
 
 

 Document of 

The World Bank 
 

FOR OFFICIAL USE ONLY 
 

Report No: 63743-ML 
 
 
 
 
 
 
 
 

PROJECT APPRAISAL DOCUMENT 
 

ON A 
 

PROPOSED GRANT 
 

IN THE AMOUNT OF SDR 19 MILLION 
(US$30.0 MILLION EQUIVALENT) 

 
TO THE 

 
REPUBLIC OF MALI 

 
FOR A 

 
STRENGTHENING REPRODUCTIVE HEALTH PROJECT 

 
 
 
 
 

November 23, 2011 
 

  
 
 
 

This document has a restricted distribution and may be used by recipients only in the 
performance of their official duties.  Its contents may not otherwise be disclosed without World 
Bank authorization. 
 

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed

P
ub

lic
 D

is
cl

os
ur

e 
A

ut
ho

riz
ed



ii 
 

CURRENCY EQUIVALENTS 
 

(Exchange Rate Effective September 23, 2011 

 

Currency Unit = CFAF 
CFAF 482 = US$1 

US$1.58 = SDR 1 
 

FISCAL YEAR 
January 1 – December 31 

 
ABBREVIATIONS AND ACRONYMS 

 
ANC Ante-Natal Care 
ASACO Association de Santé Communautaire, Community Health Association 
ASC Agent de Santé Communautaire, Community Health Agent 
BCC Behavior Change Communication 
BP Bank Procedure 
CAS Country Assistance Strategy 
CBO Community-Based Organization 
CFAF Communauté Financière Africaine Franc 
CGSP Contrôle Général des Services Publics, General Controller of Public Service 
CQS Consultants’ Qualifications Selection 
CSCOM Centre de Santé Communautaire, Community Health Center 
CSREF Centre de Santé de Référence, Referral Health Center 
DA Designated Account 
DAF Direction Administrative et Financière, Admistrative and Financial Directorate  
DHS Demographic and Health Survey 
DLI Disbursement-Linked Indicators 
DNS National Health Directorate, Direction Nationale de la Santé 
DPM Pharmacy and Drugs Directorate, Direction de la Pharmacie et du Médicament 
ERR Economic Rate of Return 
EmONC Emergency Obstetric and Neonatal Care 
FA Financing Agreement 
FBS Fixed Budget Selection 
FM Financial Management 
FY Fiscal Year 
GAVI Global Alliance for Vaccines and Immunization 
GDP Gross Domestic Product 
HIV Human Immunodeficiency Virus 
HMIS Health Management Information System 
IBRD International Bank for Reconstruction and Development 
IC Individual Consultants 
ICB International Competitive Bidding 
ICR Implementation Completion Report 
IDA International Development Association 



iii 
 

IDE Infirmier Diplômé d’Etat, Registered Nurse 
IEC Information, Education and Communication 
IEG Independent Evaluation Group 
IFR Interim Financial Report 
IHP+ International Health Partnership 
IMF International Monetary Fund 
INFSS Institut National de Formation en Sciences de la Santé, National Institute for 

Training in Health Sciences 
IO Intermediary Outcome 
ISR Implementation Status Report 
IUD Intra-Uterine Device 
LCS Least Cost Selection 
LSF Local Solidarity Fund 
M&E Monitoring and Evaluation 
MDG Millennium Development Goal 
MICS Multiple Indicator Cluster Survey 
MTEF Medium-Term Expenditure Framework 
MOEF Ministry of Economy and Finance 
MOF Ministry of Finance 
MOH Ministry of Health 
MOU Memorandum of Understanding 
MTR Mid-Term Review 
NCB National Competitive Bidding 
NGO Non-Governmental Organization 
NPV Net Present Value 
ObGyn Obstetrician and Gynecologist 
OP Operational Policy 
OPCS Operations Policy and Country Services 
ORAF Operational Risk Assessment Framework 

  
PDO Project Development Objective 
PP Procurement Plan 
PPP Private-Public Partnership 
PRODESS Programme de Développement Sanitaire et Social, Social and Health  

Development Program 
PRSC Poverty Reduction Strategy Credit 
PRSP Poverty Reduction Strategy Project 
QBS Quality-Based Selection 
QCBS Quality and Cost-Based Selection 
RBF Results-Based Financing 
RGPH Recensement Général de la Population et de l’Habitat, General Census of 

Population and Housing 
RH Reproductive Health 
SSS Single Source Selection 
SIB Special Investment Budget 
STI Sexually-Transmitted Infection 



iv 
 

SWAp Sector-Wide Approach 
TA Technical Assistance 
TORs Terms of Reference 
UN United Nations 
UNDB United Nations Development Business 
UNICEF United Nations Children Fund 
UNDP United Nations Development Program 
UNFPA United Nations Population Fund 
USAID United States Agency for International Development 
WAEMU West African Economic and Monetary Union 
WHO World Health Organization 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Vice President:  Obiageli K. Ezekwesili 
Country Director:  Ousmane Diagana 

Sector Director  Ritva S. Reinikka 
Sector Manager:  Jean-Jacques de St. Antoine 

Task Team Leader:  Aissatou Diack 
  



v 
 

REPUBLIC OF MALI 
 

STRENGTHENING REPRODUCTIVE HEALTH PROJECT 
 
 

 
Table of Contents 

I.  STRATEGIC CONTEXT ....................................................................................................... 1 

A.  Country Context ............................................................................................................... 1 

B.  Sectoral and Institutional Context .................................................................................... 1 

C.  Higher Level Objectives to which the Project Contributes .............................................. 8 

II.  PROJECT DEVELOPMENT OBJECTIVES......................................................................... 8 

A.  PDO .................................................................................................................................. 8 

Project Beneficiaries ................................................................................................................... 9 

PDO Level Results Indicators ................................................................................................... 10 

III.  PROJECT DESCRIPTION ................................................................................................ 10 

A.  Project components ........................................................................................................ 10 

B.  Project Financing ............................................................................................................ 14 

Financial Instrument ............................................................................................................. 14 

Project Cost and Financing ................................................................................................... 14 

C.  Program Objective and Phases (not applicable) ............................................................ 14 

D.  Lessons Learned and Reflected in the Project Design ................................................... 14 

IV.  IMPLEMENTATION ........................................................................................................ 17 

A.  Institutional and Implementation Arrangements ........................................................ 17 

B.  Results Monitoring and Evaluation ............................................................................ 18 

C.  Sustainability .............................................................................................................. 18 

V.  KEY RISKS AND MITIGATION MEASURES ................................................................. 19 

VI.  Appraisal Summary ........................................................................................................... 20 

A.  Economic and Financial Analysis .............................................................................. 20 

B.  Technical .................................................................................................................... 20 

C.  Financial Management ............................................................................................... 21 

D.  Procurement ................................................................................................................ 22 

E.  Social (including safeguards) ..................................................................................... 24 

F.  Environment (including safeguards) .......................................................................... 24 

Annex 1: Results Framework and Monitoring.............................................................................. 26 

Annex 2:  Sector Background and Detailed Project Description .................................................. 38 



vi 
 

Annex 3:  Implementation Arrangements ..................................................................................... 49 

Annex 4: Operational Risk Assessment Framework (ORAF) ...................................................... 60 

Annex 5: Implementation Support Plan ........................................................................................ 63 

Annex 6: Team Composition ........................................................................................................ 65 

Annex 7: Results-Based Financing ............................................................................................... 66 

Annex 8: Unit costs and levels of payments for health services ................................................... 78 

Annex 9: Terms of Reference for Assessing of Local Solidarity Funds ...................................... 81 

Annex 10: Voucher Scheme to Encourage Institutional Deliveries ............................................. 87 

Annex 11: Public-Private Partnerships to Improve Coverage of Reproductive Health Services . 93 

Annex 12: Economic Analysis...................................................................................................... 96 

 
  



vii 
 

 

PAD DATA SHEET

Republic of Mali

Strengthening Reproductive Health Project

PROJECT APPRAISAL DOCUMENT
. 

Africa Region

AFTHE

. 

Basic Information 
Date: November 22, 2011  Sectors: Health (100%) 

Country Director: Ousmane Diagana Themes: Population and  reproductive health 

Sector Manager/Director: Ritva Reinikka 
/JeanJacques de St. Antoine

EA Category: EA Category: B Partial Assessment 

Project ID: P124054   

Lending Instrument: Specific Investment Loan  
Team Leader(s): Aissatou Diack 

Joint IFC:  
. 

Borrower: Government of  the Republic of Mali 

Responsible Agency: Ministry of Health, N'tomikorobougou, Bamako, Mali 

    Contact: Dr. Mamadou S. Traoré,      Title: General Secretary (SEGAL) 
    Telephone No.: 223 20 21 53 01/ 223 66759051     Email:  
. 

Project Implementation Period: Start Date: March 1, 2012 End Date: August 31, 2016

Expected Effectiveness Date: March 1, 2012 
Expected Closing Date: February 28, 2017 
. 

Project Financing Data(US$M)
[   ] Loan [  X ] Grant 

 
standard  IDA  grant terms 

[   ] Other 
 
 
 
 [  ] Credit [   ] Guarantee 

For Loans/Credits/Others 

Total Project Cost : 30.0 million  Total Bank Financing 
: 

30.0 million  

Total Cofinancing :   Financing Gap :   
. 

Financing Source Amount(US$M)

BORROWER/RECIPIENT 

IBRD 

IDA: New 30.0 million

IDA: Recommitted 



viii 
 

Others 

Financing Gap 

Total 30.0 million
. 

Expected Disbursements (in USD Million) 

Fiscal Year 2012 2013 201
4 

2015 2016 2017    

Annual 1.0 4.0 5.0 5.0 7.5 7.5    

Cumulative 1.0 5.0 10.
0 

15.0 22.5 30.0    

. 

Project Development Objective(s) 

The PDO is to improve access and use of quality reproductive health services by women of reproductive 
age, in selected regions of Mali 
. 

Components 

Component Name Cost (USD Millions)

1  Strengthening Supply and Quality of Reproductive Health Service 7.5

2   Strengthening demand for reproductive and health services. 
Project management, M&E, and policy dialogue 

15.6

3  Social Accountability, Project Management, and Monitoring 
and Evaluation (M&E) 

6.9

. 

Compliance 

Policy 

Does the project depart from the CAS in content or in other significant respects? Yes [   ] No [X ] 
. 

Does the project require any waivers of Bank policies? Yes [   ] No [ X] 

Have these been approved by Bank management? Yes [   ] No [   ] 

Is approval for any policy waiver sought from the Board? Yes [   ] No [ X] 

Does the project meet the Regional criteria for readiness for implementation? Yes [X ] No [   ] 
. 

Safeguard Policies Triggered by the Project 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 



ix 
 

Projects in Disputed Areas OP/BP 7.60  X 
. 

Legal Covenants 

Name Recurrent Due Date Frequency

Article IV, Section 4.01. (a) of the 
Financing Agreement (FA) 

 Effectiveness Once 

Description of Covenant: The government has adopted the Procedures Manual in accordance with Section C.1 
of Schedule 2 of the FA, in form and substance satisfactory to the Association. 
Name Recurrent Due Date Frequency

Article IV, Section 4.01. (b) of the 
FA 

 Effectiveness Once 

Description of Covenant:  The government has recruited a firm in charge of fiduciary management of the 
Project, including experienced and qualified procurement and financial management specialists, under 
terms and conditions satisfactory to the Association. 

Name Recurrent Due Date Frequency

Section IV. B. (a) of Schedule 2 of 
the FA 

 On or after January 1, 
2012 

Once 

Description of Covenant:   No withdrawal shall be made for payments prior to the date of the FA, except that 
withdrawals up to an aggregate amount not to exceed USD 250,000 equivalent may be made for 
payments made prior to this date, but on or after January 1, 2012 for eligible expenditures under 
Category (1). 

Name Recurrent Due Date Frequency

Section IV. B. (b) of Schedule 2 of 
the FA 

 Withdrawal  of 
payments under  
Category (2) (a) 

Once 

Description of Covenant: The Recipient has furnished to the Association satisfactory evidence that it has 
engaged for the Results-Based Financing Pilot for Reproductive Health Services an international 
technical assistance (TA) firm and an independent verification expert, under terms of reference, 
qualifications and experience satisfactory to IDA.   
Name Recurrent Due Date Frequency

Section IV. B. (c) of Schedule 2 of 
the FA 

 Withdrawal  of 
payments under  
Category (2) (b) 

Once 

Description of Covenant:  The Recipient shall have furnished evidence satisfactory to the Association that an 
aggregate amount of 60,000 beneficiaries have been treated in Fiscal Year 2012 and/or 2013 for one or 
more Reproductive Health Services listed in Part A.1 of Schedule 1 of the FA. 

Name Recurrent Due Date Frequency

6 Section IV.B. (d) of Schedule 2 of 
the FA 

 Withdrawal  of 
payments under  
Category (2) (c) 

Once 

Description of Covenant:  The Recipient  shall have furnished evidence satisfactory to the Association that an 



x 
 

aggregate amount of 120,000 beneficiaries (in addition to the amount of beneficiaries targeted in 
Category 2 (b)) have been treated in Fiscal Year 2014 and/or 2015 for one or more Reproductive Health 
Services listed in Part A.1 of Schedule 1 of the FA. 

Name Recurrent Due Date Frequency

Section IV. B. (e) of Schedule 2 of 
the FA 

 Withdrawal  of 
payments under  
Category (3) 

Once 

Description of Covenant:  The Recipient shall have furnished to the Association satisfactory evidence that the 
Voucher Scheme Manual has been issued in a manner and with content satisfactory to the Association. 

Name Recurrent Due Date Frequency

Section II. B. 4. of Schedule 2 of the 
FA 

 No later than four (4)  
months after the 
Effective Date 

Once 

Description of Covenant:  The Recipient shall appoint financial external and internal auditors in accordance 
with the provisions of Section III of Schedule 2 of the FA. 
Name Recurrent Due Date Frequency

 Section II. B. 4. of Schedule 2 of 
the FA 

 No later than two (2)  
months after the 
Effective Date 

Once 

Description of Covenant The Recipient shall install and make operational in the General Secretariat, an 
accounting system software for the Project, which is acceptable to the Association. 

Name Recurrent Due Date Frequency

Section II. A. 2. of Schedule 2 of the 
FA 

 No later than May 31, 
2014 

Once 

Description of Covenant The Recipient shall submit to the Association a  mid-term report. 

The Recipient shall submit to the Association a  mid-term report. 

 
. 

Team Composition

Bank Staff 

Name Title Specialization Unit UPI

Kofi Amponsah  Consultant Health Economist AFTHE  

Joao Blasques de 
Oliveira 

 Consultant Public Health 
Specialist  

AFTHE  

Fily Bouare Sissoko Senior Operations Officer Operations AFCW3  

Wolfgang Chadab Senior Finance Officer  Finance CTRLA  

Aissatou Chipkaou Senior Program Assistant Support Staff   

Aissatou Diack Senior Health Specialist Support Staff AFTHE  

Alice Sangaré Diarra Team Assistant Support Staff AFCW3  



xi 
 

Moussa Diarra Communications Officer Communications AFRSC  

François Diop Sr. Economist  Health AFTHE  

Daria Goldstein Senior Counsel Law LEGAF  

Maud Juquois  Consultant Health Specialist AFTHE  

Léon Kessou Consultant Health Economist AFTHE  

Mbaye Mbengue Faye Environmental Specialist  Consultant AFTHE  

Victoria Gyllerup Senior Operations Officer  Operations AFTDE  

Nicole Hamon Language Program 
Assistant 

Support Staff AFTHE  

Aisha Rahman Khan  Operations Analyst Operations AFTDE  

Amadou Konaré Senior Environment 
Specialist 

Environment ASPEN  

John F. May Lead Population Specialist Population AFTHE  

Rianna L. Mohammed Health Specialist Health AFTHE  

Adjaratou Diakhou 
Ndiaye 

 Consultant Health Specialist 
(RBF) 

AFTHE  

Célestin Niamien Fin. Mgmt Specialist Financial Management AFTFM  

Jean Jacques de St. 
Antoine 

Lead Operations Specialist Operations AFTHE  

Claude Sekabaraga Senior Health Specialist Health AFTHE  

Mahamadou Bambo 
Sissoko 

Procurement Specialist Procurement AFTPC  

Dominic S. Haazen Lead Health Policy 
Specialist 

Health Policy AFTHE  

Non Bank Staff 

Name Title Office Phone City 

    
. 

Locations 

Country First 
Administrative 
Division 

Location Planned Actual Comments 

Mali      
. 

 

 

 



 



1 
 

PROJECT APPRAISAL DOCUMENT 
 

REPUBLIC OF MALI 
 

STRENGTHENING REPRODUCTIVE HEALTH PROJECT 
 
 

I. STRATEGIC CONTEXT  
 

A. Country Context 
 
1. Mali is a vast, semi-arid, landlocked country of low population density and few natural 
resources.  About half of the country’s land area of 1.2 million km2 is desert and the population, 
estimated at 14.5 million in 2009, is primarily concentrated in the southern part of the country, 
irrigated by the Niger and Senegal rivers. It is one of the poorest countries in the world due to 
its limited resource base, land-locked status, vulnerability to external shocks, poor 
infrastructure, low levels of human development and weak administrative capacity. With a 
Gross National Income per capita is US$380 in 2007 (CAS progress report 2011), Mali is 
ranked 163th out of 172 countries in the UNDP’s 2011 Human Development Index. Poverty has 
declined by about 4 percentage points since 2006, but remains high at 43.6 %.   
 
2. Mali has some un-tapped and under-utilized assets: these include the Niger River with 
very considerable potential for intensive irrigated commercial agriculture; some gold; and 
remarkable cultural and geographical sites with potential for high-end tourism. In addition, it 
has an extensive Diaspora of 4 million people abroad, or one in four Malians, who remit 
extensive financial flows of between US$150m and US$200m per year, and who bring contact 
with the outside world and the availability of scarce skills. The country has done reasonably 
well over the period of the last years: it has a stable democracy; its economic growth has been 
decent, sound macro-economic management has resulted in economic and budgetary stability; 
and it has continued to make gains in governance. But structural and sector reforms have lagged 
and the good performance has not translated into significantly improved human development 
outcomes, in part due to a population growth rate that is amongst the highest in the world.  
 
3. The 2007 Growth and Poverty Reduction Strategy Framework lays out Mali’s medium 
term priorities for accelerating growth to 7 percent per year and targets a reduction of poverty 
incidence to 34 percent of the population by 2015. It outlines three strategic pillars, one of 
which aims at strengthening social sectors to improve the delivery of services, and make them 
more accessible to the poor. 

 
B. Sectoral and Institutional Context 

 
4. Up to 2010, the Bank was involved in the health sector in Mali through health sector 
projects, a Multi-sectoral HIV/AIDS project, and a series of Poverty Reduction Strategy Credits 
(PRSCs) that were used to address various health system issues such as posting skilled health 
personnel in rural areas, promoting the decentralization of financing and decision-making in 
health facilities, and reducing the price of drugs in primary health care outlets. In parallel, the 
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Bank has emphasized analytical work and policy dialogue. This resulted in the production of a 
Health and Poverty Country Status Report, a policy note on Mali’s demographic challenges, 
capacity building for the production of National Health Accounts, and a review of the private 
health sector. The Bank and donors also worked with the government to promote alignment with 
the Paris Declaration principles of donor coordination in the health sector. This led to the signing 
of a Compact in the context of the International Health Partnership (IHP+).  
5. During project preparation, the government conducted extensive consultations to ensure 
that the project is in line with IHP+ principles and avoided overlapping with the activities of 
other donors.  During that process, substantial gaps were identified in the coverage of high-
impact health interventions, especially in reproductive health1. These gaps were also identified in 
the related analytical work mentioned above. As a result, the government asked the Bank to 
reengage directly in the sector through an investment operation that would support the 2012-
2016 Health Sector Program. At the same time, other development partners also strengthened 
their support to the government for further progress towards this fifth Millennium Development 
Goal (MDG 5).  Reproductive health is a major component of Mali’s national health plan.  

 
6. The proposed project is consistent with the Bank’s 2007 Health, Nutrition and Population 
strategy, and the Bank’s 2010-2015 Reproductive Health Action Plan (RHAP) which commits 
the Bank to improve access to quality family planning and reproductive health services by 
addressing high fertility, reducing unmet demand for contraception, improving pregnancy 
outcomes, and reducing Sexually-Transmitted Infections (STIs). The government program to 
reduce maternal mortality - “Feuille de Route pour l’Accélération de la Réduction de la 
Mortalité Maternelle et Néonatale” – is in line with the RHAP. It outlines RH interventions to be 
implemented in the country that would help progress towards this MDG5 and presents them 
through annual work plans.   
 
7. Mali has received support to strengthen reproductive health outcomes, from several 
bilateral and multilateral development partners. This support has been increasing since 2009 and 
is expected to grow further in an effort to assist the country meet the MDGs in 2015. The 
government coordinates partners through a newly-created reproductive health sub-group of the 
Donor Coordinating Group. Table 1 shows partners’ support for RH and health-related MDGs. 
The project would complement and build on the activities supported by other donors.  
  

                                                 
1 Reproductive health services (RH) consist of a package of services including: (i) the provision of contraceptives to 
reduce unwanted pregnancies; (ii) prenatal and skilled care at delivery to improve pregnancy outcomes; and (iii) 
interventions that reduce sexually-transmitted infections, including HIV. 



3 
 

Table 1- Donor Support in Health Related MDGs in Mali  

Donor Specific Program/Area 2009 2010 2011-2016 

The Netherlands Support to Reproductive Health Program 2,623,828 3,279,785 15,000,000 

USAID Malaria, reproductive health, HIV/AIDS 15,503,608 15,503,608 15,503,608 

Spain Reproductive Health Kayes Region 393,574 393,574 3,200,000 

Canada 
Comprehensive life cycle approach support 
in Kayes, Gao. Timbuktu, Kidal 1,325,610 993,424 61,000,000 

France Support to Mopti Region 1,574,297 1,967,871 9,500,000 

WHO  Technical support in reproductive health 1,703,951 1,744,164 1,744,164 

Belgium Support to Regional Programs 1,574,297 1,967,871 
Not 

available 

UNICEF Support to PRODESS 5,354,751 5,068,660 5,096,784 

UNFPA 
Support for RH program and Population 
Policy 1,200,000 1,200,000 1,200,000 

Luxemburg Support to RH and Child Health Programs 3,000,000 3,000,000 9,000,000 

World Food 
Program 

Support to health centers in Kayes, 
Koulikoro, Ségou, Mopti, Gao, Timbuktu, 
Kidal, Bamako 4,075,585 3,648,388 

Not 
available 

Total   34,129,501 34,567,345 121,244,566 
Source: MOH MTEF, Special Investment Budget (2009-2011) 
 

8. Despite a regular increase in access and a three-fold increase in health financing 
over recent years, Mali remains off track in terms of meeting the health-related MDGs. The 
2006 Demographic and Health Survey (DHS) shows infant mortality at 96 per 1,000 live births, 
and maternal mortality at 464 per 100,000 live births. Maternal mortality is higher in rural areas 
where access to emergency obstetric care is limited by large geographic distances to health 
facilities and scarce resources. RH indicators are poor with only 49% of deliveries attended by 
skilled personnel (including matrons), and 35.4% of pregnant women having received four or 
more antenatal services (DHS 2006). As concerns 15-49 years old women in union, only 8.2 % 
used contraceptives (and 7% a modern method), while 31% of them declared having unmet 
family planning needs (DHS 2006). As shown in Figures 1 and 2, if the present trends continue, 
Mali will not reach the health MDGs. Table 2 shows that, to increase its chances of reaching 
them, Mali will have to accelerate its efforts in implementing public health interventions related 
to infant mortality, maternal mortality and fertility.  
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9. Mali’s population has one of the highest growth rates in the world.  This growth is 
expected to continue, given the country’s young age structure, high fertility rates and low levels 
of contraceptive use. As shown in Table 3, the total fertility rate remains high at 6.6 children per 
woman. There are large disparities between women in rural areas at 7.2 births per woman  
compared to 2.8 among women in Bamako, the capital. The adolescent fertility rate is high, 
affecting not only young women and their children’s health, but also their long-term education 
and employment prospects. Early childbearing is prevalent, especially among the poor.  
 
10. The 2006 Demographic and Health Survey (DHS) reports that only 7 percent of women 
used a modern method of contraception. As mentioned, about 31 percent of women stated having 
an unmet need for family planning. They declared not wanting to become pregnant now, but 
were not using contraception. This number is much higher than in most African countries. 

Table 2: Mali - Health-related MDG Indicators 
 1990 2008 2015 Target 

Immunization of children under 12 months, 
including measles. 

43% 68% 80% 

Utilization of modern contraceptive methods.  5% (1996) 5.7% 15% 
Births attended by skilled health personnel. 40% (1998) 42.5% 65% 
Source: World Development Indicators.   

Figure 1: Evolution of Maternal Mortality in Mali, from 2001 to 2015 (DHS) 

 
Figure 2: Evolution of Under-five Mortality in Mali, from 2001 to 2015 (DHS)  
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Table 3 : Selected RH indicators comparing Mali with other West African countries  

Indicators 
Mali 
(DHS 
2006) 

Niger 
(DHS 
2006) 

Burkina  
Faso 
(DHS 
2003) 

Nigeria 
(DHS 
2008 

Benin 
(DHS2006)

Total fertility rate  6.6 7.1 6.2 5.7 5.7 
Breast feeding rate  38% 14% 19% 13% 43% 
Age at first union (women)  16.6 15.5 17.7 18.3 18.6 

Age at first sexual relation (women) 16.1 15.6 17.5 17.7 17.8 

Desired number of children (women 15-49) 6.3 7.0 5.6 6.0 4.9 

Desired birth spacing (waiting at least 2 years 
for next pregnancy) 

34% 42% 47% 32% 18% 

Desire birth control 19% 9% 23% 20% 12% 

Contraceptive prevalence rate for women in 
union (modern methods)  

7% 5% 14% 10% 6% 

Unmet needs for women (in union) 31% 16% 29% 20% 30% 

 
11. Demographic outcomes are closely associated with maternal and child health and 
nutrition outcomes.  High fertility rates, close birth spacing and teen-age motherhood are major 
contributors to maternal and child morbidity, malnutrition and mortality. While Mali has 
progressed in specific high-impact interventions, it has made little or no improvement in family 
planning, which is holding back progress on the health MDGs. The rapid population increase has 
also far-reaching consequences for the education sector and the country’s economy in the areas 
of labor productivity, savings, growth, living standards and poverty reduction. 
 
12. These poor health outcomes are related to both supply and demand side issues in 
the health system. On the supply side, human resources, equipment and health commodities 
allocated to regional and district levels, as well as community health organizations, are 
insufficient. Doctors and midwives are disproportionately located in urban areas and lack 
incentives to provide quality maternal and child care because of low salaries, poor career 
prospects and a limited accountability for performance.  

 
13. The drug acquisition and distribution system generally provides a reasonable 
supply of essential drugs from the central to regional levels, but it is weaker at the district 
level. A 2011 United Nations Population Fund (UNFPA) study showed that 54% of community 
health facilities reported stock-outs of at least one essential commodity in the previous six 
months. 

 
14. Proven approaches to reduce maternal mortality have been implemented in Mali, 
but more must be done to improve the availability and quality of basic emergency obstetric 
care at the first level of care. In 2002, the government launched a nationwide maternity referral 
system to improve the quality and access of comprehensive emergency obstetric care services, 
and to reduce deaths associated with obstetric complications. A study of the Kayes region shows 
that this program was successful in reducing maternal mortality.  However, most deliveries in 
community health centers are performed by poorly qualified birth attendants who fail to detect 
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obstetric complications early enough, and district health centers could save more patients if 
blood supplies and the availability of other products were improved. 

 
15. The public health sector in Mali has a long experience of working with Non-
Governmental Organization (NGOs). A number of them have several years of experience in 
reproductive health and in working with youth and adolescents. They have introduced innovative 
interventions for community mobilization, and have a solid track record in family planning and 
RH. The MOH intends to contract them to scale up demand and supply of reproductive health 
services in selected regions. More details are provided in the “Project Description” section. 

 
16. Spending on health has increased substantially during the last decade. Total health 
expenditure increased from less than US$20 per capita to US$34 in 2007, fluctuating around 
5.6% of GDP during the period. Public spending more than doubled, showing the priority given 
by the government to social sectors in its fight against poverty. With decentralization, local 
governments started to have an increasing role in health financing. 

 
17. However, out-of-pocket expenditures remain the main source of health financing.  
The main area of expenditure is the purchase of drugs which represents 71% of household 
expenditures on health. The second is the cost of outpatient services and hospitalization, 
representing 16% of their expenditure. Households spend only 0.1% of their income on 
prevention, given that these services are mostly free of charge. Families also contribute to 10% 
of the cost of construction of community health centers (CSCOMs). An increasing but still small 
area of financing by households is through the pre-payment to mutuelles de sante (community-
based insurance entities). 

 
18. On the demand-side, poor women bear most of the financial risks for accessing care. 
This includes the cost of transport to give birth in a health facility where doctors and nurses are 
available to deal with possible complications, as well as the cost of the delivery itself. Mali has 
been innovative in creating Caisses de Solidarité Locales - Local Solidarity Funds - in each 
district to support the cost of transport. Each fund is co-financed by the Community Health 
Association, Association de Santé Communautaire (ASACO), the commune, the health district, 
and the patient’s family. However, this financing scheme has been weak in collecting funds. In 
2009, Local Solidarity Funds collected only 21% of expected contributions, so that they are not a 
dependable source of funds when pregnant women are in need of transport. Some exemption 
programs such as free Caesarean sections to address obstetric emergencies have been offered, but 
are not well accessed by the poorest and rural dwellers. 

 
19. Recognizing the need to improve the efficiency of its health spending, and the fact that 
relying exclusively on input-based financing has not provided the desired outcomes, the 
Ministry of Health (MOH) has decided to introduce a pilot Results-Based Financing (RBF) 
mechanism, building on successful existing contracting out mechanisms. Mali is currently 
reflecting on how to best implement RBF in harmony with the IHP+ compact signed in April 
2009 and supported by partners. It has experimented with various contracting models, and health 
centers enjoy substantial autonomy, which is an advantage for RBF implementation. In 
September 2009, trainers were trained in the RBF methodology and regional workshops were 
conducted. MOH staff did a study tour of Rwanda to see a successful case of RBF under 
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implementation. With Dutch support, the MOH has started to prepare a pilot project in the 
district of Dioila in the Koulikoro region. It has started to define the institutional framework, 
including the verification system, and prepared a number of key documents: (i) Terms of 
Reference (TORs) for the district business plan; (ii) a definition of indicators; and (iii) a 
contracting guide whereby local governments would sign RBF contracts with ASACOs and 
Centres de Santé Communautaire – Community Health Centers (CSCOMs) to reach a set of 
MDG-related indicators.  
 
