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1. Country and Sector Background 
 

Country issues 

1. Benin has enjoyed relative political stability and democracy for nearly 20 years. In 1990, the 
country changed from a Marxist-Leninist system to a pluralist democracy, and elections and 
peaceful transfers of power have regularly taken place since then. The country is now embarked 
in a major effort to accelerate its economic growth. However, there are still some key economic 
and social challenges. These include persistent corruption, an unfavorable business environment, 
a weak infrastructure base, a lack of competitiveness of Benin’s agriculture and industry, an 
undiversified economy, a weak institutional and implementation capacity, and a need for 
improved basic services.  
 
2. To address these issues, the Benin Government has prepared a Growth Strategy for Poverty 
Reduction (Stratégie Cadre de Réduction de la Pauvreté or SCRP), which was adopted in April 
2007. To implement this strategy, the Government intends to launch a series of second-
generation reforms to modernize public services and provide a competitive environment for the 
private sector. The key areas of focus will be to: (i) improve the business climate; (ii) increase 
investments in human resources; (iii) modernize infrastructure; (iv) provide reliable energy 
services; and (v) raise the quality of public sector governance to improve economic management.  
 
Health sector issues 

Among health-related MDGs (Millennium Development Goals), child health (MDG 4) and 
maternal and neonatal health (MDG 5) are showing only limited progress, especially for the 
poorest households. 



3. While HIV-AIDS prevalence (MDG 6) has been stabilized, other health-related MDGs 
have decreased at a very slow pace and remain high. As for maternal health, the latest 
Demographic and Health Survey (DHS 2006) found a maternal mortality ratio of 397 for 
100,000 births, down from 498 in 1996. However, given the usual difficulties in measuring 
maternal mortality, confidence intervals are quite large and suggest that this decrease may not 
have occurred at all. Similarly, child mortality decreased only from 185 deaths per 1000 births in 
1990 to 125 in 2006. One of the concerns is that, so far, nutrition issues have not been addressed 
seriously. Also, regarding malaria-related child mortality, while the percentage of children 
sleeping under a bed net has jumped from 20% in 2006 to 56% in 2009, adequate treatment of 
malaria cases remains insufficient. 
 
4. Progress is even weaker for the poorest households. To take only the example of maternal 
health, while about 80% of women are benefiting from assisted deliveries (a good proxy for 
maternal health), this percentage falls to 55% for women in the poorest quintile (DHS 2006). 
 

The high child and maternal mortality rates in Benin are strongly related to major deficiencies 
in the health system 
 
5. A health system should provide effective coverage of the population with quality health 
care services. Child mortality can be significantly reduced in increasing coverage of high impact 
interventions such as utilization of bed nets and treatment of malaria cases with adequate drugs. 
Similarly, maternal and neonatal mortality is best addressed through deliveries assisted by 
qualified staff and birth spacing (thanks to use of contraceptive means). Effective coverage with 
these high impact interventions requires (i) wide access to health services; and (ii) adequate 
quality of care. Regarding access to health services, as illustrated below, it mostly depends on 
their availability (supply-side) and their affordability (demand-side). In turn, these two factors 
can be improved in two ways: (i) in “injecting” more inputs in the health system (especially at 
local level, where it is mostly needed); and (ii) ensuring that adequate processes and incentives 
are in place for these inputs to be used in an efficient manner. 
 



Figure 1: Health system components and their impact on health outcomes 
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6. These various health system components were explored in details during the preparation of 
the 2009 Health Country Status Report. Key insights from this report are described hereafter. 
 
7. Regarding geographical accessibility of health facilities, there are no major issues in Benin. 
In 2007, more than 85% of the population was less than 5 km away from a health facility, which 
is quite a high figure in the region. There is therefore no urgent need to build new facilities. 
 
8. Availability of health workers is mixed. In comparison to WHO recommendations, Benin 
does not suffer from an acute lack of health workers. However, many of these health workers are 
still concentrated in urban areas, mostly because there is no policy to attract and retain them in 
rural areas. In addition, absenteeism is high within health workers. A conservative estimate is 
that, on average, 40% of health workers are absent (for not justified reason). 
 
9. Availability of drugs and equipment remains insufficient. Available evidence found that, at 
health facility level, essential drugs are not available 20% of the time. While this figure is in line 
with other neighboring countries, several studies have found that availability of drugs for patients 
can be even lower, for reasons related to insufficient funding of health facilities and 
mismanagement. For instance, a study (Gbangbade 2003a) found that, while oxytocin – a key 
drug for obstetrical care - was available 80% of the time in the pharmaceutical warehouse of 



health care facilities, it was available only 30% of the time in the labor rooms of these same 
facilities. Such a discrepancy can be best explained by drug mismanagement. Similarly, essential 
equipment can be lacking, both because of insufficient funding of health facilities and because of 
inadequate incentives to maintain existing equipment. 
 
