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Preface

 

Deficiencies in the quality of care, caused by lack of knowledge, insufficient 
resources, organizational rigidities, and inappropriate incentives for providers, 
impede the ability of health systems to improve health outcomes for the poor. In 
addition, too often, poor people do not utilize essential preventive, curative and life 
extending primary care services, even when those services are available. 
Distance to health facilities, lost wages associated with illness, costs of care-
taking and care-seeking, facility fees and other out of pocket costs all contribute to 
limit access to health care and information by those who need it most. 

The main problem with traditional aid is that it provides inputs without verifying 
results. Of course, donors have always cared about results. But funding for health 
has traditionally been directed toward inputs—salaries, construction, training, 
equipment. Improved health was assumed to follow, but this has not always 
happened. Despite pouring billions of dollars into health programs in Africa over 
the last decade, and despite some significant successes, many countries in Africa 
are still falling tragically short. 

Results-based financing emerged as a reaction to these challenges. RBF for 
health refers to any program that rewards the delivery of outputs or outcomes with 
incentives (financial or otherwise), upon verification that the agreed result has 
been delivered. The incentive may be directed to either patients when they take 
health-related actions (such as having their children immunized) or to healthcare 
providers, when they achieve performance targets (such as immunizing a certain 
percentage of children in a given area), or both. While the World Bank uses the 
term “results-based financing” (RBF) to describe this concept, other donors call it 
performance-based incentives (PBI) or pay for performance (P4P). But they all 
essentially describe the same concept of linking incentives with results. 

In 2007 the Norwegian Government was very keen to accelerate progress 
towards the Millennium Development Goals (MDGs) for health, and decided to 
support the creation of a trust fund dedicated to piloting Results-Based Financing 
(RBF) initiatives which could play an important role in achieving this. At the same 
time, some African governments became acutely aware that their countries were 
unlikely to achieve MDGs 4 or 5, which call on countries to reduce the under-five 
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mortality rate by two-thirds and the maternal mortality ratio by three-quarters 
between 1990 and 2015. 

With supply of new approaches and potential demand assured, the Health Results 
Innovations Trust Fund (HRITF) was created. It is a multi-donor trust fund managed 
by the World Bank and financially supported by the governments of Norway and the 
United Kingdom (since 2009). It is the largest trust fund operated within the Health, 
Nutrition and Population portfolio of the World Bank, with total commitments of over 
US$575 million. The purpose of the fund is to help develop the evidence base on 
RBF approaches in health and their ability to increase the usage, provision and 
quality of reproductive, maternal, neonatal and child health services. 

The Evaluation Department of the Norwegian Agency for Development Cooperation 
(Norad), upon request by the Ministry of Foreign Affairs, commissioned an 
evaluation of the Health Results Innovation Trust Fund (HRITF) covering its first 
four years (2007 to March 2011). This is the first of three evaluations which will take 
place over the course of the programme (2007-2020).

The objective of this evaluation, conducted between November 2011 and May 2012, 
was to assess HRITF performance against its objectives, and make 
recommendations to improve its operations, programming and governance. Impact 
to date was not assessed, as it is still early in the implementation phase, but this will 
be a key focus of the subsequent evaluations. 

The report provides a rich read. The evaluation finds that in the four years since its 
launch the Fund has contributed to increasing the awareness about RBF both 
within the World Bank and in the health sectors of more than 45 countries where it 
has supported a range of initiatives. It argues that without the fund there would 
have been less RBF activity globally, and that what would have been implemented 
would probably have been evaluated in a less rigorous fashion, thus limiting the 
important learning aspect of this incentive-based financing mechanism.  
Nevertheless, the report calls for the development of a solid results framework and 
more strategic annual reporting. It observes that the Fund is a programme focusing 
on results, yet it does not have a theory of change, results framework and indicators 
defining how success will be measured. 

We are happy to be able to include the World Bank’s management response to this 
report (annex 8), and commend them for the good practice of preparing such 
official responses.

Oslo, June 2012

Marie Gaarder 
Director of Evaluation



Evaluation of the Health Results Innovation Trust Fund. v

Acknowledgements

 

This report was produced by HLSP (http://www.hlsp.org) , a company of the Mott 
MacDonald group. 

The evaluation team comprised Dr Javier Martinez (team leader, evaluation & 
health systems specialist), Mark Pearson (deputy team leader, health economist & 
health financing expert), Birte Holm Sørensen (MNCH expert), Barbara James 
(gender specialist) and Claudia Sambo (knowledge management and 
dissemination expert). The team were closely supported by Catriona Waddington 
(health economist, responsible for quality assurance of evaluation products), 
Emma Denton (health economist, project manager for the evaluation contract on 
behalf of HLSP), and Eva Hannah (project officer, administration and logistics 
support to the evaluation team). 

Evaluators wish to express their gratitude to the Norwegian Agency for 
Development Cooperation -Norad for commissioning this work to us, and very 
specifically to Norad’s Evaluation Department (EVAL) for extremely efficient and 
helpful oversight of the entire evaluation exercise.  We are also thankful to staff 
and advisers based in Norad, in the Ministry of Foreign Affairs of the Kingdom of 
Norway and in the Department for International Development of the United 
Kingdom –DFID for sharing their views and experience with us and for helping us 
shape the focus of the evaluation.

As the organisation managing the programme that was being evaluated we are 
thankful to many staff and consultants from the World Bank, in the Washington 
headquarters and in several country and regional offices.  We are particularly 
thankful to the HRITF Team in Washington and to Rama Lakshminarayan, the 
Interim HRITF Project Manager who provided so much support and clarifications 
to the evaluation team.

In undertaking the evaluation we talked to many colleagues from Ministries of 
Health, Development Agencies and the communities of practice for Results Based 
Financing from around the world.  We are particularly indebted to the Ministry of 
Health and the World Bank team of the Kyrgyz Republic, and to the Ministry of 
Health of the Republic of Rwanda for allowing the evaluation team to conduct a 
case study in these two countries and for supporting the evaluation team so 
efficiently.  In other countries such as Benin, Burundi, Cambodia, Democratic 
Republic of Congo, Ethiopia, India, Mozambique, Nigeria, Senegal, 
Tajikistan, Zambia and Zimbabwe we talked to selected persons from ministries 



Evaluation of the Health Results Innovation Trust Fund. vi

of health, world bank offices, academia and independent consultants as part of 
the process of preparing and undertaking five desk reviews that would 
complement the two case studies.

We tried our best to include the names of all the above in Annex 1 and we 
apologise if we have unwillingly forgotten or misspelt any names.

Statement:
This report is the product of its authors, and responsibility for the accuracy of data 
included in this report rests with the authors. The findings, interpretations, and 
conclusions presented in this report do not necessarily reflect the views of EVAL.

This document is issued for the party which commissioned it and for specific 
purposes connected with the above-captioned project only. It should not be 
relied upon by any other party or used for any other purpose.   

We accept no responsibility for the consequences of this document being relied 
upon by any other party, or being used for any other purpose, or containing any 
error or omission which is due to an error or omission in data supplied to us by 
other parties.

This document contains confidential information and proprietary intellectual 
property. It should not be shown to other parties without consent from us and 
from the party which commissioned it.



Evaluation of the Health Results Innovation Trust Fund. vii

Table of Contents

 

Preface iii
Acknowledgements v
Table of Contents vii
List Abbreviations and Acronyms xi
Executive Summary xv

1. Introduction and Background 3
1.1 Background to the evaluation 3
1.2 Report structure 4
1.3 What is RBF? 5
1.4 What Is the HRITF? 6

2. Methodology and Analytical Framework 10
2.1 Approach and methods 10

2.1.1 Developing hypotheses and study questions: 10
2.1.2 Data collection strategies and sources 11
2.1.3 Data analysis  - bringing together the evaluation findings 13

2.2 Limitations and lessons for future evaluations 14

3. Findings – progress achieved on the HRITF objectives 17
3.1 Overview – how the Trust Fund has functioned 17
3.2 Measuring results of the HRITF 20

3.2.1 Rationale 20
3.2.2 What is the HRITF´s Theory of Change? 21
3.2.3 The need for a robust results framework for HRITF 23

3.3 HRITF Objective One - Support design, implementation,  
monitoring and evaluation of RBF mechanisms 25
3.3.1 Application for funding process 25
3.3.2 Supporting design of RBF mechanisms 30
3.3.3 Supporting implementation of RBF mechanisms 39
3.3.4 Supporting M&E of RBF mechanisms 40

3.4 HRITF Objective Two - Develop and disseminate the evidence  
base for implementing successful RBF mechanisms 41
3.4.1 Our approach to evaluating this objective 41
3.4.2 Testing a Range of Results Based Financing Initiatives 42
3.4.3 Degree of Scientific Rigour 46
3.4.4 Learning by doing?  The approach to knowledge  

management and dissemination 51



Evaluation of the Health Results Innovation Trust Fund. viii

3.4.5 The instruments to manage and disseminate  
knowledge on RBF 53

3.5 HRITF Objective Three - Build country institutional capacity to  
scale up and sustain the RBF mechanisms 60

3.6 HRITF Objective Four - Attract additional financing to the health sector 61
3.6.1 Leveraging additional resources: 61
3.6.2 Progress – Leveraging Additional Funds from IDA 63
3.6.3 Progress – Leveraging Funds from other sources 66
3.6.4 Channelling Resources in a Harmonised Way 67
3.6.5 Sustainability 68

4. Project Implementation, governance and oversight arrangements 71
4.1 Linking HRITF country pilots to IDA 71

4.1.1 Bringing the Banks “full machinery” to bear 72
4.1.2 Importance of the IDA Link - Strong links with Finance Ministries 72
4.1.3 Leveraging other Bank Resources 74
4.1.4 Additional Consequences: Development of P4R Instrument 75
4.1.5 Adverse Consequences 75

4.2 Progress reporting 76
4.2.1 Reporting requirements: have they been met? 76
4.2.2 Coordination with Donors 80
4.2.3 Financial Reporting 81
4.2.4 Financing HRITF – spending the money 81

4.3 Accounting and Financial Management 94
4.3.1 Slow HRITF spending by the Bank? 94
4.3.2 Is disbursement unnecessarily slow? 95
4.3.3 Procurement 97

4.4 Capacity of the HRITF team 97

5. Conclusions and recommendations 99
5.1 Conclusions 99
5.2 Areas where recommendations where requested 103
5.3 Conclusions and recommendations linked to HRITF objectives 109

Annexes
Annex 1 – List of People Met and Approached 115
Annex 2 – Bibliography and References 120
Annex 3 – Summary reports from desk reviews and case studies 126
Annex 4 – Evaluation hypotheses and questions 151
Annex 5 – Terms of Reference 162
Annex 6 – Tables supporting the study methodology 170
Annex 7 – Example of key design features table - Tajikistan 175
Annex 8 – World Bank Response to the Evaluation Report  176



Evaluation of the Health Results Innovation Trust Fund. ix

List of Tables and figures in main report
Table 1: Overview of Results Based Financing – How are results paid for? 6
Table 2: HRITF Activities as per the Administration Agreement 8
Table 3: Timeline of the HRITF implementation 16
Figure 4: Tentative results chain for the HRITF 25
Table 5: Summary of HRITF supported RBF pilots 30
Table 6: What outputs and outcomes are the pilots addressing? 33
Table 7: Range of RBF pilots being supported by HRITF 46
Table 8: Web statistics on the RBF website 55
Table 9: RBF participation at international events 57
Figure 10: World Bank lending to health and other services, by region 63
Figure 11: World Bank lending to health and other services, 
  Africa and South Asia 64
Figure 12: Association between HRITF Grant and IDA Credit 64
Table 13: Donor commitments to HRITF 83
Table 14: Expenditure of Trust Fund by activity to March 2011 84
Table 15: Use of funds by economic classification 84
Table 16: Proportion of expenditure by spending category 85
Figure 17: Uncommitted HRITF funds by Activity 85
Figure 18: % Share of HRITF funds uncommitted by Activity   86
Figure 19: Geographic Allocation of HRITF Expenditure 86
Figure 20: HRITF expenditure and revenue flows 87
Table 21: Anticipated drawdown of HRITF funds from donors 87
Figure 22: HRITF investment income 88
Table 23: Investment income as share of key expenditure measures 89
Figure 24: HRITF expenditure projections over time 90
Figure 25: Expected HRITF Expenditure 90
Figure 26: Disbursement Profile of HRITF grant 91
Figure 27: Disbursement performance by type of grant 92
Figure 28:  “Under-disbursement” by HRITF grant 92
Figure 29:  Comparison of disbursement ratios for a sample of HRITF  

 grants with wider Bank operations 93
Table 30: Conclusions and recommendations linked to RBF objectives 109
Table 31: Data collection, analysis and roles of team members 170
Table 32: Stages of the evaluation study and roles of team members 173



Evaluation of the Health Results Innovation Trust Fund. x



Evaluation of the Health Results Innovation Trust Fund. xi

  List of Abbreviations and Acronyms

AfDB  African Development Bank
CAS  Country Assistance Strategy
CDC  Centres for Disease Control
CHW  Community Health Worker
CLSG  Community Living Standards Grant
COD  Cash on Delivery
COP  Community of Practice
CPBF  Community Performance Based Financing
CPG  Country Pilot Grant
CPR  Contraceptive Prevalence Rate
DFID  Department for International Development
DPT3  Third Dose of Diphtheria, Tetanus and Pertussis Vaccine
DRC  Democratic Republic of Congo
DTL  Deputy team leader
EDPRS  Economic Development and Poverty Reduction Strategy
EmOC  Emergency Obstetric Services
FRA  Fiduciary Risk Assessment
FTI  Fast Track Initiative
GAVI  Global Alliance for Vaccines and Immunisation
GBS  General Budget Support
GoN  Government of the Kingdom of  Norway
GoR  Government of Rwanda
H&A  Harmonisation and Alignment
HFA  Health Financing Agreement
HMIS  Health Management Information System
HNP  Health Nutrition and Population
HRITF  Health Results Innovation Trust Fund
HSBS  Health Sector Budget Support
HSSP  Health Sector Strategic Plan
IDA  International Development Association
IE  Impact Evaluation
IWG  Inter-Agency Working Group
JHSR  Joint Health Sector Review
KM  Knowledge Management
KM&D  Knowledge Management and Dissemination
M&E   Monitoring and Evaluation
MFA  Ministry of Foreign Affairs
MNCH  Maternal, Neonatal and Child Health



Evaluation of the Health Results Innovation Trust Fund. xii

MoH  Ministry of Health
MoF  Ministry of Finance
MINECOFIN  Ministry of Finance (Rwanda)
MSH  Management Sciences for Health
MTEF  Medium-Term Expenditure Framework
NGO  Non-Governmental Organisation
NORAD  Norwegian Agency for Development Cooperation
NURSPH  School of Public Health from the National University of   

 Rwanda
OBA  Output based Aid
PAD  Project Appraisal Document
PBF  Performance Based Financing
PFM  Public Finance Management
PID  Project Implementation Document
PM  Performance Management
PRSP  Poverty reduction Strategy Paper
QA  Quality Assurance
RMNCH  Reproductive, Maternal, Newborn and Child Health
RBF  Results Based Financing
SBS  Sector Budget Support
SISCOM  Community Health Information System
TF  Trust Fund
The Bank  The World Bank
TL  Team leader
TTL  Task Team Leader
UNICEF  United Nations Children´s Fund
WB  The World Bank
VfM  Value for Money
WHO  The World Health Organisation 





Evaluation of the Health Results Innovation Trust Fund. xiv



Evaluation of the Health Results Innovation Trust Fund. xv

  Executive Summary

Background
The Health Results Innovations Trust Fund (HRITF) is a multi-donor trust fund 
supported by the governments of Norway and the United Kingdom and 
managed by the World Bank. The total commitments to the HRITF are US$ 575 
million equivalent (this fluctuates according to exchange rates), making it the 
largest trust fund operated within the Health, Nutrition and Population portfolio 
and one of the largest operated by the World Bank. The Trust Fund is unusual in 
its lengthy - 15 year - implementation period to 2022.

The purpose of the HRITF is to help develop the evidence base on Results 
Based Financing (RBF) approaches in the health sector and their ability to 
increase the quantity and quality of Reproductive, Maternal, Neonatal and Child 
Health services used or provided. 

RBF is a generic name given to any programme that rewards the delivery of one 
or more outputs or outcomes by one or more incentives, financial or otherwise, 
upon verification that the agreed-upon result has actually been delivered. 
Incentives may be directed to service providers (supply side), program 
beneficiaries (demand side) or both.

The goal of the HRITF is to support (RBF) mechanisms in the health sector to 
accelerate progress towards the health-related Millennium Development Goals 
(MDG), particularly MDGs 1c (nutrition), 4 (child health) and 5 (maternal health). 
It has four specific objectives: (1) to support design, implementation, monitoring 
and evaluation of RBF mechanisms; (2) to develop and disseminate the 
evidence base for implementing successful RBF mechanisms; (3) to build 
country institutional capacity to scale-up and sustain the RBF mechanisms, 
within the national health strategy and system; and (4) to attract additional 
financing to the health sector. The vast majority of funds are to be spent in 
implementing country RBF pilots and their associated impact evaluations.

A key feature of the HRITF is that it explicitly links Trust Fund activities to IDA 
credits thus bringing to bear the full weight of World Bank processes and 
procedures to the approach. This was intended to ensure that the RBF work 
becomes part of the Government-World Bank policy dialogue ensuring it fits with 
national requirements, and that the dialogue on results forms part of the broader 
dialogue on financial reform and sustainability. Other expected benefits include 
leveraging IDA resources for RBF and ensuring implementation readiness of the 
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operation. The Trust Fund is managed by a HRITF Team within the Health, 
Nutrition and Population (HNP) Hub, based in Washington DC. 

The evaluation
The Evaluation Department of Norad (the Norwegian Agency for Development 
Cooperation) has commissioned an evaluation of the HRITF covering the period 
from the programme’s beginning in 2007 to March 2011. The main objective of 
this evaluation is to assess the performance of the HRITF with regard to its 
above mentioned objectives, and to provide recommendations that can improve 
current operations and future programming and governance of the initiative. It is 
the first in a series of evaluations that will take place over the course of the 
programme. 

The evaluation is based on five evaluation criteria - relevance, effectiveness, 
efficiency, sustainability and process capability. It considers questions (shown in 
Annex 4) that bring together the evaluation criteria with HRITF’s objectives, and 
aims to consider both processes (e.g. how were programmes selected, 
designed, approved and implemented) and experience to date, including lessons 
with design and implementation of impact evaluations (baselines, models, 
verification, etc). Given the early stage of the evaluation there will be no attempt 
to look at impact of RBF activities or pilots to date. 

The findings
The evaluation has covered a large range of issues in a relatively short period of 
time. There are many findings, observations and interesting features 
complemented by recommendations that we have brought together in Chapter 5 
of this evaluation report, a chapter aimed at the agencies funding or 
implementing the HRITF. Readers looking for the full set of 
recommendations are referred to chapter 5. In this executive summary we 
will not attempt to summarise the main conclusions and recommendations any 
further. Instead, evaluators will use this executive summary to convey a general 
statement and five key messages that summarise what evaluators consider 
should be done to build on the achievements of the HRITF to date and to make it 
more relevant, effective, efficient and sustainable in the near future.

Overall statement
In the four years since its launch the HRITF has contributed to increasing the 
awareness about RBF both within the Bank and among the health sectors in the 
more than 45 countries where it has supported RBF-linked initiatives such as 
knowledge grants and products, seminars, publications, analytic pieces, design 
of pilots or rigorous evaluations, to just mention the main ones supported by the 
HRITF. Demand and interest have been generated among country governments, 
donors, NGOs, academia and civil society as a result of HRITF. The knowledge 
base on RBF is also increasing and will increase further as the almost 20 RBF 
pilots and linked impact evaluations that are being supported by the HRITF 
begin to deliver results over the next few years. Nonetheless the evidence base 
for RBF remains narrow and there is still a huge potential and opportunity for the 
programme supported by the HRITF to draw and learn key lessons by just using 
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the information that is being already generated by the pilots at country level and 
soon to be generated by impact evaluations supported by the Fund.

Case studies undertaken for this evaluation in Rwanda and the Kyrgyz Republic 
and reviews of country evidence (including five intensive desk reviews) suggest 
that while the pilots are likely to generate useful knowledge, they also 
emphasised the importance of the country and health sector context to explain 
results (and hence why the same RBF approach may work differently in different 
settings). We are satisfied that most existing pilots have a clear focus on 
reproductive, maternal, neonatal and child health services and the potential to 
improve outputs and outcomes. The impact evaluations that have been put in 
place to assess each RBF pilot are generally well designed and have achieved a 
reasonable balance between scientific rigour to test innovations, country 
relevance, feasibility of measuring impact in fast changing health sectors, and 
ownership. However, since RBF is not a standardised intervention much of what 
we need to learn is at what cost and with what level of effort can those 
improvements be achieved or sustained. We are confident that two or three 
years from now, when the results of RBF pilots and linked impact evaluations 
from HRITF application rounds 1 and 2 become available, the evidence on the 
feasibility of RBF will begin to grow in a way that would not have been possible 
without the Trust Fund. 

Five key messages
For all the reasons above it is imperative for the Fund to concentrate its efforts 
on learning from the RBF pilots that it is currently supporting, with particular 
emphasis on the pilots that will complete the impact evaluations over the next 
three years. This work should set the pace and focus for the Fund in the future 
and help it consolidate its strategic direction. What interventions will help the 
Bank and its partners deliver on the four HRITF objectives? 