20. The Bank has been following this process, and the proposed project would help the 
government complete the design of a pilot in Koulikoro, implement it, then evaluate it, with the 
objective of scaling up implementation later by applying for financing from the Health Results 
Innovation Trust Fund, other donors, and the government.   
 
21. Recent allegations of corruption and fraud regarding the management of the Global 
Fund projects have raised concerns on the integrity of the fiduciary mechanisms of the 
MOH. The national and international press underlined the involvement of the former Minister of 
Health who was asked to step down and allow for prosecution to proceed. A report of 
procurement and internal control breaches in the management of the Global Alliance for 
Vaccines and Immunization (GAVI) Fund was also shared with donors. The government 
appointed a new team in the MOH, and invited all partners to conduct a comprehensive financial 
management, procurement and governance assessment.  An investigation by its internal audit 
branch, i.e. the “Bureau du Vérificateur” has also led to an action plan to improve governance.  

 
22. To address the risk that this situation would pose for the implementation of the proposed 
project, the Bank has conducted its own assessment of the MOH which led to a number of 
mitigating measures that include: (i) the recruitment of a Fiduciary Agency for procurement and 
financial management; (ii) the contracting of a verification agency for RBF; (iii) the elaboration 
of a detailed project implementation manual; (iv) the setting up of internal control mechanisms; 
and (v) intensive training of the staff. These measures are described in detail in the “Appraisal 
Summary” section and in Annex 3. 
 
23. As in most West African countries, government commitment to family planning has 
been evolving, although slowly. The government has recognized the positive benefits that birth 
spacing can have on maternal and child health. Throughout the year, development partners have 
been invited to join public debates on the issue of demographic growth and key representatives 
of civil society, private sector and religious leaders agree that the issue has to be addressed to 
improve the socio-economic prospects of the country. Also, substantial efforts were made by the 
World Bank country team to include population control issues in the policy dialogue agenda, 
including during the December 2010 visit of President Zoellick. The project would continue 
these efforts by encouraging such discussions. 
 
24. The Bank study of demographic challenges in Mali and the follow-up policy notes 
on population have been useful instruments for the Bank’s policy dialogue with the 
government. The studies have been useful to better understand the dynamics of health and 
population in Mali, the impact of population growth on the Gross Domestic Product (GDP) per 
capita, and the huge investments that would be needed in health, education and infrastructure to 
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satisfy the needs of a growing population. This study has helped encourage the country to take a 
number of steps to strengthen family planning and women’s education with the objective of 
improving maternal health, and slowing population growth. 

 
 

C. Higher Level Objectives to which the Project Contributes 
 
25. The project would contribute to the World Bank’s Africa Strategy as follows. In the 
medium to long term, it would contribute to Pillar 1 – Competitiveness and Employment – as 
family planning would help space births and reduce population growth. As a result, the country 
would benefit from a higher Gross Domestic Product (GDP) per capita which would result in 
increased opportunities for employment.   
 

26. It would contribute to Pillar 2 – Vulnerability and Resilience – by helping to improve 
female reproductive health and reducing maternal mortality, the “neglected MDG”. The project 
would help improve access to assisted birth attendants, and to higher-end care in the case of 
complications. A voucher scheme would be introduced to help mothers with complications be 
quickly transferred to a hospital. Cultural factors affecting the decision of women to seek care or 
use contraception would be addressed through Behavior  Change Communication (BCC) 
interventions.  

 
27. Finally, the project would contribute to Pillar 3 – Governance and Public-Sector Capacity 
– by introducing RBF which would strengthen accountability at the central and decentralized 
level in the health sector. On the supply side, the project would build the capacity of key actors 
so that decision-makers can be held accountable. 
 
28. The project is in line with the 2008 Country Assistance Strategy (CAS) objective of 
developing human resources to support the country’s PRSP by helping to improve the quality of 
health services. It would also contribute to the CAS objective of addressing population issues 
and reinforcing public service performance. It is in line with the PRSC efforts to improve the 
efficiency of public health expenditures. Project interventions would be aligned with the current 
context of decentralization, and increased leadership of local authorities in health service 
provision. Finally, gender issues would be taken into account by identifying the gender 
dimensions that influence the use of RH services by women, and inform the design of behavior 
change communication campaigns. 
 

II. PROJECT DEVELOPMENT OBJECTIVES 
 

A. PDO  
 
29. The PDO is to improve access to and use of quality reproductive health services by 
women of reproductive age, in selected regions of Mali. Interventions would target the urban 
poor, peri-urban areas and rural regions with the worst reproductive health indicators.  
 
30. Taking into account concerns about the risk environment in the health sector and the 
complexity of reproductive health, a politically and socially challenging area in Mali, the project 
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design is deliberately kept simple, flexible and pragmatic, aiming at achievable results.  The 
project’s focus is on maternal care, especially deliveries and post-partum care, and includes 
reducing fertility and meeting unmet contraceptive needs. This fits within the national 
Reproductive Health Strategy. The project’s focus on family planning, antenatal care, and 
assisted delivery for women, also builds a base for policy discussions around girls’ education, 
age at first marriage, and the role of women. This is important as reproductive health is a multi-
sector issue that goes beyond the health sector. 
 

Project Beneficiaries 
 
31. The project would operate in areas that receive little support from other donors and would 
complement existing interventions such as those financed by Canada in Kayes, the Netherlands 
at national level, and the United Nations (UN) system in the North. Project-targeting is based on 
the poverty map of the Poverty Reduction Strategy Paper using the following criteria: (i) 
population growth; (ii) population density; (iii) health status; (iv) poverty levels including in the 
peri- urban slums; and (v) funding availability to support service delivery at the district level.  As 
a result, project interventions are focused on the poorest regions (Sikasso, Koulikoro and Ségou) 
and in peri-urban Bamako where there are dense pockets of poor populations, and quick gains 
can be made.  
 
32.  The direct beneficiaries of the project would be women in the reproductive age group, 
who would have improved access to quality family planning, prenatal care, nutrition and safe 
delivery services. Adolescents, men, and older women would also benefit from social marketing 
campaigns aimed at creating an environment conducive to increased family planning use. The 
population of the targeted regions is presented in Table 4. Indirect beneficiaries of the project 
include health care seekers as the MOH would strengthen its capacity for service delivery and its 
health system. The MOH would also benefit from increased capacity for program management, 
M&E, and implementation. Women and children, who are the main users of primary health care, 
and the poor and under-served segments of the population, would benefit the most from the 
improved availability and quality of services. Benefits would include the improved health status 
of women and children, reduced reproductive health risks for women and adolescents, reduced 
incidence of STIs and related disabilities, and a contribution to lower fertility. 
 
Table 4: Total population, women of reproductive age, children and adolescents.  

Region Population   
Women of 

Reproductive 
Age 

Expected 
Pregnancies

Expected 
Births 

Children 
(0-1 year 

old) 

Children 
(0-5 years 

old ) 

Adolescents 
(10-24 years 

old) 

Bamako  
(peri-urban) 1,874,234 440,445 94,697 93,712 74,969 317,870 577,451 

Koulikoro 2,505,364 588,761 126,585 125,268 100,215 424,910 771,903 

Sikasso 2,720,452 639,306 137,453 136,023 108,818 461,389 838,171 

Ségou 2,420,361 568,785 122,290 121,018 96,814 410,493 745,713 

Total 9,520,411 2,237,297 481,024 476,021 380,816 1,614,662 2,933,238 

Source: RGPH 2009 and projections (based on SLIS 2010  data) 
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PDO Level Results Indicators 
 
33. PDO indicators are presented below. 
 

 PDO Indicator 1: Modern contraceptive use among women aged 15 to 49 years (percent); 
 PDO Indicator 2: Pregnant women who have had at least four ante-natal care visits 

(percent); 
 PDO Indicator 3: Births (deliveries) attended by skilled health personnel (percent); 
 PDO Indicator 4: Postpartum women using modern methods of contraception (number). 

 
34. The comprehensive results framework and monitoring plan are presented in Annex 1. 
 

III.   PROJECT DESCRIPTION  
 

A. Project components 
 
35. The project would have three components: (i) Strengthening Supply and Quality of 
Reproductive Health Service (US$7.5 million); (ii) Strengthening Demand for Reproductive 
Health Services (US$15.6 million); and (iii) Social Accountability, Project Management, 
Monitoring and Evaluation (M&E), and Policy Dialogue (US$ 6.9 million). 
 
36. Component 1: Strengthening Supply and Quality of Reproductive Health Service 
(US$7.5 million). This component would have three subcomponents. 

 
37. Subcomponent (i) Financing of an RBF Pilot (US$1.8 million). This sub-component 
would help design, implement, and evaluate an RBF pilot in the region of Koulikoro. A total 
population of about 120,000 beneficiaries (women of childbearing age and infants) would be 
covered over a period of two years with various elements of a package of reproductive health 
services that include modern family planning, prenatal care (with nutrition and anemia control), 
safe delivery and postnatal care. RBF indicators would have a large focus on reproductive health, 
but they would also include other services (such as child visits, immunizations, adolescent 
services, and malaria), to ensure that health care facilities do not neglect other services. 

 
38. As shown in other countries, RBF increases the motivation and accountability of service 
providers to achieve results. RBF grants would be paid to provide cash at facility level to cover 
the local costs of delivering the services (i.e. outreach, supervision, purchasing of small 
equipment, essential drugs and supplies, in-service training, etc.). The results achieved against 
defined targets would be regularly verified by an independent third party to avoid the “numbers 
game” in which health workers may report higher services than actually provided. Social 
accountability would also be strengthened through the enhanced participation of communities in 
the planning and implementation of community-based activities, using tools such as community 
score cards and disclosure of information on the use of RBF incentives in health facilities.  
 
39. The MOHwill contract specialized international technical assistance (TA) to: (i) 
supervise contract implementation and monitor the results; and (ii) build the capacity of the 
MOH teams implementing the pilot at the central and district level. The detailed rules for 
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spending these RBF grants would be defined in the Operational Manual. The Manual would 
describe the implementation details for the RBF model, including: (i) institutional arrangements; 
(ii) criteria for payments; (iii) assignment of roles and responsibilities for the verification and 
control of results for payment and auditing purposes; (iv) penalties and sanctions for fraud;  
(v) management and data collection tools; and (vi) rules for the use of funds. Local authorities 
(mayors, presidents of rural communities) will be heavily involved to ensure ownership of the 
strategy.  Details on the RBF design are provided in annex 7. 

 
40. To enhance accountability, annual targets have been defined and included as 
disbursement conditions in the Financing Agreement for services that will be delivered through 
the RBF mechanism. The recruitment of international TA and of the external verification agency 
will be a condition of disbursement of the first tranche of funding to the project. Subsequently, 
RBF funds will be disbursed IDA upon achievement of quantitative targets, the number of 
beneficiaries (women and infants) benefiting from various elements of the RH package should 
reach 60,000 in 2012/2013 and 120,000 (cumulative) in 2014/2015. Disbursement will be 
effective if at least 50% of beneficiaries have received the services. If this target is not reached, 
funds will be disbursed on a pro rata basis, as defined in the FA. Health facilities thereafter will 
receive funds locally based on quantitative achievements, quality related indicators and unit costs 
defined for selected health services. 

 
41. Subcomponent (ii) – Improving the supply of contraceptives (US$2.0 million). To reduce 
stock-outs, the project would support training in inventory management, including the use of a 
logistical information system for all staff of the National Directorate of Pharmacy and Medicines 
and about 600 staff managing pharmacies at the district level. Current field activities have shown 
that women’s method of choice is the use of implants2.  Women can have an implant inserted 
while bringing their children for immunization. This method provides confidentiality and does 
not raise attention from mothers, sisters in law or close community members.  Implants would be 
covered by the project through the financing of a buffer stock of essential RH commodities and 
kits, including long-term contraceptives (intra-uterine devices and implants). This subcomponent 
would be implemented nationwide. 
 
42. Subcomponent (iii) – Capacity building in reproductive health and obstetric care 
(US$3.7 million). This subcomponent would support (i) the in-service training of doctors, nurses 
and midwives in family planning and reproductive health; (ii) the training of midwives, nurses, 
and doctors in family planning and obstetrical care; (iii) kits for normal deliveries and Caesarean 
sections, essential commodities, blood banks, and equipment including delivery tables and solar 
lamps for delivery rooms, basic furniture and medical equipment; and (iv) minor repairs and 
painting to improve the quality and privacy of RH and delivery services. This is important 
because pregnancies that result in complications which cannot be addressed by skilled birth 
attendants need attention and treatment at well-staffed and equipped health facilities, where 
mothers and newborns that might otherwise die can be saved. This subcomponent would be 

                                                 
2 Contraceptive implants are matchstick-sized rods that are a birth control device. Surgically implanted beneath the 
skin of a woman’s upper arm, the implants provide contraception over 3 to 5 years as a progestin is slowly released 
and suppresses ovulation. 
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implemented in the regions of Sikasso, Koulikoro and Ségou, and in peri-urban Bamako, while 
other donors (Canada, Netherlands) assist the other four regions. 
 
43. This component would finance training, RBF grants, consultant services, goods and 
works. 
 
44. Component 2. Increasing Demand for Reproductive Health Services (US$15.6 million). 
This component would have three subcomponents. 

 
45. Subcomponent (i) - Strengthening outreach services and behavior change communication 
(BCC) interventions (US$13.5 million). The first subcomponent would help contract experienced 
NGOs to work with private providers3 and outreach teams to promote the use of contraceptives 
and RH services. These NGOs would be selected on a competitive basis using performance-
based selection criteria. The incentives and payments would be linked to indicators derived from 
the Results Framework. Regular monitoring and an annual evaluation would ensure that only 
those NGOs who are performing according to the set goals would continue to be eligible for 
contracts under this sub-component. 

 
46. The MOH has a long experience of working with NGOs, both national and international. 
Many large ones have a sustained track record in reproductive health in Mali.4 There are also a 
large number of local NGOs who work in association with the international ones and help them 
expand their coverage. This network of NGOs has a strong management capacity, allowing them 
to expand their geographical scope with increased financing. A competitive selection process 
would ensure that NGOs who have been successful in similar settings in other countries also 
have an opportunity to participate in the project.  

 
47. In close coordination with the MOH at the central level and with the regional and district 
health directorates, the contracted NGOs would develop a two-pronged strategy. First, they 
would increase demand through community “relays” that would be trained in RH and FP and 
would mobilize women to attend immunization services, encourage them to use post-partum and 
neonatal services, and educate them on the benefits of family planning. The “relays” would also 
help expand the community-based distribution of contraceptives. Second, NGOs would provide 
RH and FP services by: (i) partnering with the CSCOM and CSREF structures and training their 
doctors, nurse midwives, and auxiliary midwives in RH and FP; and (ii) by expanding the use of 
mobile teams (consisting of a medical doctor and nurse midwives) to provide outreach services 
to distant communities. They would also liaise with high schools and madrasas (Islamic schools) 
to implement RH programs in collaboration with UNFPA and USAID who are active in this 
area. 
 
48. Specific messages and approaches to respond to the needs of youth would be prepared, 
and behavior change intervention would also target men as they have a significant role in the 
decision-making process of using RH services by women. Local radio programs, theater, talks, 

                                                 
3 Details on private providers in Annex 11. 
4 These include: (i) Association Malienne pour la Planification Familiale (an NGO with offices in 7 regions and currently supported by the 
Netherlands); (ii) Association pour le Soutien du Développement de la Population (which works in 5 regions plus Bamako); (iii) Population 
Services International (an international NGO with a network of more than 50 clinics that help with training and supervision); (iv) Marie Stopes 
International (which collaborates with more than 60 community health centers in Koulikoro, Mopti, and Bamako); and  (v) Population Council. 
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interpersonal contacts, and peer education would be used to convene the messages and contribute 
to behavior change. 

 
49. This subcomponent would be focused on regions of Sikasso, Koulikoro and Ségou, and 
in peri-urban Bamako. 

 
50. Subcomponent (ii) – Improving financial access (US$1.6 million). This subcomponent 
would: (i) provide technical assistance to assess the management and financing of district “Fonds 
de Solidarité Local” – Local Solidarity Funds, which finance women’s transport costs incurred 
when delivering in a hospital (details in Annex 9); and (ii) support a pilot voucher scheme to 
increase the demand for institutional deliveries. The voucher scheme would finance the provision 
by the government of: (i) cash transfers to beneficiaries residing in a selected geographical area 
to facilitate access to assisted delivery services, all in accordance with the provisions of the 
Voucher Scheme Manual; and (ii) technical assistance to manage these activities. The 
municipalities chosen would already have a reasonable supply of obstetric care which would be 
further strengthened during year 1 of the project. The pilot would start in the second year. Details 
are provided in Annex 10. 
 
51. Subcomponent (iii) Promoting a Family Planning-conducive environment (US$0.5 
million) would help strengthen advocacy, coordination and communication activities by the 
Directorate of Population of the Ministry of Finance (MOF) who would convene a forum that 
includes representatives of government, civil society, local authorities and religious leaders. This 
would promote a policy environment conducive to family planning. 

 
52. This component would finance consultant services, operating costs, and workshops. 

 
53. Component 3: Social Accountability, Project Management, and Monitoring and 
Evaluation (M&E) (US$ 6.9 million). This component would support: (i) project management by 
a Coordinating Unit reporting to the Secretary General, including the contracting of individual 
consultants and a Fiduciary Agency that would provide procurement and financial management 
services; (ii) the regular measurement of the indicators in the results framework; (iii) annual 
rapid facility surveys; (iv) a Demographic and Health Survey (DHS) in 2012: (v) Health Facility 
Surveys in 2012 and 2016; and (vi) human resources surveys. It would also support training and 
equipment to improve the performance and accuracy of the routine health information system 
through which intermediate indicators would be measured.  

 
54. An impact evaluation would be conducted to evaluate the relative effectiveness of 
different implementation mechanisms (RBF, vouchers schemes, classic input-based 
interventions, and behavior change interventions) in achieving targeted indicators, which would 
allow, by the project midterm review, to inform which strategies work best and should be scaled 
up. Details on the impact evaluation are provided in Annex 1. 
 
55. This component would finance consultants, training, and goods.    
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B. Project Financing 
 

Financial Instrument 
 
56. The financial instrument would be a Specific Investment Grant, with the current IDA 
terms. The choice of this instrument is guided by the fact that current challenges in RH service 
delivery cannot be addressed solely by analytical work, policy dialogue and PRSC. The latter 
instrument will continue to include a health component to address the health systems issues that 
should be prioritized by the government such as equity in health financing, availability of human 
resources for health and the need to strengthen the sector M&E system to better monitor its 
performance and capacity to serve the poor. 
 
 

Project Cost and Financing 
 

57. Project cost and financing are presented in Table 6. 
 
 
Table 6 - Project components and financing

Project Components Project Cost (US$ million) IDA Financing 
1.  Strengthening supply and quality of reproductive 
health services.  7.5 7.5  

2.  Strengthening demand for reproductive and 
health services.  15.6 15.6  

3.  Project management, M&E, and policy dialogue. 6.9 6.9 

       Total Cost 30.0 30.0 
  
 

C. Program Objective and Phases (not applicable) 
 

D. Lessons Learned and Reflected in the Project Design 
 

58. The first lessons learned come from the last health sector project supported by the Bank 
in Mali: the Health Sector Development Program. This operation was implemented from 1999 to 
2006. Adopted as a Sector Investment Loan it had substantial elements of a Sector-Wide 
Approach (SWAp). The project’s Implementation Completion Report (ICR) rated the 
achievement of the PDOs as moderately unsatisfactory since none of the ambitious impact 
indicators on child and maternal mortality were achieved. Of particular interest, the total fertility 
rate barely changed from 6.7 to 6.6, something also observed in the Ghana and Tanzania 
SWAps. 
 
59. A key lesson was that project design did not clearly establish the determinants of health 
status and the bottlenecks to be removed. As a result, funds were more likely to support activities 
which were easier to implement rather than those which were more difficult, but also more 
strategically important.  
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60. The performance of this project is very much in line with the IEG analysis of SWAps5 
which shows that on the positive side health SWAps have been successful in putting in place 
tools and processes for improved sector coordination, and helped improve the harmonization of 
development assistance.  

 
61. However, IEG concludes that: 
 

(i) Health systems strengthening objectives were only modestly achieved; 
 
(ii) Results in terms of improving HNP outcomes were modest; and  
 
(iii) The adoption of collaborative processes is not sufficient to ensure optimal health 

sector performance and outcomes. IEG stresses that management for enhanced 
development effectiveness requires the linking of resources to results and in 
providing incentives. Under the proposed project, this lesson is addressed through the 
introduction of RBF. 

 
62. Lessons were also learned from the Niger Multi-Sector Demographic Project 
(PRODEM). The project became effective in January 2008. Its PDO is to strengthen the 
government’s capacity to address Niger’s demographic challenge by: (i) enabling the Ministry of 
Population and Social Reform to design and implement a nationwide multi-sector population 
program; and (ii) increasing general awareness on population and reproductive health issues. 
Project implementation was initially slow, with 37% of the grant disbursed as of the MTR in 
June 2010. In particular, advocacy activities throughout the regions and districts had remained 
limited.  
 
63. Nevertheless the project’s strategic relevance remained very high, given the pressure put 
by a high population growth on the country’s resources and the project was restructured to:  
(i) reduce the number of components; (ii) adjust the project design to introduce activities that 
would strengthen the supply of family planning and reproductive health services; (iii) modify the 
institutional arrangements to ensure the contracting out of advocacy to NGOs and other 
ministries, and give an increased role to the MOH for supply-side activities, thus better aligning 
the volume of activities to be implemented by the Ministry of Population with its management 
capacity; and (iv) adjust the flow of funds. As a result of these measures, project performance 
has substantially improved. These lessons were taken into consideration in the design of the 
proposed operation in Mali. 
 
64. The following lessons learned specifically on reproductive health were taken into 
consideration in the project design. 

 
65.  A review of best practices shows that the best ways to improve reproductive health are 
to: (i) reduce unplanned and poorly timed pregnancies; (ii) make sure that contraceptive products 
are available; (iii) reduce maternal mortality and morbidity by improving prenatal and delivery 
care and managing obstetric emergencies; (iv) increase the number of skilled providers; and (v) 
reduce the risks of STIs and HIV. 
                                                 
5 IEG Working Paper 2009/4: Do Sector-Wide Approaches Achieve Results,  
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66. Incentives for family planning should be part of a broader package of services. An 
incentive system too narrowly focused on family planning could result in health workers’ 
excessive zeal in encouraging family planning. This could negatively affect couples’ choices in 
achieving their desired family size. To avoid this, RBF incentives for family planning in the 
project would be part of a broader incentive package for maternal and child health services.  

 
67. Lessons from South Asia highlight the need for decentralized approaches and 
implementation strategies (e.g. at district level) as well as public-private partnerships. They also 
show the important role of NGOs and communities. Projects in that region have also shown that 
traditional societies are adaptable. They can experience social change and embrace new attitudes 
and methods, provided that IEC and BCC campaigns are carefully crafted and backed by strong 
leadership commitment. 

 
68. Lessons from Mali. A study on improved access to comprehensive emergency obstetric 
care was conducted in the region of Kayes with a covered population of about one million. The 
study analyzed the effects of the maternal referral system introduced by the government in 2002. 
It showed that, over a 3-year period: (i) the number of women receiving emergency obstetric care 
doubled; and (ii) for women treated for an obstetric emergency, the risk of death was reduced by 
half two years after implementing the intervention. The program showed rapid effects as a result 
of: (i) improved access to comprehensive emergency obstetric care and Caesarean sections;  
(ii) reduced transport time to health facilities for treatment; and (iii) reduced financial barriers to 
care. 

 
69. The following lessons learned on RBF were derived from the design and implementation 
of Bank operations in Africa and other regions, and found useful in the design of the project.  
 
70. The success of RBF has been well documented. Experience indicates that RBF 
approaches can be successful in rapidly increasing the use of cost-effective health interventions. 
Studies of RBF in Cambodia, and Haiti, and a randomized controlled study in Rwanda have 
demonstrated the effectiveness of RBF. A study of Rwanda showed a 23% increase in the 
number of institutional deliveries and increases in the number of preventive care visits by 
children aged 23 months or younger (56%) and aged between 24 months and 59 months 
(132%)6. Besides providing an obvious performance-based motivation for health workers, RBF 
has other advantages: (i) it is a clear signal to health workers about the priorities of the 
government and ensures that facilities maintain a focus on preventive and pro-poor interventions; 
(ii) it ensures that projects focus on producing tangible results and on strengthening M&E 
systems; and (iii) it decentralizes decision-making to managers who are closer to the community 
than those in the center. 

 
71. Gradual scale-up. No country has successfully introduced RBF without first starting 
gradually. Lessons learned during the initial phase are crucial to a successful expansion.  

 

                                                 
6 Lancet, April 23, 2011, Effect on maternal and child health services in Rwanda of payment to primary health-care providers for 
performance: an impact evaluation 
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72. What Services are to be paid for? RBF is simplest when facilities are paid for individual 
services that can be easily measured. Vaccinating a child can be easily measured and paid for, 
whereas behavior change is much more difficult to measure.  
73. Ensuring transparency and independent verification. Robust, independent and technically 
sound mechanisms are needed to verify the accuracy of reported results.  There are typically two 
types of verification. First, ex-ante checking before payment is made to a facility. This usually 
involves the review of registers and the checking of quality. It is often done by a district 
administrative structure that reviews the invoices submitted by the health facility. Second, ex-
post verification is often done by independent groups or organizations and uses different 
techniques to detect “gaming”. This includes the sampling of patients listed in registers to see 
whether they exist, and whether they received the services listed. It is important to specify what 
sanctions would be imposed on facilities found to be misrepresenting their performance. 

 
74. Training of Health Workers and Supervisors. RBF usually involves important changes in 
a health care system and new procedures that need to be explained to providers and supervisors. 
Conducting high-quality training is an important challenge that requires a critical mass of people 
who are thoroughly familiar with the manual of procedures and RBF implementation.  
 

IV.   IMPLEMENTATION 
 

A. Institutional and Implementation Arrangements 
 
75. The two main implementers of the project would be the MOH and the MOF. The project 
would be overseen by a Steering Committee chaired by the General Secretary of the MOH, 
including the Directors of all major departments, and the MOF and its Directorate of Population. 
Key donors that provide technical and financial support to population and RH issues in Mali 
would be informed through the PRODESS7 RH sub-group. These include the World Health 
Organization (WHO), the United Nations Children Fund (UNICEF), UNFPA, the United States 
Agency for International Development (USAID), Canada, and the Netherlands. Regular 
coordination with other partners would be ensured through active participation in the health 
sector donor group in the context of IHP+. 
 
76. The MOH General Secretary will be responsible for the overall management of the 
project. As for day-to-day implementation, , the Secretary General will be supported by a  
Coordinator,  a Facilitator for Component 1, a Facilitator for Component 2, an M&E Specialist, a 
Fiduciary Agency that would be contracted to provide Procurement and Financial Management 
Specialists, and an Internal Auditor. The team would receive support from the technical 
departments of the MOH and MOF.  

 
77. Component 1 would be coordinated by the National Health Directorate of the MOH. Sub-
components would be implemented by the respective services.  

 
78. Component 2 would be implemented as follows. Subcomponent (i) on demand 
strengthening would be implemented through the contracting of NGOs by the Coordinating Unit 
in the SG’s office. Subcomponent (ii) covering financial studies would be implemented by the 
                                                 
7 Programme de Développement Sanitaire et Social, Social and Health Development Program. 
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MOH Cellule d’Appui à la Décentralisation et la Déconcentration – Decentralization and 
Deconcentration Unit. Subcomponent (iii) providing support to convene a forum for a national 
debate on Population Control would be implemented by the National Population Directorate of 
the MOF.  

 
79. Component 3 would be implemented by the Coordinating Unit in the SG’s office, except 
for the DHS, health facility  and human resources surveys,  that would be the responsibility of 
the Cellule de Planification et de Statistiques – Planning and Statistics Unit of the MOH. 

 
80. The RBF mechanism would contribute to furthering the government’s decentralization 
agenda in Mali. The project would strengthen the partnerships between the MOH, local 
government units (cercles, communes), ASACOs, CSCOMs, and non-government organizations.  
Since the Bamako Initiative to improve primary health care in 1988, Mali has substantially 
expanded the geographical distribution of autonomous health centers. These CSCOMs are 
managed by ASACOs and are empowered to hire health personnel and purchase drugs. Through 
Memorandums of Understanding (Conventions d’Assistance Mutuelle), they contract with the 
MOH and local governments to receive funds and implement annual action plans for health 
service delivery. Introducing performance-based mechanisms in this system would increase the 
focus on results, including those for reproductive health.  
 

B. Results Monitoring and Evaluation 
 
81. A comprehensive description of the project’s results framework for monitoring and 
evaluation is presented in Annex 1. 
 

C. Sustainability 
 
82. Prospects for the project’s sustainability are strong. Given the high level of poverty, the 
project focuses less on the financial sustainability of project inputs through direct household 
contributions or other alternative local financing.  Rather, the project focuses on three critical 
ingredients of sustainability. On the supply side, the project would promote institutional 
sustainability by showing that the package of RH services can be delivered cost-effectively in the 
targeted regions. To achieve this, health services would have to work increasingly with 
community and outreach services.   
 
83. Second, sustainability efforts would also be directed to achieving policy support at the 
national level for the demonstrated improvements in health coverage and outcomes. Political 
commitment is strong, as all project components are fully aligned with national priorities. As 
mentioned, reproductive health is a major component of Mali’s national health plan, and the 
government program to reduce maternal mortality - “Feuille de Route pour l’Accélération de la 
Réduction de la Mortalité Maternelle et Néonatale”.  
 
84. Third, the project would support demand-side household behavior change interventions. 
It would promote positive change in household and community behavior in order to increase 
their demand for RH services. To this end, the acquisition of health knowledge would be 
promoted through IEC activities and community involvement. 
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85. Fourth, technical sustainability of RBF would be ensured by knowledge transfer activities 
throughout the project. Capacity building (mostly through international TA) would take place 
within a precise timeline for knowledge transfer. This would help the national RBF team develop 
adequate tools and would provide on-the-job training, so that by the beginning of year 3 of the 
project, the team should be technically autonomous and the technical assistants could reduce 
their support. Once the success of the RBF pilot is demonstrated, other sources of financing 
would be sought to scale it up. The financial sustainability of RBF can be reasonably achieved, 
given the limited cost of this mechanism and the growing interest of other donors for it. 

