
serious challenge to many DMCs where several 
languages and dialects are spoken within the 
country, creating significant barriers for access to 
education, especially in rural areas. In Balochistan, 
for example, a remote rural province of Pakistan 
where four languages are spoken in addition to 
the national language, population literacy remains 
very low, and girls' enrollment in 1990 was only 
one fourth that of boysI.21 

2.2 Child Mortality 

By way of contrast to enrollment, the MDG target 
for child mortality is a relative one, i.e., it calls for 
the attainment of a two-thirds reduction in child 
mortality over the 25-year period 1990-2015. 
What this implies is that the child mortality target 
is different for each country, depending on the 
initial conditions it had in 1990. Nevertheless, 
we can assess progress toward attaining this 
health MDG target by normalizing the 2015 target 
child mortality rate to be 100% and assessing the 
percentage of this target attained by 2004 (Figure 3). 
As 2004 is roughly the halfway point (56%) in 
the MDG time frame, countries that are on track 
should have achieved at least 56% of their target 
by then (both 56% and 100% are demarcated m 
Figure 3). As can be seen, Cambodia, Kazakhstan, 
and Turkmenistan have actually seen inweuses 
in child mortality over 1990-2004. Progress has 
been negligible or very slow in other countries 
such as Afghanistan, Papua New Guinea, Tuvalu, 
and Uzbekistan. In contrast, countries such as 

I 19 United Nations Millennium Project (2005). 

2o Kattan and Burnett (2004). 

21 Tomei (2005). 

Bangladesh, Indonesia, and ~ i e t  Nam have been 
very successful in terms of progress toward 
attaining the child mortality target. 



The major causes of child deaths in developing 
Asia (in particular in South Asia and Southeast 
Asia) reveal the link between child mortality and 
poverty. Close to half (41%) of children's deaths 
in the region are caused by only four diseases: 
acute respiratory infections (19%), diarrhea (IS%), 
measles (3%), and HIV/AIDS (1%).22 A large 
proportion of these are contracted and transmitted 
in conditions of poverty: crowded living quarters, 
indoor and outdoor air pollution, unsafe drinking 
water, and improper sanitation. 

Potable water, working toilets, and covered 
drains are markers for good hygiene and health, yet 
access to such basic facilities is severely lopsided, 
not only between rich and poor countries but also 
between urban and rural areas within countries. 
For the poorest in developing countries as a whole, 
only 58% of populations have clean drinking water, 
and while 49% have adequate sanitation facilities, 
only 30% of those in rural areas have access to 
such facilities. In the Republic of Korea, 92% of the 
population have access to clean drinking water, 
and 100% in both rural and urban areas have 
adequate sanitation facilities. But for Afghanistan, 
which has the highest child mortality rate in Asia, 
only 13% have clean water, while the proportion 
of the population with sanitation is only 16% for 
urbanand 5% for rural areas. InLao PDR,43% have 
clean water, while slightly half of that proportion 
(24%) use adequate sanitation facilities that may 
be accessed by 61% in urban and 14% in rural 
areas. One study has found that simply improving 
access to safe drinking water by 10% could induce 
a reduction in chiid mortality of 3%.= 

Malnutrition, a common occurrence among 
children in poverty, is a major risk factor for 
child mortality, depriving children of requisite 
nutrients and weakening their resistance to illness. 
The prevalence. of underweight children below 5 
years of age is 27% for all developing countries, 
whereas for South Asia this figure was 46%.24 
The disparity is clearer if one looks at specific 
22 WHONPRO (2005). It should be noted that several DMCs are in the 

midst of an epidemiological transition, as the major causes of death 
move from communicable diseases to noncommunicable ones. 

23 WHOWPRO (2005). 
24 UNICEF (2006). The degree of malnutrition is measured by severity 

of the underweight: moderate and severe for below minus two 
standard deviations from median weight of reference populations, 
and severe for those below minus three standard deviations from 
median weight. The malnutrition referred to here is moderate and 
severe, because insufficient data are reported for severe malnutrition 
by middle- and higher-income countries in Asia. 

countries: underweight prevalence for middle- 
income Malaysia is 12%, or only one fourth that of 
the low-income countries Nepal and Bangladesh, 
both of which have nearly half of all their children 
(48%) underweight. 

Gender disparity exists strongly in health, as 
in education, for South Asian countries. Fifteen 
years after Nobel economist Sen (1990) decried the 
fatal discrimination responsible for "more than 10 
million missing women," girls are still dying in 
greater numbers than boys in many countries.u 
Mortality inequality is a term that refers to higher 
rates of death among girls and women than boys 
and men. The consistently higher mortality rates of 
girls - despite biological mortality advantages- 
is suggestive of a systematic neglect of females 
relative to males in nutrition and health services. 
Mortality inequality remains a problem in all 
South Asian countries (except Sri Lanka), as well 
as in the PRC. Mortality rates of young girls in 
Bangladesh, Nepal, Pakistan, Maldives, and India 
are 2-10% higher than those for males, implying 
that male children receive preferential treatment 
with respect to nutrition and health care." One 
study using data from a National Family Health 
Survey estimated that under5 child mortality in 
India would drop by 20% If girls had the same 
mortality rate as boys.27 Similarly in the PRC, 
the mortality rate for girls is 11% higher than for 
boys. 

