
INTEGRATED SAFEGUARDS DATASHEET 
APPRAISAL STAGE 

 
I.  Basic Information 
Date prepared/updated:  04/19/2010 Report No.:  AC5064

1. Basic Project Data   
Country:  Benin Project ID:  P113202 
Project Name:  Health System Performance 
Task Team Leader:  Christophe Lemiere 
Estimated Appraisal Date: February 3, 
2010 

Estimated Board Date: May 6, 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.): 22.80 
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 11.00

11.00 
Environmental Category: B - Partial Assessment 
Simplified Processing Simple [] Repeater [] 
Is this project processed under OP 8.50 (Emergency Recovery) 
or OP 8.00 (Rapid Response to Crises and Emergencies) 

Yes [ ] No [X] 

2. Project Objectives 
The first PDO would consist in increasing the coverage of quality maternal and neonatal 
services in the Target districts. The PDO would be broken down in two intermediate 
outcomes: (i) improving health facilities performance through Result-Based Financing 
(RBF); and (ii) enhancing financial accessibility to these health services.  
 The second PDO is to strengthen the institutional capacity of the Ministry of Health.   
 
3. Project Description 
The project design envisages the following 3 components:  
 
Component 1. Improvement of health facilities performance through Result-Based 

Financing (RBF): (US$18 million)  
 
This component would be financed by IDA ($7 million) and the Multi-Donor TF for 

Health Results Innovation($11 million). It would support pilot RBF implementation in 8 
selected health districts.  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.  
 
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.  
 
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 
poorest  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.  
 
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.  
 
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.  
 
Sub-component 1B: Support to RBF implementation and supervision ($6 million):  

 
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.  
 
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.  
 
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.  
 
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.  
 
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)  

 
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.  
 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.  
 
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 

($10.3 million)  
 
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).  
 
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.  
 

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").  
 
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.  
 
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.  
 
Sub-component 2B: Support to the Health Equity Fund (HEF)($2.5 million):  



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 
mechanism , $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 2C: Support for preparation of a proposal for a Universal Health 

Insurance Scheme ($1.0 million):  
 This sub-component would support the MoH team, named "Cellule du Régime 
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)  

 
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 (i) able to produce plans and budgets that are prioritizing health facilities 
and evidence-based interventions, and (ii) ready for SWAp implementation. ("one plan, 
one budget and one M&E system").  
 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).  
 
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.  
 
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.  
 
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.  
 
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.   
 
4. Project Location and salient physical characteristics relevant to the safeguard 
analysis 
The project will target 8 health districts, which have been selected.   
 
5. Environmental and Social Safeguards Specialists 

Mr Abdoul-Wahab Seyni (AFTCS) 
Mr Africa Eshogba Olojoba (AFTEN) 

 
6. Safeguard Policies Triggered Yes No 
Environmental Assessment (OP/BP 4.01) X
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 

II.  Key Safeguard Policy Issues and Their Management 

A. Summary of Key Safeguard Issues 

1. Describe any safeguard issues and impacts associated with the proposed project. 
Identify and describe any potential large scale, significant and/or irreversible impacts: 
From the received RBF credits (component 1), health facilities may purchase medical 
equipment, which might invariably entail an increased production of medical waste. 
Consequently, the proposed project has been classified as Category B for environmental 
screening purposes given the risks associated with the handling and disposal of medical 
and general health waste. This project is not expected to generate any major adverse 
environmental impact. Possible environmental risks include the inappropriate handling 
and disposal of hazardous medical waste, including sharp needles, and especially the 
inadequate management of disposal sites in urban or peri-urban areas, where domestic 
and medical waste may be mixed and where scavenging is common.   
 