10. As for affordability of health services, a key factor is pricing of drug and health care.
Again, various studies have found that drug prices in the government sector are usually higher 
than in the private one. The main reason is that revenues from selling drugs are currently the 
major resource of health facilities, given the limited funding received from the Ministry of 
Health. One of the consequences is that when some essential drugs have to be provided for free 
(i.e. new anti-malaria drugs), health workers are usually reluctant to prescribe them, because of 
the forgone revenues. Illegal payments are also widespread and amount for a significant portion 
of the final price paid by patients. 
 
11. Inadequate pricing could be offset by the existence of mechanisms for exempting the poor 
from health care costs. So far, Benin has only one such mechanism: the Health Equity Fund 
(Fonds Sanitaire des Indigents). This fund was set up in 2005, within PRSC series, and is 
managed directly by health care facilities. It should normally fund fee exemptions for poor 
people. In fact, as health workers do not have any incentives to provide care to the poorest 
patients, health workers mostly use the Fund’s budget to exempt their friends and relatives. That 
suggests a more reliable process to identify the poorest is necessary. 
 
12. Quality of care is very low. This problem can be related to the insufficient skills of health 
workers. For instance, a survey (Gbangbade 2003b) found that only 54% of health workers in 
referral centers knew how to diagnose and manage eclampsia, which is one the leading causes of 
maternal mortality. Similarly, a detailed audit of maternal deaths (Saizonou 2006) was carried 
out in 4 referral facilities. The study found that 60% of these maternal deaths were caused by low 
quality of care and could have been avoided (see Table 2 below). 
 
Table 1: Causes of maternal deaths in 4 referral facilities 

 Deaths Deaths related to low 
quality of care 

Main causes for low quality 
 

N % N %

Postpartum hemorrhage 55 23% 32 58% - Inadequate care at primary care level (diagnosis and 
treatment of complications) 
- Blood shortage at the referral hospital 

Infections (mostly due to 
abortion complications)  

54 23% 34 63% - Shortage of drugs in the labor room (and drugs not 
affordable for patient’s family)  

Hypertension (including 
eclampsia) 

36 15% 15 41% - Unused clinical guidelines (at primary care and 
referral care levels)  

Complicated labor  18 8% 7 39%  

Other direct obstetrical 
causes  

16 7% 12 75%  

Anemia 35 14% 24 68% - Blood shortage at the referral hospital 

Other indirect causes  25 10% 19 76%  

TOTAL 239 100% 143 60%  

Source: Saizonou 2006 
 



13. Overall, most of the above-mentioned issues in the Benin health system can be explained by 
(i) the limited accountability of health workers and health facilities; (ii) the lack of adequate 
mechanisms for ensuring affordability; and (iii) a weak allocative efficiency of the health budget 
leading to health facilities and high-impact interventions being underfunded.  

• First, mechanisms to ensure accountability of health workers and health care 
facilities (and therefore to create adequate incentives) are extremely weak. Among 
health workers, absenteeism, corruption, dual job holding, drug pilfering and 
unresponsiveness to patient needs are widespread. Sanctions are never enforced. 
Promotions and rewards are rare and have little relation to actual performance (which is 
not measured, anyway). Health workers’ motivation and dedication to patients are 
limited. Consequently, they do not work at full capacity and do not provide high quality 
of care, even when health workers have adequate skills and knowledge. Similarly, at 
institutional level, health care facilities are not accountable for results. No performance 
management is in place. As for funding, health facilities receive limited resources from 
the Government (about 22% of their annual recurrent costs) and these small amounts are 
mostly determined on a discretionary basis. As seen in other countries (Burundi, Rwanda 
or Democratic Republic of Congo), such a situation can be dramatically improved in 
implementing Result-Based Financing (RBF). Under RBF, health facilities receive 
additional funding proportional to achieved results (e.g. number of antenatal care visits or 
number of assisted deliveries). RBF-funded facilities have also some leeway to spend 
received RBF credits on what they need most (drugs, equipment, training, etc…). There 
is strong evidence that RBF facilities are thus incentivized to produce better and more 
equitable health care. 
• Second, obstacles related to financial accessibility have not been seriously 
addressed. There is no health coverage system in the country. The only mechanism for 
risk pooling is the above-mentioned Health Equity Fund (HEF). However, it suffers from 
(i) an allocation procedure that does not take into account population needs across 
regions; (ii) the absence of reliable mechanism to identify the poorest; and (iii) a lack of 
community involvement in monitoring its activities, which explains why most funding 
does not reach the poorest and are mostly misused. Improvements could therefore be 
gained in revising how the HEF is identifying the poorest.  
• Third, allocative efficiency of the Government health budget is limited. Existing 
plans (for instance, the 10-year national development plan) and budgets are still not 
evidence-based. They focus on expenditures that have little relation with MDGs. These 
plans and budget mostly comprise training programs for central and regional MoH1