1. A solid results framework for HRITF and more strategic annual 
reporting. For a programme focusing on results the Fund does not yet have 
a theory of change and linked results framework and indicators to define 
how the success of the Fund will be measured. Linked to this, the current 
focus of implementation and reporting is almost exclusively activity and input 
driven. There is a risk that the multitude of activities being reported 
worldwide could mask a more thorough assessment of progress. Results 
cannot be just the sums of activities undertaken, and while many activities 
are encouraging the real question is are these the right activities and are 
these being implemented in the right way, as per HRITF objectives? The 
only way to answer this question is to define clearly and explicitly the results 
that the HRITF expects to achieve over time for each of its four objectives, 
and to include indicators to measure such progress. Such a results 
framework is not yet in place and, we feel, it should be developed as a 
matter of urgency (please refer to section 3.2.3 for more details).  
 
A clear results framework would contribute to providing direction to the 
HRITF at a crucial time of rapid growth. By defining results at programme 
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level the results framework should also enable such results to be reflected 
and further described in annual work plans. Work plans should become the 
basis for assessing progress and addressing gaps year on year, and by 
being captured in annual reports they should lead to a more transparent and 
constructive policy dialogue among HRITF partners in the annual donor 
consultations, which should become much more strategically focused and 
be able to respond to questions like: Has the HRITF delivered on its work 
plan? Which parts of the results framework require additional attention? 
Developing the results framework may be challenging as it will force the 
partners to agree on what they expect to achieve, but this is the only way to 
put the programme on a stronger platform for results focus and for future 
evaluations. In sum, a programme focusing on results cannot delay any 
further the definition and application of the same methods to itself. 
 
In line with all those suggestions these evaluators have made specific 
recommendations. Annual reporting and annual donor consultations should 
be adapted towards a more streamlined reporting and strategic engagement, 
with annual reports focusing on the four objectives and on the (yet to be 
defined) results; with activity reporting being brought to the annex section; 
with substantially strengthened financial reporting better capturing 
expenditure versus forecast and reasons for deviations; and with all the 
above being placed in the context of the annual work plans.  

2. Demand driven but strategically positioned. Evaluators appreciate the 
demand driven approach by which countries apply for HRITF support. This 
was a sound way to generate demand and interest in RBF. Now that demand 
for RBF has increased markedly there is a need for the Bank to become 
much more selective, particularly with regard to country pilot grants (CPGs). 
We recognise the challenges this imposes as the HRITF Team effectively 
plays a brokerage role with the Bank’s Task Team Leaders ultimately 
responsible for implementation. Country Pilot Grants should be subject to 
rigorous feasibility analysis, and while such analysis has improved as a 
result of linking the RBF pilots to the IDA credits the distinct features of the 
Fund and of RBF interventions (see 3.3.1 and 5.1 d in the main report) call 
for additional caution that the HRITF team should ensure across the range of 
RBF pilots. Also, the process of communicating HRITF funding decisions 
should become explicit and transparent in all cases: this may have already 
improved in rounds 3 and onwards (when compared to Rounds 1 and 2) as a 
result of the IDA link, but attention is drawn to the need for systematic 
feedback to be provided in all cases and for the HRITF team to closely 
oversee the process.  
 
The range of RBF mechanisms the Trust Fund is supporting is quite narrow. 
It is not clear whether this is what the donors had in mind. What is needed is 
a clear mapping of the current portfolio (evaluators have been told that such 
mapping has been recently commissioned) and a debate among HRITF 
partners on how any perceived gaps might be covered. For example, should 
the Trust Fund invest in a wider range of mechanisms (how, since the 
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models are largely country chosen?) or should donors pursue these through 
their bilateral programme? In terms of ongoing investments the next four 
years –at the end of which the next HRITF evaluation is planned – will be 
crucial, as the first results from the impact evaluations will become available.  
 
Because the RBF is so context specific we have recommended a stronger 
focus on continuous documentation of existing pilots to serve various 
purposes: to identify and possibly deal with emerging issues affecting RBF; 
to ensure there is no contamination of pilot sites for impact evaluation 
purposes; to develop a better understanding of the costs involved in design 
and implementation, particularly those that are harder to assess through 
baseline and end line surveys alone; and to learn from all these and share 
the knowledge effectively. 

3. Strategically oriented and more hands-on HRITF Team. We do not 
necessarily suggest that the HRITF Team have not been strategic to date. 
Rather we see this as a natural progression – interest has been built up, a 
range of activities and a portfolio of pilots schemes has been developed – 
now is the time to step back, assess the programme as a whole from a 
knowledge generation perspective and ask whether country demands are 
likely to meet the overall Trust Fund goals. (If this programme were simply 
about implementing a proven intervention the current approach would be 
fine. It isn’t - it’s also about investing in a global public good: knowledge). 
The point is rather that for the programme to respond to the challenges of 
the next four years and ensure that the pilots and evaluations deliver 
knowledge and that this is effectively analysed and disseminated, it will need 
to become more proactive and it will need to receive additional and regular 
analytic and, perhaps, managerial support. More proactive engagement by 
the HRITF team does not necessarily mean changing the ways in which the 
Bank implements its operations or increasing the size of the HRITF team 
(these options are for the Bank to consider). However, more proactive 
engagements will imply strengthening the HRITF team for it to cope with a 
larger portfolio of RBF pilots and impact evaluations, some of which will be 
delivered at about the same time. For example;  

3.1. There should be more regular (at least once a year) and systematic (a 
set of key points to cover) de-briefings and updates between the TTLs 
and the HRITF Team on the countries that are receiving support 
through Country Pilot Grants (CPG);

3.2. RBF can take many forms or “models” – if the intention of the HRITF is 
to test as wide a range of models as possible there is a need to map 
out in more detail the current RBF portfolio as a means of identifying 
gaps;

3.3. improved mapping should be linked to improved documentation of 
pilots at country level, and make sure the issues and lessons -even if 
preliminary- are swiftly captured and discussed;
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3.4. continue the focus on training Task Team Leaders (TTL) and Bank staff 
but provide more opportunities at country and regional levels to discuss 
progress with pilots and to tap into regional communities of practice;

3.5. countries where pilots are taking place should be guaranteed a 
continued presence by Bank teams, to the extent that if Bank effective 
country presence (involvement in sector reviews and policy dialogue 
included) cannot be guaranteed the case for letting the country apply 
for pilot funding should be revisited. Alternatively other approaches 
could be considered e.g. a bilateral donor or multilateral donor taking 
forward the programme – either independently using the Trust Fund 
tools and technical support or even using Trust Fund resources (to be 
discussed among the TF partners);

3.6. steps should be taken for the HRITF Team to explore funding and 
sustainability issues linked to the RBF pilots well before these come to 
an end – this is being done more systematically in some countries than 
in others and, for example, key health donors and decision makers in 
each country where an RBF pilot or impact evaluation are being 
supported need to be systematically targeted with the right information 
and capacity building interventions; 

3.7. every HRITF pilot should be effectively documented for both design 
and implementation, and a clear knowledge programme should be built 
focusing on many of the issues above and reflected in explicit 
questions that should lead to analytical pieces for the Bank and the 
international community to learn from;

3.8. there should be a stronger and more clear link between the learning 
activities at country level and the regional and global HRITF learning 
programme, with the focus of the learning programme being far more 
visible than it is to date in the RBF website, in annual reports, etc.;

3.9. all the above information should continue to be placed on the RBF 
website with a stronger focus on emerging evidence on RBF - the 
option for an RBF website committee that used to be in place may 
need to be revisited but with a stronger involvement of countries and 
regions rather just a group or “global experts”;

3.10. the knowledge programme will need to reach out to countries where 
RBF/PBF type approaches are being piloted or implemented without 
HRITF involvement –the HRITF should capture knowledge from those 
initiatives too- and it should establish stronger links with the RBF/PBF 
“communities of practice” that exist in Africa and Asia to explore 
possible avenues for collaboration and possible Fund support to 
interesting opportunities for mutual learning;
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3.11. for many of the activities above the Bank may need to strengthen the 
human resource base of the HRITF Team that appears way too narrow 
to respond to the challenges ahead –this phase of the HRITF 
characterised by growth requires a stronger, more sophisticated 
approach to certain management functions undertaken by the HRITF 
team, and therefore a re-assessment of capacity of the HRITF team in 
the context of the functions it should perform and of its links with other 
parts of the Bank have been recommended. 

4. The full implications of the RBF pilots should be better assessed and 
reflected in existing reports. The complexity and costs of RBF were often 
described to evaluators as very significant. Impact evaluations, in particular, 
are a costly, technically complex and risky activity. Sound implementation 
will play a crucial role in ensuring they are successful and it is important that 
resources are not spread too thinly. For example, given the dilemma it would 
be better to do fewer studies well than do a lot badly (while we are not saying 
any are being done badly right now). Clearly they should demonstrate value 
for the money invested but we would propose a more flexible approach 
allowing additional funding to be provided – especially for impact evaluations 
- where a strong case can be made for doing this. At the same time we 
recognise that countries are not a laboratory and that the most feasible 
option for design may need to be made. There needs to be greater clarity on 
what constitutes an acceptable design. Linked to this the Bank through the 
HRITF should have a stronger work programme to assess financial, 
operational and transaction costs linked to RBF implementation, and should 
use this information for learning purposes and to improve its own financial 
management and forecasting of financial needs linked to the HRITF 
programme.  

5. Work harder to ensure that successful RBF pilots can be scaled up 
and sustained. As the results from ongoing pilots are released several 
countries may consider scaling up, but the funds required to financially 
support that effort may be simply not available. The original HRITF 
programme envisaged the development of a funding platform for RBF. While 
the HRITF has indeed become a focal point for RBF the number of donor 
agencies familiar with what Norway, the United Kingdom and the World 
Bank are attempting to do remains quite limited. In line with the point made 
in 3.6 above it would be desirable to expand the reach to other donors using 
a combination of country, regional and global activities. Since the HRITF is 
not expected to cover the costs of scaling up attracting additional funding 
from other sources will be key, particularly in countries where the likelihood 
of moving from pilot to national implementation already appears to be quite 
high (Rwanda).  

Concluding remarks - performance against the five evaluation criteria 
Overall, at this stage our assessment of the Trust Fund against the evaluation 
criteria is:
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Relevance – the Trust Fund is relevant as it is exploring an approach – 
RBF- that offers considerable promise yet the evidence base remains thin.

Effective – as they stand the pilots will test a rather narrow range of 
interventions with an acceptable if not maximum degree of rigour (which is a 
major achievement) which are likely to generate a large body of knowledge. A 
more proactive approach is needed to seek out key knowledge outside the TF 
pilots. 

Efficiency – partially. Progress has been relatively slow. This is due to a range 
of factors – some can be justified - initial expectations were unrealistic, RBF is 
complex and dialogue is likely to be prolonged and external factors have played 
a role. However, we found evidence that progress, in some cases, has been 
slower and less effective than it could have been. 

Sustainability – it is too early to tell whether the pilot will be sustained. More 
importantly it is yet to be demonstrated that the pilots will be worth sustaining. 
We found a number of promising signs. The close link between the Bank and 
Ministries of Finance offers the potential that the issue is discussed. Problems 
may be greater in aid dependant countries where funding for scale up is more 
likely to come from donors who may not have been fully engaged to date (hence 
why the fifth key message is important).

Process Capability – partially. A number of steps need to be taken to tailor 
governance and implementation capacity with the realities of a fast growing 
programme. For example, a clear theory of change and results framework need 
to be developed, a more strategic approach to annual planning and reporting 
should be put in place, and efforts are required to increase the managerial 
capacity of the HRITF team and its access to technical capacity especially in the 
area of impact evaluation.

The counterfactual 
No evaluation is complete without an assessment of the counterfactual. It is, of 
course, impossible to know what would have happened had the Trust Fund not 
been established. A reasonable assumption, though, would be that in the 
absence of the Trust Fund:

• there would have been less RBF activity globally (compared to what has 
happened)

• should the activity have taken place it might have been implemented more 
rapidly and probably at lower cost (using less rigorous evaluation methods) 

• the activities would have been implemented in more opportunistic manner – 
with little planning or effort to ensure a balance between types of approaches 
and countries covered

• there would have been much less of a focus on assessing impact 
• the approaches to assessing impact would have been much less rigorous and 

relied less on experimental designs incorporating randomisation 
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• there would have been less effort globally to develop and synthesise the 
knowledge base and build capacity in, and awareness about, RBF and impact 
evaluation 

It is also possible that other actors might have been willing to accept greater 
fiduciary and other risks (though one cannot say that such risks would 
necessarily materialise) and might have faced greater challenges in accessing 
funds for scaling up from Finance Ministries (though they might have found it 
easier to attract resources from other sources). 

Our conclusions in relation to the Trust Fund need to be seen against this 
background. For example, whilst we argue that the range of mechanisms 
addressed has been quite narrow there has at least been an attempt to achieve 
a balance between approaches which might not otherwise have taken place.
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1. Introduction and Background

1.1 Background to the evaluation

The Health Results Innovations Trust Fund (HRITF) is a multi-donor trust fund 
supported by the governments of Norway and the United Kingdom and 
managed by the World Bank. The total commitments to the HRITF are US$ 575 
million equivalent (this fluctuates according to exchange rates), making it the 
largest trust fund operated within the HNP portfolio and the one of the largest 
operated by the World Bank. The Trust Fund is unusual in its lengthy - 15 year - 
implementation period to 2022.

The purpose of the HRITF is to help develop the evidence base on Results 
Based Financing (RBF) approaches in the health sector and its ability to 
increase the quantity and quality of Reproductive, Maternal, Neonatal and Child 
Health (RMNCH) services used or provided. RBF is a generic name given to any 
programme that rewards the delivery of one or more outputs or outcomes by one 
or more incentives, financial or otherwise, upon verification that the agreed-upon 
result has actually been delivered. Incentives may be directed to service 
providers (supply side), program beneficiaries (demand side) or both.

The goal of the HRITF is to support (RBF) mechanisms in the health sector to 
accelerate progress towards the health-related Millennium Development Goals 
(MDG), particularly MDGs 1c (nutrition), 4 (child health) and 5 (maternal health). 

The Evaluation Department of Norad (the Norwegian Agency for Development 
Cooperation) has commissioned an evaluation of the HRITF covering the period 
from the programme’s beginning in 2007 to March 2011. The main objective of 
this evaluation is to assess the performance of the HRITF with regard to its 
objectives, and to provide recommendations that can improve current operations 
and future programming and governance of the initiative. It is the first in a series 
of evaluations that will take place over the course of the programme. 

This evaluation is based on five evaluation criteria - relevance, effectiveness, 
efficiency, sustainability and process capability. It considers questions that bring 
together the evaluation criteria with HRITF’s objectives and aims to consider 
both processes (e.g. how were programmes selected, designed, approved and 
implemented) and experience to date, including lessons with design and 
implementation of impact evaluations (baselines, models, verification, etc).  
Given the early stage of the evaluation there will be no attempt to look at impact 
of RBF activities or pilots to date. 
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1.2 Report structure

This evaluation covers a large programme supported by the Trust Fund that in its 
first four years has already provided support to more than 45 countries in all 
regions of the world. It contains many new features, some of which are 
innovative and untested. Capturing this wealth within a manageable report has 
been very challenging, so we have had to compromise on a few structural and 
contents issues to keep to the specified length. For example:

 � We have maintained the confidentiality of information provided by our key 
informants, as we told them we would, but we have included a few of their 
statements in order to illustrate certain points. These statements are 
captured in shaded boxes. All quotations (unless stated otherwise) should be 
seen as one person’s opinion, but are given because they provide a specific 
insight to illustrate a point, so they are not necessarily or meant to be 
“representative” of a common view (the actual points and findings are made 
in the text of the report, not in the shaded quotations) 

 � In some sections a different type of box (not shaded, with line border) has 
been inserted to bring together key messages.

 � Whenever possible we have included text from various HRITF documents 
and progress reports in the way of an opening statement or introduction to 
the topic being discussed. 

The structure of this report is as follows:

The executive summary provides a quick glance at some of the main findings 
and recommendations of the evaluation, presented in the form of an opening 
and concluding statements and 5 key messages.

Chapter 1, this chapter, introduces the study, the concept of Results Based 
Financing (RBF) and the programme being supported by the trust Fund.  
Chapter 2 discusses the evaluation approach and methodology, in a 
simplified form. It makes an important point, which is the need for a more clear 
and explicit theory of change for the HRITF, and a linked results framework. 
Chapter 3 presents the main study findings organised as per the four HRITF 
objectives. 
Chapter 4 presents additional findings in the area of HRITF organisation, 
management and governance.  
Chapter 5 presents the main conclusions and recommendation of the study 
in table form. 

The evaluation is supported by the following annexes:

Annex 1 lists all the people met or approached for this evaluation. 
Annex 2 lists the main documents consulted and referenced. 
Annex 3 contains the summaries of the cases studies, desk reviews and 
informal enquiries undertaken in a sample of countries. 
Annex 4 includes all the hypotheses and questions explored as part of 
this evaluation to ensure a focus on the five evaluation criteria: relevance, 
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effectiveness, efficiency, sustainability and process capability.
Annex 5 contains the terms of reference for this evaluation.

1.3 What is RBF?
Results-Based Financing (RBF) is a generic name given to any programme that 
rewards the delivery of one or more outputs or outcomes by one or more 
incentives, financial or otherwise1, upon verification that the agreed-upon result 
has actually been delivered. Incentives may be directed to service providers 
(supply side), program beneficiaries (demand side) or both. A more detailed 
definition – based on work commissioned by the Trust Fund is shown below.

Results-Based Financing, RBF, is any program that rewards the delivery of one or 
more outputs or outcomes by one or more incentives, financial or otherwise, upon 
verification that the agreed-upon result has actually been delivered. Incentives may 
be directed to service providers (supply side), program beneficiaries (demand side) 
or both. Payments or other rewards are not used for recurrent inputs, although there 
may be supplemental investment financing of some inputs, including training and 
equipment to enhance capacity or quality; and they are not made unless and until 
results or performance are satisfactory. Payment can take any form so long as it 
does not simply purchase inputs. Verification that results were actually obtained is 
an essential feature. The ideal is perhaps for verification to be undertaken by a 
neutral third party, even if the principal pays the corresponding costs, but many 
arrangements are possible. Ex ante verification (before payment) can be 
complemented by ex-post assessment. The definitions of results or objectives and 
rewards are embodied in contracts between one or more principals who provide the 
incentives and one or more agents who contract to deliver the specified results, 
outputs or outcomes. The contract may also specify varying degrees of 
collaboration between principal and agent, supervision of the latter by the former, or 
other aspects of how the results are produced, such as protocols to be followed or 
targets to be met. 
Source: Musgrove, 2011.

Key features of RBF approaches include: 
 � Who funds? (the principal)
 � Who delivers the results? (the agent)
 � What: Which results are targeted?
 � How: Which levers are used?

1 Please note that under the HRITF only financial incentives are being provided following a 
decision made by the World Bank in 2010 not to provide in-kind incentives. In-kind incentives 
have only been provided in Rwanda because its application for HRITF support predated such 
decision. Clarification provided by the HRITF team. 
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The table below (taken from Musgrove 2011) illustrates the types of results 
supported (the what) and possible approaches to funding (the how).

Table 1: Overview of Results Based Financing – How are results paid for? 
                                    Results

Input Output Outcome Impact

Locus Provider or Facility Individual Patient Population

Example of 
“Result”

People, Drugs, 
Building, 
Equipment

Services, 
Interventions, 
Procedures, 
Tests

Survival, Birth 
Weights, Reduced 
Pain or Disability, 
Better quality of life

Life Years/
QALYs/DALYs 
gained

Financial

Input Based: 
Salary, 
Purchase, 
Leasing
Capitation

Fee for 
Service DRGs, 
Bundled Pay 
by Condition, 
Capitation

Incentive payments 
for: coverage, 
targets, protocols, 
compliance

Incentive 
payment 
according to 
impact

 
RBF is not a new approach. It has gained major impetus through the availability 
of additional donor funding (before the current economic crisis), following 
growing concerns that traditional input based approaches were not delivering 
optimal results and in the context of greater emphasis on results as set out in the 
Paris Declaration. 

Whilst considered a promising approach the evidence base is seen to be weak 
(see for example the boc below). This has been recently reconfirmed by a 
Cochrane systematic review of Performance Based Funding (Witter et al 2012).

Weak Evidence Base: Experiences with RBF in the health sector in low and middle 
income countries are increasing, but formally published evidence in this area is still 
limited. Methodologically sound studies of RBF are few; with the result that 
documentation about effects is weak. 
Source: DFID Project Memorandum.

1.4 What Is the HRITF?

The Health Results Innovations Trust Fund (HRITF) is a multi-donor trust fund 
that was initially supported by the Government of Norway since December 2007 
with a commitment equivalent to US$ 104 million. In December 2009, the 
Government of Norway increased its commitment by a further US$ 264 million 
equivalent. Following recommendations of the High Level Taskforce for 
International Innovative Financing for Health, the United Kingdom committed the 
equivalent of US$ 190 million equivalent to the HRITF in 2010. The total 
commitments by the Governments of Norway and the United Kingdom to the 
HRITF are US$ 575 million equivalent through 2022 (please note this figure is a 
rough estimate – actual figure will vary according to exchange rates). 

The Trust Fund (TF or HRITF will be used interchangeably) supports a 
programme managed by the World Bank and its mandate is set out in the Grant 
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Agreement signed by the Norwegian Government and the World Bank on 
December 4th 2009. The HRITF is the among the largest trust funds operated by 
the World Bank and the largest in the Health, Nutrition and Population 
programme. The HRITF is unusual in its lengthy - 15 year - implementation 
period, which implies a recognition that introducing, piloting and testing a range 
of RBF approaches requires a sufficiently long implementation period. Taking 
the total programme length into consideration the period under evaluation (2007-
2011) is a relatively short time and marks the launch of the programme and the 
development of its modus operandi, systems and instruments.