2.3 Persistent and [howfng Soc(oeconomic 
lneq~ities. 

Persistent and growing inequalities in education 
and health within countries are another significant 
concern for developing Asia. 

s , #  

Measuring inequality in education is not . 
easy %cause census and survey statistics cannot 
fully {aptuse discrigfancies in education quality 
or w e d  benefits to individuals. Nevertheless, 
existhg evidence suggests significant education 
inequalities. Most prominent among these is the 
disparity between rich children and poor children 
who attend schooI. Globally, almost 20% of all 
primary school age children are estimated to be 
out of school, but in many Asian countries the 

25 Sen (1990). 

26 Sen (2002). 

27 Victora et al. (2003). 



I Note: Data arefarl999-2003. 
Swrce: UNESCO (2WSa). 
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Wweed this average.28 For instance, 
DiYrrs~indicate that in Lao PDR, 60% 
w o o l  age childrm in the poorest 

itout of school compared with only 
rildren in the richest households 

detailed country view of out-of-school 
, provides further information on other 
of education inequality (Table 3). India 
onesia, though widely diverse countries 
of culture and sociopolikical structures, 

nerally similar trends in the distribution 
primary school age children across the 

ous sex, location, and wealth categories. 
wever, there are magdied differences in the 

oht-of-school children groups: in India, though 
there are more male primary school age children 
than female, the proportion of out-of-school 

children who are female is 59%, far greater than 
the corresponding rate among males (41%). This 
is the opposite of the situation in Indonesia. Out- 
of-school children in rural India are seven times 
the rnadtude of those in urban areas, while in 
lndoneza the corresponding number is 2.3. Out- 
of-school children from the poorest households in 
both countries, however, arenine times those from 
the richest households. 

There is also evidence that health inequalities 
within countries remain large.2' This is despite 
overall improvements in the average levels of 
population health. Minujin and Delamonica (2003) 
provide evidence using data from Demographic 
and Health Surveys. Four DMCs were included in 
their sample: Bangladesh, Indonesia, Kazakhstan, 
and Philippines. In all four countries, inequalities 

-~~~~~~ w 
LawiHigh ratio 
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Sourar GWmn etal. [forthmmingi and WHO, W I S  

in child mortality by wealth level increased from 
the mid-1980s to the mid-1990s, with the change 
being greatest for Indonesia. Kazakhstan saw not 
only an increase in inequality but also an increase 
in child moMQ. Gwatkin et al. (forthcoming) also 
report on evidence from several Asian countries 
that shows the ratio of under-5 mortality rates 
for those in the bottom quintile of wealth versus 
those in the top quintile (labeled "low/high ratio" 
in Table 4) remaining high Zhang and Kmbur 
(2005) provide evidence of increasing rural-urban 
inequality in infant mortality in the PRC. 

29 Ballsacan and Ducanes (2006). 



Health inequalities are often correlated 
with rising income, possibly due to differential 
assimilations of new technologies by the rich as 
against the poor.30 Another reason for the rise 
in health inequalities in Asia likely stems from 
the rise in income inequalities in the region.31 
Increases in health inequalities are often indicative 
of increasing problems with access to the health 
system or of growing differentials in quality of 
care received. 

One aspect that needs to be underscored is the 
fact that there are usually strong geographic and 
spatial dimensions to inequality, knowledge of 
which can be especially useful for designing and 
implementing interventions. For example, in his 
analysis of MDG attainment for India, Deolalikar 
(2005a) reports that with regard to malnutrition, 
only about 10-20% of allvillages and districts in the 
country accounted for one half of all infant deaths. 
Needless to say, knowing which specific regions or 
districts are responsible for poor attainment levels 
can be very useful for designing targeted and cost- 
effective corrective policy interventions. 

Given governments' prominence in health and 
education, the next section examines their role in 
more detail. 

3. Government Involvement in the 
Health and Education Sectors 

3.1 Theoretical Rationale 

As mentioned in the Introduction, there are strong 
theoretical argumentsfor directpublic involvement 
in health and education. The arguments refer 
to public involvement-which could take the 
form of finacing via subsidies or other forms of 
encouragement-and does not necessarily imply 
direct service provision per se. These arguments 
are fairly standard and we only briefly review 
them here. The characteristics of education and 
health, e.g., presence of externalities and other 
forms of market failure, are such that reliance 
on private provision alone is likely to yield 
suboptimal outcomes from a societal perspective. 
Classic examples of these market failures include 
treatment of communicable diseases: individuals 

may discount the impact their own infection 
could have on the health of others around them. 
More educated workers on average may have an 
unintended positive effect on the macroeconomy 
at large. Information asymmetries are prominent 
between consumers and providers in health and 
education, and public accreditation can help 
mitigate this form of market failure. 

