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I.  BASIC INFORMATION 
 
A.  Basic Project Data 
 
Country: Benin Project ID: P113202 
Project Name: Health System Performance 
Task Team Leader: Christophe Lemiere 
Estimated Appraisal Date: January 14, 
2010 

Estimated Board Date: March 25, 2010 

Managing Unit: AFTHE Lending Instrument: Specific Investment 
Loan 

Sector: Health (100%) 
Theme: Health system performance (67%);Child health (33%) 
IBRD Amount (US$m.): 0.00 
IDA Amount (US$m.): 15.00 
GEF Amount (US$m.): 0.00 
PCF Amount (US$m.): 0.00 
Other financing amounts by source:  
 BORROWER/RECIPIENT 0.00 
 Health Results-based Financing 9.00

9.00 

B.  Project Objectives [from section 2 of PCN] 
The project would support the longer term objective of reducing maternal and neonatal mortality 
and would, as a result, contribute to reach the MDG No. 5.  
 
The first PDO would seek to increase the coverage of quality maternal services. The PDO 

would be broken down in two intermediate outcomes: (i) improving the quality of maternal 
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 MDGs, this PDO is - conservatively - limited to maternal care, as this MDG 
would be most directly influenced by such a Health System Strengthening (HSS) project.  
 
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 geographical allocation of 
Government health funding and (ii) preparing for SWAp implementation.   
 
C.  Project Description [from section 3 of PCN] 



1. The preliminary project design envisages the following 4 components:  
 
. Component 1. Result-Based Financing: (US$16 million)  

 
This component would be financed by IDA ($7 million) and the Norwegian RBF Trust Fund 

($9 million). Benin obtained a $9 million grant from Norway through an international 
competitive process. After selection, the Benin RBF design has been assessed and further 
developed with the support of the global RBF team (HNP hub). This component would support 
RBF implementation in 8 selected health districts.  These 8 districts will be teh RBF districts (4 
controls and 4 treatments). They will be selected through a transparaent procedure. This support 
would have the following two dimensions:  
 
Sub-component 1A: Financing of RBF bonuses ($14 million):  

 This sub-component would directly contribute to the payment of RBF bonuses.  
 o In selected RBF districts, all health care facilities would contract with health district 
authorities in order to receive a bonus proportional to achieved results. Each of these health care 
facilities would have to negotiate and sign an annual RBF contract (formerly "performance 
contracts") with their health district authority. These contracts would define the indicators, 
including environmental and social ones, and targets to be reached. The results achieved against 
these targets would then be assessed by a third party every 6 months.  
 o RBF indicators are mostly focused on maternal health. As indicated earlier, maternal 
health is the neglected MDG in Benin. It is also the most influenced by the performance of the 
health system. For these two reasons, most RBF indicators would be related to maternal health. 
Three sets of RBF indicators have been defined and discussed with Government. They are 
detailed in annex 4. A first group of indicators would measure the quality of maternal care. A 
second would look at the utilization of maternal care among the poorest women. Finally, a third 
would include the utilization of non maternal services (i.e. child visits, immunizations etc.), to 
ensure that health care facilities are not neglecting other services.  
 o To avoid the "numbers game", an independent third party would collect primary data to 
measure achieved results. As there is a high probability that RBF facilities would manipulate 
their routine data to artificially increase their results (and therefore their bonuses), an 
independent organization would be selected and paid by the Bank (with Norwegian funding). 
Every 6 months, this organization would collect data in health care facilities, by using both 
routine data and random surveys to check the accuracy of reported routine data. In addition, this 
organization would conduct annually a household survey, facilities audits, and exit patients’ 
surveys.  
 o Health care facilities would be allowed to use RBF bonuses for (i) various investments 
and training and (ii) bonuses to health workers. As already agreed with the MoH and union 
leaders, a first part of RBF bonuses (at least 40% of each bonus) would be used to purchase 
equipment and necessary storage material, carry out minor rehabilitations, organize clinical 
training sessions and fund Information, Education and Communication (IEC) activities. The 
second part of the bonus (up to 60%) would serve to pay bonuses to all health workers. The 
amount received by each individual would depend on only two variables: (i) the total RBF bonus 
received by the facility according to its results; and (ii) the base salary of this health worker. 
Individual performance (which is not measured) will not be taken into account, at least at this 
stage.  