 
86. Finally, the project would help improve the efficiency of health spending by improving 
the outcomes obtained from the current spending of about US$13 per capita. This would allow 
the government to use a part of the current financing of inputs and use it to finance outputs 
(RBF). However, there is a need to be realistic about financial sustainability. As in most Sub-
Saharan countries, the relatively low levels of GDP per capita would require donor support to 
Mali for many years to come.  The signing by donors of the IHP+ Compact is a strong testimony 
of their engagement in the health sector. As the economy grows and the government’s ability to 
mobilize domestic revenues increases, there should be an opportunity to increase public 
expenditure on health services and thus reduce out-of-pocket expenditures by households. By 
helping the MOH prepare a Medium-Term Expenditure Framework, the Bank would help the 
government in the planning and scaling up of service delivery over the medium term, thus 
making the proposed investment sustainable. 

V. KEY RISKS AND MITIGATION MEASURES 
 

A. Risk Ratings Summary 
 
87. The table below provides a summary of risk ratings pertaining to implementing agency, 
project design and implementation.  

 
Table 7: Risk rating summary 

Stakeholder Risk Substantial 

Implementing Agency Risk  

- Capacity High 

- Governance High 

Project Risk  

- Design High 

- Social and Environmental Low 

- Program and Donor Low 

- Delivery Monitoring and Sustainability High 

Overall Implementation Risk High 
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B. Overall Risk Rating Explanation 
88. The overall risk associated with the project is rated high. The team is convinced of the 
government’s strong commitment to the project. The main risks are (i) the limited 
implementation capacity of multisector and complex project that is likely to trigger opposition 
from religious and traditional community groups; and (ii) the governance and fiduciary risks that 
were largely unveiled by issues raised in management of Global Fund and GAVI financing. As 
detailed in Annex 4, the implementation capacity risk would be mitigated by substantial training 
and TA. The governance and fiduciary risk would be mitigated through the contracting of a 
Fiduciary Agency, the use of a Project Implementation Manual with clear procedures including 
for RBF and the Voucher Scheme, internal control and audit procedures, and close supervision.  
 

VI.   Appraisal Summary 
 
A. Economic and Financial Analysis 

 
89. The economic analysis provides the justification for the economic soundness of the 
project. The project’s activities are expected to generate direct and indirect benefits to target 
beneficiaries (women of childbearing age, pregnant women, and newborns); through an increase 
of the contraceptive prevalence rate and other related reproductive health services in the country. 
This would positively change the beneficiaries’ attitude toward family planning by reducing 
family sizes. The reduction in family sizes would enable families to have more time for child 
care and related household activities that improve the well-being of the family. An analysis of 
the benefits and costs (net economic benefits) to be generated by the project’s inputs and outputs 
resulted in a positive net present value (NPV) of US$14.9 million and an economic rate of return 
(ERR) of 37% (see Annex 12). These results show that the project’s investments are worth 
undertaking. 
 
90. An analysis of health sector financing shows that expenditures, particularly investment 
expenditure are largely driven by donors. The analysis shows underfunding of reproductive 
health interventions by the government over the past years. In addition, trends in the composition 
of recurrent expenditures show that the government allocates proportionately fewer resources to 
non-wage recurrent expenditure than wages and salaries. For the government to sustain the 
project’s achievements, and increase the population’s access to quality reproductive health 
services, sustainable increases in non-wage recurrent budget would be required. In line with 
growth in GDP, the government would be able to increase its allocation of resources to the health 
sector, including for drugs and other essential goods and services for the provision of 
reproductive health services, and the maintenance of the existing facilities and equipment. The 
economic and financial analysis shows that the project would be fiscally sustainable.  
 
 

B. Technical 
 
91. The status of reproductive health in Mali is characterized by high fertility rates and high 
maternal mortality ratios. Fertility rates are equally high among all income quintiles, indicating 
that fertility is a behavioral and social issue, as well as the result of the limited capacity to 
address demand and supply issues.  
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92. The donors’ recent re-engagement in Mali (including USAID, Canada, the Netherlands, 
France, UNFPA, and others) is reflected by the signing of several financing agreements in the 
area of reproductive health. They support mostly commodities, training in service delivery, and 
pilots in the continuum of care from contraception to pregnancy and post-partum care. They are 
present in selected regions and districts, leaving large areas uncovered. The regions of Sikasso, 
Koulikoro and Ségou and the suburban areas of Bamako are largely uncovered. The Bank 
support would also focus on technical gaps such as the financing of contraceptive implants to 
meet the demand that is expected to grow as a result of BCC activities. The project would help 
improve service delivery at decentralized facilities. It would partner with NGOs and the private 
sector to achieve a greater coverage. It would help foster a sustained national debate on 
population and reproductive health issues and their links with overall economic and social 
development. 
 
93.  The project supports a package of reproductive health interventions aimed principally at 
reducing child and maternal mortality in the four selected areas. Child care and maternal care 
interventions are supported by a body of evidence, notably in a series of Lancet8 articles 
published in 2003, 2006, and 2008 as well as Cochrane collaboration reviews9 on interventions 
to reduce maternal mortality. These interventions are also very much in line and in accordance 
with WHO guidelines. 
 
94. The design of RBF arrangements follows the best practices observed in other successful 
RBF projects. For instance, external entities are strongly involved in monitoring RBF results. 
Similarly, the mechanism to determine RBF grants is a “fee-for-service conditional on quality” 
system. Such a system ensures that: (i) the RBF mechanism is clear, and can be easily 
understood by health workers and communities; and (ii) the increase in the quantity of care is not 
detrimental to quality. 

 
C. Financial Management 

 
95. A financial management assessment of the Administrative and Financial Directorate 
(DAF) of the MOH established under the oversight of the General Secretary of the MOH has 
been conducted by the Bank in accordance with the Financial Management Manual issued on 
March 1, 2010. The overall residual financial management risk is substantial. Given the weak 
capacity governance issues within the ministry and recent allegations of corruption and fraud 
regarding the management of the Global Fund operation, a Fiduciary Agency (FA) will be 
recruited to be responsible for the financial recording, the preparation of the quarterly interim 
financial reports and annual financial statements, the management of the Designated Account 
(DA) as well as ensuring adequate arrangements for the internal and external audits. During the 
first  phase of its contract, the FA will also provide capacity building and technical assistance, 

                                                 
8 The Lancet, founded in 1823, is one of the oldest peer-reviewed medical journals in the world, published weekly in 
England. The Lancet is considered to be one of the core general medical journals. 
9 The Cochrane Collaboration, founded in 1993, was developed in response to Archie Cochrane's call for up-to-date, 
systematic reviews of all relevant randomized controlled trials of health care. A group of over 6,000 specialists in 
health care review biomedical trials and results of other research. 
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particularly, the transfer of knowledge to MOH team to enable them to take over project 
implementation if its fiduciary capacity is deemed acceptable by IDA. The FM capacity of the 
Ministry will be assessed by mid-term to determine whether it is adequate to handle fiduciary 
tasks and the contract of the FA (which will be initially be for a period of two years) will be 
revised accordingly. The terms of reference and the contract of the FA will detail its roles and 
responsibilities and also its remuneration criteria that would be based on its performance. 
 
96. The financial management arrangements will meet the minimum fiduciary requirements 
under OP/BP10.02 provided the implementation of the proposed mitigation measures.  The FM 
assessment recommends the following measures stated as negotiations or effectiveness 
conditions: (i) the elaboration of a project implementation manual including financial, 
accounting and administrative procedures along with RBF management procedures; (ii) the 
recruitment of a fiduciary agency with TORs and contract acceptable to IDA.  The appointment 
of an independent internal audit expert; and the recruitment of a reputable external auditor with 
TORs acceptable to the Bank will be stated as dated covenants. 
 
97. A Designated Account (DA) will be opened in a commercial bank and managed jointly 
by the coordination unit and the fiduciary agency. The quarterly interim unaudited financial 
reports (IFR) will be submitted to the Bank within 45 days after the end of each quarter. The 
annual financial audit report of Project Financial Statements shall be submitted to the Bank 
within six months following the end of the financial year. Project Financial Statements will be 
audited in accordance with international standards on auditing by an independent, experienced, 
and internationally recognized audit firm acceptable to the World Bank and recruited on a 
competitive basis based on TORs acceptable to the Bank. In addition to the annual audit report of 
the financial statements, the auditor will also provide a management letter detailing the status of 
the internal control system at the national level of the MOH and related regional offices. The 
audited annual project financial statements will be publicly disclosed according the Bank 
disclosure policy. 
 

D. Procurement 
 
98. The Bank has assessed the country procurement regulation and found the principles and 
most of the procedures in compliance with Bank standards. However, in order for national 
competitive bidding (NCB) procedures for goods and works to become acceptable to IDA, 
special provisions would be required (as detailed in Annex 3) regarding small contracts, 
advertisement, access by foreign bidders to participate in NCB, limitation of domestic 
preference, time to submit bids, evaluation and award process, standard bidding documents, 
fraud and corruption clauses in bidding documents, inspection by the Bank, and debarment. A 
procurement assessment of the Administrative and Financial Directorate (DAF) of the MOH was 
carried out in October 2010 and April 2011. It reviewed the organizational structure for 
implementing the project and the interaction between the project’s staff responsible for 
procurement, the MOH central unit for administration and finance, and the technical units at the 
local level in the regions.   
 
99. The overall risk assessment is rated high. The key issues and risks related to procurement 
include:  
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(i) the inadequate capacity of technical units in the regions to handle the volume of 

procurement for their respective activities under the project;  
(ii) possible delays in the procurement process, and poor quality of contract deliverables;  
(iii) inconsistency between the national procurement procedures and the Bank 

procurement guidelines in the use of NCB;  
(iv) although the procurement staff at the central level have had experience in project 

implementation under Bank financing since 2006, their mobility and the lack of 
regular training may result in reduced capacity to handle procurement under Bank 
procedures; and 

(v) the procurement process may be exposed to influence from the central MOH unit for 
administration and finance, as was observed recently. 

 
100. To address the above risks, the following actions would be taken:  
 

(i) a Fiduciary Agency would be recruited, staffed with Procurement and Financial 
Management Specialists, and an Internal Auditor; 

(ii) procurement staff  and tender committee members would receive  intensive hands-on 
training; the training would cover procurement planning, preparation of bidding 
documents, evaluation of bids or proposals, and procurement documents filing; 

(iii) Bank procurement procedures would be used; 
(iv) a Project Implementation Manual would be prepared, with a section on procurement 

detailing out procedures, instructions and guidance for handling procurement. It 
would be disseminated to staff involved in the project implementation at the central 
and local levels; and 

(v) an adequate records management system would be set up for project documents, 
including space and office furniture for filing.  

 
101. In addition to the prior review of procurement, the Bank would undertake: (i) field 

supervision missions every six months; and (ii) at least one annual post procurement review. 
Post-reviews consist of reviewing technical, financial and procurement reports on actions carried 

out by the MOH. 
 
102. Procurement for the project would be carried out in accordance with the World Bank’s 
"Guidelines: “Procurement under IBRD Loans and IDA Credits” dated May 2004, revised in 
October 2006, May 2010 and January 2011; “Guidelines on Preventing and Combating Fraud 
and Corruption in projects Financed by IBRD Loans and IDA Credits and Grants”, dated 
October 15, 2006 and revised in January 2011; and "Guidelines: Selection and Employment of 
Consultants by World Bank Recipients", dated May 2004, revised in October 2006, May 2010 
and January 2011, and the provisions stipulated in the Financing Agreement. For each contract 
financed by the Grant, the procurement methods and consultant selection methods, the need for 
pre-qualification, estimated costs, prior review requirements, and time frame would be agreed 
between the Recipient and the Bank in the Procurement Plan. The latter would be updated 
annually, or as required, to reflect the project implementation needs and improvements in 
institutional capacity.  
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E. Social (including safeguards) 
 
103. Local socio-cultural behavioral conditions influence health and are important factors 
underpinning the effective achievement of health outcomes. Studies have shown that even when 
knowledge is high, this need not translate into behavior change, as evidenced by the inadequate 
utilization of health services. For example, common misconceptions compromise the exclusivity 
and maintenance of breastfeeding.  Bed nets are not used because people believe they are too 
warm. Many women are not aware of danger signs in pregnancy and delivery, or in sick children, 
and the need for timely intervention.  In this regard, a strong BCC program is essential in 
changing behavior, and would be supported under the project. Peer education would be promoted 
as women relays also called “motivators” would support their peers adopt family planning 
interventions through one-on-one education sessions and referrals. A pilot voucher scheme 
would help provide demand-side incentives, and attempt to address demand-side constraints to 
the utilization of services.  
 
104. Gender aspects of reproductive health and family planning have been analyzed with the 
ministry in charge of women affairs and focus group discussions with women living in peri-
urban and rural areas. Key findings are that women face resistance from their husbands and in-
laws to utilize modern FP methods. As a result, if they use them they often do so in hiding. 
However, the discussions revealed the power of peer education and support from women’s 
groups, especially when they emphasize the benefit of child spacing for economic empowerment.  
 
105. The project is expected to have a positive social impact by improving the accessibility of 
health care for the poorest households. Component 1 (RBF) would provide incentives for health 
facilities to reduce staff absenteeism, improve staff responsiveness with patients and – overall – 
to provide more and better care for the poorest patients.  
 
106. The project would also enhance community ownership for monitoring the quality of basic 
health services. CBOs would be identified and strengthened so that they can monitor health 
facilities. The project would build on other similar experiences in Mali (including Bank-financed 
projects) to select these CBOs. 
 
107. The preparation process of the project has been highly participatory with extensive work 
and consultation among stakeholders: selected line ministry representatives, representatives of 
NGOs and health workers. The monitoring and evaluation system has been designed to ensure 
adequate targeting of project activities, and their social impact.  
 
108. No social safeguards policies will be triggered by the project. 
 

F. Environment (including safeguards) 
 
109. Health facilities use medical equipment which might entail an increased production of 
medical waste. Consequently, the proposed project is classified as Environmental Assessment 
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 
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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. The project would help 
minimize the danger of poor segregation and disposal of health care waste by financing training 
programs. 
 
110. To address the potential negative impact consistent with the requirements of the triggered 
safeguard policy, i.e., preparation of an environmental assessment, the MOH has prepared a 
Medical Waste Management Plan that has been disclosed. It makes adequate recommendations 
regarding capacity building needs, training, and awareness building to ensure its proper and 
effective implementation. 
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Annex 1: Results Framework and Monitoring 
 

MALI:  Reproductive Health Project 
 

 
111. The project development objective is to improve access to, and use of quality 
reproductive health services by women of reproductive age, in selected regions of Mali. Progress 
towards achieving these objectives would be monitored by an improvement in the following key 
performance indicators: (i) modern contraceptive use among women aged 15 to 49 years 
(percent); (ii) pregnant women who have at least 4 antenatal care visits (percent); (iii) births 
attended by skilled health personnel (percent); and (iv) postpartum women using  modern 
contraceptives (number).  

 
112. The choice of indicators has been guided by several criteria. First, they should be 
specific, measurable, accurate, realistic and timely (SMART). In addition, indicators are 
technically and logically related to the activities supported by the project, with a causal chain 
linking inputs, intermediate outcome indicators, and outcomes. As much as possible, the 
indicators selected are already being collected by the country systems. This would help reduce 
transaction costs, ensure country-level ownership of the results framework, and facilitate the 
availability of baseline, intermediate, and end-line data. The relevant Core IDA indicators have 
been included in the Results Framework (RF), where applicable. Operational definitions for 
these and all indicators which would be monitored under the project are provided in Tables 8 and 
9 below.  

 
113. In addition to the PDO indicators and intermediate results indicators, which are formally 
part of the project’s results framework, and for which the project would be held accountable, 
other related indicators have been identified. The latter (presented in Table 9) are not formally 
part of the project’s results framework but and would be tracked during implementation since 
they contribute to the PDO.  

 
114. Pro-poor disaggregation of indicators.  The project has a specific geographic focus on 
Koulikoro, Ségou and Sikasso, and peri-urban Bamako. These areas are deemed to be in greatest 
need based on the following criteria: population growth, health status, poverty levels and funding 
availability to support health service delivery at district level. Consequently, the project has a 
clear and direct pro-poor targeting. In cases where national-level data would be collected, they 
would be disaggregated by targeted regions (or income quintiles) where possible.  
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Table 8 -  Results Framework 
Project 

Development 
Objective 

Project Outcome Indicators (POI) Use of Project Outcome Information 

The PDO is to 
improve access to 
and use of quality 
reproductive health 
services by women 
of reproductive 
age, in selected 
regions of Mali 
(defined in the 
Operational 
Manual). 

POI #1: Modern contraceptive use among 
women 15 to 49 years old (percent). 
[Use] 

This indicator tracks increased access to and 
use of modern contraceptives. It is dependent 
on improved supply of contraceptives, the 
influence of the project on behavior change, 
and training of health personnel (intermediate 
outcomes).  This is a particularly important 
outcome because contraceptive prevalence in 
Mali is among the lowest in West Africa. 

POI #2: Pregnant women who have at least 
4 antenatal care visits (percent). 
[Access, Use] 
 

Increased use of antenatal care indicates that 
pregnant women are receiving a broad range 
of antenatal services including identification 
and treatment of pregnancy complications 
such as anemia and high blood pressure 

POI #3: Births (deliveries) attended by 
skilled health personnel (percent).10 
[Access, Use] 

Improved attendance at birth results in better 
pregnancy outcomes through the management 
of complications by skilled health personnel 
(doctors, midwives and nurses).  

POI #4: Post partum women using modern 
methods of contraception (number). 
[Access, Use] 

This indicator tracks the influence of the 
project on behavior change - contraceptive use 
after giving birth.  It is dependent on access to 
contraceptives - an IO indicator.  

Intermediate 
Outcomes 

Intermediate Outcome Indicators (IOI) Use of Intermediate Outcome Monitoring 

Component 1:  Strengthening Supply and Quality of Reproductive Health Services 

Scale-up RBF 
mechanism in the 
Region of 
Koulikoro pilot 
districts 

IOI #1: Women provided with a package of 
reproductive health services (number).   
 [Strengthening supply] 

In order to track whether the project is 
contributing to one of its key objectives. The 
package of RH services include modern 
family planning, antenatal care (with nutrition 
and anemia control), safe delivery and 
postnatal care. 

Intensify family 
planning by 
decentralizing 
interventions 

IOI #2: Health facilities that experience 2 
or more stock-outs of contraceptives during 
the last two weeks preceding the survey  
(percent) [Strengthening Supply, Quality] 

Availability of modern contraceptives (pills, 
IUD and implants) will be measured as a key 
determinant of the quality of service 
delivery.11 This indicator will be used track 
supply of contraceptives at the facility-level. 

IOI #3: Health personnel trained to provide 
family planning services (number).12  
[Strengthening Quality] 
[Core indicator] 

This indicator will measure FP training of 
providers in community health centers, 
referral health centers, and private clinics. 

Strengthen the 
capacity of health 
facilities to deliver 
quality SRH/FP 
services.  

IOI #4: Pregnant women receiving 
antenatal care during a visit to a health care 
provider (number). [Strengthening Supply, 
Quality][Core indicator] 

This indicator directly contributes to global 
IDA reporting. Pregnant women will receive a 
broad range of antenatal services including 
identification and treatment of pregnancy 
complications such as anemia and high blood 
pressure 

                                                 
10 Skilled birth attendance refers to health professionals who are doctors, midwives and nurses. 
11 Absence of contraceptives was cited in most analytical studies of the health sector as a key constraint. 
12 This indicator will measure the number of providers who are given support through training in the following areas: a) family 
planning and obstetrical care; b) inventory and stock management for contraceptives and related products; and c) effective 
communication strategies to influence patient behavior and adoption of modern FP methods. 
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IOI #5: Deliveries by Caesarean section 
(number). [Quality] 

Proper treatment of obstetric emergencies 
would significantly reduce the risk of maternal 
deaths. This indicator also reflects the proper 
functioning of the health system, referrals.  

IOI #6: Women provided with postpartum 
care within the first 7 days of delivering in a 
health facility [percentage]. [Access]  

This indicator is consistent with the continuum 
of care, and should help to reduce maternal 
deaths. Approximately 65% of deaths occur in 
the first week following delivery. These visits 
will also be used as an opportunity to provide 
women with information on family planning 
and contraception methods.  

IOI #7: Health personnel trained to provide 
obstetric service (number). [Quality] [Core 
indicator] 

This indicator will measure the number of 
personnel (in the CSCOMs and CSREFs) 
provided in-service training and refreshed 
courses to improve obstetric services 
(antenatal, delivery and postpartum)  

Component 2:  Strengthening Demand for Reproductive Health Services 

Strengthening 
outreach RH 
services and 
IEC/BCC 
interventions 

IOI #8: People (Women and Men) attending 
social marketing interventions that promote 
family planning (number). [Improving 
behavior change] 

This indicator will monitor the 
implementation of RH behavior change 
communication strategies at the local level.  

Increasing 
financial access to 
health services at 
local level. 

IOI # 9: Pregnant women provided with 
vouchers to access selected services 
(number). [improving demand] 

More than half of Malian women continue to 
identify financial barriers as the first 
constraint for access to care. Vouchers 
should improve financial access, and should 
be reflected in increased utilization of health 
services. 

Strengthening the 
capacity to develop 
effective advocacy 
on population 
interventions. 

IOI # 10: Advocacy sessions held with civil 
society, political, religious and traditional 
leaders on demographic issues and family 
planning (number) 

To create an environment conducive to the 
utilization of modern FP methods for child 
spacing and ensure social accountability for 
demographic issues, a national debate that 
include opposing groups at all levels of 
society should regularly be implemented. 

 
Table 9. Additional Indicators13 
Additional Indicators (AI) Use of Intermediate Outcome Monitoring 
Core Indicators To report on Core indicators. 
AI# 1. Children  immunized by all antigens adopted in the Expanded Program of Immunization (percent) 
 
Disaggregation to track pro-poor delivery To track geographic inequities in 

performance. 
AI# 2. Children under one who are  immunized in project targeted regions. 
AI# 3. Girls provided with education in project targeted regions. 

 
  

                                                 
13 These are indicators that are not formally part of the Project’s Results Framework for which the project would be 
accountable.  But, they are of interest to the project and would be tracked during supervision. 
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Table 10: M&E Implementation Arrangements 

Source of the data 
or data collection 
mechanism and 
capacity to 
implement  

The data collection approaches envisaged will largely be based on existing data collection 
mechanisms.  The indicators used in this project would use three broad data sources, 
namely;  (i) the MOH’s Health Management Information System (HMIS);  (ii) survey 
data (e.g. MICS, DHS and health facility surveys), and (iii) project implementation data.  
These three data sources have unique challenges, some of which will be planned for, and 
addressed, in the implementation of the Project. 

Frequency of the 
data collection 

Most of the indicators will be collected annually, although some indicators will be 
available semi-annually. This will be particularly important for routine project 
supervision. Population-based surveys (e.g. DH S, MICS) are usually carried out every 3-
5 years. Health facility surveys will be conducted annually. 

Quality of the data 
collection 
mechanism 

A 2001 assessment of the health information system (using Lot Quality Assurance 
Sampling Method) showed poor performance. This was attributed, in part, to ambitious 
monitoring of a large population with inadequate staff and equipment. Amore recent study 
held in 2008 showed improvement in agreement on core indicators by donors and the 
government, but revealed the same issues facing data collection and use in health 
facilities. The Bank and other partners are supporting the Government’s efforts to improve 
the timeliness and quality of data generated through the HMIS. The project will support 
such effort by financing data audits and workshops on data quality improvements.    
 

Responsibility for 
data collection and 
analysis 

Overall responsibility for data collection would rest with the Ministry of Health that has 
put in place a HMIS Unit in the Directorate for Planning and Statistics (Unité de Suivi et 
Statistique de la Cellule de Planification et de Statistique du Ministére de la Santé). 
NGOs contracts will include requirements on data collection and submission. 
 

 
115. The scope and quality of the information system is presented in Table 11. 
 
Table 11: Summary of the Scope and Quality of Information Systems 
1) HMIS The health information system (Système Local d’Information de Sanitaire) collects data 

related to services and epidemiological data at the regional, district and health facility 
levels. The system collects monthly information through a standardized set of data 
collection forms on curative services, prevention and promotion activities, and 
administrative data. It includes data from NGOs, but not from some private-for-profit 
entities. Data from the referral hospitals are added to this local data in the SNIS report 
(Système National d’Information Sanitaire). 
 
Quality reports are aggregated at the district and regional levels; 83% of reports are sent 
on time. Reports are aggregated at the district and regional level, and feedback given to 
CSCOM through quarterly meetings. Aggregated data is also sent to the CPS, and the 
information department of the National Health Directorate (DNS). 
 
Several community-based information systems have been developed by NGOs and will 
be reviewed and consolidated by the CPS to adopt a national system. This should be very 
useful in supporting the implementation of the RBF pilot in Koulikoro. 

2) Facility Surveys 
(Service Provider 
Assessment) 

Health facility surveys will be conducted annually to supplement HMIS data.  
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3) Mali 
Demographic 
and Health 
Survey (DHS) 

DHSs have taken place in Mali since 1987. While there was a gap of almost 10 years 
between the first and second surveys (1987 and 1995/6), since then surveys have 
occurred 5 years apart (2001, 2006), with a survey scheduled for December 2011- March 
2012. The Cellule de Planification et de Statistique (CPS) and Institut National de 
Statistique (INSTAT) are given the responsibility of implementing the DHS.   
 

4) Mali Multiple 
Indicator Cluster 
Survey (MICS) 

The MICS was implemented in 2009-2010 by the MOH HMIS Unit - Cellule de 
Planification et de Statistique (CPS)- and the National Statistics Institute with support 
from UNICEF, European Union, Sweden, USAID and the World Bank. It is household 
survey that provides population-based data on situation of mothers and children. It 
measures key indicators to track the MDGs and other international agreements. 
Additional information can be found in the website “www.childinfo.org”". 
The MICS 2010 report was shared during the Joint Assessment of National Strategies 
(JANS) with all IHP+ partners and its data was made available to the project preparation 
team to inform baseline values of selected indicators, as DHS data was considered too 
old. Another MICS will be implemented in 2014-2015 and will inform the project 
midterm review. 

 
116. Arrangements for Results Monitoring. Arrangements for results monitoring are provided 
in Table 12. This table focuses on measurement issues: (i) indicator definitions;  
(ii) target values; and (iii) data collection and reporting.  
 
117. Definition of indicators. The denominator and numerator for each indicator are clearly 
specified in Table 12 below.  Where necessary, a target group or the geographic area is specified.  
Standardized data collection methods would be used. A demographic and health survey and 
annual Health facility assessments would be funded by this project. OPCS guidance notes on the 
Core IDA indicators require reporting of cumulative data in ISRs for each year of the Project.  In 
compliance with this requirement, cumulative data would be reported in ISRs. Notably, for a 
small sub-set of indicators where baseline data exists but the data quality is questionable or the 
data collection method is to be changed under the Project, then the baseline may be revised 
within the first year of the Project. 
 
118. The implementation of the M&E framework would be tracked during implementation, 
and would be a central part of project supervision, and in effect, management of the project. 
Consistent with this, the mid-term review would provide an opportunity to assess some 
fundamental M&E design issues, and make mid-course adjustments accordingly. This would 
form the basis for a strong results-orientation during supervision. 

 
119. Financing for M&E will be available through government funds, project budget as well 
as health sector partners. This will provide opportunity for alignment and capacity building at all 
levels of the health system. The PRSC under preparation included measures related to improved 
reporting capacity of the health sector.   
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Table 12: Results Framework 
Project Development Objective (PDO): The PDO is to improve access to and use of quality reproductive health services by women of reproductive age, in selected regions of 
Mali.  14 

PDO Level Results 
Indicators* C

or
e Unit of 

Measure 
Baseline 
(2012) 

Cumulative Target Values** 
Frequency 

Data Source/ 
Methodology 

Responsibility 
for Data 

Collection 

Description 
(indicator 

definition etc.) 2013 2014 2015 2016 2017 

POI# 1: Modern 
contraceptive use among 
women 15 to 49 years 
old . 

 Percent 

10.0 
(MICS 
2010) 

15 

  13  15 
Every 2-3 

years 

MICS2010 
MICS 2014 
MICS 2018 

CPS/ INSTAT 

Num: #women 15-
49 in union using 
modern 
contraception 
methods  
Den: #women 15-49 
years old  
MICS definition 
 

POI# 2:  Pregnant 
women who have at 
least 4 antenatal care 
visits. 

 Percent 

37.8 
(MICS 
2010) 

 

  
40 
 

 
43 
 

Every 2-3 
years 

 
MICS 2010 
MICS 2014 
MICS 2018 

 
CPS/ / 
INSTAT 

Num: #women age 
15-49 who had 4+ 
ANC visits  
Den: #women 15-49 
who had a live birth 
in the survey sample  
(per 100) 
MICS definition 
 

POI# 3: Births 
(deliveries) attended by 
skilled health personnel. 

 Percent 

35 
 (MICS 
2010) 

 

  40  50 
Every 2-3 

years 

 
MICS 2010 
MICS 2014 
MICS 2018 

 
CPS/ / 
INSTAT 

Num: #births 
attended by skilled 
personnel (doctors, 
midwives, nurses) 
Den: #women 15-49 
who had a live birth 
in the survey sample  
(per 100) 
MICS definition 

POI# 4:  Post partum 
women using modern 
methods of 
contraception.16  

 Number  0 100,000 150,000 200,000 250,000 300,000 Semi-Annual 
HMIS, NGO 
and private 

sector reports 

MOH 
NGOs  

Private Health 
Facility Staff 

#postpartum women 
who use modern 
contraceptive 
method 0-1 year 
after delivery.  

                                                 
14 Geographical areas were selected based on population growth, health status and poverty levels. Thus, interventions will target the urban poor, peri-urban areas and rural regions 
with the worst reproductive health indicators. For most indicators, the age group is defined as women 15 to 40 years old, as described in the MICS methodology. 
15 Data for POI # 1, POI # 2 and POI # 3 as well as AI#1 was calculated using a weighted average taking into account the percentage and population of the regions of Bamako, 
Koulikoro, Sikasso and Segou. 
16 Post partum period in this context refers to the period from delivery to one year after childbirth. Women who have sterilization immediately will be included in the tally. 
Baseline is 0 because this intervention is directly linked to project interventions by NGOs and health facility personnel in health centers and outreach clinics. 
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INTERMEDIATE RESULTS 

Intermediate Result (Component One): Strengthening Supply and Quality of Reproductive Health Services (US$ 7.5 million). 