The other major theoretical justification for 
public sector involvement in health and education 
has to do with equity and inclusiveness. These 
are important considerations as these social 
inequities-due to the "merit good nature 
of health and education-are often deemed 
less tolerable than inequities in income.32 As a 
result, governments are often expected to play a 
prominent role in redressing social inequalities in 
the population. 

Historical involvement of governments in the 
domain of health can be traced back to hundreds 
of years. Medieval mercantilist societies tended to 
view sheer population numbers as an economic 
resource, promptingsome attempts at public health 
interventions by those in power. Quarantine as a 
public health strategy was known to have been 
used in the 14th century as a means to cope with 
the scourge of the Black Death. 

The genesis of modem public sector health 
involvement, though, is usually traced to the Fatter 
half of the 19th century in the United Kingdom, a 
time of rapid industrialization and urbanization.33 
With urbanization came growing population 
densities, housing problems, waste accumulation, 
pollution, and epidemic diseases. This necessitated 
the jetting-up of formal public health authorities 
that:dealt with b u e s  related to sewage disposal, 
sanitation, houshg regulation, and dean water 
s~$~ly.  This period also saw significant declines 
in European mortality rates, the likes of which had 
never been seen before in history. 

Formal establishment of public health systems 
occurred much later in Asia than in Europe. There 
is evidence of some isolated declines in mortality in 
a few countries, which were attributed to specific 

30 Wagstaff (2001). 
31 Hanbur et al. (2006). 

32 Anand (2002). 

33 mrter (1999). 



public health campaigns conducted by colonial 
administrations in the 1920s, e.g., the control 
of smalloox and cholera in Indonesia. and of 
smallpox and the plague in the ~ h i l i ~ ~ k . 3 4  The 
malaria control campaign in Sri Lanka in the 1940s 
is another example of-a govemment-led health 
intervention that resulted in impressive decwes in 
mortality. It was not until &ex the 1940s, though, 
that systematic population health impro$ements 
were seen in the region.35 

.& 

Similarly, large-scale public involvement in 
the provision of education (primary schooling) can 
also be traced back to Europe in the late 18th and 
19th centuries: Russia was a pioneer in installing 
a system of state-mandated schooling, followed 
by other countries in the region, as well as the 
United States (US) and Canada.36 The argument 
is often made that the rise of public education in 
Europe was connected with the development of 
the concept of the nation state.37 

As in the case of public health, public provision 
of education in Asia did not pick up until the 
1920s and 1930s. At the turn of the century, large 
sections of the continent were under colonial 

administrations and part of the reason for low levels 
of public expenditure and enrollment at the time 
were likely reflective of a public administration 
system that was extractive in nature and not really 
geared toward human resource investments, such 
as education.38 Figure 4 shows the big differences in 
primary school enrollment rates in North America 
and northern Europe relative to those in Asia and 
sub-Edman Africa in the late 19m and early 20th 
centuries. As far back as 1900, North America/ 
Oceania and northern Europe had reached primary 
enrollment rates that several DMCs have yet to 
achieve. 

Figure5 shows the rates disaggregated for 
selected Asian countries for which data are 
available. Some colonial anomalies are in evidence, 
emphasizingthe need to look beyond averages. Sri 
Lanka, for instance, had relatively high primary 
enrollment rates in 1900 (20%) vis-a-vis India (<5%) 
despite the fact that both were British colonies. 
Some argue that the Colebrooks-Cameron Reforms 
in Sri Lanka in the 19th century, which unified the 
country and encouraged some degree of local 
participation, were partly responsible for these 
observed differences (see Box 1).39 Similarly, after 

Preston (1975). 

Ahlburg and Flint (2001). 

Ramirez and Boii (1987). 

Meyer, Ramirez, and Scysai (1992). 