The HRITF is fully integrated in the World Bank´s structure and follows strictly 
the Bank´s operational procedures. This means that the implementation of the 
HRITF is the responsibility of its country, regional and central office staff and 
departments, exactly in the same manner as any other World Bank operation. 
Furthermore, a key feature of the HRITF approach is that since 2010 it explicitly 
links most Trust Fund activities to International Development Association (IDA) 
credits and grants, thus bringing to bear the full weight of World Bank processes 
and procedures to the approach. This was intended to ensure that the RBF work 
becomes part of the Government- World Bank policy dialogue ensuring it fits 
with national requirements and that the dialogue on results forms part of the 
broader dialogue on financial reform and sustainability. Other expected benefits 
include leveraging IDA resources for RBF and ensuring implementation 
readiness of the operation.

The TF is managed by a Team (referred to in this document as “the HRITF 
team”) based in Washington DC which plays a key brokerage role between the 
donors and the respective Bank Task Team Leader and sector leaders 
responsible for implementing any Bank initiated result based financing (RBF) 
programmes. The size of the team is quite small (less than 10 persons) and is 
integrated within the Health, Nutrition and Population hub of the Bank, which 
comprises 9 units (1 General unit, 6 Regional Units, 1 Research unit and the 
World Bank Institute).

The goal of the TF is to support RBF mechanisms in the health sector to 
accelerate progress towards the health-related Millennium Development Goals 
(MDG), particularly MDGs 1c (nutrition), 4 (child health) and 5 (maternal health).

The TF has four specific objectives: 

1. support design, implementation, monitoring and evaluation of RBF 
mechanisms; 

2. develop and disseminate the evidence base for implementing successful 
RBF mechanisms; 

3. build country institutional capacity to scale-up and sustain the RBF 
mechanisms, within the national health strategy and system; and 

4. attract additional financing to the health sector.  
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These objectives are operationalised through nine activities, as defined in the 
administration agreement signed between the Bank and the funders. It is 
important to note that “activities” in this context are the administrative categories 
used by the Bank to classify expenditures incurred by the TF, and for reporting 
and budgeting purposes. The TF does cover several other activities –capacity 
building, leveraging resources, etcetera- that may not exactly fit in any of the 9 
“activities” or that could be assigned to more than one activity line. Out of the 9 
administrative activities 6 will be implemented by the Bank, two by the recipients, 
and one jointly by the Bank and the recipient (see Table 2).

Table 2: HRITF Activities as per the Administration Agreement
Responsibility         Activity

World Bank
3: Preparation and Appraisal of RBF projects / components

5: Supervision of Bank and recipient projects

6: Monitoring and Documentation of projects

7: Evaluation of Bank projects

8: Dissemination and knowledge sharing

9: Trust Fund Management and Administration

Recipient Country
2: Design of RBF Projects /components

4: Implementation of Bank/Recipient RBF projects

Dual Responsibility 1: Preparation and review of proposals/RBF Seed Grants

The Trust Fund is in its early stages: as of March 2011 it had received $93m 
from donors and spent some $22.6m – 3.9% of its total funds. In march 2011 the 
Fund was operational in 40 countries with 24 countries have receiving grants for 
preparation of proposals/seed money (activity 1 above) and 11 countries 
receiving project preparation and appraisal support (activity 3) with 3 of those in 
the implementation stage (activity 4). All countries for which so called country 
pilot grants (CPGs) to pilot RBF approaches have been approved automatically 
receive financial support from the HRITF for an impact evaluation (IE) to be 
conducted. Just over 40% of spending to date has been on the implementation 
of RBF pilots. 

The HRITF is growing quite rapidly, and while most of this evaluation will cover 
the period from 2007 to March 2011 it is worth noting that by the time this 
evaluation was being conducted in early 2012 the number of country pilot grants 
(all stages included) had already increased to 19 countries, which also implies 
that 19 baseline studies for impact evaluation were at different stages of design, 
not to mention the exponential growth in knowledge and dissemination activities 
that the programme is experiencing.

Why did HRITF happen? 
In 2007 the Norwegian Government was very keen to accelerate progress 
towards the MDG 4 and 5 goals, and regarded GAVI ISS as a positive 
experience and also felt the approach had worked well in Norway (where a large 
share of payments to health providers – around 40% - are results based). With 
the Janani Suraksha Yojana (JSY) experience in India (demand and supply side 
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incentives for institutional or skilled assisted deliveries) Norway also spotted 
some opportunity for taking forward the so called diagonal approach when much 
of the additional funding being allocated to the health sector over the last decade 
was taking place in a rather vertical manner.

DFID supported the approach from 2009 following the report of the Taskforce on 
Innovative International Financing for Health Systems (see boxes below), which 
suggested an important role for RBF in helping accelerate progress towards the 
health MDGs.

Taskforce on Innovative International Financing for Health Systems Clearly link 
financing for health to defined outcomes and to measurable results in broader 
programmes as well as in projects, building on the specific experiences from 
performance-based funding and SWAps.  
Source: Working Group 2 Recommendation

Overall Taskforce Evaluation of RBF: The value added of RBF is to create 
incentives within recipient countries to deliver results. RBF is a relatively flexible 
approach that could be supported though a multi-donor trust fund. Several billion 
dollars annually could be channelled through RBF. Potential disadvantages include 
upfront costs, including the need for carefully designed programmes to avoid the 
creation of inappropriate incentives, and the fact that funding would have to come from 
conventional ODA or from one or more other financing mechanisms. Ultimately, RBF’s 
success would depend on well-designed programmes that take into consideration 
country systems and capacity for implementation. If properly implemented, RBF 
could score high on aid effectiveness criteria. It is designed to support strong results 
and could be used to target funding to the poor. Since RBF channels funds through 
country systems, funding is expected to be well aligned with country priorities. Positive 
externalities could arise from the additional data collected, the high motivation to 
report, and monitoring and evaluation requirements. Predictability may be viewed 
either as a disadvantage (in that flows depend on results) or as an advantage (in that 
recipients can to some degree control the flow of funds by their own actions).
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2. Metholodology and Analytical Framework

 

The Administration Agreement of the HRITF grants allows for periodic, donor 
initiated independent external evaluations to be undertaken in 2011 and 2016 
with a final evaluation to take place in 2022 when the Trust Fund is due to close. 
This evaluation is the first of these; its main objective is to assess the 
performance of the Trust Fund with regard to its above mentioned objectives, 
and to provide recommendations that can improve current operations and future 
programming and governance of the initiative. The evaluation covers the time 
period 2007 – March 2011, although the evaluators could not in all cases stop 
the watch and some of the findings have been reported up to the first quarter of 
2012 (we will mention when such is the case).

To keep the report short we will just summarise the main steps taken to develop 
and apply the methodology for this evaluation. The main questions and 
hypotheses that we have attempted to address are included as Annex 4 and 
these are specifically referred to in our Chapter 5 of conclusions and 
recommendations.

2.1 Approach and methods

The methodology for this evaluation was first presented in a technical proposal 
during the evaluation bidding stage (October 2011), which was subsequently 
refined during the inception phase (November 2011 to January 2012). The 
original terms of reference for the evaluation have been appended as Annex 5. 

2.1.1 Developing hypotheses and study questions

We took the following steps:

 � We first developed questions to evaluate each of the four evaluation 
objectives by using five pre-defined evaluation criteria: Relevance, 
effectiveness, efficiency, sustainability and process capability. Those 
questions were included in the original technical proposal submitted to 
Norad. Definitions for the first four evaluation criteria were taken from the 
OECD/DAC evaluation guidelines. Process capability was added by the 
evaluators to cover any issues relating to the performance of the 
implementing agency in delivering the programme as per the administrative 
agreements. 
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 � The questions developed (as above) where then added to and set in the 
context of broad evaluation questions that had been included in the original 
Request for Proposal, and additional questions that we gathered through 
informal meetings held with Norad, DFID and the World Bank between 
November 2011 and January 2012. We then developed a set of hypotheses 
to be tested and added new questions to respond to these. This process led 
to a table linking HRITF objectives, big evaluation questions, main 
hypotheses and more detailed questions. The table can be found in Annex 4. 

 � We used the table in annex 4 to build up our understanding of current HRITF 
processes and how they are supposed to work. We used the table, for 
example; 

 – to understand the process through which countries apply for HRITF 
financing and the processes involved in assessing those application and 
approving the funding; 

 – to assess the products for which countries apply for funding, such as the 
learning grants, the RBF pilots, the impact evaluations, etc. What range of 
RBF pilots is being implemented? What approaches are being tested? 
What types and range of incentives are being used? Which indicators will 
trigger payments? How will results be verified? Etc. 

 – to understand issues relating to the design of impact evaluations being 
designed to assess the impact of RBF: What impact evaluation designs 
are being used? What hypotheses are being tested? What indicators will 
be used? Etc.  

2.1.2 Data collection strategies and sources
To meet the evaluation objectives this evaluation has been highly dependent on 
the reviewers´ ability to document and analyse available information linked to 
two main types of processes:

 � The programme design and implementation arrangements for HRITF, and 
the tools, procedures and protocols developed to support it; the discussions 
held in the Bank between the HRITF implementation unit and other 
departments and units of the Bank, at headquarters and country levels; the 
interactions between all the above with key stakeholders such as the 
governments of the UK and Norway and with the members of the inter-
agency working groups and other institutions and donors with an interest in 
or expertise about RBF; to mention the main ones. 

 � The second set of processes relate to the implementation of HRITF 
activities in specific countries, including; initial discussions, agreements 
and other interactions held between the World Bank country offices and 
those responsible for the national health system in each country, namely the 
governments of those countries, selected development partners and, in some 
cases, private sector organisations (NGOs; for profit and not-for-profit 
providers, etc.) and civil society organisations. All the above would be linked 
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in different ways to specific HRITF activities such as reviews of available 
evidence and practice on RBF. As we have indicated earlier in this review we 
are also interested in evidence from countries where there are ongoing 
RBF initiatives not supported by the HRITF that are still interesting from a 
lesson learning and dissemination perspective (objectives 2, 3 and 4 of 
HRITF). 

 � The team is aware of the important relationships between the first and 
second sets of processes mentioned above. 

We mapped the methods to collect information to answer the hypotheses and 
question, and we assigned responsibilities among team members for these. In a 
nutshell, the following data collection strategies and sources were used:

 � Documentation. We gathered a large number of documents from then 
HRITF partners and from internet (mainly RBF website) that were classified, 
distributed among team members and used to prepare interim analytic 
document to help team members better understand the HRITF. For example, 
a “countries folder” was prepared summarising information on HRITF support 
to countries contained in the HRITF annual reports. A “timeline folder” was 
also prepared depicting main HRITF milestones. A “persons to meet folder” 
was also prepared listing a set of key informants. These documents helped 
the team to prepare more detailed data collection tools. The main documents 
used can be found in Annex 2.

 � Case studies. The RFP established that the evaluators should, in 
consultation with the Bank, DFID, the Norwegian Ministry of Foreign Affairs/
Norad “propose two country case studies for analysing the recipient country 
level issues in this study. The proposed cases should be selected using the 
criteria actual disbursement, length of support, geographic coverage (one 
country from Africa and another country from outside Africa), and type of 
activities”. The proposals were presented and justified in the inception report 
and Rwanda and the Kyrgyz Republic were proposed and accepted. 
Details on reasons for selection can be found in the inception report and will 
not be included here to keep this report to the required length. The intention 
was to attempt to answer as many as possible of the hypotheses and 
questions (Annex 4) in each of the two countries. The summaries of the case 
studies undertaken can be found in Annex 3.

 � Desk reviews. Evaluators proposed to the HRITF partners that in order to 
maximise the learning on the practical implementation of the HRITF it would 
be desirable to explore a larger number of countries than the two selected for 
case studies. It is thus that a proposal was made to conduct a series of six 
desk reviews in countries that offered interesting features for the evaluation. 
The process of selecting the countries was totally driven by the evaluators 
following their own review of HRITF annual reports, and informal 
consultations with the HRITF partners and with the World Bank task team 
leaders (TTL) responsible for those countries. In the end five countries were 
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covered with desk reviews (DRC, Benin, India, Nigeria and Zambia). 
The intention was to cover in the desk reviews as many questions from our 
main research table (Annex 4) as possible. Summaries of these desk reviews 
can be found in Annex 3. 

 � Other countries covered in less detail by evaluators. In addition to the 
desk reviews the evaluators approached key informants in a few additional 
countries where interesting features –identified in documents or by key 
informants- might contribute to the evaluation. Countries that were covered in 
this way included Cambodia, Ethiopia, Mozambique, Senegal, Tajikistan 
and Zimbabwe, for some of which the team prepared some “vignettes” or 
text boxes to include in the evaluation report. A couple of examples of 
vignettes for Senegal and Tajikistan have been included in Annex 3. 

 � Key informants. In addition to people interviewed for the case studies and 
desk reviews the evaluation team leader and deputy team leader interviewed 
more than 40 key informants throughout the evaluation using a range of tools 
(personal interviews; phone/skype interviews). Briefing notes were prepared 
to approach informants. Email questionnaires were used to explore views 
from the former Project Manager of the HRITF (Darren Dorkin) and to obtain 
information from a range of TTLs. When the names of people approached as 
part of the case studies and desk reviews are added to those mentioned 
above more that 120 people were interviewed as part of this evaluation. Their 
names have been included in Annex 1. 

 � Additional focus on knowledge management and dissemination 
(KM&D). The HRITF has an important responsibility to synthesise and 
disseminate knowledge on RBF mechanisms in health. During inception the 
evaluators identified the need to strengthen the team with an additional 
person, a professional with KM&D expertise tasked with looking at the 
products and processes supported by or delivered through the HRITF 
(workshops, publications, RBF website, etc.). 

The main data collection strategies and sources have been summarised in table 
format and can be found as Annex 6. 

2.1.3 Data analysis - bringing together the evaluation findings 
Desk reviews, case studies and the assessment of KM&D were written in an 
analytical manner so as to feed answers and evidence to the questions and 
hypotheses included in Annex 4. In addition, the evaluation team conducted a 
series of cross cutting analyses of all those products of the evaluation and 
assigned individual responsibilities for this. For example:

 � Looking across issues and lessons linked to the Impact Evaluation studies 
commissioned through the HRITF (leader: Mark Pearson led);

 � Looking across gender, equity and poverty focus in design and 
implementation of pilots (leader: Barbara James)
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 � Looking across the focus on RMNCH aspects and the alignment with MNCH 
national strategies (leader: Birte Holm Sørensen)

 � Looking across HRITF management, skills mix needs and gaps and 
governance arrangements (leader: Javier Martinez)

 � Looking across procurement arrangements (staff, goods & services) for 
HRITF (leaders: Javier Martinez and Mark Pearson)

 � Looking across knowledge management and dissemination aspects linked to 
HRITF (leaders: Claudia Sambo and Javier Martinez) 

 � Looking across planning, forecasting, budgeting, resource allocation and 
expenditure reporting issues, and sustainability (leader: Mark Pearson) 

The main tasks and responsibilities undertaken by team members in this 
evaluation in relation to both data collection and analysis have been summarised 
in table form at Annex 6.

2.2 Limitations and lessons for future evaluations

The team had to process a lot of information within a short period of time and by 
a small team. While we think that the approach and methodology used have 
delivered answers to most of the hypotheses and questions the following issues 
are worth noting to contextualise the findings and to design future evaluations:

1. Information availability or accessibility. The evaluators were only able 
to access data from the secure donor connection at a very late stage 
of the study. This data was provided indirectly through a donor (and we 
appreciate their willingness to do this). Without having had direct access to 
the website we cannot guarantee we have made full use of this source. The 
secure connection is helpful but still only provides limited information. For 
example, monthly financial statements are only available from May 2010. 
Data is not provided on expenditure by activity. Also, detailed grant by 
grant expenditure figures can only obtained for the period up to the date on 
which the report is run. It is not possible to look at expenditure prior to the 
current date meaning it is difficult to say anything about trends in spending 
over time. The site only provides aggregate level breakdowns of spending. 
It is not possible for example to breakdown spending by use grant by 
grant. Although this is, in principle, possible the HRITF team argues that 
this would provide little added value (see the footnote) given the effort 
involved, and that such a detailed focus on inputs makes little sense give 
the results focused nature of the programme.2 As a result we were unable 
to address some of the issues set out in the Terms of Reference. Lesson: 
it would save time and resources in future evaluations if data needed by 
the evaluators is either prepared well in advance of the beginning of the 
evaluation or, alternatively, if the length of the inception period is increased 
considerably. Given the size and complexity of the HRITF programme 

2 The following response was received from the Bank following the request of information: “for 
central monitoring purposes, we only look at the aggregate expenses and only drill down further 
if we feel something is off-track. However, routinely trying to track expenditures by the above 
expense categories would be extremely time-consuming (drilling into numerous child TFs) and, 
in our opinion, will not yield much more useful information. ….we do monitor by activity under 
the TF at the country level, since this is something that we think needs to be looked at closely 
from a central monitoring standpoint and serves as an early warning system if something is 
off-track”
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preparing the information well in advance makes sense. If information 
cannot be prepared in advance then we suggest that a longer inception 
period is allowed, during which evaluators would approach the agency 
responsible for the programme being evaluated, assess data availability, 
request the necessary data and only formally begin the evaluation when 
data is made available to them. However, this approach has disadvantages 
to the contractor (uncertainty about dates for delivery of evaluation 
products) and to the evaluator (time from the members of the evaluation 
team cannot be guaranteed beyond a limit, so there is risk of losing key 
staff if the inception period is too long). This is why it is proposed that 
resolving access to information before launching the evaluation saves time 
and resources to everyone. 

2. Relying on institutional memory. People move on and important 
pieces of information may be lost in the process. This affected our ability 
to acquire information regarding: how were the original applications for 
HRITF prepared; what decisions were made by the review committees 
in each case; how were decisions communicated to countries; what 
changes were made to the original proposals and budget, and why. Some 
of the institutional memory loss in unavoidable, but evaluators could not 
help perceiving that in many cases the documentation of HRITF ongoing 
processes was not being systematically done by the World Bank. In our 
country visits or in phone conversations with TTLs we often asked for a 

“logbook” or “timeline table” outlining key dates and key processes linked 
to HRITF implementation, but it was the evaluators who had to produce 
these most of the times. Lesson: simple timeline tables can be very 
useful to keep institutional memory and, in the process, to help evaluators 
understand what happened when. It is recommended that every CPG pilot 
should have a timeline description linked to it – this could be also quite 
useful for hand-over purposes. 

3. The range of countries to cover. In the time and with the resources 
available evaluators feel that a sufficient number of countries were 
covered, but two case studies proved insufficient in terms of range, 
particularly when 19 country pilot grants are currently being supported 
by HRITF. To compensate for that evaluators suggested a compromise 
approach through the desk reviews, but these had to be done from desks 
and where therefore, by necessity, more superficial than case studies in 
terms of properly assessing aspects like ownership, quality of institutional 
arrangements in place, fitting with the policy context, etc. Evaluators 
would have also liked to spend time in some regional offices and better 
understand the regional learning grants and the regional issues linked to 
supporting RBF pilots and impact evaluations. Of course, these issues only 
became apparent to evaluators towards the end of the inception phase, at 
which time it would not have been appropriate to substantially modify the 
evaluation design (although we did adapt it considerably and our contractor 
was very flexible and supportive of such adaptation). Lesson: future 
evaluations should allow for a wider sample of countries for case studies 
to be conducted. Since the “right” numbers of case studies can only be 
known following a better understanding of the programme than is possible 
at bidding stage we suggest that the RFP should require bidders to use the 
inception phase in order to come up with a proposal on range of countries 
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to cover. In such case all staff and logistics costs associated with the case 
studies (time for consultant to lead each case study, time for national 
consultants, travel, accommodation and transport) should be excluded from 
the financial proposal, where only core evaluation time would be costed. 
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3. Findings – progress achieved on the HRITF 
objectives
 
 
 
 
 

We begin the section on findings with a brief review of the HRITF programme, its 
main milestones and the way it works. We then proceed to explore the results 
chain underpinning the HRITF programme, as a first step towards analysing 
progress. Then each of the four HRITF objectives is analysed in detail. Each 
objective is analysed following the hypotheses and questions included in Annex 
5, which cover each of the four evaluation criteria: relevance, effectiveness, 
efficiency and sustainability. The dimension process capability has also been 
analysed and is covered mainly in chapter 4.

As mentioned in the introduction evaluators have inserted shaded text boxes 
along the way to illustrate certain points. Text boxes include either text from 
documents reviewed (source is referenced) or statements from key informants 
interviewed (anonymity is maintained as per agreement with informants). All 
quotations (unless stated otherwise) should be seen as one person’s opinion, 
but are given because they provide a specific insight to illustrate a point, so they 
are not necessarily or meant to be “representative” of a common view (the actual 
points and findings are made in the text of the report, not in the shaded 
quotations. In some sections a different type of box (not shaded, with line 
border) has been inserted to bring together key messages.

3.1 Overview – how the Trust Fund has functioned 
The original idea behind the multi-donor trust fund for health results innovation 
(HRITF) is a concept note produced by the World Bank in 2007 and submitted 
for funding consideration by the Government of Norway (GoN). An administrative 
agreement for HRITF –the first administrative agreement- was signed between 
the GoN and the World Bank in 2007. In 2009 the Government of the UK, 
through DFID decided to join the HRITF and a new administrative agreement 
was signed with the World Bank by the GoN and DFID in 2009.

Chronologically the main milestones in the implementation of the HRITF are 
summarised in the table on the next page. 
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Table 3: Timeline of the HRITF implementation

2007
Proposal (concept paper) submitted by WB to GoN 
Admin Agreement for HRITF signed between Norway and WB. 
In December Norway commits $104m to the trust fund as the sole donor.