Sub-component 1(a): Scale-up RBF mechanism in pilot districts (Koulikoro Region)  

Indicators 

C
or

e Unit of 
Measure 

Baseline 
(2012) 

Cumulative Target Values** 
Frequency 

Data Source/ 
Methodology 

Responsibility 
for Data 

Collection 

Description 
(indicator 

definition etc.) 2013 2014 2015 2016 2017 

IOI#1: Women 
provided with access to 
a package of RH 
services.17 

X Number 0 60,000 120,000 120,000 

To be 
defined 
if RBF 
pilot is 
scaled 

up 

To be 
defined 
if RBF 
pilot is 
scaled 

up 

Annually RBF reports 
MOH RBF 

Implementing 
Agency 

# women provided 
with access to a 
package of RH 
services through 
RBF (2-year pilot 
that should be 
evaluated before 
scaling up). 

Sub-component 1(b): Intensify family planning by decentralizing interventions 

IOI#2: Health facilities 
that experience 2 or 
more weeks stock-outs 
of contraceptives18 
during the last 2 weeks 
preceding the survey.19 

 % 

N/A 
( to be 

determine
d in 2012) 

 

Less 
than 
10% 

 

Less 
than 
10% 

 

Less 
than 
5% 

 

Less 
than 
5% 

 

Less than 
5% 

 
Annually 

HMIS,  
Health 
Facility 
Survey 

 
 
 
 
CPS, 
Directorate of 
Pharmacy 

Num: #Health 
facilities that 
experience stock-
outs of Pills, 
intrauterine device 
and implants for 2 
weeks plus over a 
6 month period 
Den: #health 
facilities that were 
surveyed 

IOI#3: Health personnel 
trained to provide family 
planning services 
(number).20 

X Number 0 100 200 300 400 400 
Semi-

Annually 
Project 

documents 

 
MOH, 
Regional 
Health 

# health personnel 
who receive 
training in family 
planning. 

                                                 
17 According with what will be purchased, the package would include: ANC3 (with VAT2, Vitamin A, SP, ITN, and PMTCT), delivery with skilled health worker, postnatal visit, 
FP. Baseline is 0 because this intervention is directly linked to project RBF interventions by health facility personnel in health centers in the Region of Koulikoro. 
18 List of contraceptives according to TAC (Tableau d’Acquisition des Contraceptifs) - Pills, intrauterine device and implants. 
19 According to a recent survey (of 153 facilities) on the availability of contraceptives at health facilities, 54% reported stock-outs in the last 6 months.  
20 This indicator will measure increased capacity at four decentralized levels of facilities: community health centers, referral health centers, private providers, and home and 
community-based services. It will measure the number of providers who are provided with support in the following areas: a) capacity building in training and supervision; b) 
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[Core indicator] Directorates. 

Sub-component 1(c): Strengthen the capacity of health facilities to deliver quality SRH/FP services. 

IOI#4: Pregnant women 
receiving antenatal care 
during a visit to a health 
care provider. 

X Number 0 100,000 200,000 300,000 400,000 500,000 Annually HMIS MOH 

# pregnant women 
receiving antenatal 
care during a visit to 
a health care 
provider. 

IOI# 5: Deliveries by 
Caesarean section. 

 Number 
16,151 
(2010) 

20,000 22,000 24,000 28,000 30,000 Annually HMIS MOH 
# women who had a 
delivery by caesarean 
section 

IOI #6: Women provided 
with postpartum care 
within the first 7 days of 
delivering in a health 
facility. 

 % 55.4 
(2010) 

60% 60% 65% 65% 70% Annually 
HMIS, Health 

Facility 
Survey 

MOH 

Num: #women 
provided with PPC 
within first 7 days 
Den: #deliveries in 
health facilities. 

IOI #7: Health personnel 
trained to provide 
obstetric service 
(number).21 

 Number 0 100 200 300 400 400 
Semi-

Annually 
Project 

documents 

 
MOH, 
Regional 
Health 
Directorates. 

# health personnel 
who receive training 
in obstetric care 
(antenatal, delivery 
or postnatal care) 

Intermediate Result (Component Two): Strengthening Demand for Reproductive Health Services (US$ 15.6 million).  

Sub-component 2(a): Strengthening outreach RH services and IEC/BCC interventions. 

IOI#8: People (Women 
and Men) attending social 
marketing interventions 
that promote family 
planning. 

 Number 0 50,000 100,000 200,000 400,000 600,000 
Semi-

Annually 
Project 

documents 
 

Number of people 
attending social 
marketing 
interventions which 
promote FP  

Sub-component 2(b): Increasing financial access to health services at local level. 

                                                                                                                                                                                                                         
strengthen the supply chain for contraceptives and related products; c) improved capacity in drug management; and d) extend the outreach family planning services provided by 
NGOs. 
21 Obstetric services include antenatal, delivery and postpartum services. 
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IOI#9: Pregnant women 
provided with vouchers to 
access selected services 
and who use them.  

 Number 0 0 5,000 7,000 8,000 10,000 
Semi-

Annually 
Project 

documents 
 

Number of pregnant 
women provided with 
vouchers to access 
selected services and 
who use them. 

Sub-component 2(c): Strengthening the capacity to develop effective advocacy on population interventions. 

IOI # 10: Advocacy 
sessions held with civil 
society, political, religious 
and traditional leaders on 
demographic issues and 
family planning. 

 Number 0 100 200 250 300 300 
Semi-

Annually 
Project 

documents 
 

Number of FP 
advocacy sessions 
(meetings, peer 
education talks and 
conferences, radio 
and TV shows) held 
with Religious 
groups, Local 
Authorities 
Community health 
Associations and 
Traditional Leaders. 

 
*Please indicate whether the indicator is a Core Sector Indicator (see further http://coreindicators) 
**Target values should be entered for the years data will be available, not necessarily annually.
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120. Impact evaluation. An impact evaluation would be conducted to assess the outcomes of 
key actions/inputs of the RBF component relative to what would have happened in the absence 
of the intervention. Counterfactual (control/comparison) analysis would help ascertain the extent 
to which the positive and negative consequences observed in the treatment area can be attributed 
to the intervention and not to other external conditions. The impact of the RBF mechanism 
would be measured prospectively. In other words, the indicators would be measured before and 
after the implementation of RBF, through a baseline study. 
 
121. The analysis would be conducted along the length of the causal chain from inputs to 
impact as shown in Table 13. 
 

Table 13 : Logical Framework of RBF pilot 
Project Summary Performance Indicators M&E System Important 

Assumptions 
The specific impact of 
the project: improve 
access to and use of 
quality reproductive 
health services by 
women of reproductive 
age 

Key performance indicator: 
Modern contraceptive use 
among women aged 15 to 49 
years. 

Evaluation system. 

Assumptions on the 
relationship between 
project activities and 
project objective. 

Project outputs 

Quantity improvements: 
(i) Women provided with access 
to a package of RH services: (ii) 
Post partum women using 
family planning services; (iii) 
Births (deliveries) attended by 
skilled health personnel; and 
(iv) Health facilities that 
experience stock-outs of 
contraceptives in the previous 
two weeks. 
Quality improvements: (i) 
Percentage of family planning 
visits complying with quality 
standards; (ii) Average 
availability of essential drugs in 
health facilities; (iii) Average 
availability of health workers 
(one minus rate of absenteeism) 
 

Monitoring system. 

Assumptions on the 
relationship between 
accomplished project 
outputs and project 
impact. 

RBF project activity: 
provision of financing 
linked to project outputs. 

Input indicators: RBF grants. Monitoring system. 

Assumptions on the 
relationship between 
accomplished project 
activities and outputs. 

 
122. Evaluation of pilot. The pilot would be evaluated according to the following parameters: 
 

(i) Before and after volume of services produced; 
(ii) Evolution in quality of services; 
(iii) Efficiency of implementation; 
(iv) Level of governance issues (extent to which results were properly reported); 
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(v) Adequacy of institutional arrangements; 
(vi) Adequacy of level of RBF grants (whether some grants were set too low or too 

high and need to adjust them in line with the goals of the health system); 
(vii) Acceptance of RBF system by MOH and key stakeholders; and 
(viii) Unexpected consequences (positive and negative). 

 

123. The impact evaluation would include: 
 

(i) Data on a sample of participants from the treatment group at the district level; 
 

(ii) Comparable data on non-participants from a control or comparison group; 
 

(iii) Baseline data and follow-up data for the treatment and control/comparison 
groups; 

 
(iv) Sample selection based on appropriate sampling methodology (random sampling), 

and, to the extent possible, sufficient sample size to establish statistically valid 
inferences; and 

 
(v) Qualitative information to inform interpretation of results.  

 
124. This Impact Evaluation would be supervised by a Principal Investigator.  
 
125. Beneficiary assessment. A beneficiary assessment would be conducted to obtain user 
feedback on the implementation of RBF. It would inform the government and the Bank about 
ways of improving project performance. It would allow determining the level of satisfaction of 
final beneficiaries (the population) and intermediate beneficiaries (healthcare providers) and 
learning how stakeholders feel that the performance of RBF could be improved. 

 
126. The core techniques used would include: 
 

(i) Conversational interviewing among representative groups of key stakeholders 
(including notably final beneficiaries, healthcare providers, MOH staff at the central 
level, CSCOMs, NGOs, and partners); 

 
(ii) Focused interviews with intended beneficiaries; 

 
(iii) Participant observations; and 

 
(iv) Institutional assessment to determine whether RBF mechanisms related to funds flow, 

reporting, and verification mechanisms have worked properly. 
 
127. Detailed TORs would be prepared for the impact evaluation and the beneficiary 
assessment. 
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128. Next steps after evaluation of pilot. Should the pilot be successful, it would allow Mali 
to apply for HRTIF funds and implement RBF on a larger scale also involving a significant 
contribution of government funds. 
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Annex 2:  Sector Background and Detailed Project Description 
 
129. Health sector background. Mali’s health system is organized in three levels. At the first 
level are the CSCOMs. They belong to the communities through the ASACOs. They provide a 
basic package of services covering maternal and child health, and health promotion. Each 
CSCOM has about 2-3 beds for deliveries, and 2-3 for emergency cases. They have limited 
personnel and are usually understaffed. They have matrons instead of midwives for RH and FP 
activities. The 2009 MOH report shows that 57% of the population lives within 5 km of a health 
center, and the other 43% are in a range of 15 km or more, requiring outreach strategies. 
 
130. The second level consists of referral centers, Centres de Santé de Référence (CSREFs), 
located in the health districts. They normally have surgical services, and provide Emergency and 
Neonatal Care (EmONC). They have 30-50 beds, and provide technical support to the CSCOMs. 
They are staffed with 2-3 doctors, including at least one surgeon or obstetrician and gynecologist 
(ObGyn), and normally can provide complete EmONC with C-sections. Some CSCOMs have 
more than 10 nurses, but they are often understaffed, except in Bamako.  

 
131. The third level consists of five regional hospitals, with more beds and capacities than the 
CSREFs, and the national referral hospitals located in Bamako. 

 
132. Table 14 shows the coverage of health facilities in the four project regions. 
 
Table 14 – Population and facilities in project regions 

Regions 
Population 

(2009) 

Number of 
health 

districts 
(2010) 

Number of 
CSREFs  

(2010) 

Number of 
CSCOMs 

(2010) 

Basic 
EmONC 

(2008) 

Complete 
EmONC 

(2008) 

Bamako district 1,874,234 5 6 54 6 13 
Koulikouro 2,505,364 9 9 161 13 3 
Sikasso 2,720,452 8 8 191 1 5 
Ségou 2,420,361 8 8 173 16 4 

Sub-Total  9,520,411 30 31 579 36 25 

Country total  15,039,794 59 59 1,050 n.a n.a 
Source: MOH “Annuaire Statistique 2010”  
 
133. In principle, a network of radio communication serves the needs of the referral system in 
the districts. However, a large number of radios are not operational and need repairs. On the 
other hand, the mobile phone network has been expanding. In the regions covered by the project, 
most of the districts are covered by the cell phone network. Mobile phones can be used for the 
referral of patients and the transmission of information useful for the monitoring of reproductive 
health, for example. Because the most remote CSCOMs are not covered by the mobile phone 
network, the project would finance the contracting of a firm to repair the radio communication 
system. 

 
134. In 2009, the network of first and second level facilities received 4.3 million of outpatient 
visits, corresponding to 0.33 visits per inhabitant per year, which is low compared to the WHO 
recommendation of one health visit.  
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135. Sexual and Reproductive Health in Mali. As shown in Table 15, when compared with 
selected West African countries, Mali has the second highest fertility rate, the first rate of unmet 
need for contraception, the second earliest age for beginning sexual intercourse in women, and 
the third lowest contraceptive prevalence rate.  
 

Table 15– Reproductive health indicators: Mali compared to selected countries

Indicators Mali Niger 
Burkina  

Faso 
Nigeria Benin 

Breast feeding rate  38% 14% 19% 13% 43% 
Total fertility rate  6.6 7.1 6.2 5.7 5.7 

Age at first union (women)  16.6 15.5 17.7 18.3 18.6 

Age at first sexual relation (women) 16.1 15.6 17.5 17.7 17.8 

Desired number of children (women 15-49) 6.3 7.0 5.6 6.0 4.9 

Desired birth spacing ( waiting at least 2 years 
for next pregnancy) 

34% 42% 47% 32% 18% 

Désire birth control 19% 9% 23% 20% 12% 

Contraceptive prevalence rate for women in 
union (modern methods)  

7% 5% 14% 10% 6% 

Unmet needs for women (in union) 31% 16% 29% 20% 30% 
Sources: Mali (DHS 2006); Niger (DHS 2006); Burkina Faso (DHS 2003); Nigeria (DHS 2008); and Benin 
(DHS 2006). 

 
136. Table 16 shows that the level of prenatal care is low, covering only 37.8% of pregnant 
women.  The coverage of assisted deliveries is reported to be 35.7% in targeted regions and 
29.1% national level, if one excludes the large proportion of assisted deliveries are done by 
matrons, who are a lower-skilled level of personnel. Also, the number of postnatal visits, as a 
percentage of assisted deliveries covers only 55.4% of women. As a result, health staff are losing 
significant opportunities to prevent post-partum complications and provide family planning 
advice.  
 

Table 16 – Selected reproductive health indicators 

Regions 
Expected 

Pregnancies 
(HMIS 2010) 

PNC 422 % 
(MICS 2010) 

% of 
Assisted 

Deliveries 
(MICS 2010)

Postnatal 
Visits as % 
of Assisted 
Deliveries 

(2010) 

Contraceptive 
Prevalence 

Rate  
(MICS 2010) 

C-section 
Rate (2008)

Bamako 
district 94,697 60.6% 90.2% 63.3% 16.9 6.5% 
Koulikouro 126,585 34.1% 29.2% 48.5% 6.8 0.85% 
Sikasso 137,453 30% 11.9% 49.8% 6 1.68% 

Ségou 122,290 32.7% 26.8% 62.9% 7.1 3.8% 

Total country 34.9% 29.1% 55.4% 8.0 n.a 
 
137. The use of family planning and modern contraceptive methods is still very limited, even 
if the numbers do not include private contraceptive services. The C-section rate is also lower 
than 5%, which should be at least the rate in a well-functioning system (WHO recommendation). 

                                                 
22 PNC 4 %: percentage of women completing 4 pre-natal consultations. 
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Except for Bamako, the rates are below it in all regions, showing weaknesses in RH services and 
a limited coverage of EmONC. 
 
138. Reproductive health commodities. In general the drug acquisition and distribution system 
provides a reasonable supply of essential drugs from the central to the regional level. However, 
the system is weaker at the district level. A 2011 UNFPA study on RH/FP commodity 
security23 showed that 54% of the health facilities reported stock-outs of essential products in the 
previous six months. Even in the national warehouse there was a stock-out of amoxicillin, an 
antibiotic used to treat bacterial infections of children, benzyl penicillin used in STI treatments, 
and oxytocin used to induce labor. 
 
139. At the district and health facility levels, the supply chain is managed by the branches of 
the Pharmacy and Drugs Directorate, Direction de la Pharmacie et du Médicament (DPM). At 
CSCOM level, the pharmacy is usually managed by a staff without a pharmaceutical 
background, but who has followed a short course in essential drugs management. These staff 
tend to be late in reordering supplies from the regional level. They also receive irregular 
supervision. As a result, there are stock-outs in essential medicines and in some reproductive 
health commodities. Recent examples were ergotamine (a drug used to prevent post-partum 
hemorrhage) and magnesium sulfate (a first-line anti-arrhythmic agent). 

 
140. Long-term contraceptives were only available in 31% of the facilities for Intra-Uterine 
Devices (IUDs) and 27% of them for implants. Yet, 92% of the facilities could provide Depo-
Provera, an injectable contraceptive. Out of 153 facilities surveyed, only 34 were at less than 15 
km from the warehouses. Faraway facilities would need well-organized transportation, but this is 
often not available. 

 
141. A National Sexual and Reproductive Health Commodities Security Plan for 2011-2015 
was approved, with the objective of improving the logistical and supply chain management of 
products used in family planning, STIs and HIV/AIDS control, obstetric and neonatal care, and 
blood transfusion. 
 
142. Health information system. The MOH health information system provides 
epidemiological and service production data for the first and second levels, but not for the 
regional and national referral hospitals. It includes data from NGOs, but not the private for-profit 
sector. At the district level, the system collects data monthly through a standardized set of forms 
on curative, preventive, and promotional services, and some health system management 
indicators, that are sent to the regional level quarterly.  
 
143. The quarterly reports from the regions are aggregated and analyzed at district and 
regional level. About 83% of reports are sent on time. Feedback is given to the CSCOMs through 
quarterly meetings. The aggregated data are also sent to the Planning Department, Cellule de 
Planification et de Statistique (CPS) and to the Statistics Department of the National Health 
Directorate, Direction Nationale de la Santé (DNS) of the MOH. The service coverage and 

                                                 
23 Konaté L., Doumbia B.,  Enquête sur la disponibilité des contraceptifs modernes et des produits de santé 
maternelle  et de la reproduction dans les points de prestation de services, UNFPA - Mali 2011. 
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epidemiological data are used to prepare quarterly reports and an annual statistical report 
(Annuaire Statistique).  

 
144. Human resources. The Directorate of Human Resources is responsible for the 
management of all the human resources of the MOH. Its functions include career definition, the 
identification of needs for personnel, and the mix of health professionals between doctors, 
nurses, midwives, diagnostic technicians, medical specialists, and administrative staff. An 
important activity of the Directorate has been the preparation of the National Policy and the 
National Strategic Plan for the Development of Human Resources for Health 2009-2015 
(NSHRDP)24. 

 
145. The MOH has been increasing the contracting of health professionals, principally doctors 
and nurses, to fill the needs of the CSREFs and CSCOMs. Its short-term objective is to have 
90% of CSCOMs staffed with at least a registered nurse (infirmier diplômé d’état, IDE), and 
30% (i.e. almost 300) with a medical doctor. This would improve the quantity and quality of 
services, including in the regions to be covered by the project where currently 33 CSCOMs do 
not have a nurse or a midwife, and the services are provided instead by auxiliary personnel 
(aides soignants) and matrons. The MOH also intends to decentralize human resources 
management at the regional and district level. To that effect, it would put in place a training 
program for human resource staff at each level, and ensure regular supervision. 

 
146. Table 17 presents the breakdown of personnel in three main categories for the project 
region. 
 

Table 17 – Staff per region  

Regions Population  Medical Doctors Nurse Midwives* 
Nurses  and 

Medical 
Assistants 

Bamako/district 1,874,234 188 256 605 
Koulikouro 2,505,364 115 69 373 
Sikasso 2,720,452 152 53 611 
Ségou 2,420,361 158 71 453 

Total country 15,039,794 1,536 686 4,362 
Source: MOH “Annuaire Statistique” (2010)  
*Note: The data on nurse midwives do not include auxiliary nurse midwives (infirmières 
obstétriciennes), who start health school after the 9th grade and receive training in nursing and 
midwifery for 3 years). If they were taken into account, the ratios of skilled birth attendants would 
improve. 

 
147. There is a huge concentration of nurse midwives in the capital (25%, not counting the 
private sector) whereas the proportion of doctors, nurses, and medical assistants is only about 10-
11%. Improving the allocation of personnel remains an important challenge for the government. 
 
148. Staff working for the ASACOs face two substantial problems: (i) the payment of their 
salary is sometimes irregular because ASACOs are owned by mutuelles whose financial situation 
                                                 
24 Plan Stratégique National 2009-2015  pour le Développement des Ressources Humaines pour la Santé- Cellule de 
Planification et Statistique, Décembre 2009. 
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varies greatly; and (ii) they do not have a career plan beyond the ASACO. It is important for the 
MOH to address the career path issue, and assess to what extent well-performing ASACOs can 
be hired by the MOH.   

 
149. Training of health personnel. The training of medical doctors is done by the Faculty of 
Medicine and Pharmacy in Bamako. At the paramedical level, pre-service training of health 
professionals is provided by the National Institute for Training in Health Sciences, Institut 
National de Formation en Sciences de la Santé, (INFSS) with headquarters in Bamako and five 
facilities in the regions. The INFSS is supported by Canada, through a US$6 million project to 
improve the capacity of the faculty and quality of training, revise the curricula, and better equip 
the institute. It is the only training institution able to train registered nurses (IDEs), nurse 
midwives, medical assistants, and radiology and laboratory technicians.  

 
150. There are also 31 recognized private schools spread out across the country. They train 
auxiliary nurses and auxiliary midwifes (infirmières obstétriciennes). The quality of training is 
considered weak because: (i) they do not have health facilities to ensure internships for practice; 
and (ii) there is limited quality control of the training even if the final examination is a national 
one supervised by the MOH and the INFSS.  
 
151. The MOH provides refresher training and in-service training in malaria, tuberculosis, and 
HIV control. It also provides frequent training workshops on EmONC to increase the number of 
health facilities able to provide basic EmONC. 

 
152. Project description.  
In view of these challenges, the project would contribute to the improvement of service delivery 
in the areas of family planning, pregnancy and delivery care as detailed below.  

 
153. To expand family planning,  the project would: 

 
(i) address the issue of opposition to the use of contraception and promote the benefit of 

small family size; increase family planning awareness and utilization through 
outreach campaigns and messages in the media; and enlist community leaders and 
women’s groups;  

 
(ii) provide family planning services including counseling and advice, focusing on young 

and poor populations, highlighting the effectiveness of modern contraceptive 
methods, and educating women on the health risks and benefits of such methods;  

 
(iii) promote the use of all modern contraceptive methods, including long-term ones, 

through counseling and training of health care personnel; and 
 

(iv) secure reproductive health commodities and strengthen supply chain management to 
further increase contraceptive use as demand is generated. 

 
154. To improve maternal health , the project would: 
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(i) promote institutional delivery by introducing a pilot voucher scheme for women in 
hard-to-reach areas that would pay for transport and the cost of delivery services;   

 
(ii) target the poor and women in rural areas in the provision of basic and comprehensive 

emergency obstetric care (and renovate and equip health facilities);  
 
(iii) train midwives, nurses, and doctors, and contract NGOs and community “relays” to 

provide services  to the poorest and hard-to-reach communities; 
 
(iv) strengthen the referral system by improving emergency transport, and training health 

personnel in appropriate referral procedures;  
 

(v) ensure that, during antenatal care visits, pregnant women are educated about the 
importance of delivery with skilled health personnel, nutrition and getting postnatal 
checks; 
 

(vi) strengthen inter-sector and public-private partnerships for health services to 
communities; and 

 
(vii) mainstream HIV/AIDS awareness messages in behavior change and communication 

(BCC) programs and community outreach and integrate STIs, HIV and AIDS control 
in routine antenatal and post-natal care services. 

 
155. The project would have three components: (i) Strengthening Supply and Quality of 
Reproductive Health Service (US$15.6 million); (ii) Increasing Demand for Reproductive Health 
Services (US$7.5 million); and (iii) Project Management, Monitoring and Evaluation (M&E), 
and Policy Dialogue (US$6.9 million). 
 
156. Component 1: Strengthening Supply and Quality of Reproductive Health Service 
(US$7.5 million). This component would have three subcomponents. 

 
157. Subcomponent (i) Financing of an RBF Pilot (US$1.8 million). This sub-component 
would help design, implement, and evaluate an RBF pilot in the region of Koulikoro. A total 
population of about 120,000 beneficiaries (women of childbearing age and infants) would be 
covered over a period of two years with a package of reproductive health services that include 
modern family planning, prenatal care (with nutrition and anemia control), safe delivery and 
postnatal care. RBF indicators would have a large focus on reproductive health, but they would 
also include other services (i.e. child visits, immunizations, adolescent services, tuberculosis, 
malaria, etc...), to ensure that health care facilities do not neglect other services. 

 
158. As shown in other countries, RBF increases the motivation and accountability of service 
providers to achieve results. RBF grants would be paid to provide cash at facility level to cover 
the local costs of delivering the services (i.e. outreach, supervision, purchasing of small 
equipment, essential drugs and supplies, in-service training, etc.). The results achieved against 
defined targets would be regularly verified by an independent third party to avoid the “numbers 
game” in which health workers may report higher services than actually provided. Social 
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accountability would also be strengthened through the enhanced participation of communities in 
the planning and implementation of community-based activities, using tools such as community 
score cards and disclosure of information on the use of RBF incentives in health facilities.  

 
159. To enhance accountability, annual targets have been defined and included as 
disbursement conditions in the Financing Agreement for services that will be delivered through 
the RBF mechanism. The recruitment of international TA and of the external verification agency 
will be a condition of disbursement of the first tranche of funding to the project. Subsequently, 
RBF funds will be disbursed IDA upon achievement of quantitative targets, the number of 
beneficiaries (women and infants) benefiting from various elements of the RH package should 
reach 60,000 in 2012/2013 and 120,000 (cumulative) in 2014/2015. Disbursement will be 
effective if at least 50% of beneficiaries have received the services. If this target is not reached, 
funds will be disbursed on a pro rata basis, as defined in the FA. Health facilities thereafter will 
receive funds locally based on quantitative achievements, quality related indicators and unit costs 
defined for selected health services. 
 
160. The MOH would contract specialized consulting services to: (i) supervise contract 
implementation and monitor the results; and (ii) build the capacity of the MOH teams 
implementing the pilot at the central and district level. The detailed rules for spending these RBF 
grants would be defined in the Operational Manual. The Operational Manual would describe the 
implementation details for the RBF model, including: (i) institutional arrangements; (ii) criteria 
for payments; (iii) assignment of roles and responsibilities for the verification and control of 
results for payment and auditing purposes; (iv) penalties and sanctions for fraud in the amount 
billed; (v) management and data collection tools; and (vi) rules for the use of funds. Details on 
the RBF design are provided in annex 7. 
 
161. Subcomponent (ii) – Improving the supply of contraceptives. (US$2.0 million). To 
reduce stock-outs in CSCOMs and CSREFs, the project would support the training of staff from 
the DPM and about 600 staff managing pharmacies at the district level. It would be provided by 
a third party. The institution contracted for these services would have a proven capacity in supply 
chain management and logistics of essential drugs including RH commodities, as well as an 
extended knowledge of the pharmaceutical sector conditions in Mali. The institution would 
provide the curriculum and training materials for week-long sessions. 
 
162. The institution would coordinate training preparation with the DPM. It would provide 
follow-up training and support the supply chain management system at district level for a period 
of 2 years until the DPM would have built enough capacity to take over the process through their 
district level offices. The training would help improve inventory management and the logistical 
information system in facilities at the regional and district levels, and ensure that information on 
needs arrives in a timely manner to regional warehouses and program managers. 
 
163. The project would also finance a buffer stock of essential commodities including long-
term contraceptive kits (intra-uterine devices and implants).  
 
164. Subcomponent (iii) – Capacity building in reproductive health and obstetric care 
(US$3.7). This subcomponent would support the in-service training of doctors, nurses and 
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midwives in family planning and reproductive health; (ii) minor repairs and painting to improve 
the quality and privacy of RH and delivery service;. (iii) the training of midwives, nurses, and 
doctors in family planning and obstetrical care; and (iv) kits for normal deliveries and Caesarean 
sections, other essential commodities, and equipment including delivery tables and solar lamps 
for delivery rooms, basic furniture and medical equipment. This is important because 
pregnancies that result in complications that cannot be addressed by skilled birth attendants need 
attention and treatment at well-staffed and equipped health facilities, where mothers and 
newborns that might otherwise die can be saved. 

 
165. The project would not provide extensive infrastructure rehabilitation because this is being 
supported by the Netherlands through its MDG5 project, which covers the construction of 
CSREFs and CSCOMs in the project area. Nevertheless, the project would finance some minor 
repairs and painting. This would help make CSCOMs more attractive to patients, and would 
improve confidentiality for women wanting to use contraceptives, and increase privacy for 
pregnant women. About 30% of CSCOMs would need these small interventions. 
 
166. This component would finance RBF grants, consultant services, goods and works. 
 
167. Component 2. Increasing Demand for Reproductive Health Services (US$15.6 million). 
This component would have four subcomponents. 

 
168. Subcomponent (i) -- Strengthening outreach services and BCC interventions (US$13.5 
million). The first subcomponent would consist in the contracting of experienced NGOs and 
outreach teams to promote the use of contraceptives and RH commodities. Specific messages 
and approaches to respond to the needs of youth would be prepared. IEC interventions would 
also target men as they have a significant role in the decision-making process of using RH 
services by women. Local radio programs, theater, talks, interpersonal contacts, and the use of 
peer education would be used as instruments to convene the messages and contribute to behavior 
change. 

 
169. In close coordination with the MOH at the central level and with the regional and district 
health directorates, the contracted NGOs would develop a two-pronged strategy. First, they 
would increase demand through community “relays” that would be trained in RH and FP and 
would mobilize women to attend immunization services, encourage them to use post-partum and 
neonatal services, and educate them on the benefits of family planning. The “relays” would also 
help expand the community-based distribution of contraceptives and bed nets. Second, NGOs 
would provide RH and FP services by: (i) utilizing the CSCOM and CSREF structures and 
training their doctors, nurse midwives, and auxiliary midwives in RH and FP; and (ii) by using 
mobile teams to provide outreach services to distant communities.  
 
170. At the end of 2010, the MOH developed new guidelines for community-based essential 
care25, defining the role of community activists, and relay communicators who cover around 50 
families. The MOH also proposes the creation of a new cadre of agents de santé communautaire, 

                                                 
25 Soins essentiels dans la communauté- guide national pour la mise en œuvre, Ministère de la Santé, Secrétariat général - 2010 
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community health agents (ASCs) responsible for the health of 300 families. The project would 
support the training by NGOs of 270 ASCs that would work in coordination with 90 CSCOMs.  
 