officials, investments in building construction and rehabilitation, purchase of imaging 
equipment and so forth. Budgets are not clearly related to any plan. Furthermore, plans 
and budgets are not comprehensive. For instance, several directorates or vertical 
programs within the MoH still prepare and implement their own plans, without 
coordination with the national health plan. In addition, planning and budgeting processes 
have not yet been decentralized.

Government health policy priorities 

1 Ministry of Health. 



14. The Benin Government fully shares these views on the weaknesses of the health system. 
An important milestone has been the Etats Généraux in November 2007. More than 600 
stakeholders from the entire health sector attended a 3-day forum. Indeed, a key conclusion 
reached by all the participants was that, while additional funding is probably necessary for the 
health sector, accountability, efficiency and governance had to be radically improved. Even 
unions’ representatives agreed that health workers should be more accountable. These changes 
have also been requested by donors, as several recent sectors reports (including the 2009 World 
Bank Health Country Status Report) have pinpointed the same issues. 
 
15. Accordingly, in order to enhance health system performance, the Ministry of Health is 
now engaged in the preparation of three important moves, notably (i) the implementation of 
a Result-Based Financing (RBF) mechanism to restore the accountability of health facilities and 
health workers; (ii) the reform of the Health Equity Fund along with the implementation of a 
health card system to better identify the poorest and the development of Universal Health 
Coverage Scheme (called “RAMU”), so as to increase financial accessibility to health services; 
and (iii) the revision of its planning, budgeting and management processes as well as the 
preparation of a Sector Wide Approach (SWAp) aiming at improving the allocative efficiency of 
the health budget. The three policy reforms are further detailed below: 
 
16. The decision to move to Result-Based Financing (RBF) has been carefully prepared by 
a previous experience and a thorough policy dialogue. In 2007, Benin started to test RBF in 3 
districts. According to an evaluation carried out in 2008, the experiment was plagued with 
numerous implementation issues (see annex 16 for details). The key obstacle was the existing 
public financial management procedures, which prevented transferring quickly “block grants” 
(i.e. non earmarked funds) to health districts. After several workshops and study tours (in 
Rwanda), the Ministry of Health (MoH) decided to continue and even to scale-up this 
experience, but only after a deep redesign of the RBF mechanism. The MoH then applied for a 
Norway RBF grant ($11 million) and was selected among a dozen countries. Once Benin was 
selected for this grant, the Bank received also a Norway Trust Fund ($400,000) to provide 
technical assistance to the MoH on this topic. It is also important to note that health workers’ 
unions were involved very early in the policy dialogue, as they were initially quite reluctant to 
RBF. Again, after several workshops and one study tour to Rwanda, they became strongly 
supportive of the mechanism. Finally, in August 2009, the Cabinet (“Conseil des Ministres”) 
officially declared RBF a key priority for the health sector. 
 
17. Commitment to improving financial accessibility to health care is also strong and has 
been nurtured for a long time. After the Etats Généraux de la Santé in 2007, a decision was 
made to prepare the implementation of a Universal Health Coverage Scheme. In May 2008, the 
Cabinet created an Interministerial Technical Committee (CTI), chaired by the Minister of 
Health. This CTI is in charge of preparing a detailed proposal for such the universal health 
coverage scheme (called “RAMU”). The precise architecture of this scheme is still under 
discussion, with support from the Bank and other donors. However, a key point has already been 
agreed: whichever health coverage scheme is chosen, Benin will need a much more reliable 
system for identifying the poorest households, either to exempt them from insurance premiums 
or from user fees. The design of the proposed Project has taken into account these national 
concerns. 



18. The decision to prepare a health SWAp is also the result of a long process. As the MoH 
has repeatedly expressed its willingness to reduce transaction costs with donors, several key 
donors (Unicef, Belgium and the Bank) have decided in 2007 to speed up the preparation process 
of a health SWAp and started to work under joint programs (as will be seen later). The MoH also 
joined the International Health Partnership (IHP), so as to prepare and sign a Compact with all 
donors in 2010.  
 