2008

Trust Fund established; Procedures for fund allocation developed;
In February Round 1 receives 9 proposals. Of these 5 countries (Afghanistan, 
DR Congo, Eritrea, Rwanda & Zambia) are approved for funding. 
Interagency working group (IWG) on RBF is established. First meeting in 
March, Washington DC
In October proposals from HRITF Round 2 are received. Regional WB 
management nominates 10 potential countries (all IDA countries eligible 
except those from Round 1) to compete for 3 pilots grants. Each candidate 
country receives $50K to support RBF proposal development (linked to an 
IDA credit). Following Norway´s request for focus on Africa decision is made 
that of the three countries to be provided funding 2 should be from Africa 
and 1 from another region. 9 countries submit proposals: Benin, Burkina 
Faso, Burundi, Djibouti, Ghana, Kyrgyz Republic, Madagascar, Senegal and 
Vietnam. Mali was invited but did not submit on time. RECOMMENDATIONS 
for support by HRITF made for Ghana, Benin and Kyrgyz republic.
July and November – First and second Impact Evaluation workshops held in 
Washington DC
Annual report for Jan-Dec 2008 submitted.

2009

In July 2009 after a short trial period the new RBF website is launched: 
 www.rbfhealth.org 
In February the WB Board approves Round 2
In March Amie Batson the first HRITF Project manager leaves the Bank and 
hands over management of HRITF to Daniel Cotlear. Towards end of 2009 
Darren Dorkin takes over as new Project manager for HRITF.
April – third meeting of the IWG in Eschborn, Germany
November – UK government joins HRITF – commits £114m ($189m). Norway 
commits an additional $264m (to $368m). Total HRITF is now circa $558m.
November 2009, 1st Annual IE Workshop in Capetown.
23 November – Fourth Meeting of IWG in Oslo. Interesting PBF examples 
reported in Philippines, Bangladesh and Pakistan (Greenstar vouchers); 
health systems 20/20, a USAID project, producing case studies on PBF; 
WHO conducts review of PBF experience in 5 African countries.

2009-10

Annual report submitted covering June 2009-March 2010. Zimbabwe is 
granted a pilot in spite of not having submitted an application: a special case. 
Many workshops in countries and regions to raise awareness and clarify 
concepts.
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2010

The Bank introduces a fundamental shift in the way countries access HRITF 
funds. Under the new approach countries themselves do not apply for RBF 
grants directly: they apply for IDA credits that include an RBF component that 
may then also include HRITF grant support. 

June 10-11: Annual donor consultation on HRITF. There is no mention in it to 
the new “IDA link”. 

September – Following the UN General Assembly (every woman, every child) 
the World Bank commits an additional $600m to support PBF for MDG 1c, 4 & 
5 (this is not the HRITF presumably).

September – Launch of Round 3 – a “new and improved process” is 
introduced using the 3 “funding streams”. 57 proposals submitted from all 
regions for the 3 streams. Funding stream 1 supporting the country Pilot 
Grants is formally linked to the country having an active health IDA in place.

 October 2010, 2nd Annual IE Workshop, Tunis.

2011

Annual report April 2010-March 2011 is submitted. 

Results of Round 3 are formally communicated:

Funding Stream 1: Country program Support Pilot Grants: Burkina Faso, 
Burundi, Ethiopia, Laos, Nigeria, Sri Lanka and Tajikistan. 

Funding Stream 2: Regional RBF Knowledge and Learning Grants. Bhutan; 
Cameroon; Central African Republic; Chad; Haiti; India; Kenya; Liberia; 
Madagascar; Mali; Mozambique; Niger; Senegal; Sierra Leone; Togo; Multi-
country Regional Grant for the African Region 1 (Cameroon, Chad, Cote 
d’Ivoire, Kenya, Liberia, Lesotho, Madagascar, Mali, Mozambique, Senegal, 
Sierra Leone and Togo); Multi-country Regional Grant for the African Region 
2 (Cameroon, Chad, Cote d’Ivoire, Kenya, Liberia, Lesotho, Madagascar, Mali, 
Mozambique, Niger, Senegal, Sierra Leone and Togo); Multi-country Regional 
Grant for the East Asia and the Pacific Region (Papua New Guinea, Solomon 
Islands, Timor-Leste); Multi-country Regional Grant for Eastern Europe and 
Central Asia Region (Kosovo, Uzbekistan); Multi-country Regional Grant for 
South Asia Region (India, Bangladesh, Maldives, Nepal, Pakistan, Sri Lanka). 
As evidenced in the past under the HRITF, this work is expected to increase 
IDA financing for RBF for health and concomitant demand for Country Pilot 
Grants. 

Funding Stream 3: Country RBF Evaluation Grants. Argentina, Cameroon, 
India, Mexico, Turkey. Program Assessment Grants: India, Mexico, 
Philippines, Turkey.

October. 3rd Annual IE Workshop, Bangkok, 

5 November – Meeting of the IWG in London.

November - beginning of the HRITF Evaluation. 

Darren Dorkin leaves the Project manager position – Rama Lakshminarayan 
appointed as HRITF Interim Project Manager.

Sources: HRITF Annual Reports, interviews with HRITF partners.
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From a developmental perspective the following phases of the HRITF life 
were usefully described to us in the following way3: 

Initial phase – 2008: Very unstructured, developing the concept into 
a programme and putting in place the first features: 9 activities can be 
funded; demand driven; how the evidence will be built; how it will fit 
World Bank policies and instruments; focus on building the demand up, 
and quickly; big workshops and meetings to generate interest in the 
Bank and within the international community.

Consolidation phase – 2009/10: Working out operational 
arrangements, reviewing experience to date, responding to increased 
funding and new administrative agreements, whilst still learning by 
doing.

Scaling up phase– 2010/11: Establishing a basket of approaches and 
funding modalities (funding streams), further developing the link with 
IDA credits, establishing regional networks of practitioners to support 
ongoing activities – multi-country regional grants invited during Round 
3, HRITF becoming more systematic at forecasting financial needs 
and use of available funds.

Strategic learning 2011/12: Addressing the gaps; stronger links IE 
& results chain, first and second generation questions; initial results 
start to emerge from pre-pilots e.g. what are the lessons from design? 
What is the best model for TA (handholding/learn from mistakes?); 
links between thoroughness of design, time involved, consequences 
for ownership; beginning to do a landscaping before the HRITF can 
become more strategic. 

3.2 Measuring results of the HRITF  

3.2.1 Rationale 

The ToR for this evaluation specified that “it will be part of the assignment 
to develop a methodological and conceptual framework to ensure an 
objective, transparent and impartial assessment of the issues to be ana-
lysed in this evaluation”.   

To respond to this expectation the first steps that evaluators took were to 
gather evidence about the existence of a results framework, results chain 
or similar defined for the HRITF since its launch. We did not find such a 
framework, and the closest that we came to it was a HRITF log frame 
defined by DFID in 2009 that partners admitted to not using for 
implementation and monitoring purposes. In the circumstances we 

3  The ideas belong to Christian Baeza during our meetings at the World Bank in 
Washington DC, in January 2012. Those ideas have then been adapted by the 
evaluators.
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considered two options: 1) either to put in place a notional results framework, get 
this endorsed by the HRITF partners and then use it for our evaluation; or,  
2) failure of that, use a notional framework to underpin our evaluation but in a 
very flexible and open manner. We had to go for the second options for obvious 
reasons:

 – Developing a framework required an understanding of the HRITF that the 
evaluators did not have when they began the evaluation. It would not have 
been appropriate for them to propose what the HRITF is or should do when 
that was part of what the evaluators were expected to address. 

 – Getting a HRITF results framework endorsed before beginning with the 
evaluation would have also delayed the evaluation by several months, and 
this was not an option either; 

 – In the circumstances evaluators decided to opt for a simple and open results 
framework, and use it as a reference rather than as guidance for the 
evaluation. This is what the evaluators communicated to HRITF partners in 
the February 16th Inception Report. 

The absence of a results’ framework is an issue per se that is discussed later, 
but evaluators do not think that it has compromised the findings or rigour of this 
evaluation in any way. The reason is that the evaluation has used a pre-defined 
methodology using a set of agreed hypotheses and questions, inspired in the 
ToR and presented to (and agreed by) the HRITF partners in our Inception 
Report. 

3.2.2 What is the HRITF’s Theory of change

The objectives and results to be expected from the HRITF have evolved with 
time. At the outset the Trust Fund focused on three specific objectives (2008 
Annual Report): Support governments to design, implement and sustain results-
based financing (RBF) mechanisms; increase learning and sharing of country 
and global knowledge about RBF, including through monitoring and rigorous 
impact evaluation of RBF programs; and explore the feasibility and value of an 
“IDA-friendly financing platform” that links a focused health trust fund to broader 
IDA operations.

These objectives were reframed in the 2009 Grant Agreement that led to the 
existing four HRITF objectives used in this evaluation. This rephrasing suggests 
that greater emphasis was being placed on the need to build institutional 
capacity to support RBF initiatives. It also placed more emphasis on attracting 
funding as a whole to the sector and dropping any explicit reference to the link 
between HRITF and IDA (see box below with text taken from the 2008 and 2009 
annual reports). Regardless of the changes in objectives nine activity areas had 
been defined in 2009 as part of HRITF implementation that have remained 
roughly the same since design (these are shown earlier in this report – see 1.4). 
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Key Features of the Trust Fund Design 
Crucial Role of M&E: “robust M&E” “baseline, target and intermediate progress data” 
“allows for regular review of successes, shortfalls and bottlenecks thereby enabling 
midstream adjustments to implementation plans” 
Focus on Equity: "Useful tool to promote equity because it can target incentives to 
improve the quantity or quality of services or encourage demand for specific 
populations or income groups – most notably the poor”
Emphasis on Priority Results: Focus on 5 core indicators (DPT3, HFA, % SBA, 
CPR, Access to EMOC)
Learning “support learning about finance reform and contracting design and 
establishing the systems critical to support the RBF (e.g. HMIS Cross country 
comparisons will help inform whether and how RBF can be successful in 
environments with different institutional capacities (both strong and weak) and in what 
circumstances they are most useful)” 
Link to IDA “linked to IDA credits, thereby will be in the context of the PRSP and 
national health plan and will leverage the Bank’s mechanisms for improving health 
systems, quality assurance and assessment” (p 4see IDA credit as complementing – 
providing predictable funding to build health systems with the TF funds used to get 
MDG 4 and 5 results)
“by linking the RBF grants to existing IDA projects, the RBF work becomes part of the 
government-Bank policy dialogue, helping to ensure its fit within the PRSP and 
national health plans” 
Source: Annual reports 2008 and 2009-10.

RBF was seen as promising i.e. to be “a useful tool within the larger national 
health strategy complementing more traditional health financing structure”. 
Discussions by evaluators with key stakeholders suggest that the ultimate aim 
was to have a long term impact on health system development (see box 1 
below).

Box 1 - Perspectives on what should the TF achieve from HRITF main partners 
met by the evaluation team

“HRITF should have an identifiable influence on health system reforms”

“main reason was to be structurally transformational - to have a lasting impact”

“to learn the lessons from a series of pilots on a significant scale, with thorough 
impact evaluation and the explicit objective of learning and sharing information. The 
evidence this produces is expected to provide a catalyst for a longer term shift in the 
way that international aid for health is delivered, once lessons are learnt from the 
pilots"

“want to test out the approach in substantial pilots. The priority is MDG 4/5 – we are 
flexible in terms of supply or demand side – depends what fits at the country level – 
but we are quite keen in the demand side"

Such specific expectations are helpful although difficult to quantify. Although 
three evaluations are planned for HRITF much of the above impacts may not be 
felt until after the project has finished and may not be picked up in the proposed 
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evaluations – especially where the pilots commence towards the end of TF 
implementation. 

DFID uses a log frame approach for its programmes and it developed a log 
frame for the HRITF in 2009 (see Box 2 below). However, there was not a clear 
view or consensus among partners interviewed as to whether the DFID log 
frame might become standardised and adopted by HRITF partners. Some of the 
partners said for example that it is were to be adopted as a common framework 
more joint work would be required and some of the indicators included in the 
current DFID log frame (especially those linked to outcome indicators to be 
achieved such as numbers of lives saved, etc) should be removed or revisited in 
the understanding that HRITF is not a standardised intervention but rather a 
learning programme testing a series of hypotheses rather than implementing a 
proven approach.

Box 2 - DFID Log Frame 
Goal: To achieve Health-related MDGs, especially MDGs 4 and 5, in the countries 
participating in the Result-Based Financing pilots. *RBF will contribute to anticipated 
reductions in under five and maternal mortality. 

Purpose: RBF approaches implemented by governments and development 
agencies as a key mechanism to improve the demand for and utilization of health 
services, especially by pregnant women and children and increase the volume and 
quality of cost-effective basic health services, especially maternal and child health 
services.

Outputs:
 � RBF Proposals prepared and reviewed (5%)
 � RBF projects or project components designed, prepared and appraised (5%)
 � Bank and standalone RBF projects or project components implemented (60%)
 � Bank and standalone RBF projects or project components supervised, monitored 

and documented (10%)
 � RBF projects and project components evaluated (10%)
 � Knowledge sharing (5%)
 � Buy Downs and Buy Ups (5%)

(% = relative impact weighting)

3.2.3 The need for a robust results framework for HRITF

Most members of the three HRITF partners interviewed seemed to agree with 
the importance of having a clearer and common results framework for the 
HRITF that should be used for progress review and reporting. Evaluators 
strongly agree with this and encourage the HRITF partners to develop a 
common results framework as soon as possible. In fact, evaluators and several 
interviewees found a strange disconnect in that there is a very clear results 
chain at the country level for the CPG but not for the Trust Fund as a whole. We 
feel that this warrants urgent attention for the credibility of the programme and 
because future HRITF evaluations will surely raise the same issue: Something 
cannot be measured unless we first agree on the measuring scale. 
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As part of the evaluation we have developed a tentative results chain diagram 
(see below) that we think could easily be developed into a more detailed and 
descriptive results framework, specific results and verifiable indicators –or 
proxies- for each of the four HRITF objectives. 
 

Key Messages
 � Current reporting and monitoring approaches and focus of the HRITF could be 

substantially improved through the adoption of a clear, measurable HRITF results 
framework.

 � If HRITF partners accept that a results framework is necessary they should first 
agree to this point and then ask the Bank to assist with developing such a 
framework. This could be done in weeks rather than months.

 � Once the proposed framework is shared with partners and approved it should be 
adopted for all progress review and reporting purposes, beginning with annual 
reports and donors consultations, as is discussed next.

Developing the HRITF framework should crucially involve the TTLs who have 
been designing RBF pilots and IE. Their practical knowledge is essential at the 
time of developing feasible indicators. For example, it might be helpful for TTLs 
to set out their best estimates of the likely ultimate impact/ transformation 
brought about by the pilots and broader work of the Trust Fund (assuming that 
the pilots are successful). This might be revised once the results of the IEs 
become clear. Our case studies suggest that this might be feasible.  
For example, in the case of the Kyrgyz Republic one might expect;

 � nationwide uptake of a modified provider payment system at the rayon 
hospital level;  

 � the creation of demand for action to look at potential approaches in other 
settings (vertical programmes currently outside the single payer system, 
PHC, oblast hospitals); 

 � full integration of the approach into national systems.
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Figure 4: Tentative results chain for the HRITF
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3.3 HRITF Objective One - Support design, implementation, monitoring 
and evaluation of RBF mechanisms

3.3.1 Application for funding process
Under HRITF, eligible countries are invited to apply for funds (this is often 
referred to as a “demand driven” process). Between 2008 and 2009 two rounds 
of applications were called that used the same 9 activity lines from the 2009 
Administrative Agreement regulating the HRITF. 

In 2010, when the third round4 of applications was called, a new “rationale” 
began to be applied to the entire HRITF programme by which HRITF would 
become part of health credits and grants provided by the International 
Development Association (IDA) of the World Bank. Under the new approach 
countries do not apply for o RBF grants directly; they apply for IDA 
credits that include an RBF component that may then also include HRITF 
grant support. This aspect represents a fundamental shift in the approach to 
accessing HRITF funds that will be discussed in much more detail in chapter 4. 
In any case the new approach led the Bank to the defi nition of newly developed 
“funding streams” (see below) clarifying the application process and aligning it to 
the new IDA link. The three funding streams used since September 2010 and 
being used today are:

4 There was a fourth Round call for applications in 2011 that is not covered in this evaluation as it 
took place after March 2011.

OBJECTIVE 3
• More informed country 

demand for RBF

• Stronger national capacity to 
implement RBF

• Country ownership of RBF
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Stream 1 - Country Pilot Grants – to provide financial support to country 
programmes funded by the International Development Association (IDA) for RBF 
projects for RBF projects;

Stream 2 - RBF Knowledge and Learning Grants – to support technical 
dialogue and learning around RBF design and implementation in IDA eligible 
countries (regional applications involving several IDA countries are also 
accepted); 

Stream 3 - Country RBF Evaluation Grants – to support RBF programme 
evaluation efforts to learn “from successful (and unsuccessful) experiences from 
around the world and allow for learning in IDA eligible countries” (HRITF Annual 
Report, 2010-2011). According to the Bank this funding stream may be 
considered in some settings where the RBF may not focus on MNCH.

Applications are initially managed (and often written) by the World Bank country 
or regional offices, which are expected to demonstrate government commitment 
to exploring RBF. Since the funds are limited (particularly in Rounds 1 and 2) 
and in order to minimise opportunity costs to countries only a limited number of 
countries are invited to apply in each round. In Rounds 1 and 2 the applications 
received were reviewed by an Independent Review Panel (IRP) combining 
members from academia, NGOs, development partners and the World Bank, 
which makes recommendations to the HRITF Program Manager. 

In terms of selection and eligibility criteria for the applications received during 
Rounds 1 and 2 (see later) the selection process for countries applying for RBF 
pilot support ”was designed around three principles: (i) candidate countries 
needed to demonstrate government commitment to exploring RBF, (ii) only a 
limited number of countries were invited to develop proposals to minimize the 
opportunity costs to governments and Bank teams of developing and evaluating 
applications, and (iii) since country demand exceeded trust fund resources, 
country pilots were selected on a competitive basis, with strict criteria that 
measure likelihood of success. African countries were given priority: the goal 
was to have 75% of pilot programs in African countries” 5

The review of applications and the eligibility criteria were modified in 2010 as a 
result of linking the RBF support to the IDA credits. For example, from Phase 3 
onwards all applications are reviewed and approved by the HNP Sector Board 
(all managers in HNP of the Bank acting in collective review and assessment) 
with the support of the HNP Hub HRITF and other technical teams. Applications 
may be “approved as are”, or approved with modifications, or turned down. In 
terms of eligibility criteria the clause requiring 75% of all CPGs to be in African 
countries no longer applies and each application is looked at on its own merit 
regardless of geographical location. 

5 Source: World Bank HRITF team in comments to the evaluators
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There were instances (see Box 3 below) where the country team considered that 
the feedback provided by the Bank on applications received was either not 
totally clear or included some inconsistencies, this suggesting that further effort 
may be needed for the HRITF team to clarify certain issues linked to the HRITF 
application process with the country teams.

Box 3: Problems with the Application Process – The India Experience
A number of proposals were submitted from India and experiences included:

Mixed Messages/Poor Communication. The India team were told that RBF would 
have to be paid against outcomes at the impact level and that since this was not the 
criteria for disbursement in the submitted proposal, the proposal could not be funded. 
This was communicated to the India World bank team by phone. Apparently, the 
possibility of improving the submitted proposal or receiving support from the HRITF 
team was not mentioned even though this approach had been used in some other 
countries to improve the proposals received by the Bank.

The pros and cons of rounds for HRITF applications
Being “demand driven” was a clever way to generate interest and awareness of 
the HRITF, but the longer term value and relevance of this approach should be 
reviewed, particularly in relation to applications for CPG funding as pilot grants 
are expected to account for just under three quarters overall HRITF funding. 

There are several potential risks linked to the rounds approach, some of which 
are only incipient at this early stage in the programme but may become more 
important with time. For example:

 � The risk of generating too much demand. Our impression is that new CPGs 
should only be approved following more thorough feasibility assessments 
than were done, particularly in some countries from Rounds 1 and 2 (the 
thresholds for feasibility are relatively high; e.g. strong financial management 
and monitoring systems. One might expect, therefore, that some 
assessments might find the approach to be unfeasible in some setting. 
Although we were informed that this has happened we could not find any 
example of an approved application that had been turned down on the basis 
of poor results in the feasibility assessment).  

 � Whilst a demand led approach might be useful to a certain point this may 
serve to undermine the strategic aim of building a knowledge base on RBF 
as a whole. (i.e. funding what is needed to learn versus funding what 
countries want). 

 � The risk of spreading resources too thinly and of not being able to provide 
sufficient long term support –financial or technical - to some country pilots 
where circumstances so require. It must be remembered that as per current 
Bank rules (written or practice) countries are allowed to apply only once for a 
stream (for each IDA grant), yet there may be unusual circumstances that 
merit continued support by the Bank on a case by case basis. Examples of 
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circumstances that may present (some have already presented, for others it 
is far too early) include:  

 – Delays in pilot implementation for which the country cannot be held fully 
responsible where a promising pilot requires additional funding (might 
happen in Zambia where the pre-pilot meant to last for 6 months took 3 
years, so the pre-pilot will take longer than the pilot itself). 

 – Under-estimation at design of the costs involved in fully developing the 
pilot or in providing sufficient technical or documentation support to it. 
The case of Rwanda –where the Bank is no longer providing any 
external monitoring or support to documentation of the RBF pilot comes 
to mind. India, a huge country that has received some funding from 
HRITF but may need much more given its size and the diversity of PBF 
schemes taking place is several Indian states. The bottom line is the 
rules governing the HRITF on how much can a country receive or how 
many times it may apply for funding should be adapted to country 
circumstances.   