171. These ASCs would have preventive and promotion functions like the relay 
communicators. They would receive 21 days of training that would allow them to provide certain 
curative services including basic neonatal care (e.g. resuscitation and special warmth), 
community-based management of moderate malnutrition, rapid diagnostic tests and malaria 
treatment with artemisin combined treatment, diarrhea treatment with oral rehydration salts and 
zinc, and treatment of respiratory infections with amoxicillin. They would also have the skills to 
provide FP counseling in the use of modern methods such as oral contraceptives, condoms, 
spermicides, and injectable contraceptives. The relays and the ASCs would work in coordination 
at the village level. The network would be managed by the ASACOs, which would pay output-
based incentives. 

 
172. NGO outreach strategy and mobile teams. Mobile teams consisting of a medical doctor 
and nurse midwives would use 4x4 vehicles to provide RH and FP outreach services. They 
would offer long-term contraception, support other safe motherhood interventions, and supervise 
and train health staff in facilities. In the first two-years of the project, the mobile teams would be 
contracted by NGOs, with the expectation that their staff would have the possibility of being 
contracted afterwards by the CSREFs and CSCOMs. To be able to reach a significant proportion 
of the 500 CSCOMs on a regular basis in three regions, the project would support three mobile 
teams per region. 
 
173. An experiment to reach areas further than 5km from a CSCOM was carried out in 2006-
200726 with mobile teams using motorcycles with sidecars transporting two health professionals 
(nurse, midwife or doctor) and medicines, vaccines and other equipment. This improved access 
to health services, including prenatal care, FP, and emergency referrals. The experiment would 
be scaled up by the project, which would finance motorcycles for 60 facilities. The services 
would be managed by NGOS in coordination with regional health directorates and CSREFs. 
 
174. Subcomponent (ii) – Improving financial access (US$1.6 million). This subcomponent 
would: (i) provide technical assistance to strengthen the management and financing of district 
“Caisses de Solidarité Locale” – Local Solidarity Funds, which finance women’s transport costs 
incurred when delivering in a hospital (details in Annex 8); and (ii) support a pilot voucher 
scheme to increase the demand for institutional deliveries. This component would finance the 
provision by the government of : (i) cash transfers to beneficiaries residing in a selected 
geographical area to facilitate access to child delivery services, all in accordance with the 
provisions of the Voucher Scheme Manual; and (ii) technical assistance to manage these 
activities. The municipalities chosen would already have a reasonable supply of obstetric care 
which would be further strengthened during year 1 of the project. The pilot would start in the 
second year. Details are provided in Annex 9. 
 
175. Subcomponent (iii) Promoting a Family Planning-conducive environment (US$0.5) 
would help strengthen advocacy, coordination and communication activities by the Directorate 

                                                 
26 Testing of Mobile clinics in Mali – evaluation Report, Logistics for Health, and Ministry of Health, WHO, UNICEF, South Africa Embassy, 
Mali 2007 
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of Population of the Ministry of Finance (MOF) who would convene a forum that includes 
representatives of government, civil society, local authorities and religious leaders. This would 
promote a policy environment conducive to family planning. 

 
176. This component would finance consultant services, operating costs, and workshops. 

 
Component 3: Social Accountability, Project Management, and Monitoring and Evaluation 
(M&E) (US$6.9 million). This component would support: (i) project management by a 
Coordinating Unit reporting to the Secretary General, including the contracting of individual 
consultants and a Fiduciary Agency that would provide procurement and financial management 
services; (ii) the regular measurement of the indicators in the results framework; (iii) annual 
rapid facility surveys; (iv) a Demographic and Health Survey (DHS) in 2012: (v) Health Facility 
Surveys in 2012 and 2016; and (vi) human resources surveys. It would also support training and 
equipment to improve the performance and accuracy of the routine health information system 
through which most intermediate indicators would be measured.  

 
177. An impact evaluation would be conducted to evaluate the relative effectiveness of 
different implementation mechanisms (RBF, vouchers schemes, classic input-based 
interventions, and behavior change interventions) in achieving targeted indicators, which would 
allow by project midterm review to inform which strategies work best and should be scaled up. 
Details on the impact evaluation are provided in Annex 1. 
 
178. This component would finance consultants, training, and goods. 
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179. The detailed costs of the project are presented in Table 18. 
 

Table 18 – Project Cost  
Component 1 - Strengthening Supply and Quality of Reproductive Health 
Services 

Cost (US$) 

RBF grants  750,000 
RBF technical assistance 1,100,000 
Family planning commodities 1,500,000 
Training and supervision  in commodity security and supply chain management  500,000 
Training in family planning 280,000 
RH and obstetric care supplies and Equipment 2,518,500 
RH and obstetric care training 280,000 
Training of ObGyns and doctors for CSREFs  120,000 
Small repairs of health facilities  432,000 
  Subtotal component 1  7,480,500 

Component 2 -  Strengthening Demand for  Reproductive Health Services 
Contracting of NGOs  11,388,000 
Outreach teams for RH/FP and supervision  1,395,000 
Outreach at CSCOM level  724,500 
TA to strengthen local solidarity funds 400,000 
Annual workshops by National Coalition for Population Control 500,000 
Voucher scheme for pregnant women  1,212,000 
  Subtotal component 2 15,619,500 

Component 3 – Social Accountability, Project Management, and Monitoring 
and Evaluation 
Project Coordinating Unit, Fiduciary Agency and Independent Internal Auditor 5,000,000 
External verification agency for RBF 250,000 
Demographic and Health Survey dissemination 200,000 
Health Facility Surveys 500,000 
Human resources  surveys 150,000 
Impact Evaluation  800,000 
  Subtotal component 3 6,900,000 
  Total Project Cost 30,000,000 
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Annex 3:  Implementation Arrangements 
 

A. Institutional and implementation arrangements 
 

180. The project would be overseen by a Steering Committee chaired by the General Secretary 
of the MOH, including the Directors of all major departments, and the MOF and its Directorate 
of Population. Key donors that provide technical and financial support to population and RH 
issues in Mali would be informed through the PRODESS27 RH sub-group. These include the 
World Health Organization (WHO), the United Nations Children Fund (UNICEF), UNFPA, the 
United States Agency for International Development (USAID), Canada, and the Netherlands. 
 
181. The MOH General Secretary will be responsible for overall management of the Project. 
For day-to-day implementations he/she will be supported by a Coordinator , a Facilitator for 
Component 1, a Facilitator for Component 2, an M&E Specialist, a Fiduciary Agency that would 
be contracted to provide Procurement and Financial Management Specialists, and an Internal 
Auditor. The team would receive support from the various technical departments of the MOH as 
needed. The Project Coordinating Unit is presented below. The arrangements for project 
implementation are presented in Figure 3.  

 
Figure 3: Implementation Arrangements 
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182. Component 1 would be implemented by the National Health Directorate of the MOH.  

 

                                                 
27 Programme de Développement Sanitaire et Social, Social and Health Development Program. 
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183. Component 2 would be implemented as follows. Subcomponent (i) on demand 
strengthening would be implemented through the contracting of NGOs by the Coordinating Unit 
in the SG’s office. Subcomponent (ii) covering financial studies would be implemented by the 
MOH Cellule d’Appui à la Décentralisation et la Déconcentration – Decentralization and 
Deconcentration Unit. Subcomponent (iii) providing support to the National Coalition for 
Population Control would be implemented by the National Population Directorate of the MOF.  

 
184. Component 3 would be implemented by the Coordinating Unit in the SG’s office, except 
for the DHS and Health Facility Survey that would be the responsibility of the Cellule de 
Planification et de Statistiques – Planning and Statistics Unit of the MOH. 
 
185. The project would strengthen the partnerships between the MOH, local government units 
(cercles, communes), community health associations (ASACOs), community health centers 
(CSCOMs), and non-government organizations.  Since the Bamako Initiative to improve primary 
health care in 1988, Mali has substantially expanded the geographical distribution of autonomous 
health centers.  These CSCOMs are managed by ASACOs and are empowered to hire health 
personnel and purchase drugs. Through Memorandums of Understanding (Conventions 
d’Assistance Mutuelle), they contract with the MOH and local governments to receive funds and 
implement annual action plans for health service delivery. Introducing performance-based 
mechanisms in this system would increase the focus on results, including those for reproductive 
health.  

 
B. Financial Management and Disbursements  
 

186.  Overall, the financial management risk for the project is assessed as high due to  
(i) the recent fraudulent activities within the involved ministry of health that had revealed serious 
governance issues, and, (ii) the bad track record of the ministry in managing previous bank 
financed health project. The financial management arrangements will meet the minimum 
fiduciary requirements under OP/BP10.02 provided the implementation of the proposed 
mitigation measures. Overall, the residual financial management risk rating of the project is rated 
medium impact (MI).  
 
187. The MOH General Secretary will be responsible for the overall coordination and 
management of the project and will be supported by a technical team for day-to-day 
implementation of activities. A Fiduciary Agency (FA) will have the overall responsibility of the 
financial management aspects for the first two years called anchor phase. The MoH will affect 
dedicated accountants to the Fiduciary agency to build FM capacity within the Ministry. The FA 
will provide technical assistance, particularly, the transfer of knowledge to MOH team to enable 
them to take over project implementation by mid-term. The FM capacity of the Ministry will be 
assessed by mid-term to determine whether it is adequate to handle fiduciary tasks and the 
contract of the FA will be revised accordingly. The ToR and the contract of the FA will detailed 
its roles and responsibilities and also its remuneration criteria that would be performance based. 

 
188. Budgeting. The budget process (elaboration, implementation and monitoring ) will be 
clearly stipulated in the Project Operational Manual that would include detailed accounting 
financial and administrative procedures. The annual work program and budgets will be prepared 
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by the project team  in coordination with all the implementing entities and submitted to the 
Steering Committee for approval before the beginning of the year. The Steering Committee 
would also approve changes in the budget and revised action plans. The annual budget would be 
managed through the accounting software. RBF implementation procedures will also be included 
in the implementation manual specifying credible unit costs that will be taken into account in 
budget elaboration. The criteria to be eligible to RBF will be defined in the operational manual.  

 
189. Accounting. Project accounting, policies and procedures will be documented in the FM 
section of the manual. An accounting software will be customized to record all the project’s 
transactions following Bank guidelines, and to prepare the financial statements for the project. 
The FA would be familiar with handling accounting and reporting activities through the software 
consistent with Bank procedures. The Directorate of Finance of the MOH is endowed with 
adequate accounting software TOMPRO that can be used for the project. . The health center 
level, CSCOMs “Centres de Santé Communautaires” are staffed with treasurer, “gestionnaire du 
centre” who hold day to day cash management and are of relatively weak capacity. The fiduciary 
agency will therefore ensure capacity building (trainings) during the project as needed and 
simplified FM tools will be provided to the FM staff at Health district level under the procedures 
manual. 

 
190. Internal controls and internal audit. Before effectiveness, the project team would 
prepare a Project Operational Manual including accounting administrative and financial 
procedures and RBF management procedures. The Manual would ensure that adequate internal 
controls are in place for the preparation, approval and recording of transactions, and the 
segregation of duties. It would be updated as needed.  

 
191. The internal control environment will be strengthened with the recruitment of an 
independent experienced internal auditor under terms of reference acceptable to IDA. Internal 
audit missions (including RBF activities) will be conducted on a quarterly basis. The Ministry 
will agree with the Public service general control agency (CGSP) to be associated to those 
regular internal reviews in line with the gradual use of country financial system on a semester 
basis and under terms of reference acceptable to IDA. 
 
192. Financial reporting. The Fiduciary Agency will prepare quarterly Interim Financial 
Reports (IFRs) to be transmitted to the General Secretary. The reporting format would be 
documented in the Project Operational Manual. These IFRs would be furnished to the Bank on a 
quarterly basis not later than 45 days after the end of the quarter. Annual financial statements 
would be prepared by the fiduciary agency in accordance with the regional accounting standard 
SYSOCHADA, submitted to the General Secretary and would be subject to annual external 
audits. Appropriate format of report under the RBF would be designed and included as annex in 
the procedures manual. 
 
193. Funds Flow and disbursement arrangements. A Designated Account (DA) will be 
opened in a commercial bank and managed jointly by the coordination unit and the fiduciary 
agency. Withdrawal applications will be prepared by the fiduciary agency, signed by the 
coordinator and sent to the Bank for processing on a timely manner. All expenditures (including 
RBF) would be financed through this DA. The DA will be managed according to the 
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disbursement procedures described in the Project Implementation Manual (PIM) and the 
Disbursement Letter. All payments from the DA will be made under the co-signature of the 
General Secretary or the Coordinatorand a designated manager of the fiduciary agency. Separate 
accounts will be opened by each health center (before the first disbursement to such accounts is 
made) at commune or regional level and managed by the health center (beneficiary) accountant. 
Funds (including RBF funds for Koulikoro region) will flow from the DA to health center’s local 
accounts that will be used to pay suppliers at local level. All payments to health centers, 
suppliers and contractors would be made through the DA.  
 
194. Disbursement methods: Disbursement under the grant would be transaction based. 
Direct payments and SOE (statement of expenditures) methods, as well as special commitments 
will apply as appropriate. 

 
195. Designated account: A designated account (DA) will be opened at a commercial bank to 
facilitate payment for eligible expenditures. The DA will be managed according to the 
disbursement procedures described in the PIM and the disbursement letter. The allocation of the 
DA will cover approximately four months of expenditures. The minimum value of applications 
for reimbursement, direct payment, and special commitment is 10 percent of outstanding 
advance made to the DA. 

 
196. Monthly replenishment applications: The DA would be replenished through the 
submission of withdrawal applications every other month by the General Secretary supported by 
the Fiduciary Agency and would include reconciled bank statements and other documents as 
may be required until such time as the Recipient may choose to convert to report-based 
disbursement. 

 
197. Reporting on grant proceeds: The supporting documentation for reporting eligible 
expenditures paid from the DA should be a summary report of the SOE and records evidencing 
eligible expenditures for payments against contracts above the Bank’s prior review threshold.  
The supporting documentation for requests for direct payment should be records evidencing 
eligible expenditures (copies of receipt, supplier’s invoices, etc.).  All supporting documentation 
for SOEs would be retained by the General Secretary or the fiduciary agency and would be made 
available for periodic review by Bank missions and internal and external auditors. 
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198. The flow of funds is presented in Figure 4. 
 
Figure 4: Flow of Funds 
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199. External audit. The annual financial statements and the system of internal controls of the 
project will be subject to an annual audit by a reputable, competent and independent auditing 
firm, based on TORs satisfactory to the Bank. The auditor would provide a single opinion on the 
financial statements of the project prepared by the fiduciary firm. The auditor would also provide 
a management letter assessing the internal control system of the project. The report will be 
submitted by the General Secretary to the Bank not later than six months after each financial 
year. The external auditor would pay particular attention to RBF management to ensure that 
funds have been released to the right beneficiaries and used for eligible expenditures as stated in 
the operational manual. 

 
200. Fraud and corruption. Technical internal audits, financial internal audits and financial 
external audits would be performed. The RBF grant allocated, the funds transferred, the 
payments made, and the results achieved would be disclosed to the community. Control of 
reported RBF results would be carried out by an independent party. In addition the Manual 
would include a system of penalties to deal with cases of fraudulent results. In case of fraud, the 
RBF grant received will be reimbursed and the grant agreement terminated in accordance with 
the Anti-corruption guidelines. 
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201. Action Plan  
 
Action Responsible Deadline 

Adoption by the Steering 
Committee of the Project 
Operational Manual including 
financial, administrative, 
accounting and RBF procedures  

General Secretary Before Effectiveness 

Appointment of a fiduciary 
agency   

General Secretary Before effectiveness 
 

Recruitment of an independent 
internal auditor to carry out 
quarterly ex-post reviews and 
qualitative reviews of result 
reports by health centers 

General Secretary Within 4 months after 
effectiveness 

Recruitment of the external 
auditor 

General Secretary Within 4 months after 
effectiveness 

 

202. Disbursements by category. Table 19 sets out the expenditure categories to be financed 
out of the grant proceeds. This table takes into recognition the prevailing Country Financing 
Parameters for Mali in setting out the financing levels.  
 

Table 19 – Allocation of grant proceeds 

Categories 
IDA / Amount of the Financing 

Allocated (expressed in US$) 

Percentage of 
Expenditures to be 

Financed 
(inclusive of Taxes) 

(1)  Goods, works, non consulting services, 
training and operating costs for Parts A.2, A.3, 
B.1, B.2 (a), B.2 (c) , and C of the Project, 

26,938,000 100% 

(2)  Goods, non-consultant services, 
consultant services, Training and Operating 
Costs required for each Reproductive Health 
Service provided under a Reproductive Health 
Service Sub-project and to be financed from 
the proceeds of Reproductive Health Services 
Grants under Part A.1 of the Project and to be 
paid at the Unit Cost for said service 

(a) First Scheduled Disbursement. 

(b) Second Scheduled Disbursement  

(c) Third Scheduled Disbursement  

 
 
 

 
 
 
 
 

 
650,000 

 
650,000 

 
600,000 

 
 

100% 

(3)  Cash Transfers under Part B.2 (b) of the 
Project 

1,212,000 
 

100% 

 0  
Total Amount 30,000,000  
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203.  Disbursement conditions: Provisions are made for retroactive financing to facilitate project start 
up. In addition, IDA will disburse the 3 tranches of the RBF sub-component if the project 
complies with disbursement conditions related to external contracting of RBF technical 
assistance, reaching target of a certain number of beneficiaries, while respecting agreed upon unit 
costs (provided at least 50% of target number reached), whereas the Recipient will disburse 
among health service providers on the basis of number of beneficiaries, unit cost and quality 
indicators. Voucher scheme funds will also be disbursed under certain conditions. Thus, no 
withdrawal of grant proceeds shall be made: 

(a) for payments made prior to the date of the Financial Agreement (FA); except that 
withdrawals up to an aggregate amount not to exceed USD 250,000 equivalent may be 
made for payments made prior to this date but on or after January 1, 2012, for Eligible 
Expenditures under Category (1); or   

(b) for payments under Category (2) (a), until the Recipient has furnished to the Association 
satisfactory evidence that it has engaged (i) an independent expert to verify RBF and 
voucher disbursements under terms of reference, qualifications and experience 
satisfactory to the Association; or; 

(c) payments under Category (2)(b), until the Recipient shall have furnished evidence 
satisfactory to the Association that an aggregate amount of 60,000 beneficiaries have been 
treated in Fiscal Year 2012 and/or 2013 for one or more of the Reproductive Health 
Services targeted in the RBF pilot, and that all disbursements made under Category 2(a) 
were used to provide Reproductive Health Services; or; 

(d) payments under Category (2)(c), until the Recipient shall have furnished evidence to the 
Association satisfactory evidence that an aggregate amount of 120,000 beneficiaries (in 
addition to the amount of beneficiaries targeted under Category 2(b)) have been treated  in 
Fiscal Year 2014 and /r 2015 for one or more of the Reproductive Health Services targeted 
in the RBF pilot, and that all disbursements made under Category 2(b) were used to 
provide Reproductive Health Services; or;  

(e) payments under Category (3) until the Recipient shall have furnished to the Association 
satisfactory evidence that the Voucher Scheme Manual has been issued in a manner and 
with content satisfactory to the Association.    

C. Procurement 
 

203. Capacity Assessment. The Bank has assessed the country procurement regulation and 
found the principles and most of the procedures in compliance with Bank standards for 
procurement. However, for the NCB procedures for goods and works to become acceptable to 
IDA, the following provisions would be required:  
 

(i) even though the Procurement Code does not apply to small contracts, the procedures 
would require that for such contracts, a competitive method be used (reference to 
other methods described);  
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(ii) in addition to the advertisement through a General Procurement Notice  in the United 
Nations Development Business (UNDB), and on the Bank’s external website, bids 
would be advertised in national newspapers with wide circulation;  

(iii) eligible firms, including foreign bidders shall be allowed to participate in NCB 
procedures;  

(iv) no domestic preference would be granted to domestic bidders or bidders from the 
West African Economic and Monetary Union (WAEMU) countries and for 
domestically manufactured goods;  

(v) bidders would be given at least four weeks to submit bids from the date of availability 
of the bidding documents;  

(vi) the evaluation and award process for alternative bids would be revised to be 
concordant with the Bank’s Procurement Guidelines;  

(vii) procurement entities would use appropriate standard bidding documents acceptable to 
IDA;  

(viii) each bidding document and contract financed out of IDA financing would include 
provisions on matters pertaining to fraud and corruption as defined in paragraph 1.16 
(a) of the Procurement Guidelines;  

(ix) in accordance with paragraph 1.16 (e) of the Procurement Guidelines, each bidding 
document and contract financed out of the proceeds of the Grant would provide that:  
a. the bidders, suppliers, contractors and subcontractors would permit the World 

Bank, at its request, to inspect their accounts and records relating to the bid 
submission and performance of the contract, and to have said accounts and 
records audited by auditors appointed by the World Bank; and  

b. the deliberate and material violation by the bidder, supplier, contractor or 
subcontractor of such provision may amount to an obstructive practice as defined 
in paragraph 1.16 (a) (v) of the Procurement Guidelines; and 

(x) IDA may recognize, if requested by the Recipient, exclusion from participation as a 
result of debarment under the national system, provided that the debarment is for 
offenses involving fraud, corruption or similar misconduct, and further provided that 
IDA confirms that the particular debarment procedure afforded due process and the 
debarment decision is final. 

 
204. A procurement assessment of the DAF of the MOH was carried by the World Bank 
Procurement staff based in Bamako in October 2010 and April 2011. The assessment reviewed 
the organizational structure for implementing the project and the interaction between the 
project’s staff responsible for procurement, the central MOH unit for administration and finance, 
and the technical units at the local level in the regions.   
 
205. The overall risk is rated high. The key issues and risks identified concerning procurement 
include:  
 

(i) the fact that government officials who are likely to be involved in project 
procurement through tender committees and the national control system may not be 
familiar with procurement procedures to ensure that the rules are respected and 
properly handle complaints from bidders; and 
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(ii) the procurement staff at central level have had experience in project implementation 
under the World Bank financing since 2006; however, their mobility and lack of 
regular training may result in reduced capacity to handle procurement under World 
Bank procedures; the staff in charge of procurement activities would need additional 
capacity in procurement planning, preparation of bidding documents or request for 
proposals, evaluation of bids or proposals, contract negotiation with consultants, 
contract execution and supervision, and procurement filing; these weaknesses may 
lead to delays in the procurement process; and (iii) at the local level, the technical 
units have critical concerns about the handling of procurement activities; (iv) there is 
a risk of mobility of staff who have been well trained in procurement; and (v) they 
may be poorly motivated due to low salaries and lack of opportunity for training. 

 
206. To address the above risks, the following actions would be taken:  
 

(i) a Fiduciary Agency would be recruited, staffed with Procurement and Financial 
Management Specialists, and an Internal Auditor; 

(ii) procurement staff and tender committee members would receive  intensive hands-on 
training; the latter would cover procurement planning, preparation of bidding 
documents, evaluation of bids or proposals, and procurement documents filing; 

(iii) Bank procurement procedures would be used; 
(iv) a Project Operational Manual would be prepared, with a section on procurement 

detailing out procedures, instructions and guidance for handling procurement. It 
would  be disseminated to staff involved in the project implementation at the central 
and local levels; and 

(v) an adequate records management system would be set up for projects documents, 
including space and office furniture for filing.  

 
207. The mitigating actions are summarized in Table 20.  

 
Table 20  - Mitigating Measures 

Action Time Responsibility 

Recruitment of a Fiduciary Agency Before effectiveness  
General 

Secretary/MOH 

Capacity building of procurement staff 
During project 
implementation 

General 
Secretary/MOH 

Preparation of Project Operational Manual with a section 
on procurement  

Before effectiveness  
General 

Secretary/MOH 
Setting up of adequate records management for project 
documents 

During project 
implementation 

General 
Secretary/MOH 

 
208. The MOH General Secretary will be responsible for overall management of the Project. 
For day-to-day implementations he/she will be supported by a Coordinator , a Facilitator for 
Component 1, a Facilitator for Component 2, an M&E Specialist, a Fiduciary Agency that would 
be contracted to provide Procurement and Financial Management Specialists, and an Internal 
Auditor. The team would receive support from the technical departments of the MOH as needed. 
 
209. Frequency of Procurement Supervision. In addition to the prior review supervision to 
be carried out from Bank offices, the capacity assessment of the implementing entity has 
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recommended: (i) supervision missions every six months to visit the field; and (ii) at least one 
annual post-procurement review. Post-reviews consist of reviewing technical, financial and 
procurement reports on procurement actions carried out by the by Bank staff or 
consultants. The standard post-procurement reviews by Bank staff should cover at least 20 
percent of contracts subject to post-review. In the first 18 months of project 
implementation, missions would include a Bank Procurement Specialist or a specialized 
consultant. 

 
210. Procurement responsibility by component would be as follows.  

 
211. Procurement of goods and services under Component 1 would be implemented by the 
National Health Directorate of the MOH. This component would help strengthen the capacity of 
the MOH in areas that are experiencing bottlenecks. The first sub-component would help design, 
implement, and evaluate an RBF pilot in the region of Koulikoro.  

 
212. Procurement of goods and services under Components 2 would be implemented as 
follows: 
 

 Subcomponent (i) on demand strengthening would be implemented through the 
contracting of NGOs by the Secretary .Subcomponent (ii) covering technical assistance 
on financing and a pilot voucher scheme would be implemented by the MOH Cellule 
d’Appui à la Décentralisation et la Déconcentration – Decentralization and 
Deconcentration Unit. Subcomponent (iii) providing support to the National Coalition 
for Population Control would be implemented by the National Population Directorate of 
the MOF. 

 
213. Procurement of goods and services under Component 3 would be implemented by the 
fiduciary agency, except for the DHS and Health Facility Surveys that would be the 
responsibility of the Cellule de Planification et de Statistiques – Planning and Statistics Unit of 
the MOH. This component would finance: (i) project management by a Coordinating Unit 
reporting to the General Secretary, including the contracting of individual consultants and a 
Fiduciary Agency that would provide procurement and financial management services; (ii) the 
regular measurement of the indicators in the project results framework; and (iii) a Demographic 
and Health Survey (DHS), and a Health Facility Survey. 

 
214. All procurement activities would be reviewed and would be carried out under the 
responsibility of the General Secretariat. 

 
215. Procurement Arrangements. Procurement for all components would be carried out in 
accordance with the World Bank’s “Guidelines: Procurement under IBRD Loans and IDA 
Credits” dated May 2004, revised in October 2006, May 2010 and January 2011; and 
“Guidelines: Selection and Employment of Consultants by World bank Recipients” dated May 
2004, revised 2006, May 2010 and January 2011, and the provisions stipulated in the Financing 
Agreement.  
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216. Procurement Plan. The Recipient would develop a procurement plan (PP) for project 
implementation providing the basis for the procurement methods. This plan would be agreed 
between the Recipient and the TA team once it is prepared. After approval by the Bank, it would 
be available at the central and the local levels of the MOH.  It would also be available in the 
project database and in the Bank’s external website. The Procurement Plan would be updated in 
agreement with the Project Team annually or as required to reflect the actual project 
implementation needs and improvements in institutional capacity. 

 
217. Procurement methods are summarized in Table 21. 

Table  21  - Procurement methods 
Expenditure 

Category 
Contract Value 

Threshold (US$) 
Procurement / Selection 

Method 
Contracts Subject to 

Prior Review

Goods 
 

≥500,000 ICB All 
<500,000 

 
NCB 

 
None (Post review) unless 

specified in the PP 
<50,000 Shopping None (Post review) 

All values Direct Contracting All 

Consulting Services -  
Firms 

≥ 200,000 
QCBS/ Other28

(QBS/FBS/LCS) 
All 

< 200,000 CQS/ Other29 (QBS/FBS/LCS) None (Post Review) 

All values SSS All 

Consulting Services  
Individual 

Consultants (IC) 

All Values IC - Qualification  
 None (Post review) unless 

specified in the PP 

All Values IC – SSS All 

  
218. All TORs for consultant services, regardless of contract value, would also be subject to the 

Bank’s prior review. 

                                                 
28 Shortlists for consultancy services for contracts estimated to cost less than US$200,000 equivalent per contract may be 

composed entirely of national consultants in accordance with the provisions of paragraph 2.7 of the Consultant Guidelines. 
29 QBS, FBS, and LCS for assignments meeting requirements of paragraphs 3.2, 3.5, and 3.6 respectively, of the Consultant 

Guidelines. 
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Annex 4: Operational Risk Assessment Framework (ORAF) 

MALI:  Reproductive Health Project 
 

Project Stakeholder Risks  Rating:  Substantial 
Description: Several studies have shown that the utilization of 
FP services is constrained by socio-cultural barriers and the 
resistance of spouses and mothers in law.  There is a high desire 
among men (and women) to have many children, but a 
relatively low decision making power of women. The 
opposition of religious leaders could influence couples’ decision 
and reverse their support for FP activities. 
 
Utilization of FP may not be promoted because it is not 
considered lucrative by health center teams for their cost-
recovery scheme.  Several community-based groups in charge 
of health (ASACOs), and a fair number of health care personnel 
have a low commitment to FP.  

Risk Management: Regular workshops hosted by the National Directorate for Population support 
will be held with key stakeholders - political, religious, traditional leaders, and other prominent 
personalities in Mali. These workshops would promote an environment supportive to family 
planning, and to the family and women’s rights.  
Resp:        Client             Stage:  Implementation Due Date: Feb 2017 Status: On-going 
Risk Management: The project would help health facilities design areas where women can receive 
FP advice and contraceptives in a private and confidential manner. Where possible, these would be 
provided by female rather than male staff. 
Resp:        Client             Stage:  Implementation Due Date: Feb 2017 Status: Not yet due 
Risk Management: Activities contracted through NGOs would help improve access to FP 
information and develop friendly youth and adolescent health services in health facilities, schools and 
villages- particularly in areas identified as being ‘pockets of high fertility’. Such advocacy would also 
target men and mothers in law. 
Resp:        Client             Stage:  Implementation Due Date: Feb 2017 Status: Not yet due 
Risk Management: Unmet needs of women for contraception are high in Mali, and the RBF 
mechanism would provide incentives to encourage health service providers to promote RH and FP 
services and commodities. 
Resp:        Client             Stage:  Implementation Due Date: Feb 2017 Status: Not yet due 

Implementing Agency Risks (including fiduciary) 
Capacity Rating:   High 

Description: In the previous health project, limited 
implementation capacity of the MOH was partly responsible for 
delays in project implementation and inadequate management of 
project funds. Capacity gaps were identified at the central, 
regional and districts levels, but were more acute in community 
health centers.   
 