2. Objectives 
 
19. The first PDO would consist in contributing to increase the coverage of quality 
maternal and neonatal services in 8 health districts (roughly a quarter of the population). 
The PDO would be broken down in two intermediate outcomes: (i) improving the quality of 
maternal and neonatal health services for the whole population; and (ii) enhancing the utilization
of these services by the poorest. Although the project would reinforce the health system as a 
whole and have an impact on several health MDGs, this PDO is – conservatively - limited to 
maternal and neonatal care, as this MDG is well known to be strongly influenced by Health 
System Strengthening (HSS) activities. 
 
20. The second PDO is to strengthen the institutional capacity of the Ministry of Health.
This PDO is also composed of two intermediate outcomes: (i) improving the allocation of 
Government health funding across districts and facilities; and (ii) strengthen MoH capacity and 
readiness for SWAp implementation.  
 
Figure 2: Summary of the Project causal chain 
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3. Rationale for Bank Involvement 



21. A first justification for Bank involvement is that few other donors have the technical 
and management capacity for supporting complex interventions in health system 
strengthening, such as RBF. Currently, the Bank is one of the few organizations with a fully 
dedicated health RBF team and with experience in designing and implementing large-scale RBF 
projects (e.g. Rwanda, Burundi). In addition, for the RBF component, most funding will come 
from a Norwegian Trust Fund that is managed by the Bank. Likewise, regarding interventions on 
financial accessibility, the Bank has a strong experience in strengthening processes for targeting 
poor population segments and for rolling out e-health card systems.  
 
22. Second, Bank leadership and leverage are essential to sustain current efforts in donor 
harmonization and SWAp preparation. During the past 2 years, especially with the joint 
preparation of the Health Country Status Report, Bank involvement had a catalytic effect on the 
donor harmonization process. As indicated earlier, four donors (Belgium, the European Union, 
Unicef and the Bank) have recently agreed on a common set of activities related to health system 
strengthening (including activities within the proposed Bank-financed project). An MoU 
between these 4 donors is under preparation. In a nutshell, there is now an opportunity for 
preparing the first Health SWAp in Benin. 
 
23. Third, the proposed project – and especially its RBF component – would foster synergy 
with other existing Bank projects in Benin. For instance, although the accountability (RBF) 
component is mostly focusing on maternal (including family planning) and neonatal health, 
indicators related to malaria prevention and treatment would also be included as a basis to 
determine the level of RBF credits received by health care facilities. This should improve the 
impact of the current Malaria Control Booster Program (P096482). 
 
24. The project would enhance the impact of the PRSC series in the Health Sector. Since 
2004, the Benin PRSC series has consistently focused on improving accountability, 
decentralization and financial accessibility within the health system. For instance, two of the key 
PRSC objectives were (i) the introduction of performance contracts between the MoH and health 
districts; and (ii) the nationwide roll-out of the Health Equity Fund (HEF). Thanks to the PRSC 
series, all these objectives have been achieved. However, as seen earlier, the impact of these 
policies could have been stronger, if technical support had been provided to the MoH in the 
design and implements stages of these policies. Therefore, the proposed project should enhance 
the impact of the PRSC series.  
 

4. Description 
 
The project design envisages the following 3 components: 
 
Component 1. Improvement of health facilities performance through Result-Based 
Financing: (US$18 million) 



25. This component would be financed by IDA ($7 million) and the Norwegian RBF Trust Fund 
($11 million). It would support pilot RBF implementation in 8 selected health districts.2 This 
support would have the following two dimensions: 

 
Sub-component 1A: Financing of RBF credits ($12 million):
This sub-component would directly contribute to the payment of RBF credits.  
 
26. In 8 selected districts, health care facilities assigned to RBF would contract with the 
MoH in order to receive a credit proportional to achieved results. These contracts would 
define the indicators and targets to be reached. The results achieved against these targets would 
then be assessed by external reviewers every 3 months. Based on these verified results, each 
RBF facility will receive an RBF credit. Details on the RBF design are provided in annex 16. 
 
27. RBF indicators are mostly focused on maternal and neonatal health. As indicated earlier, 
maternal and neonatal health is the indicator that is the most influenced by the performance of a 
health system. For this reason, most RBF indicators would be related to maternal and neonatal 
health. Two sets of RBF indicators have been defined and agreed with the Government. A first 
group of indicators would measure the quantity of services provided. Most of these indicators are 
focused on maternal care (including family planning), but they also include non-maternal 
services (i.e. child visits, immunizations etc.), to ensure that health care facilities are not 
neglecting other services. Some of these indicators are targeting the poorest. It is expected that in 
the first year of Project implementation, Component 2 of the Project will improve the 
identification of the poorest3 and will therefore help RBF health facilities to achieve results for 
this population sub-group. The second group of indicators is about quality, especially quality of 
maternal care. 
 