 – Successful pilots where scaling up is not guaranteed because there has 
been insufficient focus on mobilising resources and attracting additional 
funding at country level (either from IDA or from other sources). Many 
pilots may fall into this category in the next three years if results from 
impact evaluations are favourable and countries would like to scale up 
yet no additional funds are available. We are not suggesting the HRITF 
should fund the scale up costs but might it work with the country 
government and donors to develop a funding strategy? 

All the risks above can be effectively mitigated as long as the HRITF team are 
made aware of these matters and can take a proactive approach to resolving the 
issues. However, as the HRITF program grows there is a risk that the issues 
above receive insufficient attention due to several possible reasons: limited 
capacity by the HRITF team to appraise and oversee these matters; inability of 
the country team to forecast these issues and communicate these to 
Washington; limited communications and insufficient proactive stance on the 
matters above between Washington and the country teams.

A second condition for risk mitigation is effective forecasting of HRITF financial 
needs, and while efforts have been made to improve this we could not establish 
whether these have been effective. Also, it is not clear from reviewing the annual 
reports, annual work plan for 2011 or annual donor consultations whether the 
issues and risks above are receiving sufficient attention by the HRITF team or 
the Bank.

Linking pilots to IDA grants in covered elsewhere in this report (Chapter 5). An 
important point to raise here in relation to such link is the possibility that the 
Bank may exclude important and interesting examples of RBF approaches 
requiring support or attention because these countries do not have or plan to 
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have an IDA health grant. Cambodia comes to mind as an example of a country 
that never applied for any HRITF funding stream for reasons unknown (no 
interest on IDA health credit?) in spite of having large RBF-type schemes in 
place (supply side incentives and Conditional Cash Transfers) that it might have 
been worth supporting or exploring for learning and dissemination purposes. We 
feel that the Bank should proactively explore interest for HRITF support in these 
countries rather than using the “demand driven” approach. In fact, exceptions to 
the eligibility criteria have been already applied by the HRITF as in the case of 
Zimbabwe where there was no IDA health grant in place and where no country 
proposal for CPG had been received, yet a proposal for an RBF pilot was put 
together by the Bank team that was eventually approved for funding. 

Transparency and consistency of funding decisions 
There is room for improvement in communicating funding decisions to countries 
by the Bank. In several instances evaluators could not find proof that the funding 
decision had been effectively communicated to the country (a formal letter 
similar to the one used by the GFATM or GAVI would be desirable). In one case 
(Senegal) we found that there had not been proper follow up of the 
recommendations made by the reviewers suggesting that funding for a proposal 
should be considered as soon as funds became available (see Box 4 below). In 
another case (India – see box 3) we found that the decision not to fund had been 
communicated to the country team just by phone, and that the reasons provided 
for the proposal rejection were not totally clear to the India-based World Bank 
team. Evaluators feel that after all the work involved in developing a proposal the 
least the country team deserves is a letter containing all information justifying 
the decision made. It would appear (as is argued by the Bank) that 
communications on funding decisions have improved as a result of linking the 
RBF to the IDA credit. Therefore, all that evaluators are asking is continued 
attention by the HRITF team on ensuring that countries get detailed feedback on 
submitted applications.

Box 4: Institutional memory – an example from Senegal: Funding rounds require 
strong follow up on the part of the HRITF team to ensure that successful applications 
can be funded immediately or in the near future: this has not always been the case. In 
Senegal the IRP made a positive recommendation for pilot funding that could not be 
honoured due to limited funds at the time. The IRC recommended that the Senegal 
proposal be supported as soon as funds became available, but the Senegal proposal 
was not followed up from 2009 when more funds became available (though the 
increase in funding by Norad and DFID) and, as a result, the proposal was never 
reconsidered for funding . We enquired with the existing TTL about this matter. He 
was not aware that a proposal had been submitted by his predecessor or that it was 
supposed to be followed up when funding became available. We think this point 
illustrates a loss of “institutional memory” that may not be representative but which 
should have been more closely followed up by the HRITF Team or the Bank.
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Stronger description of planned feasibility assessment in applications 
While the Bank has argued (Annual Report 2009) that funding decisions were 
based on “a rigorous assessment of the likely feasibility of the proposals 
received” the reality is that such feasibility cannot be realistically assessed 
ex-ante. In fact, we feel that the feasibility of some pilots should have followed a 
much more rigorous feasibility assessment (see later 3.4.2 – supporting design). 
We recognise that this might not have been possible in the original rounds 1 and 
2 where the Bank had to figure out the funding modalities and criteria, but it 
should become much more rigorous in future. The Bank seems to have already 
captured the importance of stronger feasibility assessment and is using the IDA 
triggers to ensure that essential pre-conditions for RBF implementation are in 
place in all the new CPGs.

3.3.2 Supporting design of RBF mechanisms
Most of this section will refer to supporting country pilots. The focus of HRITF 
support to country pilots has consisted mainly on developing new pilots rather 
than supporting existing ones. The only exceptions to this pattern from the 
countries reviewed in this evaluation seemed to be Rwanda, where a community 
PBF predated the HRITF application, and to a lesser extent Kyrgyz and Burundi 
where the pilot built on pre-existing incentive schemes. Focus on designing new 
pilots was not in most cases a choice but a reflection of the fact that few 
countries had RBF schemes between 2007 and 2011, the period covered in this 
evaluation. 

In general, evaluators found that the support provided by the Bank for RBF 
design was quite relevant and well delivered, particularly in the context of a 
HRITF that had to develop all systems from scratch and learn by doing. Against 
this general background we wish to discuss some specific issues uncovered in 
this evaluation that respond to questions from our evaluation framework (Annex 
4).

The contents of RBF pilots 
The table below summarises information on country pilot grants as of January 
2012 facilitated by the HRITF team in Washington.  
 
Table 5: Summary of HRITF supported RBF pilots

Cells shaded like this are CPGs approved after the beginning of this evaluation 
and not included in the analysis.
Cells shaded like this indicate CPGs where the evaluation team conducted 
case studies, desk reviews or spoke to the concerned TTLs.

Country and
Round Nº

US$ 
IDA & 
HRITF

RBF approaches 
to be piloted

Implementation status as of 
January 2012

Afghanistan
R1

IDA: $30m
HRITF $12m

Supply side

Pre-pilot done, baseline survey 
completed and full scale up of 
pilot to 12 provinces (Source: 
annual report 2011 – no updated 
information ever since).

Benin
R2

IDA: $1m
HRITF $11m

Supply side
Grant effective in September 2011. 
About to begin implementation in 
April 2012
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Country and
Round Nº

US$ 
IDA & 
HRITF

RBF approaches 
to be piloted

Implementation status as of 
January 2012

Burkina Faso 
R3, 

IDA: $14m
HRITF $12m

Demand and 
supply side

Board approved in December 2011

Burundi R3
IDA: $18m
HRITF $14.8

Supply-side
Design completed. Implementation 
to begin shortly

CAR R4
IDA: $12m
HRITF 
$9.6m

Supply-side
HRITF approved in July 2011. 
Negotiations and expected Board 
approval in March and May 2012.

DRC
IDA: $2m
HRITF $1m

Supply side
Pilot commenced in 2010. 
Duration being extended to 
achieve longer exposure period.

Ethiopia R3
IDA: $135m
HRITF $15m

Supply side
Board approval expected October 
2012

Ghana R2
IDA: N.A.
HRITF $11m

Demand and 
supply side

Very slow. Concept note and 
draft Implementation manual just 
approved.

Kyrgyz Rep.
R2 

HRITF: 
$11m 

Supply side
Grant agreement due to be signed 
March 2012

Lao PDR R3
IDA: $3m
HRITF 
$2.4m

Supply-side
Grant agreement signed in 
October 2011. Slow start.

Lesotho
R4

IDA: $5m
HRITF $4m

Demand and 
supply

Board approval expected in 
September 2012; HRITF approval 
in January 2012

Liberia
R2

IDA: $7.5m
HRITF: 6m

Supply side 
Incentives

Expected Board approval date in 
March 2013.

Nigeria R3
IDA: $60m
HRITF $20m

Supply side
Board approval expected March 
2012. Preparation quite advanced.

Rwanda
R1

IDA: $18m
HRITF $12m

Community 
PBF supply and 
demand

Builds on pre-existing facility PBF. 
Implementing Pilot (2010-2012). IE 
expected in 2013.

Sri Lanka R3
IDA: $20m
HRITF: 
$15m

Supply side

Board approval expected 
September 2012. HRITF 
grant signed December 2011.
Impkementation expected shortly.

Tajikistan R3
IDA: $6m
HRITF: 
$4.8m

Demand and 
supply-side

Project preparation in very early 
stage.

Vietnam 
R4

IDA: $40m
HRITF: 
$15m

Supply side
Expected approval March 2013. 
Regional grant. Not listed among 
the winning CPGs in Round 3 

Zambia
R2

IDA: $50m
HRITF: 
$16.7m

Provincial, district 
and hospital 
level supply-side 
incentives (fee for 
service)

Pre-pilot from Jan 2009 to march 
2012. Pilot implementation 
expected April 2012.

Zimbabwe
No Round

IDA: $0m
HRITF:$15m

Supply-side Grant became effective in 2011.

Source: Annual reports and HRITF team. 
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Thoroughness of RBF designs – feasibility studies 
The complexity of RBF approaches and the need for key preconditions such as 
effective fiduciary and monitoring systems to be met suggest it unlikely that RBF 
approach would be feasible in all interested countries. Although we were 
informed that there were case(s) where a study had found the approach to be 
unfeasible we could find no example of this. The important point in terms of 
recommendations from this evaluation is that future applications for pilot grants 
should ensure that existing feasibility criteria –linked to HITF and linked to IDA 
operations – are fully applied before full funding for the country pilot would be 
released. 

Likewise, there should be a more realistic assessment of how long a feasibility 
study (often referred to as “pre-pilots”) might take and how much it will cost, 
particularly in terms of Bank and MoH staff time in a real world scenario. 
Examples from Zambia (3 year pre-pilot) and Rwanda (2-year pre-pilot) suggest 
the need to develop a much more thorough design cum feasibility phase and to 
avoid quick designs that may then become difficult to pilot in practice, as in the 
case of DRC, where high turnover and limited capacity resulted in the need for 
revision. The Bank (HRITF team) should, on the basis of experience to date, 
prepare much more thorough guidelines for pilot design and for pre-piloting 
based on a more realistic assessment of costs. If one key lesson emerges from 
the case studies and desk reviews to date – strongly backed by all TTLs 
interviewed- it is how extremely challenging, time consuming, expensive and 
absorbing pre-piloting can be. The pre-pilot in Nigeria was prefunded by 
government (with the Bank reimbursing retrospectively) and enabled many key 
design issues to be addressed at an early stage. In the Kyrgyz Republic (which 
lacked the funds to prefund the pre-pilot) a number of interviewees felt that there 
was an element of over design in the preparation process and that early testing 
on the ground through a pre pilot would have been better 

Focus on RMNCH 
In the HRITF Agreement between the Ministry of Foreign Affairs of the 
Government of Norway and the World Bank it is stated that the intention of the 
Trust Fund is to strengthen the achievement of the health-related MDGs, 
particularly MDGs 1c, 4 and 5.

An overview of the proposals indicated that this is followed for most of the 
proposals in that they primarily address achievements of MDGs 4 and 5, with a 
few also addressing MDG 1c, 6 (i.e. TB, HIV and malaria outcomes). The only 
country that deviates from this trend is India, where the proposal for funding 
stream 3 (impact evaluation) – which was funded - focuses on tertiary care 
including cardiology, oncology, neurology, nephrology, neonatology, burn care, 
and trauma care.

The finding of this review is that funded proposals have generally adhered to the 
agreed focus on RMNCH and accelerating achievements of MDGs with a focus 
on MDGs 1c, 4 and 5. One may question however why India has received so 
little HRITF funding in spite of submitting three RNMCH related proposals for 
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CPG funding and given that India accounts for the largest concentration of 
poverty in the world. 

Which Outputs/Outcomes are the Pilots Addressing? 

Table 6: What outputs and outcomes are the pilots addressing?

Country Primary Maternal Outcomes Primary Child Outcomes

Afghanistan Skilled prenatal care, skilled birth 
attendant, postnatal care and 
family planning utilization

Fully immunized children < 1 yr

Argentina Utilization of prenatal care, 
quality of care, immunization 
rates (tetanus and VDRL), early 
pregnancy detection.

Birth weight, low birth weight rates, 
utilization of post natal health care, 
quality of care, anthropometrics for 
0 to 6 year old (z scores)

Benin (i) quality of maternal care and (ii) 
equity of maternal care utilization 
as measured by indicators 
detailed in concept note.

Rate of child visits, vaccination rate 
of children

Cameroon Skilled birth attendance; 

Contraceptive prevalence; 
ANC coverage; Tetanus toxoid 
vaccination coverage during 
pregnancy

Fully immunized children; Bed 
net use; Vitamin A coverage; 
Participation in growth monitoring; 
Exclusive breastfeeding

DRC Curative care, institutional delivery, 
obstetric referral, tetanus toxoid 
vaccination, family planning, 
caesarean section, blood 
transfusion

Curative care, full immunization, 
blood transfusion

Ghana Quality of prenatal care, 
institutional delivery and postnatal 
care, and quantity of prenatal visits

Birth weights, nutritional status, 
anaemia, vaccination

Kyrgyz 
Republic

Quality of prenatal care, 
institutional delivery, postnatal 
care

Birth weight, nutritional status, 
anaemia

Laos Utilization of MNCH services 
(various Indicators to be defined)

Nigeria Skilled birth attendance 

ITN distribution 
ANC

– Immunizations 
– ITN distribution 
– ANC 
– Curative care for children

Rwanda Prenatal care, institutional delivery, 
postnatal care, family planning

Nutritional status, anaemia, 
vaccination

Tajikistan Quality of MCH/ RH services

Vietnam Quality of child growth 
management; quality of malnutrition 
rehabilitation
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Country Primary Maternal Outcomes Primary Child Outcomes

Zambia Curative Consultation, Institutional 

Deliveries, ANC prenatal and 
follow up visits, Postnatal visit, 
Third dose of Malaria IPT, New 
Acceptors of FP users of modern 
methods at the end of the month, 
Pregnant women counselled and 
tested for HIV
Hospital level incentive package 
that focuses on obstetric 
emergency and referral from lower 
levels 

Curative Consultation, Fully 
vaccinated child, HIV exposed 
pregnant women in labour 
administered Niverapine and AZT

Zimbabwe ANC; PMTCT; Tetanus toxoid 

vaccination among pregnant 
women; syphilis screening 
among pregnant women; malaria 
prevention among pregnant 
women; skilled delivery; referral 
of dangerous cases; PNC; family 
planning

Children fully immunized; vitamin A 
coverage; growth monitoring

Focus on poverty, equity and gender

“I told Gates, if you want to improve gender equity and you have 10 indicators, you 
increase the points for the gender sensitive ones – but you need training – and 
commodities”. 
Source: Government interviewee, DRC

“Sex disaggregated data – that’s a luxury... These are practically emergency services.” 
Source: Interviewee, DRC

As noted above, HRITF was born out of the desire of the Norwegian government 
to accelerate progress towards MDG 4 and 5 goals. This was alongside DFID’s 
support of the approach following the report of the Taskforce on Innovative 
International Financing for Health Systems suggesting an important role for RBF 
in helping accelerate progress towards the health MDGs. With this emphasis – 
which, as noted above, has largely been adhered to in country proposals – 
HRITF sets out strong potential to have an impact on gender inequality and 
wider equity issues. 

The case studies and desk reviews have shown that the majority of countries 
have focused on gender, poverty and equity issues. In some countries this focus 
was explicit while in most countries the focus may have been implicit in the 
specific MNCH strategies at country level or the linked poverty reduction 
strategies underpinning the health sector and MNCH national strategies. A 
number of interviewees pointed to relevant indicators as a clear sign that gender 
and equity issues were being addressed, or the fact that the pilot was located in 
the poorest districts. Fewer, however, were clear as to what actions were being 
systematically taken to tackle issues that may be preventing access to services, 
such as Behaviour Change Communication campaigns to ensure baby girls and 
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boys equally benefit from nutrition or malaria prevention and treatment, although 
some of the wider IDA initiatives may involve such activities . 

Some country examples:
 � In Kyrgyzstan, equity is recognised as an issue (e.g. hospitals in remote 

areas may struggle to do well on the balanced score card) but is not explicitly 
mentioned. It is assumed that the provider payment system that the RBF pilot 
will support has pro-poor design features.

 � Zambia has a specific focus on gender and equity (e.g. data are 
disaggregated by sex and other variables). A commissioned equity 
assessment found that since more than 90% of rural Zambia is poor, the RBF 
should avoid the urban areas and focus on services that would provide the 
greatest benefit to poor rural women, such as MNCH services. 

 � In India, while some proposals targeted only women, others focusing on poor 
people did not plan to collect sex disaggregated data to allow for analysis of 
gender equity issues arising. 

 � In Rwanda the poverty focus was clear, with initial 30 sectors selected for 
pre-piloting being the poorest. 

 � In Benin, the IE will improve identification of poor people and use sex 
disaggregated data to understand gender issues, such as whether boys and 
girls have equitable access to services.  

Recommendations: 
 � The effectiveness of HRITF interventions can be enhanced by a focus that 

explicitly addresses gender and equity barriers to access. It may be helpful to 
have central checklists and other tools to ensure, for example, the 
involvement of prioritised communities in planning and monitoring or that IE 
systematically assesses how RBF contributes to gender equality. 

 � As noted by a range of country interviewees, it may be possible to increase 
the gender or pro-poor sensitivity of RBF programmes by increasing the 
weighting in the application review process given to gender- or equity-
sensitive indicators. 

Ownership, alignment and harmonisation at design 
In our evaluation the degree of consultation and involvement of other donors and 
of government in designing the RBF pilots varied greatly from country to country, 
with much depending on the quality and characteristics of individual TTLs and 
on the existence of pre-existing donor coordination arrangements and the extent 
to which the Bank used those platforms for HRITF purposes. Little of this has 
been documented to date in the countries we visited and we were surprised that 
no analysis seems to have been conducted or commissioned to date by the 
HRITF Team on alignment and harmonisation issues in relation to RBF: it would 
have been very useful to find a World Bank (internal or external) analytic 
document discussing the main lessons learnt from the designs of RBF pilots 
from rounds 1 and 2 that might illuminate future rounds.

The novelty of the RBF approach being designed and the initial “teething” 
problems to process some RBF grants through the Bank system were important 
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factors that affected the quality of the first RBF designs that the Bank supported. 
However, the two most important factors determining the extent of consultation 
and “stretching to others” identified in this evaluation were the qualities of the 
task team leaders (TTL) and their being or not based at country level, in which 
case the quality of staff at the country office to follow up on decisions made in 
Missions becomes crucial. We recognise that the Bank cannot always guarantee 
either the quality of the TTL leadership or where the TTL will be based, but it 
should be possible for the Bank to at least provide stronger training, 
guidelines and support to TTLs for them to work more closely with health 
partners at country level.  

Some MoH and donor representatives in countries emphasised the difficulties of 
designing and following RBF pilots with the Bank when the TTL is based far 
away and when there is no Bank country team (or a weak one) and no Bank 
presence in key sector and donor meetings. They also highlighted the fact that 
consecutive Bank missions often involved different people, which caused gaps 
in communications and made policy dialogue more complicated. This was 
captured in our case studies, with several expressions like the Bank “reinventing 
the wheel at every mission”, or “making it look like a vertical programme from 
Washington” or “forgetting what we agreed on”, or ”different people coming in 
with different ideas” etc. We believe that these issues may affect the quality of 
designs or lead to sluggish pilot implementation and oversight.

As practical implications for the future of the HRITF (we accept this may not 
have been possible in the past) we would strongly recommend the Bank only 
supports RBF pilots – even if the approach is technically feasible from the 
country perspective - where;

 � there is a TTL with practical experience on RBF or the TTL is less 
experienced but will receiving close support (coaching) from more 
experienced colleagues in the Bank and will undergo all the required training;

 � the TTL is based in country (preferable) or the country has a strong country 
team knowledgeable on RBF to whom oversight responsibilities can be 
delegated and who will maintain close links with key stakeholders (the 
Zambia team was an excellent example of efficient team work in pre-piloting 
the RBF pilot);

 � all new TTLs receive close follow up from HRITF team in Washington and/or 
in the region during the two years following CPG grant approval to ensure 
that effective links with partners and government are maintained;

 � the Bank missions will be given the time and the resources for them to 
effectively engage with the MoH and with donors (and not just to invite them 
to meetings) and to report on progress;

 � the Bank will be able to attend regular donor and sector meetings and use 
these to leverage support to the CPG and its future. 

Where these criteria cannot be met other approaches should be considered. 
This might include inviting bilateral donors to take forward the programme using 
HRITF funds (recognising that there will be legal implications) or for them to do it 
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independently whilst still drawing on HRITF tools and human resources. It 
should be understood that failure to engage with other donors at country level 
during RBF design and implementation might significantly affect the chances of 
future financial support to, and buy in of, the RBF pilot or its eventual scale up – 
especially in lower income settings where donor funding is likely to remain a key 
funding source.

Use of National Systems 
The Trust Fund aimed to make as much use as possible of national systems in 
line with best practice on aid effectiveness. For example, it saw opportunities for 
working in SWAp environments and the use of agreed performance indicators 
and possibly even through channelling resources in an un-earmarked manner 
into any existing SWAp pooled arrangements (see Box 5 below). Whilst it 
recognised that it might be necessary to adopt systems and approaches which 
were not completely in line with national approaches it envisaged a fairly short 
transition to a greater/full use of national systems (Box 6).