2. Describe any potential indirect and/or long term impacts due to anticipated future 
activities in the project area: 
N/A   
 



3. Describe any project alternatives (if relevant) considered to help avoid or minimize 
adverse impacts. 
N/A   
 
4. Describe measures taken by the borrower to address safeguard policy issues. Provide 
an assessment of borrower capacity to plan and implement the measures described. 
To address the potential negative impact consistent with the requirements of the triggered 
safeguard policy, i.e., preparation of an environmental assessment, the Ministry of Health 
revised the existing Medical Waste Management Plan (MWMP) to capture project 
objectives, components and implementation arrangements. The new MWMP for the 
proposed project makes adequate recommendations regarding capacity building needs, 
training, and awareness building to ensure its proper and effective implementation.  
 The revised instrument (MWMP) has been disclosed in-country (Dec 17th 2009) and at 
the Info-shop prior to appraisal.   
 
5. Identify the key stakeholders and describe the mechanisms for consultation and 
disclosure on safeguard policies, with an emphasis on potentially affected people. 
Potentially affected people are the population of the 8 health districts. They have been 
informed through the disclosure of an environmental notice in two major national 
newspapers.  
 The safeguard instrument here is implemented by the Directorate for Hygiene and 
Sanitation, with the Ministry of Health. They have been extensively involved during 
project preparation.   
 

B. Disclosure Requirements Date 

Environmental Assessment/Audit/Management Plan/Other: 
Was the document disclosed prior to appraisal? Yes  
Date of receipt by the Bank 11/24/2009  
Date of "in-country" disclosure 12/17/2009  
Date of submission to InfoShop 01/04/2010  
For category A projects, date of distributing the Executive 
Summary of the EA to the Executive Directors 

 

Resettlement Action Plan/Framework/Policy Process: 
Was the document disclosed prior to appraisal? 
Date of receipt by the Bank   
Date of "in-country" disclosure   
Date of submission to InfoShop   

Indigenous Peoples Plan/Planning Framework: 
Was the document disclosed prior to appraisal? 
Date of receipt by the Bank   
Date of "in-country" disclosure   
Date of submission to InfoShop   

Pest Management Plan: 
Was the document disclosed prior to appraisal? 



Date of receipt by the Bank   
Date of "in-country" disclosure   
Date of submission to InfoShop   

* If the project triggers the Pest Management and/or Physical Cultural Resources, 
the respective issues are to be addressed and disclosed as part of the Environmental 
Assessment/Audit/or EMP. 
If in-country disclosure of any of the above documents is not expected, please 
explain why: 

C. Compliance Monitoring Indicators at the Corporate Level (to be filled in when the 
ISDS is finalized by the project decision meeting) 
 
OP/BP/GP 4.01 - Environment Assessment  
Does the project require a stand-alone EA (including EMP) report? Yes 
If yes, then did the Regional Environment Unit or Sector Manager (SM) 
review and approve the EA report? 

Yes 

Are the cost and the accountabilities for the EMP incorporated in the 
credit/loan? 

Yes 

The World Bank Policy on Disclosure of Information  
Have relevant safeguard policies documents been sent to the World Bank’s 
Infoshop? 

Yes 

Have relevant documents been disclosed in-country in a public place in a 
form and language that are understandable and accessible to project-affected 
groups and local NGOs? 

Yes 

All Safeguard Policies  
Have satisfactory calendar, budget and clear institutional responsibilities 
been prepared for the implementation of measures related to safeguard 
policies? 

Yes 

Have costs related to safeguard policy measures been included in the project 
cost? 

Yes 

Does the Monitoring and Evaluation system of the project include the 
monitoring of safeguard impacts and measures related to safeguard policies? 

Yes 

Have satisfactory implementation arrangements been agreed with the 
borrower and the same been adequately reflected in the project legal 
documents? 

Yes 



D. Approvals 
 

Signed and submitted by: Name Date 
Task Team Leader: Mr Christophe Lemiere 02/18/2010 
Environmental Specialist: Mr Africa Eshogba Olojoba 04/08/2010 
Social Development Specialist Mr Abdoul-Wahab Seyni 03/31/2010 
Additional Environmental and/or 
Social Development Specialist(s): 

 

Approved by:  
Sector Manager: Mr Christopher D. Walker 04/09/2010 

Comments:   