Sub-component 1B: Support to RBF implementation and supervision ($2 million):  
 To ensure smooth implementation of RBF, this sub-component would support three types of 
activities:  
 
(a) Capacity building for the RBF units at the MoH: Training and equipment would be 

provided to MoH units in charge of managing the RBF pilot. Managers at regional and local 
levels would also benefit from these activities.  
 (b) Training programs in clinical skills and management of health services: An expected 
early outcome from RBF is that health facilities would quickly realize that RBF targets cannot be 
achieved without improving (i) clinical skills of health workers (especially in diagnosis and 
treatment of obstetrical complications, as well as in referral processes) and (ii) team management 
skills of managers. Therefore, two specific programs would be created to provide on-the-job 
training. 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 managers of health facilities.  
 (c) Communication and best practice sharing: Various communication activities would be 
conducted prior and during RBF experiment. Before starting RBF, information would be 
provided to health workers to explain RBF targets and mechanisms, and to community leaders to 
help them empower communities to demand more "results" from their local health care facilities. 
During RBF implementation, regional workshops would be organized to allow RBF health care 
facilities to share their results and - more importantly - to share the best processes put in place.  
 
. Component 2. Support to Improved Financial Accessibility: (US$6.5 million)  

 
o Sub-component 2A: Strengthening of the Health Equity Fund (HEF) ($0.3 million):  

 The project would support HEF reform, including (i) the development and the implementation 
of a new formula for allocating MoH funding to the HEF (across health districts) (ii) a new 
governance structure for local HEF (i.e. enhancing involvement of local communities in the 
management of the HEF).  
 
o Sub-component 2B: Pilot implementation of a passive identification system of poor 

people ($6.2 million):  
 In a limited number of health districts (about 10), this component would support the 
implementation of a health card system (with biometric control). A survey would identify poor 
people who would then be given a health card. This component would fund the survey as well as 
the enrollment process in selected districts.  
 
. Component 3. Technical Assistance for Institutional Strengthening: (US$1 million)  

 
This component would help improve four institutional processes at the MoH: planning, 

budgeting, monitoring and management. These four functions would each be addressed through 
asub-component. The objectives here are to make these processes more efficient, to enhance 
deconcentration of the health system and to lay the foundations for a SWAp ("one plan, one 
budget and one M&E system"). For this component, the proposed IDA financing is limited, as it 



complements technical assistance funded by several Trust Funds (e.g. GAVI) and other donors 
(UNICEF, Belgium and the EU).  
 
o Sub-component 3A: Support to improved planning processes ($0.4 million):  

 Through training and consulting services, the sub-component would help design and implement 
astrategic planning process centered on three-year plans and with the following features. First, 
the plans would be unique and comprehensive. They would describe activities of all MoH 
departments and programs as well as of donor-funded activities. Second, they would be 
evidence-based and use MBB analyses. Finally, they would be decentralized, i.e. each three-year 
plan would have to be the result of planning efforts conducted in each health district. These local 
planning efforts would use a simplified version of the MBB model.  
 
o Sub-component 3B: Support to improved budgeting processes ($0.2 million):  

 This sub-component would support new budgeting processes to ensure that budgets (such as 
MTEF, program budgets and annual budgets) are fully consistent with planning processes. It 
would also support the development and the implementation of new allocation formulas, in order 
to increase the amount and the efficiency of Government funding to health districts.  
 In addition, this sub-component would support the strengthening and the reengineering of MoH 
processes for financial management, which are a key bottleneck in budget execution.  
 
o Sub-component 3C: Support to improved monitoring processes ($0.1 million):  

 One of the features of a SWAp is to have a common and streamlined M&E system. Therefore, 
this sub-component would support several improvements of the M&E system, including (i) the 
merger of overlapping M&E processes, (ii) the development of additional data collection and 
analysis, and (iii) the strengthening of national capacity in impact evaluation.  
 
o Sub-component 3D: Support to improved management processes ($0.3 million):  

 Improving the three above-mentioned processes (planning, budgeting and monitoring) requires 
also changing and strengthening management processes. Consequently, this sub-component 
would support (i) the preparation and implementation of new rules to strengthen the management 
of local health districts, and (ii) the strengthening of local management capacities.  
 