28. To avoid the “numbers game”, external reviewers would collect primary data to 
measure achieved results. As there is a high probability that RBF facilities would manipulate 
their routine data to artificially inflate their results (and therefore their RBF credits), external 
reviewers (“district controllers”) will be recruited (through a contract with an international firm, 
specialized in RBF) and placed in each of the 8 districts. Every 3 months, these reviewers would 
collect data, by using both routine data and random surveys to check the accuracy of reported 
routine data. In addition, community-based organizations (CBOs) would be contracted so as to 
conduct targeted household surveys. By the end of the Project, responsibility for external 
monitoring of RBF will be taken over by these CBOs. 
 
29. Health care facilities would not be strongly restricted in their use of RBF credits they 
receive. As already agreed with the MoH and union leaders, health facilities will be somehow 
free to spend the RBF credits they will receive. The main condition is that these RBF credits 
cannot be used for any type of works nor staff recruitment. The detailed rules for spending these 
RBF credits will be defined with government in the RBF framework document (see annex 16).  
 

2 See annex 18 for the list of these districts. 
3 Through a combination of community-targeting (i.e. a list of the poorest households is produced by community-
based organizations) and proxy means testing (i.e. proxy means of the households on this list are assessed, so as to 
rank households and identify the neediest). 



Sub-component 1B: Support to RBF implementation and supervision ($6 million):
30. To ensure the smooth implementation of RBF, this sub-component would support four (4) 
types of activities. The first three activities will be carried out by an international firm, to be 
selected at the beginning of the project. It must be noted that this firm will provide only technical 
support and external monitoring. The RBF Component will be entirely managed by the MoH, 
especially regarding setting of RBF indicators, procurement and RBF disbursements. 
 
31. The sub-component will provide capacity building in RBF implementation and 
monitoring for units within the MoH. The international firm – to be selected - will provide 
technical assistants at central level (one technical assistant) and at district level (8 technical 
assistants, called “district controllers”). All these technical assistants will provide technical 
advice and training on RBF. A specific emphasis will be given to the strengthening of the M&E 
system. Technical assistants at district level will be also in charge of verifying the results 
reported by health facilities (i.e. consistency checks of facilities records and exit surveys). For 
this activity, consulting services, training and goods will be procured. 
 
32. RBF facilities will also benefit from training programs in clinical skills and 
management of health services. Two specific programs would be created to provide on-the-job 
training to health workers. The highly successful experience of USAID in managing the third 
stage of obstetrical labor would be used to design the first training program. The second program 
will focus on refreshing management skills of health facilities managers. The international firm 
will be in charge of designing and delivering these training programs. Technical support would 
also be provided by Unicef. This activity will include training. 
 
33. Major efforts in communication and sharing of best practices will be supported. Various 
communication activities would be conducted prior and during the RBF experiment. These 
activities will target health workers, managers of health facilities, communities and 
representatives of private sector. 
 
34. For some rural districts, specialist doctors will be recruited. Some RBF districts 
(especially the most rural ones) may suffer from a lack of specialist doctors (i.e. gynecologists). 
If the MoH cannot allocate such a health worker in a rural RBF district, the Project may contract 
with specialist doctors to work in these districts for 3 years.  

 

Component 2. Support to Improved Financial Accessibility: (US$13.8 million) 

35. The purpose of this component is to improve affordability of care, at least in 4 RBF 
districts. It must be noted that this Component has no ambition to create a new health 
coverage scheme. Rather, it focuses on (i) improving existing process for identifying the poorest 
(especially within the HEF) and (ii) supporting the MoH team in charge of preparing a draft 
proposal for the future Universal Health Coverage Scheme.  

36. This improved identification process may not only increase the efficiency of the existing 
Health equity Fund (HEF), but also allow the future RAMU to exempt the poorest from 
insurance premiums or from user fees. 

 



37. In addition, as this Component 2 will strengthen processes for identifying the poorest, it 
will reinforce the impact of Component 1. As mentioned earlier, RBF facilities will be 
incentivized to provide more care to the poorest patients. Component 2 will help these facilities 
to identify more easily these patients and therefore to achieve their results. 