Box 5 - HRITF and Aid Effectiveness By working with development partners and 
countries to build and use country systems, wherever possible, the HRITF aims to be 
consistent with the principles of the IHP+, and Global Consensus on Maternal, 
Newborn and Child Health Proposal. Agreement has been reached between DFID, 
Norway and the World Bank that the HRITF will be consistent with the International 
Health Partnership (IHP+) principles working with development partners and 
countries to build and use country systems for results, wherever possible.  DFID and 
Norway have insisted that country selection criteria should be based upon the World 
Bank aim to pursue a sector-based approach. This will be monitored closely. 
Source: DFID Project memorandum

Box 6 - Gradual Alignment with National Systems/SWAP “In its initial start-up the 
RBF may require additional indicators (for example the core MDG 4/5 indicators) and/
or baseline data by a different date than envisioned in the framework”. Within 1-2 
years the data needs of the RBF would be incorporated into the SWAp framework 
“RBF grant might … be released into the pool after the results are achieved”. 
Source: Initial Proposal by the World Bank to the Government of Norway, October 24, 2007.

We would question how realistic these well intended objectives actually were. 
Although laudable, in principle, the interventions to be piloted are innovative, 
require the development of new skills not currently available in country, require 
the specific tracking of funds (for the purposes of the impact evaluation) and 
should only be sustained if the results are positive. All of these factors would 
tend to make the case against a pooled approach and whilst one might not 
expect the pilots to bypass national systems where avoidable the case for full 
integration into national systems may not be strong. At the same time it is 
important that consideration should be given to how approaches might be 
integrated should they prove successful during the implementation phases.  
A clear vision should be set out in the pilot design and a clear plan developed by 
the midterm of the pilot.
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In the Kyrgyz Republic, which has a strong track record in implementing its 
SWAp, the pilot only makes partial use of national systems. A thorough analysis 
of the various funding options was carried out. Trust Fund support is to be 
allocated through the treasury system but through a Special Means Account 
which allows specific tracking of expenditure and also allows funds to be carried 
over from year to year. The former is important in terms of the impact evaluation 
and assessing how inputs are spent, and the latter is important for a new 
approach such as this where the supply side response is not known and budgets 
cannot be set prospectively. Similarly, the RBF Secretariat will be run as a quasi 
PIU – making use of national procurement and financial systems but recognising 
that different types of expertise – not available with the sector – are required and 
will need to be recruited externally. In Zambia country systems are used to 
ensure that the RBF is strengthening the overall health system. A PIU has been 
put in place in the MOH. Implementation and oversight is done by the MoH and 
the MOH is contracting two agencies under the grant, one to provide technical 
assistance support to implementation and the other to perform external 
verification. Funds will be channelled by the MOH to districts but using a special 
account created for RBF funds at district level to ensure accountability of funds. 
Each health facility will open bank accounts to which the MOH will deposit RBF 
funds directly. The only RBF pilot found to date that is fully using country 
systems is the one in Rwanda, although the MoH seems to consider it a special 
case and no regular reporting is being made within the MoH or at the time of the 
annual reviews in spite of the pilot covering 30+% of Rwandan sectors 
(administrative divisions).

It would be helpful to carry out a simple mapping exercise to show in a 
systematic way across CPG countries the extent to which national systems are 
used according to a range of key criteria (financing, M&E, management) 
compared to the most aligned donor(s). A failure to use existing national systems 
may be justified, but the reasons should be fully set out. We would also 
anticipate that in advance of the next evaluation – by which time there should be 
greater clarity on how well the pilots are working – plans will be developed for 
the integration of the intervention into the national system wherever this would 
make sense. 

In the Kyrgyz Republic, for example, discussions with key stakeholders suggest 
that there is an intention to modify the existing provider payment mechanism in 
line with the finding of the pilot (if it proves successful) and likely funding though 
the overall funding pool, whether Government funded or through the SWAp pool. 
Similar intentions to modify national systems as per pilot results have been 
expressed in Zambia and Rwanda.
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Key Messages
 � It is quite easy to make ambitious statements about alignment at the outset. In 

practice, a pragmatic approach is needed.
 � Whilst there should be compelling reasons not to use national systems the 

innovative and pilot nature of many of the TF activities suggest that it may not be 
possible/advisable to make maximum use of national systems during the pilot 
stage. Such reasons need to be set out fully.

 � There should be a clear vision for integration at the outset and a clear plan at an 
early stage of the pilot implementation should the pilot prove successful.

3.3.3 Supporting implementation of RBF mechanisms

Few countries (at least from the ones we covered in our case studies and desk 
reviews) had made the transition from pilot design and pre-piloting to 
implementation at the time of this evaluation. It is therefore too early to say much 
in relation to pilot implementation. 

Some of the issues to note in relation to implementation are similar to those 
raised earlier in relation to design: the importance of country ownership and 
close engagement between the Bank and the country government; the need for 
a thorough pre-piloting and assessment of country systems; the importance of 
competent TTL and strong country teams to support implementation; the need 
to involve other health donors from design, and to brief them regularly; the trade 
off between using country systems and efforts to guarantee solid design and 
implementation; etc. The following is a list of additional issues more specifically 
linked to implementation where evaluators wish to place emphasis.

Why documenting implementation is crucial 
The point made earlier in relation to the importance of documenting designs is 
relevant in relation to documenting implementation too. The rationale for the 
need to document design and implementation is similar and well captured in 
both foundation documents (the HRITF Concept Note) and progress reports by 
the Bank (explicitly mentioned in both the 2008 and 2009 annual reports). In 
essence, impact evaluation is expected to measure the with and without 
situation through a set of indicators, but many things may not go exactly as 
planned or as assumed that may have an impact on the final results and that 
may not affect all intervention and control sites in the same way. Documentation 
is expected to capture processes and unexpected changes that might affect final 
results, and to do so on a regular basis. In some HRITF programmes the 
documentation function has been assigned to an external, independent entity (in 
Rwanda, the School of Public Health from June 2009- June 2010; in DRC an 
independent consultant) while in other programmes a firm contracted for 
supporting implementation may be assigned some documentation competencies 
(such as the TA firm to be soon appointed in Zambia and the TA firm in Benin). 

What was of concern to the evaluators in that several RBF pilots being designed 
or implemented (Kyrgyz Republic, Nigeria, and to some extent Zambia) have not 
yet appointed anyone to perform the documentation function. In some cases the 
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reason given was that documentation would be done on an ad hoc basis, when 
the need is felt. In Rwanda, the cause was less clear: why did the contract with 
the School of Public Health that had come to an end precisely when pilot 
implementation was beginning in 2010 had not been renewed or an alternative 
firm appointed when, apparently, both the Bank and the country agreed to the 
importance of renewing the contract? In the case of Nigeria there was a 
documented application to the HRITF in 2011 by the Nigeria team requesting 
funding to appoint a documentation firm, for a value of $125,000. The proposal 
was turned down arguing that “once you are a CPG - you cannot access funds 
in other streams”. Even accepting that funding for documentation should have 
been part of the original proposal we think that there is a case for treating these 
requests more flexibly. 

Given that the evaluation has not systematically explored every country being 
supported or even every pilot we would not like to make issue of why support for 
documentation is not being provided but about the fact that documentation is not 
taking place, which we see as undermining the learning and piloting nature of an 
innovative scheme like the RBF that may or may not be scaled up depending on 
results achieved. We strongly recommend the Bank to look into this issue and 
ensure that every country where a pilot is being designed or implemented 
should have a documentation requirement built in it that collects, analyses and 
disseminates (it can be internally first) information on design, pre-pilot and pilot 
with an agreed periodicity and in a systematic manner. The evidence available 
from the countries that had such tasks performed at some point, like the lessons 
from the pre-pilots in Rwanda and Zambia, suggest that such information can be 
of high operational and strategic value. As we shall see under objectives 2 and 3 
documentation can also be a very useful source of research and study questions 
that can then become part of a broader RBF learning programme at national, 
regional or global levels.

3.3.4 Supporting M&E of RBF mechanisms
There are three separate aspects involved in evaluating the HRITF support to 
M&E. One is the support to impact evaluations (IE) that HRITF provides as part 
of any CPG, under the principle that every CPG will have an IE linked to it, which 
evaluators strongly endorse. A second aspect is the HRITF support provided to 
evaluate RBF initiatives that are not supported by the Bank. The third element is 
how the HRITF team oversees, uses, learns from and disseminates monitoring 
and evaluation activities funded by the programme. The first and second aspects 
are covered under our review of HRITF Objective Two, while the third aspect is 
covered in section 4 (Implementation, governance and oversight arrangements). 
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3.4 HRITF Objective Two - Develop and disseminate the evidence base 
for implementing successful RBF mechanisms
The HRITF demonstrates a unique commitment to global learning and is building an 
evidence base on RBF for health through its support of rigorous, prospective impact 
evaluations (IE) on the causal effects, costs and operational feasibility of RBF. 

Going forward, the key strategic direction of the HRITF will be to continue to achieve 
Health Nutrition and Population (HNP) results by supporting and expanding RBF in 
World Bank-financed IDA projects.

Country RBF Evaluation Grants will support RBF programme evaluation efforts to 
learn from successful (and unsuccessful) experiences from around the world and 
allow for learning in IDA eligible countries. 
Source: HRITF Annual Report, 2010-2011.

3.4.1 Our approach to evaluating this objective
The HRITF is expected to have a strong focus on continuous learning and 
synthesis (see for instance the quotes taken from Annual reports in the box 
above). In addition, the 2009 Trust Fund Administration Agreement states that 
“RBF experiences will be continuously compared, contrasted, and considered; 
key lessons will be identified and synthesized periodically; guidance will be 
developed; and lessons and guidance will be widely disseminated. An existing 
RBF website supported by the Trust Fund will be used to disseminate 
information. An RBF Interagency Working Group (IWG) […] will contribute to 
global and cross-country learning”. The “learning function” is primarily reflected 
in Objective 2. 

Two interrelated aspects will be covered in this section: 
 � knowledge management, or the process necessary to generate new 

knowledge and evidence on RBF design and implementation that should 
rapidly and regularly feedback into the World Bank and the RBF community 
or practice with a view to improving the performance of the Bank in 
supporting RBF initiatives at country level, and; 

 � knowledge dissemination, or the process necessary to capture and make 
available the knowledge emerging from the HRITF programme. 
  

Our evaluation of this objective is divided into three parts:

1. A review of the impact evaluations being undertaken on the pilots funded by 
HRITF CPG grants and potential evaluations targeting non-HRITF pilots.

2. A review of the strategy and approaches being used by HRITF to learn from 
ongoing design, pre-piloting or implementation of the RBF pilots. 

3. A review of the instruments being used as part of the learning, knowledge 
management and dissemination activities linked to the HRITF. 
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3.4.2 Testing a Range of Results Based Financing Initiatives
Knowledge Generation through Impact Evaluations 
The donors wanted the Trust Fund to implement a number of substantial RBF 
pilots and test them through rigorous impact evaluations (see box with 
objectives, below). The following section assesses the extent to which this has 
happened or is likely to happen. 

Objectives of the Impact Evaluation Component 
The specific objectives include the following: 
1. Conduct rigorous, prospective impact evaluations on the causal effects, costs and 

operational feasibility of each RBF pilot scheme on the access and quality of 
preventive and curative health care, health expenditures, and health outcomes. We 
also propose to evaluate the distributional effects of the intervention and to the 
extent possible, the impact any resulting improved health outcomes on labour 
market outcomes and poverty. Depending on the nature of the pilot, each 
evaluation will look at the appropriate supply or demand side effects as well as 
anticipated and unanticipated consequences of the intervention such as supply 
side responses. If a pilot includes both supply and demand side interventions, the 
goal will be to estimate the separate impact of each as well as any from the 
combination of the two. The cost information will be used in estimates of cost-
effectiveness of the intervention. 

2. Coordinate and standardize as much as possible the evaluation methodologies 
across pilot sites to facilitate the comparison of alternative approaches, assess the 
external validity of impacts, and assess the feasibility of similar interventions 
across socio-economic and cultural settings. 

3. Summarize and disseminate the lessons learned in materials that are accessible 
and relevant to country policy makers and other stakeholders, and address both 
the cost-effectiveness and operational complexity of alternative RBF mechanisms. 

Source: Global Impact Evaluation Program for the Health Results Innovation Grant Concept Note Revised
April 2008

3.4.2.1 What types of pilots are being implemented?
In developing a portfolio of country 
pilots the Trust Fund is trying to  
manage a balance between a number 
of competing objectives.  
It is doing so in the absence of any 
specific guidance from donors on  
which of these objectives should be 
prioritised or perhaps a belief that  
there are no real tradeoffs to be made 
and that the different objectives can,  
in fact, be reconciled. 

The Trust Fund is, on the one hand, trying to build up a body of knowledge on a 
range of RBF models (are we testing the right types of models? or are we just 
testing the same model in different settings?). It needs to ensure that those that 
it does pilot can be evaluated in a rigorous manner (are they valuable? will they 
provide answers to the right questions?). Lastly, they are trying to identify pilots 

Key 
Trade 
Offs

Country 
Ownership

Range of RBF 
Models Tested

Scientific Rigour of 
Impact Evaluation
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which fit within the individual country context. (are they appropriate to the 
country setting or are we just doing this because we can evaluate it?) 

In Rounds 1 and 2 the choice of approaches to be piloted was also constrained 
by the restrictions on the countries which could benefit from the funding, 
particularly the requirement that the pilots should focus on MCH in low income 
countries with 80% in Africa. This appears to have resulted in countries like India 
with large MNCH needs and large numbers of poor people receiving little 
support, as the allocation formula prioritised allocations (on a per capita basis at 
least) to small, low income countries in Africa making no allowance for the needs 
of larger countries and the potential benefits and interest from outside the 
region.  

The said allocation formula was dropped from Round 3 onwards, at which time 
all IDA eligible countries are equally able to access funds provided that they 
meet HRITF eligibility criteria (source: HRTIF Interim PC). 

Approach

Investigating a Range of RBF Proposals will be achieved through “a series of four 
to six RBF pilots schemes – including both supply-side interventions (provider 
payment schemes, contracting out) and demand-side interventions (conditional cash 
transfers).  
Source: Initial Proposal

The intention in the original documents supporting the HRITF application and 
agreements was to assess the potential of a range of RBF approaches (see box 
above). Whilst it is clear that this involves looking at both demand and supply 
side interventions there is little further detail on what specific RBF approaches 
should be tested. For those less familiar with RBF we have included a box below 
with several definitions and distinguishing features of RBF approaches, as 
proposed by Musgove (2011). Please note that some of the distinguishing 
features of RBF are not be mutually exclusive and hence RBF schemes tend to 
be “hybrids” that combine several features.
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RBF – Definitions and Distinguishing Features 
Results Based Financing (also known as Pay for Performance (P4P), Performance-
based Payment and Performance-Based Incentives (PBI))

Distinguishing Features: 
 
Performance Based Financing: “contracting in” Incentives are directed only to 
providers, not beneficiaries; awards are purely financial--payment is by FFS for 
specified services; and payment depends explicitly on the degree to which services 
are of approved quality, as specified by protocols for processes or outcomes

Performance Based Contracting: “contracting out” As above but adding a variable 
component that can reduce payment for poor performance or increase it for good 
performance compared to the standard defined in the basic contract

Output Based Aid (OBA) includes only financial rewards the principal is an aid 
donor; the agent is therefore typically a recipient government or public agency, 
although it could in principle be an NGO or private for profit organization if external 
assistance is provided directly to such an entity rather than passing through a 
government. 

Cash on Delivery (COD): maximal degree of autonomy for the agent in deciding how 
to produce and deliver the results. Results may be outcomes or outputs.

Conditional Cash Transfers: incentives apply exclusively or primarily directly to the 
program beneficiaries rather than to the agent(s) delivering services. Results are 
defined by the enrolment of beneficiaries in the program and their compliance with 
required behaviours such as consuming specific services. Incentives to recruit and 
enrol beneficiaries or to provide them with services may also apply on the supply-side 
in these programs, as in RBF generally. For the name to apply there must be a 
financial payment to the beneficiaries for compliance. Such programs typically offer 
non-financial rewards, such as food packages, as well.

Source: Musgrove 2011

We used work commissioned by the Trust Fund - which helpfully seeks to 
provide clear definitions on the various RBF approaches – as the basis for our 
assessment. Table 7 and the schematic shown below set out how the various 
approaches can be distinguished. Essentially the schematic distinguishes 
between the method of payment (monetary or non monetary, different types of 
financial incentives) shown horizontally with the beneficiaries any PBF payments 
(countries, institutions, providers, individuals) shown vertically. The schematic 
then maps the various RBF approaches – their definitions and distinguishing 
features are shown in the table that follows - to these criteria. For example, Cash 
on Delivery involves payments to countries (not health providers or individuals) 
according to outcomes achieved.  
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Distingushing Features of  
RBF Programmes

Performance Based 
Financing

Fee for Service Other Monetary Non Monetary

Beneficiaries

Providers

Countries/
Institues  
e.g. MOH

Provider 
Recognition 
Programme

 Performance 
Based 

Contracting 

Output 
Based 

Aid - OBA

Cash on  
Delivery – COD

Conditional Cash 
Transfers - CCT

RECIPIENT OF 
INCENTIVE 
PAYMENTS

TYPE OF 
REWARD

Source: Musgrove  

However, it is important to note that underneath these broad categories there 
are a range of key design features which can cause major variations between 
schemes taking the same overall approach. Clearly it is not possible to cover all 
design aspects of all mechanisms but the key question is whether the approach 
addressed a reasonable range of RBF program types. 

3.4.2.2 Progress 
Our rapid assessment of the pilots suggests that the focus has largely been on 
contracting out and contracting in methods with some focus on limited demand 
side initiatives. There has been no focus on Cash on delivery (COD) or Output 
Based Aid (OBA). It is not clear to us whether this was the intention or not. We 
could not find any evidence of the use of in kind incentives and were told by the 
HRITF team that these were excluded from the HRITF in 2010. This would 
explain why in-kind incentives are only being provided in Rwanda as its 
application predated the 2010 Bank decision. The quotation below reflects 
concerns about the rather narrow focus of the pilots approved.

“the programmes are all very similar – in most cases just focus on better payment 
systems and on creating an industry to train NGOs to do audits/verification”? 
Source: Key informant

There has been no systematic mapping of approved pilots against the Musgrove 
framework though the table below presents a flavour of the different approaches 
although it presents a mix of approaches and research questions. 
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Table 7: Range of RBF pilots being supported by HRITF

Evaluate Impact of Countries

Supply-side RBF payments Afghanistan, Argentina, Benin, Burkina Faso, 
Cameroon, CAR, DRC, Ethiopia, Ghana, 
India, Kyrgyz Republic, Lesotho, Nigeria, 
Rwanda, Turkey, Zambia, Zimbabwe

Additional financing Zambia, Zimbabwe 

Linking RBF payments to 
quality of care 

Afghanistan, Benin, Cameroon, Ethiopia, 
Ghana, Kyrgyz Republic, Nigeria, Zambia 

Differential incentive levels Argentina, Ghana 

Monitoring and supervision Argentina, Kyrgyz Republic, Cameroon, CAR 

Demand-side RBF payments Ghana and Rwanda 

Interaction between RBF 
and training/knowledge of 
providers

Zimbabwe

Additional financing Zambia, Zimbabwe 

Differential incentive levels Argentina, Ghana 

RBF for hospitals and higher 
level providers of care

Kyrgyz, Argentina

Community-Based RBF Afghanistan, Ghana, India, Rwanda, Tajikistan 

Evaluate the Equity of RBF 
(by poverty, urban/rural) 

Afghanistan, Benin, Burundi, India, Nigeria, 
Zambia, Zimbabwe 

 
Source: HRITF Team

3.4.3 Degree of Scientific Rigour

Approach

The Importance of Impact Evaluations: A key element to the success of these 
pilots is a rigorous and well designed evaluation that fully documents the extent to 
which RBF policies are effective, are operationally feasible, and in what 
circumstances. The evaluations will not only add value by demonstrating how the pilot 
programs affect their intended outcomes (e.g. increasing coverage of MCH 
interventions, heath outcomes), but also the extent of any unintended consequences 
(e.g. encouraging providers to shift their attention from delivering interventions that do 
not provide compensation at the margin to the targeted interventions that do) as well 
as the costs associated with new methods of payment. 

Source: Impact Evaluation Toolkit

As shown in the box above there was a clear aim to have a substantial number 
of rigorous impact evaluations to strengthen the evidence base on RBF. Whilst it 
was recognised that not all evaluations would be able to address all areas of 
interest, taken as a whole the portfolio of impact evaluations was expected to do 
so. Similarly, whilst it was recognised that it might not be possible to implement a 
“gold standard” evaluation in every setting the evaluations proposed should be 
of sufficient rigour to provide credible results (as stated in the two boxes below). 
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We conclude that there are few robust studies of PBF available from a low- or middle-
income context and it is premature to draw any firm conclusions on its effectiveness 
or factors that determine its effectiveness.
Source: DFID HRITF Project Memorandum

The current evidence base is too weak to draw general conclusions; more robust and 
also comprehensive studies are needed. Performance based funding is not a uniform 
intervention, but rather a range of approaches. Its effects depend on the interaction of 
several variables, including the design of the intervention (e.g. who receives 
payments, the magnitude of the incentives, the targets and how they are measured), 
the amount of additional funding, other ancillary components such as technical 
support, and contextual factors, including the organisational context in which it is 
implemented. 
Source: Witter et al 2012.

 
Progress 
The Trust Fund has established a strong pipeline of impact evaluations. They all 
involve some form of randomised or experimental approach. 

Do they address the right questions?

The evaluations focus on two broad questions. 

First Generation Question: Does RBF work?