. Component 4. Program Management: (US$0.5 million)  

 
This component would finance the administrative requirements such as program coordination, 

monitoring and financial reporting related to the program.   
 
D.  Project location (if known) 
Benin, urban and rural   
 
E.  Borrower’s Institutional Capacity for Safeguard Policies [from PCN] 
Over the years and with Bank’s assistance, Benin has developed some capacity in environmental 
safeguards implementation and supervision. The Department of Hygiene and Basic Sanitation of 
the Ministry of Health known by its French acronym DHAB is responsible for following up the 
prepared environmental safeguards instruments of two ongoing health projects: the Second 
Multisectoral HIV/AIDs project and the Malaria Booster Control project. The instruments are the 



Medical Waste Management Plan (MWMP) and the Integrated Vector Management Plan 
(IVMP). Their capacity to implement and follow - up the proposed Environmental Assessment 
instruments for the proposed project will be assessed prior to appraisal by the Bank Safeguard 
Specialist. It is evident that these new instruments will have include well budgeted capacity 
building measures.   
 
F.  Environmental and Social Safeguards Specialists 

Mr Africa Eshogba Olojoba (AFTEN) 
 
II.  SAFEGUARD POLICIES THAT MIGHT APPLY 
Safeguard Policies Triggered Yes No TBD 
Environmental Assessment (OP/BP 4.01) X

From the received RBF bonuses, health facilities may purchase medical equipment which 
might lead to increased production of medical wastes. The Medical Waste Management Plan 
(MWMP) of the ongoing 2nd Multi-sectoral HIV/AIDs project will be adapted, revised and 
updated to address this. This instrument (MWMP) will be disclosed in-country and at the Info-
shop prior to appraisal   
Natural Habitats (OP/BP 4.04)  X  
Forests (OP/BP 4.36)  X  
Pest Management (OP 4.09)  X  
Physical Cultural Resources (OP/BP 4.11)  X  
Indigenous Peoples (OP/BP 4.10)  X  
Involuntary Resettlement (OP/BP 4.12)  X  
Safety of Dams (OP/BP 4.37)  X  
Projects on International Waterways (OP/BP 7.50)  X  
Projects in Disputed Areas (OP/BP 7.60)  X  

Environmental Category: B - Partial Assessment 
 
III.  SAFEGUARD PREPARATION PLAN 
 
A. Target date for the Quality Enhancement Review (QER), at which time the PAD-stage ISDS 

would be prepared:  11/23/2009 
 
B. For simple projects that will not require a QER, the target date for preparing the PAD-stage 

ISDS:  N/A 
 
C.  Time frame for launching and completing the safeguard-related studies that may be needed.  
The specific studies and their timing1 should be specified in the PAD-stage ISDS. 

The existing MWMP will revised and updated accordingly. The updated MWMP will be 
available in Bank’s InfoShop and in the country prior to project’s appraisal.  

1 Reminder: The Bank’s Disclosure Policy requires that safeguard-related documents be disclosed before appraisal (i) at the 

InfoShop and (ii) in-country, at publicly accessible locations and in a form and language that are accessible to potentially affected 
persons. 



The sector unit has agreed to accept transfer of safeguard responsibilities.   
 
IV.  APPROVALS 
 

Signed and submitted by:  
Task Team Leader: Mr Christophe Lemiere 11/17/2009 
Approved by:  
Regional Safeguards Coordinator: Ms Alexandra C. Bezeredi 11/17/2009 

Comments:   
Sector Manager: Mr Christopher D. Walker 11/17/2009 

Comments:   