Limited institutional capacity of the MOH and MOF Directorate 
of Population to implement population policies targeting all 
segments of society. This is compounded by: (i) pressure by 
selected civil society groups that impacts government 
commitment to FP interventions; (ii) limited internal 
government coordination between ministries such as the MOF, 

Risk Management: International TA will be provided to help implement the RBF pilot, with a 
timeline for knowledge transfer. On the technical side, the project will train doctors, nurses, and 
midwives in FP, RH, and obstetric care. The project would train NDM staff and 600 pharmacy 
managers in planning of needs for drugs and supplies, inventory management and logistics.  
Resp:        Client             Stage:  Implementation Due Date: Feb 2015 Status: Not yet due 
Risk Management: The project will strengthen the MOH procurement, financial management and 
internal audit capacity through the contracting of a Fiduciary Agency. The project will also provide 
hands-on training in procurement to tender committee members. The project will provide training in 
M&E so as to improve the health information system. 
Resp:        Client             Stage:  Implementation Due Date: Feb 2017 Status: Not yet due 
Risk Management: Communication and coordination between the key stakeholders of population 
control and RH interventions will be strengthened. Civil society will play an important role in 
conveying beneficiary concerns within the National Coalition for Population Control. 
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MOH, Education and Women Affairs; and (iii) insufficient 
dissemination of donor driven plans, and their coordination with 
government plans. 
 
Despite recent efforts by the Directorate of Human Resources of 
the MOH, it is still very difficult to post skilled health 
personnel, such as midwifes in rural and remote areas. 
 
Key barriers to adequate drug stocks include inventory 
management capacity, and insufficient logistic capacity to 
transport them form regional warehouses.  

Resp:        Client             Stage:  Implementation Due Date: Feb 2017 Status: Not yet due 
Risk Management: RBF bonuses would enable health providers to maintain an adequate stock of 
drugs and supplies by complementing what they receive from the MOH. 
Resp:        Client             Stage:  Implementation Due Date: Feb 2015 Status: Not yet due 
Risk Management: Existing capacity of MOH staff will be complemented by contracting NGOs to 
work in remote community. NGOs would develop a network of community health workers and 
mobile teams who would work in coordination with the MOH health staff based in health facilities.  

Resp:        Client             Stage:  Implementation Due Date: Feb 2017 Status: Not yet due 

Governance Rating: High 
Description:   Health facilities may exaggerate or falsify their 
records in order to obtain more funds, thereby corrupting the 
health management information system.  
 
Procurement and FM assessments of MOH while generally 
positive have found weaknesses (see also capacity risks and 
mitigation measures above).   

Risk Management: Strong internal verification systems will be complemented by regular external 
verification of health facilities’ records and by the fact that sanctions would be imposed on any 
facilities found to have exaggerated their records. 
Resp:        Client             Stage:  Implementation Due Date: Feb 2015 Status: Not yet due 

Risk Management:  Contracting of a Fiduciary Agency 

Resp:        Client             Stage:  Implementation Due Date: March 2012 Status: Not yet due 
Project Risks  

Design Rating: High 
Description: The MOH has a long history of implementing RH 
interventions, but mostly on a pilot basis. Scaling them up in 
rural and underserved areas may pose challenges related to 
insufficient capacity. 
 
Implementation of RBF is relatively new to Mali. Progress may 
be constrained by the limited capacity in verification of 
performance, and M&E. 
 
Planning and approval processes are lengthy and cumbersome 
in Mali, which could delay project implementation.   

Risk Management: International TA would be provided to help implement the RBF pilot and 
international partners will provide ongoing advice and opportunity of sharing with other countries. 
Resp:        Client             Stage:  Implementation Due Date: Feb 2015 Status: Not yet due 

Risk Management: Stakeholder consultations would be conducted to ensure ‘buy-in’ across actors. 

Resp:        Client             Stage:  Implementation Due Date: Feb 2015 Status: Not yet due 
Risk Management: Clear lines of responsibility have been assigned for the implementation of each 
component of the project.  Coordination would be ensured by a Steering Committee chaired by the 
Secretary General of the MOH, including Directors of all major departments, the MOF and its 
Directorate of Population and key donors that provide technical and financial support to address 
population and RH issues in Mali. 
Resp:        Client             Stage:  Preparation Due Date: March 2012 Status: Not yet due 

Social & Environmental Rating: Low 
Description: The project is classified as Category B for 
environmental screening purposes given the risks associated 
with the handling and disposal of medical and health waste. 

Risk Management: The MOH has updated the existing Medical Waste Management Plan in June 
2011. This Plan includes measures for capacity building needs, training, and awareness building to 
ensure its proper and effective implementation. 
Resp:        Client             Stage:  Preparation Due Date: July 2011 Status: Completed 

Program & Donor Rating: Low 
Description: Only a few donors are involved in FP/RH funding 
and technical support. 

Risk Management: The project would organize regular donor coordination meetings and participate 
actively in the PRODESS RH sub-group. 
Resp:        Client             Stage:  Implementation Due Date: Feb 2017 Status: In progress 
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Delivery Monitoring & Sustainability Rating: High 
Description: Insufficient capacity to ensure timely and accurate 
measure of health sector performance could result in delays if 
new indicators and data collection methods have to be put in 
place. 
 
 

Risk Management: Strengthening of the MOH statistical office that manages the health information 
system and regularly organizes health surveys. The project would provide resources for the regular 
collection of project indicators.  As mentioned, the project would also provide training to improve the 
quality and analysis of data, which is necessary in the RBF sub-component for the measurement of 
services produced and external verification of results. 
Resp:        Client             Stage:  Implementation Due Date: Feb 2017 Status: Not yet due 

Overall Risk Following Review 
Preparation Risk Rating: High 
 (Section to be removed when the PAD is sent to the Board for approval) 

Implementation Risk Rating: High 

Comments:   Comments:    Despite the government’s strong commitment to the project, several 
risks persist: (i) the limited implementation capacity for large scale population 
projects, (ii) the strong opposition to family planning by influential civil society 
groups, and, (iii) the limited fiduciary capacity of the implementing agency.  
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Annex 5: Implementation Support Plan 

 
217. The project would need intensive supervision given the geographic spread of the 
proposed operation (4 regions), and given implementation capacity weaknesses at the country 
and project level. The project would be implemented at three levels: the central MOH, regions, 
and districts. A budget of US$150,000 would be required for the Bank team to thoroughly 
supervise the project during the first 12 months of implementation. 
 
218. Supervision by the Bank would be leveraged by the supervision carried out by the MOH, 
its small project team and the Fiduciary Agency (FA) on a regular basis. The MOH would have 
teams visiting each district four times a year for a period of about eight days each and would 
prepare action-oriented supervision reports that would be reviewed by the Bank and donors 
during their bi-annual supervision missions, and through desk reviews. This system would allow 
the MOH to distinguish between the better and lesser-performing regions and districts, and 
provide more assistance to the latter. Sufficient funds for this have been included in the project 
design. 

 
219. The overall supervision of RBF implementation (20% of project cost) would be the 
responsibility of a private agency, NGO or firm to be contracted for the purchasing of health 
services and verification of health facilities reporting. This entity would verify the reported 
quality performance through regular data quality audits at the source, carry out regular 
community client satisfaction surveys, and maintain a server with a web-enabled performance 
database. Bank  would review the performance of t the contracted agency vis-a-vis its functions 
properly according to the terms of its contract through sample verification of its records, and 
interviews and feedback from the MOH, selected districts, and health facilities interacting 
directly with the institution. 

 
220. Some of the skills required by the Bank team for supervision would be needed on a 
regular basis while others would be required on an ad hoc basis. It is therefore proposed to 
establish a core supervision group, that would emphasize financial, procurement, RBF, and 
operational basic needs, complemented by technical specialists, in particular those covering 
reproductive health, RBF and monitoring and evaluation. 

 
221. While regular Bank (and donors) supervision would take place twice a year, this would 
be leveraged by regular visits each per year by the country-based Bank health sector staff, and 
procurement and financial management specialists who take advantage of their field presence to 
verify progress and provide ongoing assistance to the client. 

 
222. A much more intensive than normal supervision program should be carried out during the 
first year of the project to put in place a sound institutional base and properly begin interventions 
to be undertaken by this complex operation.  

 
223. While the MOH would benefit from the experience of the Coordinator and facilitators 
that should have a long experience in project management, there would be an incubation period 
during which they would plan and organize the work with regions and districts. There may also 
be some new MOH staff without knowledge of Bank procedures and standards, and there would 
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be a learning curve for the development of a smooth-working team and to get the supervision 
program under way. The priority technical specialists would provide support periodically, as 
required. The emphasis of the supervision missions would be in getting the Reproductive Health 
project up and running, with particular stress on capacity development of provinces and 
municipalities. 

 
224. The supervision team includes the following members: (i) the Task Team Leader with 
experience in health systems; (ii) a reproductive health specialist; (iii) a senior implementation 
specialist, to help in the critical first half year of project implementation; (iv) financial 
management specialists who would review adherence to Bank procedures with regard to 
fiduciary responsibilities; and (v) procurement and implementation specialists, responsible for 
procurement, implementation, and institutional issues; and (vi) an environmental specialist. 

 
225. Based on on the outcome of the FM risk assessment, the following implementation 
support plan is proposed. The objective of the implementation support plan is to ensure the 
project maintains a satisfactory financial management system throughout the project’s life. 
 
FM Activities Frequency 

Desk reviews  

Interim financial reports review Quarterly 

Audit report review of the program Annually 

Review of other relevant information such as interim internal control 
systems reports.  

Continuous as they become available 

On site visits  

Review of overall operation of the FM system Semi-annual for  MoH (Implementation 
Support Mission)  

Monitoring of actions taken on issues highlighted in audit reports, 
auditors’ management letters, internal audit and other reports 

As needed 

Transaction reviews (if needed) As needed 

Capacity building support  

FM training sessions During implementation and as and when 
needed. 

 
226. The supervision team would be complemented by representatives of technical partners, 
including UNICEF, WHO, UNFPA, and bilaterals (The Netherlands, Canada, USAID) which, 
just as during the preparation process, would be invited to participate in supervision missions to 
ensure the good quality of health interventions and project implementation, build strong 
partnerships, and facilitate a cross-fertilization of experience. These would be completed as 
needed by consultant in the areas of RBF, IEC and BCC, and monitoring and evaluation 
(including KAP surveys). 
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Annex 6: Team Composition 
 

World Bank staff and consultants who worked on the project: 

Name Title 
Unit 

 
Kofi Amponsah Health Economist (Consultant) AFTHE 
Amy Ba Team Assistant AFTHE 
Joao Blasques de Oliveira Public Health Specialist (Consultant) AFTHE 
Aissatou Chipkaou Senior Program Assistant AFTHE 
Aissatou Diack Senior Health Specialist AFTHE 
Alice Sangaré Diarra Team Assistant AFCW3 
Moussa Diarra Communications Officer AFRSC 
François Diop Sr. Economist (Health) AFTHE 
Maud Juquois Health Specialist (Consultant) AFTHE 
Léon Kessou Health Economist (Consultant) AFTHE 
Mbaye Mbengue Faye Environmental Specialist (Consultant)  AFTHE 
Nicole Hamon Language Program Assistant AFTHE 
Amadou Konaré Senior Environment Specialist, ASPEN 
John F. May Lead Population Specialist AFTHE 
Rianna L. Mohammed Health Specialist AFTHE 
Adjaratou Diakhou Ndiaye Health Specialist (RBF) (Consultant) AFTHE 
Célestin Niamien Financial Management Specialist AFTFM 
Jean Jacques de St. Antoine Lead Operations Specialist AFTHE 
Claude Sekabaraga Senior Health Specialist AFTHE 
Mahamadou Bambo Sissoko Procurement Specialist AFTPC 
Dominic S. Haazen Lead Health Policy Specialist AFTHE 
Daria Goldstein Senior Counsel LEGAF 
Wolfgang M. T. Chadab Senior Finance Officer CTRLA 
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Annex 7: Results-Based Financing 

 
227. National health strategy. The national health strategy and diseases program are part of 
the broader poverty reduction strategy (Cadre stratégique de lutte contre la pauvreté - CSLP) 
which has been guiding the government’s development strategy since 2000.  
 
228. The development of contracting. During the 1980s and 1990s, political and economical 
changes led to substantial developments in the health sector. These included the emergence of a 
private health sector, and a decentralized governance of the health system built on a partnership 
between the government and communities. In 1983, Mali introduced the Bamako Initiative 
which consisted in charging fees to patients that would cover part of the costs of providing health 
services. The objective was to increase the involvement of the population in the financing of 
health services and improve the quality of service delivery by ensuring the availability of funds 
at the facility level. The implementation of the Bamako Initiative resulted in the creation of 
community health centers (Centres de Santé Communautaire - CSCOMs) which are private 
entities with a public service mission. The management and ownership of the CSCOMs were 
delegated to local community health associations (Associations de Santé Communautaire - 
ASACOs). 
 
229. Mali has developed substantial experience in the contracting of health services. Civil 
society organizations including NGOs, ASACOs, and private providers have been contracted to 
provide clinical and disease control services, health promotion and prevention. This strategy was 
successful and resulted in an increased coverage of services. Nevertheless there were some 
problems: a lack of coordination of interventions, limited follow-up and control of the contracts, 
and a limited decentralization of the contracting process, issues that the government has been 
addressing.  
 
230. In 2007 the government approved the National Contracting Policy in the Social and 
Health Sector30. The policy provided a framework determining the role of the different actors.  It 
also proposed to strengthen the decentralization process and improve the health sector 
performance. 

 
231. Mali has already experienced a form of results-based contracting. In recent years results-
based contracts for immunization services financed by GAVI were implemented between the 
ASACOs, the communes and the referral health centers (CESREFs) in the regions of Segou and 
Mopti. 

 
232. The contracting experience gained further momentum with the ASACOs that contracted 
primary health care interventions. Services contracted included immunization, hygiene and 
sanitation, malaria, HIV and TB control, outpatient consultations, community control of 
malnutrition, community-based IEC and BCC prenatal care and deliveries, family planning, and 
the referral of complicated cases.  

 

                                                 
30 Politique nationale de contractualisation dans le secteur socio- sanitaire au Mali – Ministère du développement social, de la 
solidarité et des personnes âgés et Ministère de La Santé - 2007 
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233. Early RBF design and preparation. With support from Netherlands-financed TA, 
during the last 18 months, Mali adopted a stepped approach to prepare the introduction of RBF.  

 
234. The first step was a needs assessment. It was based on an analysis of existing health 
sector reports and interviews of key actors at the district level to understand their vision, roles 
and responsibilities.  

 
235. In a second step, the preparation team organized meetings with the actors, ASACOs, 
communes, and district health teams to build consensus and clarify the responsibility of each 
actor in health service provision.  

 
236. The objective of the third step was to build confidence. All the key actors worked 
together on a common activity which was preparation of a business plan for a given geographical 
area. Later, this would help set the stage for the RBF contracting process. A simplified score card 
system was developed. It would allow the ASACOs, communes, and later the funding agency, to 
assess the performance of providers.  
 
237. The fourth step was to develop models of contracts, guidelines, and management tools, 
and obtain the agreement of the key players on their format.  

 
238. The fifth step, which would have been the actual implementation of performance-based 
contracts, has not started yet.   
 
239. The Pilot Area. The pilot area to be supported by the project is located in the Koulikouro 
region. It will cover 2 health districts and will be implemented over a period of 2 years, as shown 
in Table 22. 

 
Table 22 – Sequencing of RBF Implementation 
 Year 1 Year 2 Total 

New population  346,686 12,48031  

Cumulated 
population  

346,686 359,166  

Grants per capita 
(US$) 

1.08 1.04  

Total cost of RBF 
grants (US$) 

375,000 375,000  

Cumulated total cost 
of RBF grants (US$) 

375,000 750,000 750,000 

 
240. Disbursement of RBF Funds by IDA: To enhance accountability, annual targets have 
been defined and included as disbursement conditions in the Financing Agreement for services 
that will be delivered through the RBF mechanism. The recruitment of international TA and of 
the external verification agency will be a condition of disbursement of the first tranche of 
funding to the project. Subsequently, RBF funds will be disbursed IDA upon achievement of 

                                                 
31 Population growth in the 2 districts 
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quantitative targets, the number of beneficiaries (women and infants) benefiting from various 
elements of the RH package should reach 60,000 in 2012/2013 and 120,000 (cumulative) in 
2014/2015. Disbursement will be effective if at least 50% of beneficiaries have received the 
services. If this target is not reached, funds will be disbursed on a pro rata basis, as defined in 
the FA. Health facilities thereafter will receive funds locally based on quantitative achievements, 
quality related indicators and unit costs defined for selected health services. 
 
241. Objective. The general objective of RBF is to change the behavior of health providers at 
facility level for them to deliver more quality services. The specific objectives are to:  
 

(i) provide cash at facility level to cover the local costs of delivering services and  removing 
the need for ‘informal’ fees; 

(ii) provide financial incentives to facilities in order to increase productivity and quality of 
care, especially for  the identified key indicators; and  

(iii) increase the equity of distribution of resources between urban and rural areas, with funds 
from RBF allowing to hire contractual workers and finance outreach activities. 

 
242. Institutional arrangements. Each of the key functions of performance-based financing 
will be performed through the existing structures of the MOH (regulation), General Secretary 
with the Fiduciary Agency (purchasing and payment), district health management teams (internal 
control), and health facilities (health services providers) and an independent RBF specialized 
agency (technical assistance, control and verification). 

 
243. Purchasing and verification. For the pilot RBF phase, purchasing will be managed by 
the General Secretary with the support of the RBF specialized Agency, for capacity building 
purposes. The “Commune” (Mayor) will also be signatory of the purchasing performance 
contract with MOH and health providers. Control and verification of achieved results will be 
performed by the independent RBF agency, in order to guarantee transparency and avoid frauds. 
This agency will contract community-based organizations and manage them to perform some 
aspects of the verification, as random households’ surveys.  

 
244. In the case of Mali, a RBF specialized agency would be contracted by the MOH. The 
agency would help the MOH implement RBF grants and strengthen MOH capacities at central 
and local levels. The RBF Agency will also control and verify reported results of CSCOM and 
CSREF. RBF grants will be paid by the Fiduciary Agency to health facilities based on the 
information provided by quarterly evaluation reports. The amounts transferred for recurrent costs 
would be based on the unit costs of services produced by the health facilities for a series of 
indicators. A quality score would also be used to discount the amount transferred.   

 
245. The tasks of the RBF agency would be to help MOH: (i) write and maintain purchase 
contracts with the health facilities; (ii) control the quality performance; (iii) control and verify 
the reported quantitative indicators; (iv) contract with community-based organizations to perform 
community surveys and (v) to build capacity at all levels (national, regional, and district) to 
support the RBF approach.  
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246. Elaboration of the RBF framework document. As would be seen, RBF would be 
implemented through contracts between the Secretary General (SG) of the MOH () and health 
facilities. Before this contracting process begins, an RBF framework document would be 
elaborated by the SG and approved by the Steering Committee and the Bank.  

 
247. This framework document would be valid for the duration of the project, but could be 
revised each year. It would include the following elements: 

(i) Maximum amounts for RBF grants for each year of the project and for each 
district; 

(ii) Outputs to be subsidized by RBF; 

(iii) Unit costs and subsidization level for each RBF output;  

(iv) Details about measure, control and verification process; 

(v) Utilization of RBF grants by CSCOM and CSREF; and; 

(vi) A template for an “RBF facility contract”. 
 
248. Determination of the maximum amount of RBF grants. The framework document 
would determine the maximum annual amounts allocated to the RBF mechanism for each district 
and for each facility. It would be only grants, translated in actual expenditures according to 
achieved results by facilities. 
249. Determination of outputs subsidized by RBF. Although the final list of outputs to be 
related to RBF has to be confirmed (in the RBF framework document), the list for a primary 
health facility is expected to be as follows in table 23. For CSREF, the list of quantitative 
indicators is shorter and focused on activities specific to this referral level, as described in table 
24.  
 

Table 23 – Quantitative indicators for RBF for CSCOM 
Maternal Health Care Services

1. Number of 4th antenatal care visit 
2. Number of assisted delivery  
3. Number of postnatal care visit 
4. Number of women under modern family planning  method 
5. Number of pregnant women with malaria correctly treated 
6. Number of pregnant women tested HIV positive and receiving ARV 

Other Health Care Services  
7. Number of children under 12 months fully immunized 
8. Number of under five children  visits with IMCI standards  
9. Number of simple malaria cases treated for under five children 
10. Number of simple tuberculosis cases treated (DOTS) 

 
 

Table 24 – Quantitative indicators for RBF for CSREF 
Maternal and Child Health Care Services

1. Number of delivery complications cared (including C-section) 
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2. Number of referral cases treated and counter- referred  
3. Number of complicated malaria cases treated for under-five children 

 
250. The RBF grants obtained from these quantitative outputs would be adjusted with the 
quality of care. The final list of items for measuring quality of care would be included in the 
RBF framework document and is based on the national quality tool32. A preliminary list of the 
three categories of qualitative indicators is presented below in table 25. 
 
 
 

Table 25 – Qualitative indicators for RBF 
 

1. Resources and process: indicators about human resources, infrastructures, 
relations with patients, functionality, hygiene, governance, ASACO role…  

2. Clinical indicators: availability of essential drugs, compliance with quality 
standards, etc… 

3. Users satisfaction 
 
251. An example of calculation of a RBF grant (according to achieved results) is provided 
further in this annex. 
 
252. Determination of unit costs for RBF outputs is described in annex 8.  

 
253. Templates for contracts. A template for RBF facility contracts would be elaborated. 
Each of these annually contracts would include, as a minimum, the following elements:  

 
--Signatories 
- Context and purpose 
- Objectives (results indicators) 
- Modes of measurement of the results 
- Commitments from the MoH 
- Modes of calculation, payment and repartition of the RBF grants 
- Date of implementation and duration of the contract 
- Legal reference texts 
- Eligible expenditures for RBF grants utilization 
- Mechanisms of penalties if frauds in reporting results are noticed 
- Appendix 1: description of outcomes indicators and measurement arrangements 
- Appendix 2: specific commitments of the MoH (for instance, additional staff or 
equipment). 
- Appendix 3: Agreed repartition of RBF bonus between health workers of the 
CSCOM/CSREF (in percentage)  

 
254. Preparation and execution of RBF training. Before launching the RBF contracting 
process, decision-makers have to be extensively trained in RBF, especially at the district and 

                                                 
32 The quality list is from the Ciwara Initiative which has been validated by Mali.  
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facility levels. The following training would be prepared and implemented by the MOH, with 
support from the international RBF agency and the districts, as described in table 26. 
 
Table 26 - Description of the RBF training activity 
Kind of activity and 

population aimed 
Content of the 

message 
Modes Responsible 

RBF training for 
health care facility  
managers, district 
health teams, and 
Regional Health 
Authorities 

The whole 
procedures manual, 
with exercises.  

2 whole days  
(for each district) 

NHD and RBF 
agency 

 
255. Negotiation of RBF contracts. In accordance with «bottom-up planning» logic, the RBF 
facility contracts would first be elaborated, through discussions between health district teams and 
health facilities managers. The draft contracts would then be sent to the MOH for approval. 
When approved, the contracts would be disseminated by the health district officer. 
 
256. Communication on RBF implementation. Once contracts are signed, their content 
would be widely disseminated, through the communication campaigns outlined in table 27. 
 
Table 27 - Description of the RBF communication activities 

Kind of 
activity and 
beneficiaries 

Content of the message Modes Responsible 

Communication 
on RBF to 
workers in 
health facilities. 

CONTENT: Explain indicators, 
monitoring, evaluation and modes 
of grant payment. 
 
- IMPORTANT : During the 
communication, a simulation of 
their RBF grants should absolutely 
be presented to the health workers 
(for each category according to 
different levels of achieved results) 

- Half-day session, in 
each facility, with 2 
hours of presentation 
and 2 hours 
questions-answers. 
 
- Distribution of a 
synthetic note to 
participants. 

NHD and RBF 
agency for 

preparation and 
implementation.

Communication 
on RBF to local 
representatives, 
community 
representatives 
and private 
sector 
representatives. 

- CONTENT: Explain indicators, 
monitoring, evaluation and modes 
of grant payment. 
 
- IMPORTANT: This 
communication should show to 
population representatives that 
health workers are now responsible 
for the health care quality. 

- Meeting in each 
district, with a 
presentation (1h), 
followed by 
questions and 
answers (1h). 
 
- Distribution of a 
summary note to 
participants. 

NHD and RBF 
agency for 

preparation and 
implementation.
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257. Measurements and controls of the results. As mentioned earlier, to measure the 
achieved results in each facility and therefore to determine the amount of RBF grant it can 
receive, 13 quantitative indicators would be monitored (10 for CSCOM and 3 for CSREF) and a 
quality check-list will be used to assess the quality of care. These indicators are described below 
in table 28 (quality list will be confirmed before effectiveness).  
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Table 28 - Indicators for RBF Outputs 
 
Quantitative indicators  
Maternal and Child Health Care Services

1. 4th antenatal care visit 
2. Assisted delivery  
3. Postnatal care visit 
4. Women under modern family planning  method 
5. Pregnant women with malaria correctly treated 
6. Pregnant women tested HIV positive and receiving ARV 

Other Health Care Services  
7. Children under 12 months fully immunized 
8. Under five children  visit with IMCI standards 
9. Simple malaria cases treated for under five children 
10. Simple tuberculosis cases treated (DOTS) 

 Qualitative indicators 
1. Resources and process: indicators about human resources, infrastructures, 

relations with patients, functionality, hygiene, governance, ASACO role…  
2. Clinical indicators: availability of essential drugs, compliance with quality 

standards, etc… 
3. Users satisfaction 

 
258. All indicators would be first measured by health facilities managers and then controlled 
by various entities (see below), including: 

 District health teams; 
 “RBF controllers”, who are technical assistants permanently based in each district and 

paid by the RBF firm, to be selected at the beginning of the project; 
 Community-based organizations (CBOs), which are contracted by the RBF Agency.  

 
259. The timing and responsibilities for measurement, control and verification can be 
described as follows (see table 29. 
 
Table 29 - Measurement and controls for RBF indicators   
 Measurement Control Verification 
 When? By 

who? 
When? By who? When? By who? 

Quantitative 
indicators 
(13) 

Monthly Health 
facility 
teams 

Monthly 
District 
health 
teams, 
“RBF 
controllers” 

Quarterly RBF controllers 
and CBOs  

Qualitative 
indicators  

Quarterly Quarterly
Quarterly RBF controllers 

and CBOs 
 
260. For control and verification, several instruments would be used. Whenever possible, each 
indicator is controlled through at least 2 different sources of data. One of these sources is the 
local community, using instruments described in table 30. 



 74

 
Table  30 - Instruments for controlling and verifying RBF indicators 

Instrument for data control 
For which indicator 

(as an example)?
By whom? 

Consistency check between 
reported indicators and 
facilities records 

Number of 4th antenatal care 
visits 

District health teams and 
verify by “RBF controllers”  

Survey of patients at home 
(these patients will have been 
randomly selected from the 
list of patients mentioned in 
the facilities records) 

Number of 4th antenatal care 
visits 

Community-based 
organizations and RBF 
controllers 

Direct observations 
Availability of drugs 

District health teams,  
“District controllers”, 

Unannounced visits in health 
facilities 

Absenteeism of staff 
District health teams “District 
controllers”  
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261. The process for measuring and controlling results is presented in Figure 5. 
 

Figure  5 - Process for measuring RBF indicators  
 QUANTITATIVE 

OUTPUTS
 QUALITATIVE 

OUTPUTS 
    

MEASUREMENT 
OF RESULTS 

Each health facility sends 
to the  a report on its 

quantitative production 

 Each health facility sends to the  a 
report on the quality of its 

production 

By the end of the first 
week after the end of the 

quarter 

 
After 2 months 

    

CONTROL OF 
RESULTS 

A team composed of the 
health district team (HDT) 
and the “RBF controller” 
inspects health facility 
records to check the 
consistency between these 
records and the reported 
production. 

 Data on quality are collected 
through: 
 Observation of medical and 

availability of drugs and 
equipment (by HDT and “RBF 
controllers”) 

 Unannounced visits in facilities 
(by “RBF controllers”) 

 Household surveys (by 
communities subcontracted by 
the RBF agency) 

 By the end of the second 
week after the end of the 
quarter 

 
During the quarter 

 Community-based 
organizations 
(subcontracted by the 
RBF agency) track 
patients at home (these 
patients are randomly 
selected from the health 
facilities’ records) 

 By the end of the third 
week after the end of the 
quarter 

 
 
 
 
 
 

The MOH confirms the validity of results and authorizes 
the Fiduciary Agency to disburse RBF payments  
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262. The results of these monitoring activities would be presented to the facilities during 
district meetings (every six months). 
 
263. Determination of RBF grant amounts. RBF grants are determined as follows. 
 

264. Measurement of achieved quantitative results. As explained earlier, health facilities 
would report their quantitative production to the General Secretary’s Office. A team composed 
of district health officers and the “RBF controller” would first check the consistency of these 

results with the health facility records. In addition, a random sample of patients mentioned in the 
health facility records would be contacted at home by a community-based organization, so as to 

verify that these results (outpatient visits and deliveries) are not fake ones. 
 

265. As an example, for a given health facility, the quantitative results at the end of a quarter, 
after the various controls mentioned earlier, could be as described in table 31 below. 