 

Sub-component 2A: Strengthening of processes to identify the poorest households ($12.8
million)

38. Within the Health Equity Fund, this sub-component will strengthen the 3 steps that are 
necessary to adequately identify the poorest patients: (i) preliminary targeting of poor 
households by communities; (ii) final targeting of poor households by proxy means testing; and 
(iii) registration of the poorest with an electronic card (with biometric control). These steps are 
illustrated on the figure below. 

 

Figure 3: Process for identifying the poorest within the Health Equity Fund. 
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39. Through consulting services and workshops, the Project will first strengthen the 
capacity of communities so that they can identify the poorest. Following several successful 
local experiences (in Come and Kouandè), the Project will support capacity building for CBOs in 
each of the 8 RBF health districts. These CBOs may include – for instance - women groups or 
community health insurance schemes. Beyond being the representative of local communities for 
health issues, these groups will be in charge of preparing preliminary lists of poor households. 
Depending on the local context, either CBOs will be directly supported and contracted, or local 
NGOs will be contracted to support these CBOs. 

 

40. In addition – and in relation to Component 1 (RBF) -, these CBOs will be trained and 
supported to monitor some of the RBF indicators. By the end of the Project, it is expected (i) that 



these CBOs will be permanently involved in the identification of the poorest (especially for 
eligibility to HEF) and (ii) that they will take over the responsibility for RBF monitoring from 
the external reviewers (“district controllers”).  

 
41. The Project will also strengthen the second step of identification, namely proxy-means 
testing. This activity will support the development of adequate and standardized criteria for 
identification (“proxy means”). It will also assess and revise costs of services exempted through 
the HEF. These activities will imply the procurement of consulting services and workshops. 
 
42. To reduce the risk of fraud in registration of the poorest, a pilot implementation of a 
biometrical card system will be supported by the Project. In 4 RBF health districts, this 
activity would support the implementation of a biometric health card system in order to enhance 
the transparency of the system and to improve management of the HEF. As the previous two 
activities (community targeting and proxy means testing) will improve the identification of the 
poorest, this third activity will ensure that, once the poorest are identified and are given a card, 
the risk of frauds is reduced. In addition, depending on possible partnerships with local health 
mutuals, these entities may also receive e-health cards for their members, provided they agree to 
provide free care to the poorest. A specialized firm will be contracted to roll out this e-health 
card program. Annex 17 is providing details on these activities. 

 
43. Once the processes for identifying the poorest have been improved, additional funding 
to the Health Equity Fund will be provided. Through an output-based disbursement 
mechanism4, $2.5 million will be dedicated to fund HEF in the 4 selected districts. This amount 
should provide full health coverage for 120,000 poor people for 2 years. 

 

Sub-component 2B: Support for preparation of a proposal for a Universal Health Insurance 
Scheme ($1.0 million):

44. This sub-component would support the MoH team, named “Cellule du Rgime d’Assurance 
Maladie Universelle” (RAMU or Régime d’Assurance Maladie Universelle). This team will 
prepare the design and implementation of a national Health Coverage Scheme. The sub-
component will provide training, basic equipment and consulting services to this team. 

 

Component 3. Technical Assistance for Institutional Strengthening: (US$2.0 million) 

45. This component has a broader perspective, as it focuses on the stewardship of the health 
sector. Practically, it would help improving several management functions at the MoH: planning, 
budgeting, and monitoring. It is expected that by the end of the Project, the MoH will be:  

• able to produce plans and budgets that are prioritizing health facilities and evidence-
based interventions, and 

• ready for SWAp implementation. (“one plan, one budget and one M&E system”).  

4 Disbursements for this activity will closely follow an output-based disbursement (OBD) mechanism. Basically, the 
HEF will be reimbursed on the basis of the number of (fee exempted) health services that have been paid by the 
HEF. 



46. The proposed IDA allocation for this component is relatively modest since it 
complements technical assistance funded by several Trust Funds (e.g. GAVI) and other 
donors (Unicef, Belgium and the EU). 

 

47. Through training, goods and consulting services, the Project would help design and 
implement a stronger strategic planning process centered on three-year plans, complying the 
following principles. First, the plans would be unique and comprehensive. They would cover 
activities of all MoH departments and programs as well as donor-funded activities. Second, they 
would be evidence-based and would be based on MBB (Marginal Budgeting for Bottlenecks) 
analyses. Finally, they would be decentralized, i.e. each three-year plan would be the result of 
planning efforts conducted in each health district.  

 

48. This component would support new budgeting processes to ensure that budgeting tools 
(such as MTEF, program budgets and annual budgets) are fully consistent with the above-
mentioned planning processes. In addition, the Project would support strengthening and 
reengineering of MoH processes for financial management, which are currently a key bottleneck 
in budget execution. This activity will imply the procurement of consulting services, training and 
workshops. 