What is the impact of RBF on:
 � Health care provision? 
 � Utilization of Services? 
 � Maternal and child health outcomes? 
 � Are there unintended consequences of RBF?
 � How does RBF work differently for different populations?
 � Are impacts cost-effective relative to other interventions?

 
Second Generation Question: How can RBF work better?

What components of the RBF “package” matter most:

 � performance reward? Increased financing? decentralized decision making 
or autonomy? improved monitoring and supervision? better data and 
information?

 � What are the right incentives?
 � Who should be incentivized? Providers? Households? Communities?
 � How to reduce reporting errors and corruption?
 � What are the optimal provider capabilities?
 � What are the key organizational building blocks to make RBF work? 

 
Detailed guidance is set out in the Impact Evaluation Toolkit (which was under 
development during the timeframe of this evaluation but has since been 
completed) 
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Underrepresented Research Questions 

“Accountability will be enhanced through stringent monitoring of both quantity- and 
quality-related targets”  
Source: Burkina Faso CPG

“RBF has the potential to … improve … accountability in both public and private 
sectors”  
Source: Grant Agreement

Whilst we believe that the IEs commissioned to date do meet necessary 
minimum standards of rigour we identified two areas which the IEs do not 
appear to cover fully. Both are important issues though neither is particularly 
easy to quantify. One of the key aims of RBF is to improve accountability (see 
box above) yet this aspect – despite being a stated objective in some of the 
pilots - does not appear to have been covered in any of the IE concept notes. A 
second issue relates to the question of transaction costs which has major 
implications for sustainability. Early documents referred to the high cost 
associated with RBF and the interest in doing full cost benefit analyses in some 
settings. (Brenzel, 2009). Although the various concept notes do refer to a cost 
effectiveness analysis of RBF compared to other approaches it is not totally 
clear which costs are referred to – whether this is just independent verification 
costs or other costs associated with RBF. 

Potential Conflict between Country Priorities and Requirements of an 
Impact Evaluation?

"This is not a laboratory – the approach must be country driven – but minimum 
standards need to be met " 
Source:Personal communication from a government officer based in a pilot RBF country

The need for rigorous IE and the emphasis on IE by the Bank was something 
strongly perceived in the countries covered by our case studies and desk 
reviews. This is, in itself, a great achievement by the HRITF and the Bank as it 
implies a change in mindset among many government and donor 
representatives, from the traditional expectation that results will hopefully be 
achieved to the need for focus on results and on their verification right from 
design. At the same time, some interviewees expressed the opinion that there 
was an excessive focus on impact evaluations (such as the stamen shown in the 
box above) at the expense of supporting implementation and documenting 
lessons from the RBF design and implementation process. Likewise, the point 
was made that more emphasis has been placed by the Bank staff on IE design 
than on making an effort to make available, explain and disseminate the findings 
from the baseline surveys at country level. Informants explained that this is often 
done through a dissemination workshop but that it takes much more than a 
workshop to bring key messages to the attention of key health policy makers and 
donors. In general, evaluators did not find a clear strategy in the countries for the 
Bank and implementers of IE to be more didactic in terms of delivering results 
from ongoing baselines to a set of key stakeholders, and then to target those 
stakeholders on a more regular basis. This is difficult, the evaluators are aware, 
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but quite crucial in preparation for the moment that IE results will become 
available.

It is not feasible or advisable to implement a rigorous impact evaluation which 
does not have the support of the country in question, and such support should 
go beyond a mere acceptance of IE towards developing a critical mass of 
nationals knowledgeable and supportive of the IE approach. Basic knowledge of 
impact evaluation methods was low in many settings and seems to have 
improved significantly among the health community partly through support 
provided by the Trust Fund. However, it must be accepted that the traditional 
approach in some countries to pilot in a district then scale up nationally does not 
fit naturally with an approach which randomly allocates interventions between 
beneficiaries. Countries such as Ethiopia, for example, are extremely reluctant to 
pilot interventions in regions on equity grounds and much prefers national 
approaches. Whilst, it may ultimately prove to be possible to adopt a rigorous 
randomised approach the dialogue to achieve this may be protracted. The 
current approach, as we understand it, is to try and identify potential agrarian, 
pastoral, and urban settings with comparable regions as controls. 

In the case of the Kyrgyz Republic the initial plan to have four study arms in the 
IE which included one where providers were allocated an equivalent amount of 
funding to the intervention areas - was dropped. From an evaluation point of 
view this arm would have allowed one to assess whether any results were down 
to the RBF approach or whether they were just down to the money linked to the 
RBF (i.e. measuring the income effect). Government found such an approach to 
be extremely “damaging” and “sending out all of the wrong signals” and the arm 
was ultimately dropped. In this case country ownership prevailed and the 
evaluation was partially compromised. Whilst the study is probably still worth 
doing it does illustrate the potential tradeoffs between country ownership and 
having a rigorous impact evaluation. It would not be surprising if similar issues 
emerge during implementation of pilots in other countries such as Zambia where 
some of the control groups (for study questions 2 and 3) will not receive any 
additional benefits from the program: might this in itself cause an internal 
“migration” of service delivery staff from the less to the more resourced 
facilities? 

HITF capacity to respond to and support IE  
The task of implementing over 20 impact evaluations (with more to come) - the 
IE programme is enormous given the complexities and technicalities of the IE 
approach leaving aside the increasing demand that is originating in countries (in 
part through funding stream 3) who request increasing support from the Bank in 
this area.

The HRITF team that oversees evaluation is quite small. TTLs approached in 
many countries were quite aware of the limitations of the IE team to provide 
ongoing support, but they said so in a very polite manner as they appreciated 
the enormous effort that the IE team is making. In some cases (e.g. India) 
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reference was made to the slow response from the Bank for requests for support 
on IE matters. 

These evaluators have not made a thorough assessment of capacity issues at 
the level of the HRITF team in Washington and its “satellite” staff based in the 
regions, but we wish to bring to the attention of the Bank the need to appraise 
capacity versus increasing demand issues within the HRITF team, in this case in 
relation to IE, but similar points will be made later in relation to improved support 
to documentation of pilot implementation. This “strategic phase” of the HRITF 
requires a thorough assessment of whether the HRITF team contains or has 
access to the necessary expertise and capacity.

Looking Forward  
There is a need for donors and the HRITF Team to take stock of what has 
actually been funded to date. We believe that it was reasonable for the Trust 
Fund at the outset to be responsive to the requests it received. However, having 
built up a pipeline it will be necessary to take a more strategic approach to 
ensure that the Trust Fund has a balanced portfolio of RBF programmes. This 
raises the question of what the donors might consider a balanced portfolio to 
look like.

We would recommend as a first step that a mapping is carried out of the current 
pilots to set out the current situation. We understand that work is ongoing on 
this. This should map out not only the broad approach being applied but also 
consider the detailed design features. (We would suggest the Tajik table –at 
Annex 7- to be used as a starting point, to be further developed by the HRITF 
Team.

Donors need to consider how important it would be for the Trust Fund to widen 
its net to a broader range of RBF initiatives (or whether other mechanisms 
should be used for this e.g. Global Programme on Output Based Aid or through 
their bilateral programmes e.g. DFID is piloting Cash on Delivery in the health 
and education sectors in Uganda, Rwanda and Ethiopia). If this is the case the 
HRITF Team will need to be more proactive in identifying possible settings for 
such pilots or providing arguments why such approaches are not feasible (i.e. 
because the evidence base suggests they are not appropriate for the TF eligible 
countries or because the available instruments will not support them.) We are 
not necessarily proposing that Cash on Delivery is something that could be 
piloted through the Trust Fund. We are aware that the Bank has major 
reservations about whether this approach can work. We do feel, however, that 
this is a discussion which needs to take place. 
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Key Messages
 � There are questions as to whether IE offers the best value for money in generating 

knowledge. 
 � There can be tradeoffs between reviewing a range of approaches, reviewing them 

rigorously and ensuring country ownership. It is essential that the IEs meet 
minimum standards of rigour. In our assessment they seem to. Donors need to be 
more explicit on their priorities especially in relation to the range of approaches 
they would like to see tested. The Bank needs to be more explicit in spelling out 
the trade offs.

 � The TF support to IE appears to be effective but also appears to be under 
resourced.

 � There is a need to map out in more detail the current RBF portfolio and identify 
gaps using the Musgrove framework. 

 � Donors to consider whether it would be appropriate for the TF to try and cover 
these gaps. 

 � Trust Fund to advise on appropriateness/feasibly of such actions 
 � Developing a strategy to fill gaps.

3.4.4  Learning by doing? The approach to knowledge management  
    and dissemination

Documenting RBF pilot design and implementation – Learning-by-doing. 
Continuous documentation of RBF design processes, implementation activities, 
unintended events and consequences, and contextual factors provides data for the 
following objectives: improving project management, strengthening the internal and 
external validity of the impact evaluations, and keeping governments and partners 
informed of progress with “real-time” information. Bank staff is assisting countries with 
this task and efforts are also underway to document the evolution of project designs, 
beginning with logic models for each country. Operational challenges and questions 
arising during project execution will be addressed through impact evaluation or 
special studies.  
Source: HRITF Annual Report, 2008. 

Robust effectiveness evaluations should be complemented by in-depth process 
evaluations to uncover the mechanisms by which the intervention may or may not 
work, and to probe the motivational effects which are intended to be at the core of the 
intervention. It will also be important to study the changing effects of incentives over a 
longer-term time span. Performance based funding is not a uniform intervention, but 
rather a range of approaches. Its effects depend on the interaction of several 
variables, including the design of the intervention (e.g. who receives payments, the 
magnitude of the incentives, the targets and how they are measured), the amount of 
additional funding, other ancillary components such as technical support, and 
contextual factors, including the organisational context in which it is implemented. 
Source: Witter et al, Cochrane PBF in health review, 2011.

The HRITF has been defined as a learning programme (a couple of statements 
confirming such focus are included in the box above), and as such the 
evaluators have been interested in understanding its approach to knowledge 
management and dissemination, and not just to emit an opinion of the various 
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instruments through which learning will take place (this will be done in the next 
section – 3.6.4).

Learning by doing 
The concept of learning by doing was constantly emphasised to the evaluators 
since, as explained earlier, RBF is a new approach routed in a weak evidence 
base. The evaluators wanted to understand whether there was a clear 
knowledge management and dissemination strategy, knowledge or learning 
work programme  underpinning the HRITF? The following points can be made in 
this regard:

 � There seems to be a much more systematic approach to IE design and 
implementation of IE studies than there seems to be in relation to the issues 
and lessons emerging from the design and implementation of the RBF pilots. 
This is a problem since, as has been argued, IE will deliver key lessons 
linked to the ultimate impact of the RBF yet there are many contextual issues 
linked to RBF implementation that will ultimately affect impact, which need to 
be properly monitored and documented as part of the design and 
implementation of RBF pilots. Hence the recommendation by experts (quoted 
in the 2008 Annual Report) that impact evaluations should be complemented 
by process evaluations, which we interpret as regular stock taking of issues 
and lessons emerging from RBF design and implementation. 

 � While the impact evaluation toolkit incorporates a series of key questions to 
be covered much of the emphasis remains on the ex-ante and ex-post 
measurements, while the emphasis on “learning as we go” is much less 
noticeable. For example, evaluators could not find at either national or 
Washington levels a set of questions to be addressed in relation to RBF 
design and implementation matters that could be linked to specific contracts 
or to a pipeline of work - either as part of the IE component of HRITF or 
linked to the design and implementation of the RBF pilots.. Such effort should 
be an integral endeavour of the World Bank country and regional teams and 
of the implementers of the RBF pilots rather than something linked to a 
central work programme managed from Washington. Global learning will only 
happen if the national learning takes place first. 

 � “Learning as we go” relies crucially on regular, systematic and pro-active 
documentation of RBF design and implementation issues (similar to the ones 
quoted above from the Witter review). The evidence gathered in several 
countries suggests that there is insufficient focus on documenting design and 
implementation issues (see 3.5.3: why documenting implementation is 
crucial). Examples from Nigeria, Rwanda (see text box below), and Kyrgyz 
Republic -and to some extent Zambia- may not make for a representative 
sample but they tell a story: there is insufficient focus on documentation and 
ongoing lesson learning that is affecting national learning and the entire 
HRITF learning programme.  
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"The Bank has engaged with us to plan… but the Bank has not been very active in 
looking at programmatic issues in the field, being based in Washington and not 
having a very big programmatic presence in Rwanda made it quite difficult to make 
sure that the program is being implemented as planned. Even though some 
consultants have been hired on behalf of the Bank and a small contract given to the 
School of Public Health to document the program implementation, I feel that much 
has to be done in that regards."
Source:Written communication from a key informant in Rwanda.

Key Messages
 � There is insufficient focus on documenting ongoing pilots supported by the CPG 

grants – this will reduce the value of IE and may also reduce the effectiveness of 
the RBF approaches being piloted.

 � Documenting pilots should be an integral part of the pilot implementation strategy. 
Where this is not the case (and the documentation tasks are not clearly assigned 
or not assigned at all) the Bank should swiftly mobilise resources to enable 
documentation by persons and/or institutions (depending on context) based in the 
country. External documentation from persons or institutions that are not directly 
involved in implementation, monitoring or verification of RBF pilots should be 
probably the best option in most cases, but context should determine that.

 � As part of renewed focus on documentation stronger links should be established 
between the Bank country team and those documenting to ensure that issues that 
are spotted are fed back swiftly to the implementers (MoH, TA firms, verification 
firms, etc.) and that documentation feeds into a national knowledge programme 
on RBF where specific questions lead to commissioning of studies and then feed 
into regional and global learning.

3.4.5 The instruments to manage and disseminate knowledge on RBF 
In this section we review some of the instruments used by the HRITF to date to 
capture, generate and disseminate knowledge on RBF. Dissemination and 
Knowledge Sharing are covered under Activity 8 of the HRITF work plan which 
“supports the sharing of RBF experiences and lessons learned through the RBF 
website (www.rbfhealth.org), meetings, country dialogue, workshops, case 
studies, and the Inter-Agency Working Group on RBF.” A Knowledge 
Management Officer in the HRITF team in Washington reports on this activity.

This activity has both internal and external audiences. Dissemination for internal 
audiences (TTLs, Bank managers and other staff) is mainly done through 
training workshops and the intranet. 

The intranet (not reviewed as part of this evaluation) is an essential part of any 
knowledge management (KM) system. Since 2010 the HRITF-managed intranet 
plays a particularly important role in fulfilling the needs of country-based staff 
who need access to relevant internal guidance in one place. The KM Officer has 
put significant effort in sourcing these documents from WB databases.  
The intranet site is said to contain a wealth of resources including:
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 � Information on how to access HRITF funds
 � Guidance on designing programmes
 � Examples of Bank documents (e.g. guidance, concept notes, Project 

Appraisal Documents, project Implementation Documents, financing and 
loan agreements, grant agreements and contracts, Terms of Reference, and 
legal agreements) 

 � RBF contacts
 � Videos and presentations from TTL workshops
 � Essential readings and other content from the external website

3.4.5.1 Knowledge and learning grants 
Knowledge and learning grants can be provided to countries applying for them 
under HRITF Funding Stream 2. All countries –not just IDA- can apply for these 
funds, and both country and regional applications (where various countries are 
included) are accepted and have indeed been approved (see table in 3.2 – 
Funding stream 2 in 2011). The following points can be made:

 � It was a good initiative to have knowledge and learning grants, and to open 
these to all countries. There has been a good uptake from countries and 
regions.  

 � It was also a good idea to allow for regional grants to support regional 
learning programmes, although several members from the RBF community 
of Practice in Africa who are not World bank staff were not aware of these 
grants when they spoke to the evaluators. As other HRITF funding streams 
much depends on the extent to which TTLs are themselves integrated within 
the communities of practice. 

 � The HRITF Team should be aware that increased demand for learning 
products will increase the need to verify the quality and relevance of those 
products, which would in turn have important resource implications. 
Evaluators could not see that the surge in demand for learning products has 
led to increased capacity at the level of the HRITF Team, whether in 
Washington or in the regions. 

3.4.5.2 The RBF website and knowledge products6

Building a website that would function as a ‘global knowledge centre and 
network’ for RBF was the first dissemination priority of the HRITF team.This has 
largely been achieved, as demonstrated, among the rest, by consistently 
increasing usage since its launch in 2009. The level of usage over the evaluation 
period is very respectable for a (relatively new - at the time) technical topic such 
as RBF.

6 This section does not include commissioning and development of analytical work, which is 
covered separately. 



Evaluation of the Health Results Innovation Trust Fund. 55

Table 8: Web statistics on the RBF website 
Page views 

(average per 
month)

Unique visitors 
(average per week)

File 
downloads

July 29, 2009 to March 2010 3,400 180 544

April 2010-March 2011 5,100 248 753
 
Source: HRITF annual reports.

The website is a rich source of information: it contains over 100 publications 
(both originating from HRITF and external sources) and over 30 presentations 
from learning events. There are a few other websites containing information on 
RBF, but none is comparable in breadth to www.rbfhealth.org. 

Initially the KM ‘team’ (intended as Washington- based staff with direct 
involvement in Activity 8) focused on ‘building traffic’ to the website by populating 
it with existing materials, commissioning short pieces such as country snapshots 
and technical briefs in order to draw attention to the site and position it as the ‘go 
to place’ for RBF. Short, easy to read summaries of less accessible books, and 
practical tools and guidelines were also added (as well as more substantial 
working papers) and a blog was launched in 2010. An analysis of website 
content, and the content schedule provided by the KM team, shows that the 
website has been very much a live tool, with new content added frequently and 
regularly. 

In its first year of existence (2009-10), 58 knowledge documents were added to 
the RBF. Of those, 30 were original pieces developed and written by HRITF RBF 
team members or commissioned experts and writers. More have been added 
since. The team has made great efforts to commission pieces at the time when 
existing available information on RBF was more limited. It continues to do so 
with regular blogs, background briefs and features article, and links to external 
publications when these become available. It is commendable that the KM team 
has continued to keep the site up to date with new material even though the 
team’s focus shifted to training of TTLs in 2011. 

A Bulletin, published since August 2009, has been an important marketing tool. 
Subscriber numbers grew from 359 (in the period from the launch in late July 
2009 to March 2010) to 504 in the following year (April 2010-March 2011). 
Currently 40% of subscribers are made up of World Bank staff, and the 
remainder includes a good mix of external users from countries (particularly 
Rwanda and India), donors and others. It is impressive that the Bulletin has been 
issued consistently twice a month over its lifetime. The frequency has now been 
reduced to once monthly, which is appropriate and the website has become well 
known and established. At the beginning an occasional IWG Newsletter was 
also produced (following IWG meetings) to keep members and others informed 
on RBF. The newsletter was not considered particularly successful and has 
been discontinued; this is justified in terms of duplication and potential 
information overload. 

The HRITF team has followed the standard good practice processes for 
developing and maintaining the website. They started by developing a strategic 
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communications plan for building the online RBF community and marketing the 
website. There is an explicit (written) QA process for all products that are 
included on the website, covering both suggestions for external resources (from 
staff, partners etc), and commissioned pieces. Again, this process follows good 
standard practice (i.e. team review-peer review-final approval; potential country 
‘sensitivities’ vetted with TTLs) and covers various levels of review depending on 
product (e.g. external peer review and professional editing for formal pieces). 
There is also an annotated content schedule which is reviewed at weekly 
meetings, covering the website, intranet, blog, bulletins and marketing 
opportunities. The KM officer schedules a full review of the website once a year 
for maintenance purposes (such as weeding of old material and IT issues).

Initially, all content was approved by a Web Advisory Committee. Currently 
decisions on what is included are made during regular team meetings and follow 
a content schedule. The KM Officer is now responsible for final review and 
revision of products (after peer review), and for oversight of the website. This is 
entirely appropriate given that all products are vetted before reaching the 
website, or (in the case of external materials) suggested by technical experts. 
The KM Officer has intensive contact with in country and Washington-based 
experts, which provides a constant flow of ideas and suggestions for external 
publications. It is also understandable that a Web Advisory Committee is no 
longer felt as needed. A Committee is crucial in the initial stages of web 
development to gain consensus on the direction the website should take and to 
develop a communications strategy (which was also in place), or in the context 
of a complete website re-haul/redesign, or when particularly sensitive issues are 
at stake. There is however a risk of complacency now that the website has been 
‘achieved’ as a key deliverable, and it has become a lower priority for the team 
after training. Some issues raised by some informers would require taking a 
fresh look at the website; this is discussed below. 

One of the key roles of the website is to provide the latest thinking on evidence 
on the impact of RBF. We would propose that a separate – and highly prominent 
page – is developed to demonstrate this. At present, it is rather difficult to find 
key documents of this nature. We would propose that this page is kept updated 
on a regular basis and post relevant new documents on a timely basis (e.g. the 
Witter Cochrane review report on RBF that is not there).

3.4.5.3 Workshops and learning events
During the evaluation period HRITF staff have participated in or conducted over 
20 knowledge sharing events, ranging from training workshops for practitioners 
on what RBF is and how to implement it, to international events reaching 
broader audiences. 

Since 2011, in response to high demand from WB managers, the focus of KM 
activities has been on internal training for TTLs. In 2011 two four-day training 
workshops reached 60 TTLs. Two more workshops are planned for 2012, after 
which it is expected that internal demand from the Bank will decrease. The 
workshops take place in Washington DC. In addition to these, since 2008 HRITF 
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staff has actively participated in a variety of workshops, conferences and training 
events targeted at the international or country level health community – all 
important channels for sharing lessons and various types of knowledge and 
information. From the sheer number of events one can infer varied and extensive 
engagement with practitioners and policymakers. Key international events have 
been documented in the RBF website. 

Table 9: RBF participation at international events

2008
 � RBF workshop, June 2008 Kigali, Rwanda. Attended by delegations from 12 
countries in Africa and South Asia.