38 For instance, Acemoglu et al. (2001) argue that 
development was weak in colonies where settler 
high. 

39 Gallego (2005). 

general institutional 
morta~~iy rates were 



P1 Key Indicators of Developing Asian and Pacific Countries 

1 The Colonial Or!$@ of Sri Lanka's Education Advantage Over lndia 

( iTased on t h e m  avajlable indicators, ~6 tanka's adult even after independence, with publfc funds f a v o r l a  
literacy rate has an impressive 90.7%. Irs net primary tertiary edJcation at the expense of mass prlma I enrollment rate was 97.2% and the averae number of wars schooling in lndia. He armes that imperfect ons in India 
of educauon in the population was 6.1.6 way of conkst, local deMocratic ins~tut6ns haw mede it difficult for t 
Ind~a's adult llteraoy rate was an abysmal 61.06, mere haye underprivileged to voice and influence their preference 
been some s ~ p s  of improvement in reGent years though: espec~ally at lower administmt'ue then. 
Indla's net primary enrollment fate is now a respectable 
90%. Nevertheless, the population on average stlll has only A puzzle remame though. AspointetlQut by Gallego (2005), 
about 4.8 years of education.l tanka's enrollment fates werealready more ma 

% "3 those of India in 1900, s~gnmmntly before the 
mese disparities in NucatLon attainment between lndla of unlyersal adwltdwltsyffrage in $n' hnha jn 1931. 



900; the Philippines saw a rapid rise in primary 
llment after the US took over the Spanish 

Why might it be important to look at health and 
ucation from a historical perspective? First, as 
inted out by Gdego (2005), there is a startlingly 
h correlation between the past and the present. 

the correlation coefficient between 
llment in 1900 and average years of 

cationin 1985-1995 was 0 79. Another example 
be found in Banerjee and Iyer (2005), who 

w how historical experiences can influence 
present-day policy choices. Using data from the 
1950s to the 1990s, they find that the districts in 
India where land rights and tax revenue collection 
were handed over to landowners by the British 
colonial author~ties in the 19th century tended 
to invest less in health and education even after 
independence. They argue that one reason may 
stem from polarization, which caused differences 
in preferences across classes and which appears to 
have persisted over time in these districts. A similar 
point is made by Rajan and Zingales (2006). They 
argue that, rather than focusing on institutions, 
it may be more productive to look at historical 

Sources of polarizations and *self-perpetuating 
constituencies" among population subgroups, 
The latter, they argue, are the root cause behind 
&e persistence of underdevelopment. In many 
instances, it is not so much the issue of what 
policies to pursue, but more one of finding ways 
cif garnering the political consensus to pursue the 
appropriate policies. 

As the above discussion has emphasized, to 
understand some of the institutional weaknesses 
that may explain current education deficiencies, it 
may be necessary to take a broader view of past 
trends and "initial conditions." However, even 
though history can matter, several countries have 
defied these initial condition deficiencies (e.g., 
Republic of Korea and Malaysia). Understanding 
how these countries overcame their disadvantages 
and deviated from the norm can yield important 
insights to guide policy makers. 

3.3 Current Situation 

Following World War 11, and as DMCs began to 
gain independence, governments in the region 
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Figure 7 Average Public,Share in Education in Asia 
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tended to progressively increase their invotvement For health, unIike education, PIPt. average share 
in the social sector. In 2000, the bulk of primary of public expenditure in overall heal& expenditure 
school enrollment in the region was public is about 52% for DMCs. Figure 8 shows the shares 
(Figure 6), as was the share of overall education by country for selected DMCs for which data 
expenditure (Figure 7). are available. South Asian DMCs such as India, 



I 
Nepal, and Bangladesh are notable for the small general, at lower levels of social sector outlays, 
share of government health expenditure in overall there is a tendency for countries to invest more in 

I expenditure, emphasizing the predominance of education than in health. 
private and other forms of provision of health 
in these countries. Cambodia and Indonesia also As an indication of the total amount of 
have a relatively small share of government health resources devoted by the government to the social 
expenditure. sector, Figure10 shows the sum of government 

health and education spending as a proportion 
Figure 9 shows annual public expenditure per of GDP. The average among DMCs is about 7.8% 

capita in health versus education for 2000. As can (shown as a vertical line in the graph) although 
be seen, globally, expenditures in the two sectors this average is driven by the large percentages 
are quite highly correlated. Most Asian countries spent by some of the smaller DMCs. Indonesia, 
spend less than $250 per capita on health and Myanmar, and Pakistan devote comparatively low 
education. Among the DMCs in the sample, Palau amounts of public expenditure to the social sector. 
and Republic of Korea spend the most on both On average, DMCs spend a lower percentage of 
education and health. In addition, Fiji Islands, their GDP on health and education than countries 
Malaysia, and Thailand are high spenders on in Latin America but higher than that spent by 
education. Fiji Islands, Samoa, and Tonga spend sub-Saharan countries. 
relatively high amounts on health. 

Cambodia, Nepal, and Pakistan are all low 3.4 What Determines the She of Public 
spenders on both health and education. In 2000, Spending in the Social Sector? 
for DMCs in the sample, the average public 
expenditure on health as a proportion of gross Why is it that some governments spend more 
domestic product (GDP) was 2.9%, and the on health and education than others? Based on 
corresponding figure for education was 4.1%. In the discussion in the previous subsection, one 