 

49. The Project will also improve monitoring processes. One of the features of a SWAp is to 
have a common and streamlined M&E system. Therefore, the project would support several 
improvements of the M&E system, including (i) the merger of overlapping M&E processes, (ii) 
the development of additional indicators (e.g. referral rate for pregnant women), and (iii) the 
strengthening of national capacities in impact evaluation. This activity will imply the 
procurement of consulting services, goods (IT equipment) training and workshops. 

 

50. Finally, the project would finance the administrative requirements of the Project, such 
as program coordination, monitoring and financial reporting related to the program, through 
goods, services, technical assistance and operating costs. 

 

5. Financing 
 

Source: ($m.) 
BORROWER/RECIPIENT 0 
International Development Association (IDA), including $7.8 million from 
CRW 

22.8 

Norway’s Health Results-Based Financing (HRBF) Trust Fund 11 
 Total 33.8 
 

6. Implementation 
 



51. The Ministry of Health (MoH) will implement the project through two units placed 
under the General Secretary (GS), with technical support from the relevant MoH 
directorates. Given the cross-cutting design of the project, the MoH has decided that the Project 
will be managed by two units currently under the supervision of the General Secretary (GS). For 
component 1, the RBF unit of the GS will be supported by technical assistants (both at central 
and at district levels) provided by an international firm (with RBF experience). This support will 
include on-the-job training and other knowledge transfer activities so that national teams are 
technically autonomous by the end of the project. For component 2, a dedicated team, called 
“Cellule RAMU” (Unit for Universal Health Insurance Scheme) will help the GS in technical 
aspects of the component.  
 
52. The GS will carry out all of the procurement and disbursements related to the Project, 
in accordance with IDA-approved procedures. It will manage the designated accounts and 
submit withdrawals to IDA. The GS will recruit (i) a Project Coordinator, (ii) an RBF Manager, 
(iii) a Financial Management Specialist, (iv) a Procurement Specialist, and (v) support staff. In 
addition, the international RBF firm will provide the GS with (i) a technical assistant at central 
level, and (ii) 8 technical assistants at district-level (named “district controllers”). 
 
53. A steering committee would lead and monitor project activities. This steering committee 
has already been created and has met monthly since October 2009. It is chaired by the Minister 
of Health and includes representatives of the MoH, the Ministry of Finance, the Ministry of Civil 
service, as well as representatives of health workers’ unions. The steering committee will 
oversee all components of the Project. In particular, it will approve the annual work plans, the 
national RBF framework document and other key documents. 

7. Sustainability 
 
54. Technical sustainability will be ensured by knowledge transfer activities throughout the 
Project. For Component 1, capacity building efforts (mostly through technical assistants 
provided by the international RBF firm) will take place within a precise timeline for knowledge 
transfer. Practically, support from the technical assistants will be progressively scaled down. 
First, the technical assistant at central level will help the national RBF team developing adequate 
tools and will provide on-the-job training, so that by the beginning of year 3 of the Project, this 
RBF team is technically autonomous and the technical assistant can leave the team on its own. 
Secondly, regarding the monitoring function (for RBF indicators), the 8 technical assistants 
based in districts (“district controllers”) will be gradually replaced by community-based 
organizations (CBOs). During years 1 and 2 of the Project, these district controllers will contract 
with local CBOs to carry out small household surveys (required to verify results). These 
contracts will also include capacity building activities. Starting in year 3, these CBOs will be 
paid directly by the MoH for carrying out the surveys. District controllers will limit their role to 
random controls of CBOs surveys. Therefore, by the end of the Project, external monitoring of 
the RBF mechanism should be entirely carried out by these CBOs. As for Component 2, sub-
component 2B includes important activities on capacity building. These activities have been 
designed so that the (already existing) RAMU unit will have been fully trained by the end of the 
Project. 



55. Financial sustainability of RBF can be reasonably achieved, given the limited cost of 
this mechanism and the growing interest of other donors for it. Financial sustainability is 
mostly a relevant question for component 1, given that the other components are dealing only 
with investments generating limited recurrent costs. As for this RBF mechanism, estimates (see 
annex 9) show that the overall cost is about $1.3 per capita, that is to say about 10% of 
Government health expenditures. Furthermore, estimates of the Benin fiscal space confirm that 
such an additional amount can be reasonably supported in the near future. Consequently, in year 
2 of RBF implementation5, discussions with the Government will start, so as to replicate RBF 
nationwide. As for national involvement in RBF, the Government has already agreed that as soon 
as year 3 of RBF implementation and for all the 8 RBF districts, amounts of budget allocations to 
health districts (“crédits délégués”) will be determined through the same RBF mechanism. 
Several donors are planning to fund a RBF mechanism in other health districts. Belgium, GAVI 
and Global Fund have selected these districts and discussions are currently ongoing to harmonize 
these various RBF mechanisms.  
 