 
Table 31 – Quantitative results for a quarter in a given primary health care facility 
(example) 

RBF Outputs 
Number produced 

in one 
quarter 

RBF unit 
cost 

RBF grant 
amount 

(quantity * RBF 

grant) 

Maternal and Child Health Care Services       

4th antenatal care visit 80 3968          317 440  

Assisted delivery  103 1984          204 352  

Postnatal care visit 65 661            42 965  

Women under modern family planning  method 180 2645          476 100  

Pregnant women with malaria correctly treated 50 1323            66 150  
Pregnant women tested HIV positive and receiving ARV 8 2976            23 808  

Other Health Care Services      

Children under 12 months fully immunized 102 397            40 494  

Under five children  visit with IMCI standards 201 397            79 797  

Malaria cases treated for under five children 65 198            12 870  

Simple tuberculosis cases treated (DOTS) 6 2645            15 870  

TOTAL           1 279 846  

 
266. Measurement of achieved qualitative results. Similarly, quality of care would be 
measured and controlled. 
 
267. Again, as an example, a given health facility could have achieved at the end of a quarter 
the quality results described below in table 32. 
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Table  32 - Qualitative results for a quarter in a given health facility (example) 

Indicators Weight 

Raw 
results 

achieved 
(%) 

Weighted 
results 

(%) 

1. Resources and process: indicators about 
human resources, infrastructures, relations with 
patients, functionality, hygiene, governance, 
ASACO role…  

30 76% 22.8% 

2. Clinical indicators: availability of essential 
drugs, compliance with quality standards, etc… 

50 68% 34% 

3. Users satisfaction 20 43% 8.6% 
     Total 100  65.4% 

 
268. Determination of the RBF grant to be paid every quarter. With this information, the  

would calculate the RBF grant for each health facility. Given the achieved quantitative 
production and the RBF unit costs (defined in the RBF framework document), the health facility 

in our example is entitled to an RBF grant of US$ 1,860 for this quarter.  
 
RBF grant = quantitative RBF grant X quality adjustment (in percentage) 
 
269. Payment of RBF grants. Payment of the RBF grant would take place every 3 months, 
when the MOH has defined the amount of this grant for each facility. This payment would be 
directly sent to the health districts and facilities accounts (if financial management capacities of 
facilities have been deemed by the Bank as appropriate). Designated accounts would be created. 

 
270. Utilization of RBF grants by the facilities. The precise rules to be followed for using 
RBF grants would be defined with the government in the Operational Manual. A number of key 
principles would be a s follows: 
 

(i) Health facilities would have to spend a minimum portion of the RBF grant on 
equipment (including ambulances), drugs, training sessions, IEC actions or 
outreach. 

(ii) A part of RBF grant would be used to motivate the health staff with bonus 
(repartition rules agreed by the staff and presented in the RBF contract); 

(iii) Expenditures on (even minor) works (including rehabilitation or new 
construction) would not be eligible and cannot be funded with RBF grants. 

(iv) Staff recruitment with RBF grants would not be allowed. 
 
271. The internal audit unit will conduct regular audits of RBF payments.  
 
272. Annual accounting audit. Each year, a financial audit of the health facilities benefiting 
from RBF grants would be carried out by an external auditor, so as to verify that these RBF 
grants have been: (i) correctly received by the health facilities and their agents and in a timely 
manner; and (ii) used in accordance with the rules defined in the Operational Manual and the 
Mali public accounting rules.   
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Annex 8: Unit costs and levels of payments for health services 
 

273. Introduction.  The Bank’s Operations Policy and Country Services (OPCS) April 2, 
2007 guidelines entitled “Implementing Output Based Disbursement (OBD) Mechanisms for 
Investment Operations”, states that OBD can have the effect of improving project performance 
by focusing disbursements on tangible deliverables (the outputs) –– such deliverables need a 
credible cost associated with them to justify that disbursements are made against qualifying 
expenditures).  
 
274. The above OBD guidelines state that traditional investment operations use competitive 
procurement to achieve efficiency. However, there are other means besides procurement, such as 
comparative cost-based analysis, to estimate efficient pricing. Addressing this aspect is key in 
ensuring the proper use of OBD mechanisms so that the eventual costing of outputs for 
disbursement purposes is credible and can be relied on as being cost effective.  

 
275. Since unit costs of outputs are the primary link between disbursements made and 
investment expenditures, the determination of these costs becomes a key part of the project 
preparation and appraisal process. In this context, the guidelines clarify that OBD need not be 
used for an entire operation -- it can also be applied to specific components in a given project (in 
the present case for component 1), while using traditional contract based disbursement methods 
for other components and subcomponents. 

 
276. The guidelines further explain that under OBD, the ex-ante review of procurement 
decisions is used less often since the primary disbursement ‘trigger’ is the evidence of completed 
outputs, i.e., a stage at which normally contracts have ended or specified contract tasks have 
been completed. 

 
277. For this reason, during project appraisal, unit costs of health service outputs financed 
were calculated. During implementation, disbursements will be awarded based on reported 
outputs which will be periodically verified by the task team. Thus, since reliable unit costs are 
available, once outputs are evidenced during implementation, this will provide the clear basis for 
disbursement. 
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278. Determination of outputs subsidized by RBF. The outputs selected for result-based 
financing are presented in table 33 below.  The first list of outputs would be used for primary 
health facilities. For CSREF, the list of quantitative indicators is shorter and focused on activities 
specific to this referral level.  
 
Table 33 – Outputs selected for RBF 

SERVICES OUTPUTS INDICATORS 

FOR PRIMARY HEALTH FACILITIES/ CSCOM 

Maternal Health Care Services 

1. Antenatal Care  Provide ANC to all pregnant women  
 

Number of 4th antenatal care visit 

2. Childbirths Provide assisted childbirth with skilled 
personnel  

Number of assisted delivery 

3. Post-natal consultations Ensure post-natal consultations  Number of postnatal care visit 

4. Family Planning Ensure family planning care Number of women under modern family 
planning  method 

5. Pregnant woman curative 
care  

Manage malaria cases for pregnant 
women  

Number of pregnant women with malaria 
correctly treated 

6. PMTCT Ensure care to HIV+ pregnant women Number of pregnant women tested HIV 
positive and receiving ARV 

Other Health Care services 

7. Child immunization Immunize under 12 months children  Number of children under 12 months fully 
immunized  

8. Child outpatient visits   Outpatient visits for under-five 
children with IMCI standards  

Number of under five children  visits with 
IMCI standards 

9. Child curative care 
(malaria)  

Treat uncomplicated malaria cases of 
under-five children 

Number of simple malaria cases treated for 
under five children 

10. Tuberculosis Detect and treat tuberculosis cases Number of simple tuberculosis cases 
treated (DOTS) 
 
 

FOR REFERAL HEALTH FACILITIES/ CSREF 

11. Complications related to 
childbirth 

Ensure the management of obstetric 
emergencies, specifically C-section 

Number of delivery complications cared 
(including C-section) 

12. Quality referral  Ensure referrals and counter- referrals  Number of referral cases treated and 
counter- referred 

13. Child curative care : 
complicated  malaria  

Treat complicated malaria of under-
five children   

Number of complicated malaria cases 
treated for under-five children 

 
279. Determination of unit costs for RBF outputs. For each of the RBF outputs defined 
above, unit costs to produce the services were calculated. Then, coefficients were applied to 
determine the amount of RBF grants associated to each indicator. These coefficients reflect the 
difficulty to produce the service and the importance of the activity. The coefficients are based on 
the results of the assessment of health sector specialists using a Delphi technique and weighting 
the outcomes regarding: (i) the potential of a given output to lead towards achieving the 
corresponding MDG; (ii) the technical difficulty of producing the output; and (iii) the time taken 
to produce a unit of output.   
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280. A study on unit costs was completed in October 2011 and used different sources of 
information to estimate unit costs of outputs: literature review of studies about health services 
producing costs in Mali, data available about cost of services and estimations of unit costs done 
by a panel of Malian experts. The study has produced the following estimates for some key 
outputs of health facilities, as described in table 34 below. These unit costs would be estimated 
more precisely before the start of the RBF process. They would also be updated annually. 

 
Table 34 – Estimates of Unit Costs and Level of Subsidy for RBF Outputs 

  Total unit 
costs (in 
FCFA) 

RBF grant (in 
FCFA)  

RBF grant (in 
US$) 

RBF 
subsidization 

level 

1. 4th antenatal care visit  18 674 3968 8,82 21%
2.  Assisted delivery  7 292 1984 4,41 27%
3. Postnatal care visit  1 339 661 1,47 49%
4. Family planning visit 10 284 2645 5,88 26%
5. Pregnant women with malaria 
correctly treated 15 235 1323 2,94 9%
6. Pregnant women tested HIV 
positive and receiving ARV 14 811 2976 6,61 20%
7. Child under 12 months fully 
immunized 2 278 397 0,88 17%
8. Under five children  visit with 
IMCI standards  2 228 397 0,88 18%
9. Simple malaria case treated for 
under five children 1 310 198 0,44 15%
10. Simple tuberculosis case 
treated (DOTS) 12 227 2645 5,88 22%
11. Delivery complications cared 
(including C-section) 45 245 13227 29,39 29%
12. Referral cases treated and 
counter- referred  2 880 992 2,20 34%
13. Complicated malaria cases 
treated for under-five children 16 425 992 2,20 6%

 
281. As can be seen, several specific outputs would benefit from a higher subsidization by 
RBF, notably those related to reproductive health. Conversely, other outputs would receive a 
lower RBF subsidization. These estimates provide preliminary evidence that through the RBF 
mechanism the project would purchase outputs at reasonable unit costs and is therefore 
compliant with the guidelines on Output-Based Disbursement Mechanisms (OPCS, April 2007). 
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Annex 9: Terms of Reference for Assessing of Local Solidarity Funds 
 
282. Background. The response to high levels of maternal and neonatal mortality in Mali 
combines interventions at different levels of the health system. Major investments have been 
made to improve the capacity of referral health centers (CSREFs) and community health centers 
(CSCOMs) to improve the availability of emergency maternal and neonatal care services. Since 
the middle of the 1990s, local solidarity funds (Caisses de Référence-Evacuation) have emerged 
as a support to the referral system to reduce delays in the referral of pregnant women with 
complications from CSCOMs and CSREFs. Furthermore, village solidarity funds have been 
created to reduce delays in the referral of pregnant women with complications from the village 
and the CSCOM.  
 
283. Local solidarity funds (LSFs) have been set-up in order to strengthen the referral system 
at the district level. The main targets and beneficiaries of the LSF are pregnant women with 
complications. At inception, the benefit package of the LSF included the coverage of the costs of 
Caesarian-section kits and transportation from CSCOMs to CSREFs (costs of fuel, per diem for 
nurse, per diem for driver). The LSFs are financed through a cost-sharing arrangement including 
the contributions of the CSREFs, the Associations de Santé Communautaire (ASACOs), and the 
beneficiaries (the pregnant women and their family). The LSF is managed by a management 
committee composed of the stakeholders involved in the financing of the scheme. Originally, the 
set-up and management of LSF were overseen by the representative of the state at the cercle33 
level, the Préfet of the cercle. 

 
284. The LSF scheme has undergone major changes over the past decade. First, the extension 
of LSF has progressed rapidly under the PRODESS. In 2004, 28 out of 58 health districts had 
already implemented an LSF scheme34. By 2007, LSF schemes had extended to 86% of health 
districts throughout the country (51 out of 59 health districts)35. Second, the devolution of health 
services to local government units resulted in changes in the institutional arrangements of the 
LSF schemes. The composition of stakeholders of the LSF scheme changed, and the cercles and 
communes also became members, in addition to the ASACO. 

 
285. The LSF is still managed by a management committee, which includes mayors of 
communes and presidents of ASACOs. This committee is headed by the president of the council 
of the cercle. Finally, since the launching of the free Caesarian-section initiative in 2005, the 
costs associated with the Caesarian-section kits have been paid by the state. Pregnant women are 
now exempted from contributing to the financing of the LSF.  

 
286. These TORs would be used for an assessment of local solidarity funds in Mali in order to 
improve their design, management, and sustainability. They would also help improve the 
financial accessibility of reproductive health services in general and emergency obstetric and 
neonatal care services in particular. This assessment is part of the subcomponent on 
“improvement of financial accessibility” of component 2 of the project.  

                                                 
33 Administrative unit comprising a number of  communes 
34 Ministère de la Santé, 2004. Programme de Développement Socio-Sanitaire 2005-2009 (PRODESS II): Composante 
Sante. Décembre. 
35 Ministère de la Santé, 2009. PRODESS II Prolongé 2009-2011: Composante Sante.  
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287. Rationale for the Assessment. Despite the rapid expansion of LSF schemes throughout 
the country, successive studies report major problems associated with the LSF scheme. An 
external evaluation of the referral system, undertaken in 2004, revealed substantial weaknesses in 
the benefit package and the financing of the LSF schemes.  Weaknesses of the benefit package 
included: (i) the exclusion of transport from the village to the CSCOM and transport from the 
CSREF to regional and national hospitals; and (ii) the exclusion of neonatal care. The report also 
underlined that the financing mechanism of LSFs was weakened by the irregularity of 
contributions of stakeholders.  Seven years after the evaluation, some of these weaknesses are 
still preventing the poorest segments of the Malian population to benefit from improved 
emergency maternal and neonatal care services.   

 
288. A recent USAID report on the effects of removing user-fees for Caesarian-sections in 
Mali reached the following conclusions36. First, post-Caesarean maternal and neonatal deaths 
have declined in most regions from 2006 to 2009, most likely the result of shorter delays in 
seeking emergency care and shorter wait times experienced at facilities. Second, institutional 
deliveries and Caesarean section rates in Mali have increased since the launch of the free 
Caesarean initiative. Third, service providers, communities, and local political actors support the 
free Caesarian-section policy. However, the free Caesarean policy seems to be disproportionally 
benefiting the wealthier groups. Finally, the report concludes that the referral and emergency 
transport system for obstetric emergencies remains one of the weakest elements of the free 
Caesarean policy, including the management of referrals between villages and the CSCOMs. 

 
289. A functional referral system at the health district level is one of the key strategies for 
reducing major delays in the referral of pregnant women with complications, and ultimately 
reducing maternal mortality in Mali. Without a functional referral system, the majority of Malian 
women in general, and the poorest in particular, would not benefit from lifesaving emergency 
maternal and neonatal care services. 

 
290. The proposed assessment would provide critical information for improving the 
effectiveness and the financial sustainability of a key mechanism for improved access to 
emergency maternal and neonatal care services which is necessary for the equitable reduction of 
maternal and neonatal mortality in the country.  

 
291. Objectives. The overall objective of the assessment is to provide information to improve 
the design, management and sustainability of local solidarity funds that help increase the referral 
of pregnant women with complications to higher-level facilities where they can receive 
appropriate care. The assessment would cover not only local solidarity funds which are set-up at 
the cercle level, but also village solidarity funds which support the referral system link between 
the village and the CSCOM levels.  

 
 

  

                                                 
36 Marianne El-Khoury, Timothee Gandaho, Aneesa Arur, Binta Keita, and Lisa Nichols. April 2011. Improving Access to 
Life-saving Maternal Health Services: The Effects of Removing User Fees for Caesareans in Mali. Bethesda, MD: Health Systems 
20/20, Abt Associates Inc. 
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292. To reach the overall objective, the assessment would: 
(i) assess the design of the local solidarity funds relative to health sector policy, and 

maternal and neonatal health, and referral system objectives; 
 
(ii) assess the performance of the local solidarity fund schemes at the CSCOM-CSREF 

level and the village-CSCOM level; 
 

(iii) assess incentives associated with how the local solidarity fund schemes are made 
operational under the current setting of the district health system; 

 
(iv) assess the development of support systems (legal and regulatory, financing, 

organization and management, communication, monitoring and evaluation)  for the 
effective implementation of the local solidarity fund schemes in the district health 
system; and 

 
(v) identify policy options for improving the performance and sustainability of the local 

solidarity fund schemes. 
 

293. Preliminary questions. The main questions that would be addressed by the assessment 
should include the following. 
 
294. Is the design of the local solidarity funds consistent with the goals of the health 
sector policy, maternal and neonatal health services, and the referral system in Mali? The 
focus would be an analysis of the consistency between the incentives associated with the local 
solidarity fund schemes and health delivery goals of Mali. In addition, the consistency and 
complementarity of the local solidarity fund schemes with existing financing mechanisms, 
including the free Caesarian-section initiative and cost sharing policies, would be assessed. 
Finally, the work would review the consistency between the governance, accountability and 
transparency mechanisms and management structures of the local solidarity fund schemes and 
the responsibilities and capacity of key actors in the context of the government’s decentralization 
policies. 

 
295. Are the local solidarity fund schemes at the CSCOM and CSREF levels producing 
their expected results? Under this question, the study would assess the coverage of services 
provided by LSFs, including the number of pregnant women with complications during delivery 
who have been referred for emergency treatment including Caesarean sections over the past five 
years (2006-2010). In addition, the costs associated with services provided by the local solidarity 
funds would be assessed. Finally, the financial sustainability of the local solidarity fund would be 
analyzed, based on the level of mobilization of resources, the cost recovery of expenses incurred 
by the LSF schemes, and their financial situation, including and the constitution of reserves over 
the 2006-2010 period. 

 
296. Are the village solidarity fund set-up to support the referral of pregnant women 
between villages and CSCOMs producing their expected results? Under this question, the 
study would assess the coverage of services provided by village solidarity funds including the 
number of pregnant women with complications during delivery who have been referred from 
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villages to CSCOMs (2006-2010). In addition, the costs associated with services provided by the 
village solidarity funds would be assessed. Finally, the financial sustainability of village 
solidarity funds would be analyzed.   

 
297. Which measures are in place for ensuring that incentives associated with the 
implementation of the local solidarity fund schemes help them reach their goals? Under this 
question, the study would assess how the financial risks associated with the local solidarity funds 
are shared between local stakeholders. In addition, sanctions associated with the local solidarity 
fund scheme for local stakeholders and their application and enforcement would be assessed. 
Finally, the adequacy of measures for mitigating unintended consequences of stakeholder 
behavior would be reviewed. 

 
298. Have adequate support systems been developed for an effective implementation of 
local solidarity fund schemes? Under this question, the adequacy of the legal and regulatory 
framework of the local solidarity fund would be assessed. The assessment would cover the 
adequacy of consultative and negotiation frameworks and processes for ensuring leadership and 
support of stakeholders in the implementation of the LSF schemes. The adequacy of measures 
put in place for establishing the roles and relationships between the LSFs and health care 
providers would be assessed. The adequacy of information, management, billing and accounting 
systems developed in health facilities and lSFs to support the implementation of the scheme 
would be assessed. In addition, the adequacy of training programs developed for key actors, 
including health care providers, managers of ASACOs and executives of communes and cercles 
for the effective implementation of LSFs would be assessed. Finally, the assessment would cover 
the adequacy of monitoring systems in place for the identification of bottlenecks and solutions 
for effective implementation of the LSFs. 
 
299. Assessment Design and Process. As an independent evaluation is planned using these 
TORs, the evaluation team would have the primary responsibility for developing the evaluation 
questions, the evaluation plan, conducting the evaluation, and disseminating the results. To 
ensure the ownership of the evaluation results by stakeholders (MOH, Ministry of Social 
Development, Association of Mayors of Mali, National Federation of ASACOs, Cercles, 
Communes, ASACOs, and CSREFs), the evaluation team would interact with stakeholders as 
outlined in successive stages of the evaluation process as summarized in Table 35. 
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Table 35 – Assessment design and process 
Assessment Process 

Stage 
Number 
of weeks 

Expected Results Responsibility 

Initiation phase 

 
 
3 

 A steering committee of the assessment of 
the LSF is set-up 

 The TORs of the assessment are finalized 
 The evaluation team is recruited 

The Project 
Coordinator 
MOH\CADD 
 
The Steering 
Committee 

Selection of 
evaluation 
questions 

 
2 

 The evaluation questions are validated and 
prioritized 

The Evaluation 
Team 
The Steering 
Committee 

Evaluation 
instrument design 
and data collection 

 
 
8 

 Data collection methods and instruments are 
designed 

 Sample of 16 health districts selected 
 Field data collection conducted  

The Evaluation 
Team 

Data analysis and 
reporting 

 
 
3 

 Preliminary report produced 
 Strategic planning workshop held to 

validate recommendations 
 A consensus reached on a plan for the use 

of the results of assessment  
 Final report produced 

The Evaluation 
Team 
The Steering 
Committee 

 
300. Initiation phase. The MOH would set-up a steering committee under the Cellule d’Appui 
à la Décentralisation et la Déconcentration (CADD) including representatives of stakeholders 
identified above. The steering committee objectives are to oversee evaluation activities and to 
provide support to the evaluation team. The TORs and recruitment of members of the evaluation 
team would be approved by the steering committee. 
 
301. Selection of evaluation questions. The identification of preliminary evaluation questions 
is the responsibility of the evaluation team. Based on these preliminary questions, the steering 
committee would convene a meeting of stakeholders for the validation of the evaluation 
questions and their prioritization. 

 
302. Evaluation instrument design and data collection. The validated evaluation questions 
and their level of priority as agreed upon by major stakeholders would provide the basis for the 
assessment. Based on the evaluation questions, the evaluation team would develop the data 
collection instruments and methods. The evaluation team would be responsible for data 
collection including desk review of legal, policy and programmatic documents and operational 
manuals and structured interviews with key informants at organizations involved in the 
supervision, implementation and management of LSFs at the central and local levels. A sample 
of sixteen (16) health districts (cercles) would be selected at the national level, including two (2) 
health districts per region outside of the District of Bamako, where the assessment would be 
conducted. Health districts where village solidarity funds are emerging would be included 
purposefully in the sample of health districts to support the assessment at the village-CSCOM 
level. 
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303. Data analysis and reporting. Data analysis and the production of reports would be 
performed in four stages. First, the evaluation team would compile and analyze data collected. 
Second, it would draft a preliminary report including preliminary recommendations. Third, a 
strategic planning meeting, involving stakeholders would be convened by the steering committee 
to study the preliminary evaluation report and results, to finalize the recommendations, and to 
decide on follow-up steps according to a plan for the utilization of the results of the assessment. 
Finally, the evaluation report would be finalized by the evaluation team based on the results of 
the strategic planning meeting. 

 
304. Profile of Evaluation Team. A multi-disciplinary evaluation team would be recruited to 
conduct the assessment. It should combine technical expertise in public health, the sociology of 
organizations, and health economics. The evaluation team should be composed of senior 
members with a long experience and familiarity with the health system, the organization of 
health services, health financing and community participation frameworks in Mali. Members of 
the team should be familiar with political and administrative decentralization reforms underway 
in Mali, organization and management of local government units, fiscal decentralization, and the 
devolution of health to local government units in Mali. The evaluation team should be led by a 
senior public health expert with a solid reputation in the Malian health sector. The team would be 
completed by two additional experts: a senior sociologist and a health economist. It is estimated 
that the evaluation team would be recruited for a maximum of sixty) days each.      

 
305.  Timeframe. Evaluation activities would be scheduled between the second and third 
quarters of 2012. The duration of each step is summarized in the table above. 

 
306. Budget. A budget of US$400,000 has been estimated for this task. 
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Annex 10: Voucher Scheme to Encourage Institutional Deliveries 
 

307. Based on DHS 2006, the main barriers to access to health services reported by women are 
related to the cost of care, distance to health facilities and constraints associated with 
transportation. Accordingly, the MOH would pilot vouchers to pregnant women to deliver in a 
health facility. 
 
308. Nature of the vouchers. Vouchers would consist of (i) transport vouchers of US$5 
equivalent; and (ii) an incentive voucher for the mother of US$10. The mother could choose to 
share a part of it with the traditional birth attendant. 

 
309. Eligibility criteria. The voucher scheme is targeted to rural communes only. Vouchers 
are available to pregnant women within the selected cercles37. 

 
310. Geographical scope and duration. The pilot would be implemented in three cercles of 
the regions of Koulikoro, Sikasso, and Segou (one cercle per region) in the second year, and 
then an evaluation would be done to extract lessons learned that would contribute towards 
helping the government decide on whether to extend to the other cercles in subsequent years – 
using other funding sources. A geographic region different from that of the RBF pilot was 
chosen to avoid confounding the causes and effects of the two pilots.  

 
311. The pilot cercles would be selected based on the following criteria: the cercle has the 
capacity to do comprehensive emergency obstetric and neonatal care; the cercle has a strong 
health management team (Equipe Socio-Sanitaire du Cercle) that could implement the voucher 
scheme; the cercle has a local solidarity fund (Caisse de Référence-Evacuation) with high 
contribution rates from ASACO and communes. Each pilot cercles would be paired with a 
comparable cercles of the same region which would serve as the control cercles. 
 
312. Expected results. With a population of 811,000, the pilot cercles can expect 40,564 
deliveries (5% of population). If 75 percent of deliveries take place in the CSCOM and CSREF, 
this would amount to 30,423 deliveries. 

 
313. Expected cost. The costs of the voucher system would include three types of costs: (i) 
the cost of the voucher; (ii) the administrative cost; and (iii) the monitoring and evaluation cost. 
The cost of the voucher itself would be as follows in table 36.  
  

                                                 
3737 Eligibility criteria could be adapted and sharpened with the development of implementation, management, 
monitoring, and regulation capacities of voucher schemes.     
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 Table 36: Cost of Vouchers 

Region Population 
Expected 
deliveries 

Institutional 
deliveries 

Cost per 
year (US$) 

Cost over 2 
years (US$) 

Pilot District-Koulikoro 250,000 12,500 9,375 140,625 281,250 

Pilot District-Segou 304,000 15,200 11,400 171,000 342,000 

Pilot District-Sikasso 257,283 12,864 9,648 144,720 289,440 

Total 811,283 40,564 30,423 456,345 912,690 
 
314. In addition, the social marketing and administrative costs are estimated at US$300,000 
and the monitoring and evaluation cost at US$100,000. Consequently, the total cost of the 
scheme would be about US$1,212,000: equivalent to US$1.5 per capita. 
 
315. Social marketing. Communities, CSCOMs and CSREFs would be sensitized about the 
scheme to ensure the support of the male community and local community leaders within the 
target areas.  The ability of women to redeem their vouchers may be in the hands of other 
household members, therefore the target segments for the marketing campaign includes (i) the 
women between the age of 15-45, (ii) traditional birth attendants, (iii) possible transport 
providers (iv) health workers (v) other critical community members (e.g. fathers and community 
leaders). Husbands of pregnant women and village associations would be targeted with advocacy 
and health education activities to make them more involved in the early stages of the process of 
birth preparedness. In practice, information sharing meetings for the selected target groups would 
be organized and posters about the scheme would be placed in the CSREF and CSCOM.  

 
316. CSREFs would be prepared about the mechanics of the scheme (the need to provide two 
copies of a delivery certificate to each woman who delivers), but also about the fact that demand 
would increase and thus the need to increase productivity and at least maintain the quality of 
services. The CSREFs that are impacted by the incentive scheme would also receive support 
through the first component of the Reproductive Health project that would help strengthen the 
health service delivery. 

 
317. At community level, the role of CHWs and TBAs is very important and their 
involvement would be carefully taken into consideration. CHWs and TBAs would be informed 
about the scheme and encouraged to accompany pregnant women to the CSCOM or CSREF. 
Creative partnerships with local NGOs, faith-based organizations, village associations, or 
women’s groups when they exist, would help ensure the availability of local transport. 

 
318. Implementation arrangements. The overall management of the scheme would be 
contracted to an NGO. The arrangements for the scheme are illustrated in Figure 6. 
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Figure 6: Arrangements for Vouchers 

 
 
 
319. The management scheme would be the simplest possible, yet robust enough to guarantee 
that the vouchers are paid on time and that the risks of fraud at the health facility level and by the 
drivers and mothers or their families are reduced. 
 
320. The scheme is based on an administrative approach with mothers receiving the vouchers 
when arriving at the facility for delivery and “paying” the driver of the car that has transported 
her. The mother then would receive her own voucher after delivering. Delivering would include, 
for the objective of this intervention having a live birth, a still birth, or a miscarriage. 

 
321. The voucher would be redeemed for cash at a commercial bank or a micro-finance 
institution in person by the beneficiary woman (who has given birth in a health facility),showing 
a delivery certificate from the CSCOM or CSREF. The woman can then pay the driver. 

 
322. Responsibilities of the implementing NGO. The contractor’s responsibility would be 
to: 

(i) undertake communication activities to promote the transport and mother voucher 
schemes to beneficiaries, and explain the rules to CSCOM, the CSREF, and ASACO; 

(ii) design the transport voucher ensuring the minimum security features to reduce fraud, 
and make it available in health centers; 

(iii) help the CSREF and CSCOM to design delivery certificates; 
(iv) design, in line with the Reproductive Health Project, the information system to 

capture information on the total vouchers, number of users, mothers and drivers, age 
of users and problems related to the application of the scheme.  

(v) ensure that the ASACO opens a bank account where voucher funds would be 
transferred from the Reproductive Health Project Coordination Unit in Bamako. 
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(vi) help determine responsibilities for payment of vouchers including appropriate 
accounting mechanism, preparation of SOEs, and maintaining of sufficient funds on 
account for regular payment of vouchers for transport; 

(vii) undertake a risk analysis covering: (i) the cultural factors that could affect the success 
of a subsidy scheme; (ii) the legal and regulatory issues that could affect its success; 
(iii) the institutional opportunities and constraints; (iv) increase in total pregnancies 
per woman; and (v) other types of risks the incentive scheme could face.  It would 
propose ways of mitigating these risks. 

 
323. Handling of complaints. Errors in the Mali voucher systems could consist of errors of 
inclusion or exclusion resulting from errors in the registration process, human errors, or fraud. 
As a result, an applicant who is eligible does not receive the voucher or someone has received 
the voucher, but cannot exchange it for money. There can also be complaints about the poor 
quality of service provision or suspicion of corruption in the system. Thus there is a need for the 
project to include a mechanism to address complaints. 
 
324. Complaints would be made in person by the beneficiary (pregnant woman, woman 
having given birth in a health facility, or the driver who brought her to the hospital). Complaints 
would be made to the ASACO who would then follow up with the relevant authority (the NGO 
administering the scheme, the CSREF or CSCOM, or the treasurer of the ASACO) and find a 
solution. If the complaint is not resolved at this point, it would go to another level: the Health 
Commission of the Commune.  
 
325. The number of complaints is not expected to be large because there are only two simple 
eligibility criteria: you must be a pregnant woman to be eligible; you must live in a village 
located beyond 5 km from a CSCOM. Complaints on inclusion or exclusion tend to be more 
frequent when there is room for interpretation (level of income, area of residence, distance from 
facilities, etc., which are not criteria for eligible women in selected cercles in this pilot). 
However, even if there are few complaints, the pilot would have a system to deal with them. The 
possibility to complain about quality of care is an important means to help improve the quality of 
care. 

 
326. Legal framework. The Recipient would issue an internal decree (Arrêté Ministériel) at 
Ministry level, regulating the voucher scheme under a pilot approach. 