56. Political commitment is strong, as all project components are fully aligned with national 
priorities. Component 1 (RBF) is the continuation of an existing national RBF policy, which the 
government started to implement in 2007. RBF has also been officially prioritized a Cabinet 
meeting in August 2009. Component 2 (financial accessibility) is the result of a specific request 
of the MoH, as improvements in financial accessibility are currently considered as a key priority 
in the health sector. And Component 3 (institutional strengthening) was made necessary to 
comply with the official commitment of Benin to the IHP process6.

8. Lessons Learned from Past Operations in the Country/Sector 
 
57. As for the most challenging component (RBF), the project team has drawn several 
lessons from the experience of the 2007 pilot and from other countries. For instance, most of 
the implementation problems faced during the 2007 pilot in Benin were related to national rules 
for public financial management. While these rules do not prevent budgets to be transferred 
directly to health districts and facilities, they created significant delays, leading to a situation 
where local stakeholders rapidly lost confidence in the RBF process. That is the reason why a 
dedicated financial channel has been chosen for this Project. That will allow speeding up RBF 
financial transfers from central to local levels. Similarly, successful experiences in other 
countries usually involved strong technical assistance, at least at the beginning of the process. 
Consequently, it has been decided that an international firm (with experience in RBF 
implementation in Africa) would be hired by the Ministry of Health (MoH) to provide temporary 
support during the RBF start-up period. Also, to avoid the “numbers game” (a recurrent issue in 
RBF projects, as observed in Rwanda and Zambia), the Project has been designed so that results 
will be monitored through independent reviewers and Community-Based organizations (CBOs) 
and in using several sources of data for the same indicators. Another lesson learnt from similar 

5 When preliminary results of RBF implementation are known. 
6 The International Health Partnership (IHP) is currently the major process for donor harmonization in the health 
sector.  



projects is the need to communicate extensively on RBF, especially at the local level. For this 
reason, Component 1B includes significant financial amounts for this kind of activity.  
 
58. Design of Component 2 (Strengthening financial accessibility) also takes into account 
insights from other similar projects. As for identification of the poorest, the Project combines 
community targeting and proxy-means testing. This combination is currently viewed as the most 
cost-effective way to identify the poorest households. Also, given the complexity of registering 
these households with an e-health card, the Project team was advised to resort to a firm that 
could provide an end-to-end solution for this investment. 
 

9. Safeguard Policies (including public consultation) 
 
59. From the received RBF credits (component 1), health facilities may purchase medical 
equipment, which might invariably entail in increased production of medical wastes. The 
Medical Waste Management Plan (MWMP) of the ongoing 2nd Multi-sectoral HIV/AIDs project 
has been adapted, revised and updated to address this. This instrument (MWMP) has been 
disclosed in-country (on December 17th) and at the Info-shop. 
 

Safeguard Policies Triggered by the Project Yes No 

Environmental Assessment (OP/BP 4.01) [X] [ ] 
Natural Habitats (OP/BP 4.04) [ ] [X] 
Pest Management (OP 4.09) [ ] [X] 
Physical Cultural Resources (OP/BP 4.11) [ ] [X] 
Involuntary Resettlement (OP/BP 4.12) [ ] [X] 
Indigenous Peoples (OP/BP 4.10) [ ] [X] 
Forests (OP/BP 4.36) [ ] [X] 
Safety of Dams (OP/BP 4.37) [ ] [X] 
Projects in Disputed Areas (OP/BP 7.60)* [ ] [X] 
Projects on International Waterways (OP/BP 7.50) [ ] [X] 

10. List of Factual Technical Documents 
 

11. Contact point 
 

Contact: Christophe Lemiere 
Title: Sr Health Spec. 
Email: clemiere@worldbank.org 
Location: Dakar, Senegal (IBRD) 
 
12. For more information contact: 

 

* By supporting the proposed project, the Bank does not intend to prejudice the final determination of the parties’ claims on the 
disputed areas 



The InfoShop 
The World Bank 
1818 H Street, NW 
Washington, D.C. 20433 
Telephone:  (202) 458-4500 
Fax:  (202) 522-1500 
Email: pic@worldbank.org 
Web: http://www.worldbank.org/infoshop 

 