 
327. Implementation risks. Implementation risks include (i) deviation of funds for private 
gains; (ii) a program that does not function well at the beginning and loses credibility; and (iii) 
program stimulates demand, but supply does not follow. The first risk would be mitigated by 
close cash flow monitoring and control procedures, and audits focused on potentially vulnerable 
areas.  The second risk would be mitigated by setting up clear institutional responsibilities, a 
well-designed project cycle, clear rules for the selection of beneficiaries, and a reliable 
management information system. The third risk would be addressed by increasing the existing 
capacity for institutional delivery. The overall risk would be mitigated by implementing the pilot 
in only three cercles. 
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328. Monitoring and evaluation. M&E would also be contracted out. For its effective 
implementation the pilot would need to be based on a clear picture of the existing provision and 
its use, as well as evidence of the current health picture of maternal and neo-natal health in the 
given cercle.  

 
329. The main outcomes of the scheme would be: (i) a decrease in the maternal mortality in 
the selected cercles and a significant increase in institutional deliveries; (iii) a proper response 
from obstetric care services, including the provision of quality care; (iii) an efficient 
administration of the system; and (iv) no fraud. 

 
330. The evaluation indicators are drawn from the results framework and monitoring 
presented in Annex 1. 

 
331. Voucher Scheme Manual. A Voucher Scheme Manual would be prepared that would, as 
a minimum, contain the following information: (a) the eligibility criteria for potential 
beneficiaries; (b) detailed conditions to be met by potential beneficiaries in order to receive the 
proposed benefits; (c) a mechanism for delivery of the proposed benefits; (d) institutional 
arrangements, including the Government of Mali's lines of authority and accountability; (e) the 
monitoring and evaluation system, including details on how to audit the scheme and how to 
handle complaints and appeals in a timely manner; and (f) information on the legal framework 
that would underpin the proposed scheme. 

 
332. Service Agreements. The Government would conclude and thereafter implement, until it 
has expired in accordance with its terms, a service agreement, in form and substance satisfactory 
to IDA, with one or more Payment Service Providers acceptable to IDA for the payment of Cash 
Transfers to Beneficiaries (each a “Service Agreement”).  The Government would ensure that 
each Service Agreement is: (i) submitted to IDA for its review and approval prior to its signature 
between the Government and a Payment Service Provider; and (ii)  signed and effective before 
any proceeds of the Financing is transferred to the Payment Service Provider. 

 
333. Each Service Agreement would include, inter alia, provisions to the following effects. 
 

(i) Unless IDA would otherwise agree in writing, each Payment Service Provider 
would: (A) before its first receipt of funds for the payment of Cash Transfers under the 
Service Agreement, open and thereafter maintain for a term equal to the term of the Service 
Agreement, a separate designated account (the Voucher Scheme Account) for the exclusive 
purpose of depositing funds for Cash Transfers and disbursing funds for the delivery of 
Cash Transfer in accordance with the provisions of the Service Agreement and the Voucher 
Scheme Manual. The Voucher Scheme Account would be opened in a commercial bank 
acceptable to IDA, upon terms and conditions satisfactory to IDA, including inter alia a 
waiver of any rights said commercial bank or any third party may have to set off, or claim 
or otherwise appropriate the payment of, any amount from time to time deposited in the 
Voucher Scheme Account in satisfaction of any debt or claim owed to said commercial 
bank or third party by the Payment Service Provider, and (B) ensure that all amounts 
deposited from time to time in the Voucher Scheme Account are used exclusively to make 
Cash Transfer payments to Beneficiaries in accordance with the detailed provisions, 
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procedures, sequencing and timing in relation thereto as set forth in the Voucher Scheme 
Manual. 

(ii) The Payment Service Provider would maintain records and accounts, in form and 
substance satisfactory to IDA, adequate to record all expenditures incurred in the delivery 
of Cash Transfer payments, and would retain said records and accounts for at least the term 
of the Service Agreement plus two years, and would furnish such records or copies thereof 
to the Government and to IDA upon their respective request;  

(iii) The Payment Service Provider would enable the Government and IDA to inspect 
its operations, including the Cash Transfers, and the Voucher Scheme Account, and to 
examine and make copies of all records and documents relating thereto; 

(iv) The Payment Service Provider would prepare and furnish to the Government not 
later than six months after the end of their reporting year to which they relate, Financial 
Statements, in form and substance satisfactory to the Government, audited by an 
independent auditor, and the relevant audit report (with any information reasonably 
requested by the Government on the audit and the auditor). The Government would be 
allowed to communicate all such information to IDA if IDA would so request; 

(v) The Payment Service Provider shall comply with the provisions of the Anti-
Corruption Guidelines; and 

(vi) The Government would exercise its rights under each Service Agreement in such 
manner as to protect the interests of the Government and IDA and to accomplish the 
purposes of the Financing. Except as IDA would otherwise agree in writing, the 
Government would not assign, amend, abrogate or waive any Service Agreement or any of 
its provisions.   
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Annex 11: Public-Private Partnerships to Improve Coverage of Reproductive 
Health Services 

 
334. The health private sector in Mali. The health private sector has substantially expanded 
during the last 15 years in Mali. Today it provides around 50% of health goods and services, 
essentially at first and second levels of the health system38: 80% of curative visits take place in 
the community and lucrative health sectors and 50% of doctors are working mainly in the private 
sector. In 2008, the private sector owned around 250 private health offices and 70 clinics, most 
of them located in Bamako or main regional cities. There were 1054 CSCOMs who are 
community providers well integrated in the MOH network. There are also many midwives and 
nurses offices. The pharmaceutical sector is essentially private, as 80% of drugs sales are made 
through private pharmacies.  In 2008, there were 363 of them in Bamako and the other half in 
chef-lieux of regions.  
 
335. In spite of their significant supply of health care at first and second levels, lucrative 
private providers hardly offer any family planning (FP) services. They provide more curative 
services, and do not attach much importance to FP. They do not receive training in available 
methods, notably long term methods, and do not have a regular supply of contraceptives. As a 
result, women who demand FP services go to the public sector and NGOs. As a result, 
opportunities are missed to meet the FP needs of women and young people attending private 
offices and clinics. The private sector provides little health information to the MOH which does 
not know their volume of activities in FP.  

 
336. Private pharmacies are used by Malian women who buy contraceptives directly, 
especially short term ones, without visiting a health center (public or private).  

 
337. Traditional healers are also widely visited by the poor population living in rural areas. 
These healers are strongly integrated in the community with whom they share the cultural 
heritage. They could play a role in helping to remove cultural barriers that limit FP demand in 
Mali, especially in rural areas. Their support as community relais would be a strategic approach 
to promote   FP by mitigating negative behaviors against FP.  

 
338. Private-Public Partnerships (PPPs) in the health sector and in family planning. 
Different public health programs in Mali succeed in capitalizing on private sector advantages in 
health in Mali. Immunization, HIV/AIDS or tuberculosis programs are good examples. In FP, 
some innovative strategies have been successfully implemented. Two ongoing programs, 
implemented by international NGOs, have developed a social franchising template for FP 
activities.  One of them focused on the promotion of IUDs with a franchise program with private 
providers. This program covers equipment and working capital, training, data collection, 
supervision and social marketing.  This activity resulted in 1542 IUDs inserted (5397 couples-
years protection) and the provision of other short term methods. 
 
339.  The second NGO has developed a strategy that includes: (i) mobile teams that reach 
hard-to-access regions, and franchises similar to those of the previous NGO. At the local level, 

                                                 
38 Data and figures in this paragraph are from the study about health private sector in Mali done in 2009-2010 by BCG, with WB 
group funding   
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the program employs 50 agents who deliver community pills and condoms and promoted long-
term methods. The NGO provides information to private pharmacies about FP methods. This 
NGO delivered services to 7,000 clients and reached 15,550 couples-years protection. 
 
340. Some local NGOs such as ASDAP and AMPPF have achieved important results in 
improving the accessibility of FP services and increasing the demand for these services.  

 
341. The role of the private sector in health policy and FP national strategy. The MOH 
recognizes the major role played by the private sector in providing health services in Mali and 
training health workers. In 2009 the MOH began consulting with the private sector. This has 
resulted in a study about the role of private health sector in Mali39, and in the adoption of an 
action plan for strengthening PPPs. The following measures were taken: (i) the creation of a 
public-private consultation Committee; (ii) the planned creation of a private sector alliance; and 
(iii) the integration of all private subsectors in the governance bodies of PRODESS. The action 
plan includes: (i) the strengthening of the legal framework to improve the quality of services in 
the private sector; (ii) the improvement of access to funds and incentives; and (iii) the 
development of PPPs. 

 
342. Support of FP services by the project through PPPs. Component 2 of the project 
would help increase contraceptives coverage through private health providers present in project 
targeted regions. In addition to NGOs, the MOH would also contract private providers to:  
 

(i) Increase access to quality and affordable services and products with a social 
franchising network with clinics, medical and midwives offices and health centers of 
private companies; and 

(ii) Increase demand of FP services by training staff of private pharmacies and 
traditional healers so that they can share information about FP and community 
behavior changes. 

 
343. Indicators to measure results achieved would be: 
 

(i) Number (and percentage) of women between 15-49 using a long term 
contraceptive method offered by a private provider;  

(ii) Number of couples years protection achieved by private providers (short and long 
term methods); and 

(iii) Number of women/girls counseled in FP and referred to health centers by staff 
from pharmacies and traditional healers. 

 
344. Intervention Strategy. The project would help support social franchises of private 
providers (medical and midwives offices, clinics and health centers of companies). Private 
providers (clinics, medical and midwives offices, health centers of companies) in the project area 
would be identified. Eligible private providers would be contracted with a clear definition of 
services, including the training of providers and professional associations, norms, prices, and 
reporting.  
 
                                                 
39 Boston Consulting Group study. 
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345. Implementation. The social franchise program would be implemented by an 
international NGO contracted to that effect. The estimated number of providers is presented 
below in table 37. 

 
Table 37 – Private Health Providers that could enroll in the Social Franchise Program 

Regions Approximate number of providers  

 
Clinics Offices Pharmacies 

Traditional 
Healers 

Companies  

Bamako 49 175 190 900 10 

Ségou 5 15 56 400 1 

Sikasso 5 15 56 500 4 

Koulikoro 5 15 56 625 2 
Source: Study BCG, 2011; Discussion with the association of traditional healers; Coalition of companies against 
HIV/AIDS.  
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Annex 12: Economic Analysis 
 
346. Financial Analysis. Ensuring sustainability of the benefits to be derived from the project 
is crucial to improving the reproductive health status of the Malian population. Over the next five 
years, it would be important for the government to gradually increase funding, particularly 
recurrent costs required to provide quality health/reproductive health services in Mali. This 
section analyzes trends in health sector expenditures including budget execution performance of 
the MOH. It also examines the financial resources needed to ensure the sustainability of 
reproductive health services over the period of the project and beyond. 
 
347. Key macroeconomic outcomes. Over the past three years, Mali has witnessed real GDP 
growth rate of 4.5% due mainly to the remarkable performance of the agricultural sector. This 
has contributed to a reduction in inflation from 9.2% in 2008 to 2.2% in 2009. In 2010, Mali 
recorded 5% economic growth thanks to the recovery of the international economy and an 
increased agricultural production.  Mali’s public finances have also improved tremendously. As a 
result of good revenue performance and effective expenditure control measures implemented by 
the Malian authorities, Mali’s fiscal deficit reduced from 1% of GDP in 2008 to 0.8% of GDP in 
2009.  The Government exceeded its revenue targets realizing as much as CFAF21 billion 
(US$45.3 million), a tax ratio of 14.9%. However government’s outstanding public debt to GDP 
was estimated at 23.3% of GDP in 2010.  The current account balance improved significantly 
due to an increase in foreign direct investments.  12.2% of GDP was recorded as current account 
deficit in 2008; and in 2010 a deficit of 7.5% of GDP was recorded (MOEF).   
 
348. Health and Social Development Plan (PRODESS). In 1998, Mali developed a ten-year 
Health and Social Development Plan. The plan’s objectives are to be achieved through the 
implementation of Health and Social Development Program (PRODESS), a framework for the 
implementation of health and social development interventions of three sectors; health, social 
development, and the promotion of women. The health sector component of the PRODESS was 
to be implemented in three phases: PRODESS I (1998-2002), PRODESS II (2005-2009), and 
PRODESS extended (2009-2011). PRODESS covers seven important health sector programs 
aimed at improving demand for and supply of quality health services and it consumes a 
substantial proportion of the health budget.   
 
349. Financing of the health sector. Mali’s health sector is financed through a combination 
of sources including the state budget, cost recovery, and household expenditures, communities, 
local source, and development partners. Table 38 provides trends in sector financing from all 
sources. The table shows that the government and partners sources together constitute over 80% 
of the total sector resources per annum.  In 2009, the government share of total sector resources 
was 51.2% of the total sector resources. The government increased funding slightly to 51.6% and 
54.9% of the total sector resources in 2010 and 2011 respectively.  Partners contributed 34% and 
33.4% of the total sector resources in 2009 and 2010 respectively. However, partners’ 
contribution in 2011 fell to 28% of total sector resources. Contributions from other sources 
(local, cost recovery, and communities) together amounted to 14.8%, 15.0%, and 16.7% of the 
total sector resources in 2009, 2010, and 2011 respectively.  
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Table 38: Sources of financing of health sector (2009-2011)

Funding  Source 
2009 

 (CFAF 
billion) 

% of total 
2010 

 (CFAF 
billion) 

% of total
2011 

(CFAF 
billion) 

% of total

External financing 43,446,969 34.0 46,493,021 33.4 39,419,070 28.5 

State Budget 65,313,463 51.2 71,665,656 51.6 76,095,549 54.9 

Local  2,673,477 2.1 3,074,499 2.2 3,535,673 2.6 

Cost recovery 15,287,888 12.0 16,816,677 12.1 18,498,344 13.4 

Communities 947,536 0.7 966,487 0.7 985,816 0.7 

Total 127,669,333 100.0 139,016,340 100.0 138,534,452 100.0 
 

Source: Health MTEF, MOH 

 
350. Government expenditure in health. Over the past decade, the government has 
demonstrated its commitment to increasing health sector funding. As shown in Figure 7, the 
government has consistently increased the health budget from CFAF 20.2 billion (US$43.2 
million) in 2003 to CFAF64.6 billion (US$138.5 million) in 2011.  
 

Figure 7: Trend in public sector financing of health (2003-2011)

 
Source: Health MTEF, MOH 

 
351. Sector budget execution performance. A sector’s budget execution performance is 
critical to determining its annual budgetary allocations. This section provides a brief description 
of the health sector’s budget execution performance with respect to public sector financing.  
Lack of sufficient data on core expenditures did not allow for a comprehensive analysis of trends 
in budget execution performance of the health sector. The only available expenditure 
(commitments and actual) data was for 2009 and third quarter of 2010.   Figure 8 compares the 
MOH budget (excluding external funding) execution performance in 2009 and 2010.  
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Figure 8: Sector Budget execution performance (2009 and 2010)  

 

Source: MOEF budget statements (2009 and 2010)

 

352. Analysis of development partners support to health. In addition to the government’s 
funding, partners provide substantial financial support to Mali’s health sector. Partners support 
the sector by way of budget support (on-budget and off-budget) as well as contributions to the 
government’s special investment budget. The Netherlands, Sweden, Canada and Spain are 
among the partners which provide substantial budget support to the sector.  A larger proportion 
of the funds go to support the PRODESS program.  Table 39 compares partners’ support to the 
sector for the years 2009 and 2010.  As shown in the table, the total budgetary contribution from 
Partners amounted to CFAF10.9 billion (US$23.3 million) in 2009.  In 2010, partners increased 
their support to CFAF11.3 billion (US$24.1 million), an increase of about 3.5%.     
 
Table 39: Trends in sector budget support (2009-2010) 

Donor Program 
2009 

(CFAF billion) 
2010 

(CFAF billion) 

The Netherlands PRODESS 2,230,254 2,230,254 

Sweden PRODESS 2,044,718 2,044,718 

Canada PRODESS 5,327,511 5,708,048 

Spain PRODESS 1,311,914 1,311,914 

Total  10,914,397 11,294,934 

On-budget  9,053,986 10,888,289 

Off-budget  1,860,411 406,644 
 

Source: Health MTEF, MOH 
   
353. Special investment budget. Partners contribute towards the implementation of projects 
financed by the Government’s special investment budget (SIB). The SIB is a multi-sector 
program, which finances projects under implementation.  In the health sector, several partners 
contribute to the SIB for specific programs. In 2009, partners contributed a total amount of 
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CFAF 34.2 billion (US$72.9 million). Partners increased funding to CFAF34.6 billion (US$73.8 
million) in 2010, but funding dropped a bit to CFAF 26.7 billion (US$57.0 million) in 2011. 
Table 40 provides detailed contributions from Partners and areas of support for the period 2009 
to 2011.  
 
Table 40: Special Investment Budget (2009-2011

Donor Specific Program/Area 2009 2010 2011 
The 
Netherlands Reproductive health, 2,623,828 3,279,785 3,935,742

USAID Mali Malaria, reproductive health, HIV/AIDS 15,503,608 15,503,608 15,503,608

Spain Reproductive Health Kayes Region 393,574 393,574 393,574

Canada Support Kayes, Gao. Timbuktu, Kidal 1,325,610 993,424  Not available 

France Support to Mopti Region 1,574,297 1,967,871 22,958

WHO  - 1,703,951 1,744,164 1,744,164

Belgium Support to Regional Programs 1,574,297 1,967,871 Not available 

UNICEF Support to PRODESS 5,354,751 5,068,660 5,096,784

World Food 
Program 

 Support to health centers in Kayes, 
Koulikoro, Segou, Mopti, Gao, Timbuktu, 
Kidal, Bamako 4,075,585 3,648,388 -

Total   34,129,501 34,567,345 26,719,788
 

Source: Health MTEF, MOH 
 
354. Aside from the SIB, there is a plethora of program-based support from partners in the 
sector. The projects are frequently implemented by NGOs, and funding is typically off-budget.  
Major contributors are the Global Fund, the Netherlands, USAID, Spain and UNFPA.  Total 
funding from these sources have grown steadily from CFAF 22.2 billion (US$47.4 million) in 
2009 to CFAF27.5 billion (US$58.6 million) in 2011. Figure 9 shows funding trends from these 
sources. 
 

Figure 9: Trend in donor resources (2009-2011)

 
Source: Health MTEF, MOH 

 
355. Macroeconomic and funding requirement analysis. A review of the joint Malian 
authorities and the International Monetary Fund’s (IMF) recent macroeconomic analysis report 
and the health sector MTEF, Ten-Year Health and Social Development Plan enabled to develop 
two scenarios (base case and high growth). The two scenarios allowed projecting the expected 
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level of government funding for health and reproductive health. The key underlying assumptions 
for the analysis are: (i) an annual GDP growth rate of 4.50%; (ii) a constant 6.49% annual 
increase in total government expenditure in health over the period 2010-2016; and (iii) a modest 
0.014% of the health sector budgetary allocation to reproductive health in 2010 with an expected 
sustained increase over the years. Table 41 provides the results of the base case scenario 
analysis.  
 
Table 41: Results of base case scenario analysis 

  
2010 2011 2012 2013 2014 2015 2016 

Baseline  Real GDP Growth  4.50 4.50 4.50 4.50 4.50 4.50 4.50 

Gross Domestic Product (  in 
US$  billion)-2010 values 9.25 9.79 10.35 10.95 11.59 12.26 12.97 

Total  Government  
Expenditure  (% of GDP) 30.89 31.20 31.51 31.83 32.14 32.47 32.79 

Total Government 
Expenditure (US$ billion) 2.86 3.05 3.26 3.49 3.73 3.98 4.24 

Total Government 
Expenditure in Health (%)  6.58 6.58 6.58 6.58 6.58 6.58 6.58 

Total  Health  Expenditure 
(US$ million) 185.44 198.16 211.75 226.27 241.79 258.37 276.09 

Percentage of Health 
Expenditure for 
Reproductive Health (%) 

0.014 0.015 0.016 0.017 0.018 0.019 0.020 

Total Reproductive Health  
Expenditure  (US$ million) 2.60 2.97 3.39 3.85 4.35 4.91 5.52 

 

Source: Estimated from Malian Authorities and IMF expenditure data, Health MTEF, and PDDSS 
 
356. The base case scenario analysis shows a rise in total government expenditure from 
US$2.86 billion in 2010 to US$4.25 billion in 2016, representing an increase of 48.6% over the 
period 2010-2016. With the increase in total government expenditure, government expenditure 
on health is projected to increase by 47.5% from US$185.44 million in 2010 to US$276.09 
million in 2016. The increased health expenditure is expected to result in a rise in reproductive 
health expenditure from US$2.60 million in 2010 to US$5.52 million in 2016.  As mentioned, 
reproductive health services have been significantly underfunded over the years.  
 
357. The high growth scenario analysis was based on the Malian authorities and the IMF high 
growth predictions over the period 2010 to 2016. The baseline (2010) GDP growth rate of 4.50% 
is estimated to increase steadily to 5.3% in 2016. This would lead to a rise in total government 
expenditure as a percentage of GDP from 30.9% in 2010 to 40.9% in 2016. The proportion of 
government expenditure on health is projected to increase from 6.6% in 2010 to 7.9% in 2016. 
Table 42 shows the results of the high growth scenario analysis.  
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Table 42: Results of high-growth scenario analysis
  

2010 2011 2012 2013 2014 2015 2016 

Baseline  Real GDP Growth 4.50 4.63 4.77 4.92 5.06 5.22 5.37 

Gross Domestic Product (in  
US$ billion)-2010 values 9.25 9.71 10.34 11.02 11.73 12.49 13.31 

Total  Government  
Expenditure  (% of GDP) 30.89 37.07 44.48 53.38 64.05 76.86 92.24 

Total Government Expenditure 
(US$ billions) 2.86 3.60 4.60 5.88 7.51 9.60 12.27 

Total Government Expenditure 
in Health (%)  6.58 6.78 6.98 7.19 7.41 7.63 7.86 

Total Health  Expenditure (US$ 
million) 188.01 244.00 321.19 422.79 556.54 732.60 964.35 

Percentage of Health 
Expenditure in Reproductive 
Health (%) 

0.014 0.015 0.016 0.017 0.018 0.019 0.020 

Total Reproductive Health 
Budget (US$ million) 2.63 3.90 5.46 7.61 10.57 14.65 20.25 

 

Source: Projected from Malian authorities and IMF expenditure data, Health MTEF, and PDDSS 

 
358. The results of the high growth scenario analysis show a rise in total government 
expenditure from US$2.86 billion in 2010 to US$6.96 billion. As a result of an increase in total 
government expenditure, government expenditure on health is projected to increase from 
US$188.01 million to US$427.89 million over the same period. The health sector expenditure in 
reproductive health is estimated to increase from US$2.63 million in 2010 to US$8.99 million in 
2016.  
 
359. Analysis composition of investment and recurrent expenditures. An analysis of trends 
in the composition of health sector investment expenditures showed that partners contribute the 
lion’s share of the total required resources for investment expenditures.  For example, of the total 
investment budget of CFAF 22.9 billion (US$49.1million), partners’ contribution amounted to 
CFAF 14.7 billion (US$31.5 million) compared with CFAF 8.2 billion (US$17.6million) from 
the government in 2009. A similar trend was noted in 2010 when partners contributed CFAF 
17.0 billion (US$36.2 million). However, in 2011, the government demonstrated its commitment 
by dramatically increasing its share of the investment budget to CFAF 34.1 billion (US$72.7 
million) compared with partners’ contribution of CFAF 24.9 billion (US$53.1 million). Figure 
10 shows the trends in the composition of investment expenditures.  
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Figure 10: Trends in composition of health sector investment expenditures (2009-2010) 

Source:  Finance act (2009-2011, MOEF, Health MTEF, and PNDS

 
360. With regard to recurrent expenditures, the government currently allocates more resources 
to non-wage recurrent expenditures than to salaries and wages.  But a critical look at the trend in 
the two categories of expenditures shows consistent increase in the wage bill compared with the 
non-wage recurrent expenditure.   For example, whereas the wage and salaries increased by 
41.9% from CFAF 1.98 billion (US$4.2 million) in 2009 to CFAF 2.8 billion (US$6.0 million) 
in 2010, the non-wage recurrent expenditure fell by nearly 1% over the same period. In 2011 the 
government increased allocations to the two categories of expenditures. However, salaries and 
wages rose faster than non-wage recurrent expenditure, with the former increasing by 104% from 
CFAF 2.8 billion (US$6.0) million in 2010 to CFAF 5.8 billion (US$12.3 million) in 2011, and 
the latter rising only by 59% from CFAF12.1 billion (US$25.8 million) in 2010 to CFAF19.3 
billion (US$41.2 million) in 2011. It would be important for the government to increase its 
allocation of resources to procure drugs and other essential goods and services as well as 
maintaining the existing facilities and equipment. Table 43 presents trends in the two categories 
of expenditure over the period 2009-2011. 
 
Table 43: Trends in composition of recurrent expenditures (2009-2010)

Expenditure category 
2009 

 (in CFAF billion) 
2010 

 (in CFAF billion) 
2011 

 (in CFAF billion) 

Wages and salaries 1,986,744 2,819,503 5,768,221 

Percentage change in wages & salaries - 41.92 104.58 

Non-wage recurrent expenditure 12,216,074 12,100,000 19,277,733 

Percentage change in non-wage 
recurrent expenditure 

- -0.95 59.32 

Total  recurrent expenditure 14,202,818 14,919,503 25,045,954 
 

Source:  Finance act (2009-2011, MOEF, Health MTEF, PDDSS, and MOH 

 
361. Economic Analysis. The development objective of Mali Reproductive Health Project is 
to improve access to and use of quality reproductive health services by women of 15 to 49 years 
old in selected regions of Mali. The key areas to be targeted by the project interventions are the 
urban poor areas, peri-urban areas and regions with the worst reproductive health indicators. The 
project has three components: (i) strengthening supply and quality of reproductive health 
services; (ii) strengthening demand for reproductive health services; and (iii) project 
management, monitoring and evaluation, and policy dialogue. The key beneficiaries of the 
project are women of childbearing age (15 to 49 years old), pregnant women, and newborns. The 
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project interventions are expected to improve the beneficiaries’ access to quality family 
planning, prenatal care, nutrition and safe delivery services. Adolescents, men, and older women 
would also benefit from social marketing campaigns aimed at creating an environment conducive 
to an increased use of family planning services. 
 
362. Project benefits and costs. Benefits are the positive outcomes resulting from the 
implementation the project. The project interventions are expected to generate direct and indirect 
benefits. Direct benefits are benefits that accrue to the beneficiaries who directly receive the 
project’s services. Indirect benefits are benefits that impact positively on a change in behavior of 
the project’s beneficiaries. For example women who would obtain quality reproductive health 
services could have a positive attitudinal change toward family planning services by reducing 
family sizes, and this in turn would enable them to set aside more time for child care, and other 
related activities that improve the well-being of the family. This analysis ignored indirect 
benefits due to difficulty in measuring them. 

 
363. Costs are the resources used in the implementation of a project, and they can be direct or 
indirect.  Direct costs (e.g. equipment and material costs, maintenance costs, drug and supplies 
costs, utilities such as power costs, and personnel costs etc.) are actual resources allocated to 
project activities.  Indirect costs are costs such as those associated with patients waiting for 
consultation, traveling costs, and child care costs. They are not allocated to project activities, but 
are borne by project beneficiaries.  Owing to the dearth of data, indirect costs were not taken into 
account in the analysis.  
 
364. Activities included in the analysis. All project components and sub-components have 
been included in the analysis. Component 1 includes prenatal care, safe delivery and post-natal 
care to be financed with RBF grants; activities aimed at increasing the supply of contraceptives; 
and capacity building. Component 2 would increase the demand for reproductive health services 
through the implementation of IEC and BCC activities, improve financial services, and create 
conducive environment for family planning. Component 3 would focus on activities planned to 
improve project management and monitoring and evaluation.  

 
365. Cost-benefit analysis. To ascertain economic viability of the project, the project team 
carried out a cost-benefit analysis. The latter took into consideration the estimated incremental 
project’s costs and benefits associated with the implementation of each component. A cost-
benefit analysis is a method of identifying, measuring and calculating a project’s cost and 
benefits in order to ascertain the net present value (NPV) and the economic rate of return (ERR) 
of the project’s investments.  

 
366. Methodology. An input-output40 approach to cost-benefit analysis was used to calculate 
the net benefits of the project. From the net benefits, the NPV and the ERR were calculated to 
determine the economic soundness of the project. A sensitivity analysis was conducted to 
address the uncertainties associated with the underlying assumptions. The following are the steps 
taken in the conduction of the cost-benefit analysis.  
 

                                                 
40 The input-output approach is based on the premise that implementation of every project requires a combination of 
basic factors of production (labor, capital, equipment and material and supplies) to generate the project’s benefits 
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 Identification of  project inputs and outputs; 
 Quantification of  project inputs and outputs based on project objectives and expected 

results; 
 Development of  value flow tables to value inputs and outputs that would generate the 

project’s net benefits; 
 Use of techniques of discounting to discount project benefits and costs, and calculate 

the NPV and the ERR of the project to determine the project’s economic viability  
 Conducting of sensitivity analysis to address the uncertainties associated with the 

assumptions so as to determine the relative responsiveness of changes in key variables 
used in the analysis.  
 

  
367. Key assumptions and notes are as follows. 
  

1. Total population of Mali is 15.4 million (Source: WDI, 2010).  
2. Annual population growth rate is assumed to be 2.5% 
3. 14.5% of the total population is considered as women of reproductive age. 
4. 18% of the population is assumed to be adolescents. 
5. 4.6% of women/adolescents are assumed to seek reproductive health services. 
6. 5% of women are assumed to demand long-term contraceptive methods. 
7. A discount rate of 10% was used. 
8. It is assumed that project beneficiaries would derive significant benefits beyond the 

duration of the project.  Therefore the period of the analysis covers a ten-year period.  
9. Economic project costs take into account taxes and prices effects 

 
368. Summary of results of the analysis.  Upon the basis of the above assumptions and 
taking into account economic project costs and benefits, the NPV of the project has been 
calculated at US$14,894,767. The positive NPV means that the project would generate the 
expected results. The ERR was estimated at 37%.  Table 44 provides a summary of results of the 
analysis.  
 

Table 44: Results of Cost-Benefit Analysis 

Year 

 0 1 2 3 4 5 6 7 8 9 10 

Total net 
benefits 

(90,439) (103,338) (63,543) (132,312) (133,330) 4,838,402 4,766,011 5,222,875 5,763,804 6,410,824 3,993,716 

Present 
value of 
net 
benefits 

(90,439) (93,944) (52,515) (99,408) (91,066) 3,004,267 2,690,289 2,680,161 2,688,857 2,718,815 1,539,750 

(NPV at 
10% 
discount 
rate 

14,894,767           

ERR 37%           
 

 

 