 � RBF workshop, October 2008, Gisenyi, Rwanda. Prompted by overwhelming demand 
and attended by delegations from seven countries in Africa and Central and East 
Asia. 

2009
 � Asia Pay-for-Performance (P4P) Workshop, Cebu, Philippines, January 2009
 � RBF IE Network workshop December 2009, Cape Town, South Africa (combining 
intensive training in IE methods and hands-on clinics to further develop the RBF pilot 
countries’ IEs.)

 � Partners’ Consultation Meeting, Kigali, April 2009 (41 participants from 15 institutions 
including UN Agencies, multilateral donor institutions, bilateral donors, international 
and Rwandan NGOs).

 � Training of Trainers for the Francophone Community of Practice Network, 
Ouagadougou, September 2009

2010
 � Community of Practice (COP) RBF Workshop, Burundi, Bujumbura, February 2010 
 � “Cloud Computing” for the Burundian National PBF model, Washington-DC, April 
2010

 � Provider Payment Toolkit, Washington-DC, May 2010
 � Supply Side RBF/PBF Design and Implementation, Regional Health Level Forum on 
Health Financing, Maldives, June 2010

 � Supply Side RBF/PBF, Design and Implementation, Global Health Council 
Conference, Washington-DC, June 2010

 � Flagship Course on Health Sector Reform and Sustainable Financing: Drill Down on 
Results-Based Financing (Performance-Based Financing)-The Case of Burundi, 
Washington-DC, November 2010

 � Two-week Training on PBF, Zambia, July 2010
 � The Alphabet Soup of RBF, Washington-DC, September 2010 
 � Risk and Reward: How RBF Contributes to Health Project Design, Washington-DC, 
October 2010 

 � Flagship Course on Health Sector Reform and Sustainable Financing: Drill down on 
Social Health Insurance-Performance-Based Financing-The Case of Rwanda, 
Washington-DC, November 2010 

 � Two-week Training on PBF, Kenya, November-December, 2010
 � IE workshop Tunis, Tunisia in October 2010 (80 participants at different stages in the 
process of rigorously evaluating their programs, including ten World Bank RBF teams 
from five of the six World Bank regions.)

2011
 � Learning week Seminar: Results Based Financing in the Most Unusual Places 
(examples from AFR and SAR), Washington-DC, March 2011

 � Flagship Course on Health Sector Reform and Sustainable Financing: presentation 
on RBF, March 2011

 � Training on PBF in the African Community of Practice conference, Saly, Senegal, 
March 2011

Source: HRITF Team
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3.4.5.4 Discussion of knowledge products

HRITF donors provided good feedback on the website during the 2011Annual 
Donor Consultation: “Donors highlighted the usefulness of the RBF website and 
emphasized that they often refer colleagues to the site. The website’s neutrality 
was noted as a very positive quality and donors encouraged the World Bank to 
maintain open access and neutral branding.” 

The website is a key dissemination achievement. It is run professionally and it 
has become, as intended, a central place to gather and disseminate RBF 
knowledge and information produced not just by the Bank but by a wide range of 
actors.

A number of potential issues have been noted: 

 � As the website continues to grow, the sheer quantity of material makes it 
more difficult for users to find what they are looking for.  

 � The paucity of information about HRITF itself.  
The issue raised by some informants that the website leans towards 
collecting ‘interesting features’ rather than the ‘hard’ lessons emerging from 
experience (both in the sense of critiques and documentation of HRITF 
experience so far).  

Whether analysis and documentation from HRITF pilots has taken place is 
discussed separately. In terms of the existing content, the site is comprehensive 
and includes well known critiques (though they may not be so easy to find). A 
key reported criterion for inclusion is the soundness of underlying data. The use 
of feature articles and the blog has been useful for both generating traffic to a 
new website and disseminating information about RBF. However the website is 
no longer in its early stages and it would be useful to rethink whether the current 
structure and content are still appropriate to a ‘more experienced’ RBF 
community. The Knowledge Library in particular (categorized by document type, 
e.g. technical briefs, technical working papers) with well over 100 documents 
has become difficult to navigate and important documents are hard to find (see 
Annex for full list). It would be useful to facilitate access to documents through 
additional entry points (e.g. by technical area, country, and through a search 
function), and to have a clearer separation between ‘newsy’ items and features, 
and the more technical documents including lessons and analyses. The blog is 
useful to keep the site active, but is not generating much discussion (a lot of 
which takes place separately in the PBF Community of Practice run 
independently from the Bank). A reason for this may be that the content tends to 
be descriptive rather than thought provoking. 

Although it can be said that the site has become the ‘global repository’ for RBF 
material, it is not very clear about ‘where it sits’ – that is, its relationship to the 
HRITF and other parts of the Bank, and what other activities are going on apart 
from document collection and dissemination. RBF is a hot topic for many health 
experts worldwide from different backgrounds who are not familiar (or indeed do 
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not know about the existence of the Trust Fund) who would find the information 
valuable. More information about HRITF was also included following feedback 
from the 2010 donor consultation. Although donors have not made further 
requests, from the point of view of an external user this information remains 
minimal. There is indeed a technical brief (Contributing to Global Learning About 
Results-Based Financing (RBF): The Health Results Innovation Trust Fund, 
September 2009) but it is very hard to find. The site does not list the countries 
with RBF pilots. The Bulletin mainly focuses on ‘what’s new’ on the website and 
does not give a particular insight on specific HRITF activities. Equally from all 
the documentation on the website it is not always easy to distinguish whether the 
examples of RBF discussed are funded by the HRITF or not, and where the 
lessons are coming from – this is very basic and essential information.7 This 
issue is being addressed through the development of a global RBF map which 
will provide basic information about projects worldwide. This ongoing initiative is 
scheduled to be delivered in 2012 – unfortunately over three years after website 
launch. 

Clearly, the website needs to be and is seen as a useful repository of available 
information and would not wish it to become a censor. The TF would, anyway, 
not have the resources to do this effectively the site relies on intelligent 
individuals being able to critically review the content on the website and adapt it 
for their own purposes. We would recommend that this is set out explicitly in the 
website.

This does however raise the question of what to do when different papers 
contradict each other. Some papers arguing for example that the RBF pilots in 
Haiti, Afghanistan and Cambodia have led to significant improvements in health 
outcomes. The USAID Blueprint8 reports for example that “remarkable 
improvements in key health indicators have been achieved over the six years 
that payment for performance has been phased in” and that “as many as 15,000 
additional children were immunised in Haiti because of the changed payment 
routine” the Witter review excluded the study as unreliable on the grounds that 
“although there are before-and after data for NGOs that did and did not 
participate in the PBF scheme, the groups cannot be assumed to be similar, 
particularly since criteria for inviting NGOs to participate were “indicators of 
readiness”. It also raises the question of what to do when the content contains 
things which fundamentally disagree with the HRITF approach. The USAID 
Blueprint (wrongly in our view) argues that evaluations are not critical when 
designing a P4P blueprint (but) can significantly augment your learning strategy” 

One could argue that IEs are difficult for health systems reforms and that a 
Cochrane type review sets too high an inclusion bar. IEs for RBF clearly are 
challenging but the Rwanda experience, and the ongoing experience of the Trust 
Fund, is showing that they are feasible and this being the case there is no 

7 The Global Partnership on Output-Based Aid (GPOBA) for example, has an extensive database 
of its own activities: http://www.gpoba.org/gpoba/node/243 

8 Eichler, Rena and Susna De. April 2011. Paying for Performance in Health: A Guide to 
Developing the Blueprint. Version 2 Bethesda, MD: Health Systems 20/20, Abt Associates Inc
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reason for adopting lower standards for RBF than for other interventions. This 
would emphasise the need to highlight the finding or rigorous, independent meta 
analyses on the website.

Key messages
 � The need for a health warning for those using the website and that these will 

need to critically review the content – some of which may be contradictory – so 
assess what makes sense in their setting.

 � The need to ensure the focus remains on understanding the impact of RBF and 
ensuring that the current thinking is displayed prominently alongside key 
documents.

3.4.5.4 Inter-Agency Working Group

The IWG serves many purposes. It allows the Bank to share learning from countries, 
elicit advice from others, and work towards a better understanding of what this 
innovation can contribute. An Inter-agency Working Group (IWG) of development 
partners was therefore constituted and convened at the very beginning of the 
program. 
Annual Report, 2008

The Inter-agency working group (IWG) for RBF was created in 2008 and meets 
twice a year. It is largely made up of international agencies. Evaluators met a 
few members of the IWG who generally perceived the venue to be a good forum 
for information exchange on RBF. Some interviewees mentioned however that 
combining members from aid agencies and experts in RBF in the same group 
can at times generate tensions on what should be the primary focus of the 
group: to share information on RBF initiatives from an aid perspective and use 
the IWG also as a donor coordination forum; or to focus more on what the 
HRITF is doing and what emerging lessons can be learnt. Evaluators find these 
different perceptions quite normal in a group of this kind and suggest that in the 
next IWG meeting the HRITF project manager (who is the Chair of the IWG) 
could propose to participants the undertaking of a simple survey to assess the 
views of participants on what should be the primary focus of the group and how 
might the meetings be organised to make them more useful to members.

3.5 HRITF Objective Three - Build country institutional capacity to 
scale up and sustain the RBF mechanisms
This section is kept short as many issues linked to capacity have been already 
discussed elsewhere when reviewing earlier objectives.

In general evaluators could verify the existence of many capacity building efforts 
at country level (mainly linked to the training effort to launch pilots) with 
workshops and other activities being used and with participation from other 
national stakeholders. In this sense the approach to capacity building was more 
operational rather than part of a broader or systematic capacity building plan.  
It is recommended that all countries where an RBF pilot is being implemented 
should include an explicit, detailed and verifiable institutional development and 
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capacity building plan: where is capacity needed (MoH, providers, communities, 
research institutions, etc.)? Who will be targeted (managers, service providers, 
academics, technical agencies, etc.)? What approaches will be used? Etc. The 
HRITF team should ensure that this requisite is part of the feasibility analysis 
that precedes pilots, and there may be a need for more specific guidelines in this 
respect.

Bank engagement at country level is key for learning, the capacity building and 
the attracting additional financing objectives. Relying on “remote control” from a 
TTL somewhere else or permitting that a weak country team oversee a RBF 
pilot would compromise progress on all three objectives. Therefore points made 
elsewhere about the need to have a strong World Bank country team in all 
countries where an RBF pilot is being implemented, and to consider this factor 
when applications are received are just emphasised again in this section.

Points on using country systems for capacity building have also been made 
elsewhere. The Bank has been quite strategic in using inputs delivered by other 
donors and agencies (CORDAID, MSH, CDC, Global Fund, GAVI and USAID) to 
increase capacity around country pilots. In general, the Bank has made visible 
attempts to use country institutions as part of pilot design and implementation. 
However the complexities of RBF and IE design should not be underestimated 
and often country institutions are not familiar with these concepts and require a 
lot of technical assistance. Many of these issues cannot be detected or fully 
appraised during application and RBF contract negotiations.

Since the technical assistance inputs for bringing country institutions up to 
speed with RBF and IE design and implementation matters can be very 
substantial (cost and effort) it is recommended that capacity building plans 
become part of any pilot being implemented and that they are based on better 
capacity assessments during feasibility studies and pre-piloting, since the real 
capacity gaps cannot be fully assessed during the application process. This may 
require TTLs being allowed to apply for additional capacity building support 
funds, which in turn require the HRITF Team to be responsive and flexible in the 
way internal HRITF expenditure sanction norms are applied.

3.6 HRITF Objective Four – Attract additional financing to  
the health sector 

3.6.1 Leveraging additional resources:

Leveraging Additional IDA Funds. The trust fund grants are leveraging 
additional IDA funds for health. Large vertical donor flows for specific health 
goals such as HIV/AIDS and immunization may cause some governments to 
reallocate scarce IDA resources toward other priority sectors.  
Annual Report 2008

The fourth objective of the Trust Fund is to leverage additional resources for the 
health sector. No specific description or linked indicators were ever set for this 
objective at design (except for references to leveraging IDA funds – see box 



Evaluation of the Health Results Innovation Trust Fund. 62

above) so evaluators found little clarity about what it means in practice or on 
which potential funding sources were to be tapped. Because of such lack of 
clarity this section is based on assumptions, suggestions and findings that the 
evaluators put for consideration by the HRITF partners. 

The additional financing could come from the Bank or other sources. Within the 
Bank it might take different forms: 

 � it could result in IDA credits being included in the Country Assistant Strategy 
(CAS) which would not otherwise take place

 � increasing the overall size of any IDA credit 
 � increasing the RBF component of the IDA credit
 � attracting support from other funding sources – donors, Ministries of Finance, 

others such as foundations 
 � support for RBF activities outside HRITF but drawing from the HRITF 

experience 
 
Other sources might include:

 � new donors contributing financial support to the HRITF or to some pilots 
being implemented in specific countries of their interest

 � donors cofinancing the scale-up of RBF pilots at the country level whenever 
IE deliver positive results and country governments show interest in such 
scale up. RBF can be an ideal platform for this as the internal contracting 
approaches can allow for multiple payers allowing donors – even those who 
may not be able to pool their funds or participate on SWAps to agree to pay 
for defined results

 � other initiatives related to RBF arising specifically from HRITF activitities  

We will attempt to address the following questions:

Were additional funds really needed? Whilst attracting additional resources is 
a stated objective some authors (including Gertler) have suggested that RBF is 
not generally expected to replace other funding streams, but rather leverage 
improved impact from the combined funding from RBF and non-RBF channels. 
As such it is less about requiring more resources – more about using existing 
resources better though additional resources are clearly required when the 
approach is being used to scale up coverage.

Is there more effective spending on RBF. This possibility is not referred to 
explicitly in HRITF programme objectives but we felt it was worth investigating. 
Firstly, one might anticipate that the HRITF might be able to ensure that support 
at the country level – including that provided by other development partners – 
could be delivered in a more harmonised and aligned way. Secondly, one might 
anticipate that donors or agencies implementing RBF initiatives independently 
from HRITF might draw lessons from the experience of the Trust Fund to 
improve the quality/cost effectiveness of their own programmes.
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3.6.2 Progress – Leveraging Additional Funds from IDA

In terms of overall spending on health the Bank has been one of the few to 
increase support to health through the fi nancial crisis with lending increasing 
from $2.1bn in 2006 fi scal year to $6.7bn in 2011. However, as the charts below 
show most of this is accounted for by spending in middle income countries. 
Lending for health in Africa region increased from $614m in 2006 to $1.18bn in 
2010 before falling back to under $600m in 2011. Overall IDA support has 
increased steadily from $9.5bn in 2006 to $16.3bn in 2011. In terms of poorer 
regions the share of lending going to health in Africa region has declined whilst 
that in South Asia region has fl uctuated with no discernible pattern. The share in 
some other regions – particularly Latin American and Caribbean – is much 
higher and has increased substantially over the period. HRITF fl ows are 
relatively modest in relation to overall Bank lending (the Trust Fund is expected 
to spend, on average, around $30m per annum over its 20 year life – around 5% 
of spending on health in Africa and around 0.5% of its overall health portfolio. 

Figure 10: World Bank lending to health and other services, by region
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Figure 11: World Bank lending to health and other services, Africa and  
         South Asia
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The HRITF grants are clearly associated with other IDA monies (except when 
the HRITF grant is stand alone). As the chart shows the $209m HRITF grants 
have been associated with some $363m of additional IDA RBF support. When 
the stand alone projects are excluded $143m of HRITF grants are associated 
with the $363m other IDA funding a ratio of 1:2.5. However, this does not imply 
that the other IDA funding actually resulted from the HRITF grant. 

Figure 12: Association between HRITF Grant and IDA Credit
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Source: HRITF Team (please see footnote9)

9 Evaluators consider that this table contains errors. In Rwanda, for example, the $12 million CPG 
and (approximately) $1.5 million impact evaluation grant were linked to 3 consecutive annual 
IDA Community Living Standards Grants worth $18 million total – thisa is not accounted for in 
the graph. In Zambia the HRITF money was always and is still linked to a pre-existing Malaria 
Booster IDA funded project. That project was restructured and its value went up from $19.4mil-
lion to $50 million – this is also not showed in the graph. In both cases the IDA grant preceded 
the HRITF grant.. 
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The 2008 Annual Report stated that “two governments reinstated support for 
health in the Country Assistance Strategy (CAS) and allocated IDA resources to 
health to be eligible to apply for the RBF grant funding. The $55 million in grant 
funding allocated from the trust fund in CY08 is estimated to have leveraged 
additional IDA allocations for health of roughly $30-50 million”. We were not able 
to verify these countries. This issue has not been reported on since. 

The Trust Fund currently collects information on which IDA credits are 
associated with HRITF grant funds but does not necessarily assess which 
grants occurred because of the HRITF grants or their size was influence by it. 
For example we heard from the Nigeria TTL that the IDA credit would have 
occurred anyway and that the HRITF grant was a welcome addition. This 
information is not currently shared with donors. 

To assess the issue of additionality we requested TTLs to provide us information 
on the extent to which the explicit link with IDA affected the type and volume of 
funding to the health sector. We received a response from around a third of them 
that included examples shown in the box below. 

We found some examples where the HRITF grant led to increases in the 
additional IDA support (Tajikistan). We also found cases where the causality had 
gone the other way (Ethiopia - where the Government have been reluctant to 
take RBF forward

Examples from countries on leveraging resources
Would the IDA credit have happened without the HRITF credit?
It is the other way around. There would have been no RBF pilot without the IDA 
funded host project (Benin)  
Probably. The grant was awarded in 2009, at a time when the IDA allocation was 
already agreed. That said, as the HRITF comes with funding for project preparation 
and supervision, it creates a huge incentive for our management to allocate IDA to 
HRITF-supported projects. It was not needed it at this time. (Benin) 
It would get approved regardless of the HRITF.  It was in the pipeline before HRITF 
grant was approved. (Sri Lanka) 
In Rwanda the three annual IDA grants would have happened anyway 
In Zambia the Malaria Booster grant preceded the HRITF application
Would the size or content of the IDA credit have been different without the 
HRITF grant? 
Yes for Tajikistan, the IDA grant would likely have been less than the current $10 
million without the extra funds leveraged from the HRITF. And most likely the focus of 
the project might have been a continuation of traditional investment project without 
any RBF component, as this would have been impossible to do without the additional 
HRITF funds both for the project itself as well as preparation etc. 
Is the RBF component different to what it would have been without the HRITF 
grant? (Would there have been any RBF component without the HRITF grant?  
Or a smaller one?)
Probably not (DRC) 
Maybe. The HRITF money was used to design the RBF program in Benin. Without 
this funding, the design might have been less suited to the context (Benin) 
For Tajikistan, most likely there would not have been an RBF component with only the 
IDA funds.
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Are there any other ways in which the HRITF grant supported/influenced the 
development of the IDA credit or has supported the Bank’s programme?
Tajikistan – Funds leveraged from another source (see box below) 
The HRITF grant supports the development of the project, which is expected to use 
a program approach.  One of the key deliverables that the Government has indicated 
in its plan for the HRITF grant is a “results-based health sector plan”.  Thus the grant 
is expected to influence the overall nature of the sector-plan, rather than just a few 
pilots which would explore RBF concepts.  But again, it is too early to tell, how far 
this is really going to happen. (Sri Lanka)

What lending instrument is likely to be used for the credit: Sector Investment, 
Development Policy Lending or Payment for Results?  
Still under discussion. This is a CAS year and the CMU is still debating about the 
composition of the next portfolio (DRC) 
Ethiopia – Country to use P4R – it would have been SIL otherwise 
Sri Lanka - We are considering P4R; but it is subject to the approval of Regional 
Management (as there are limits to the amount of IDA credit that can use P4R in the 
first couple of years).  If P4R is not permitted for this operation, we are likely to use IL 
with Disbursement-Linked Indicators 
Source: Email responses from TTLs to a short questionnaire on leveraging resources

 
3.6.3 Progress - Leveraging Funds from other sources

The Trust Fund was set up to be able to accommodate other donors, and whilst 
there may have been some interest, no additional donor has yet come forward. 
The intention was also to have other donors piggybacking onto existing 
schemes: progress on this was described to us as “nascent”. In practice, it might 
not make sense to have donors co-finance existing schemes where impact 
evaluations are in place. Instead, it might be more interesting for the Bank to 
focus on positioning new donors to fund the scale up effort if the evaluations 
prove positive.

In Tajikistan the Trust Fund activities have helped leverage funds from other trust 
funds (see box). In the Kyrgyz DFID had apparently shown early interest in 
supporting the approach but are now phasing out support in general to Kyrgyz 
Republic. 

Tajikistan: Additional Resources for RBF: The Bank team successfully applied for 
2 additional grants from separate TFs to finance work that will complement the RBF 
activities. The team was able to secure $400,000 from the Rapid Social Response 
Trust Fund to assess the feasibility of a demand side intervention and also $490,000 
from the Institutional Development Fund to support capacity building for the MoH and 
Finance to effectively implement and monitor effect of health financing reforms 
including RBF (Tajikistan)

Collaboration with external partners is an ongoing challenge given that in many 
countries HRITF becomes virtually invisible (and this can be good when 
considering HRITF as the oil in the wheels of RBF) but can have a downside if 



Evaluation of the Health Results Innovation Trust Fund. 67

donors are not regularly kept informed by the Bank on what is going on. For WB 
staff on the ground there is the additional challenge that operational 
considerations linked to complex RBF designs can easily take preference over 
communications with other country donors. We saw evidence of the latter in 
desk reviews and in the Rwanda case study. For example, while donors may 
have been consulted at the onset of the RBF program they subsequently 
become uninformed or are not regularly briefed or involved in RBF discussions 
with the Bank – especially as many TTLs may not have the time to meet with 
other donors during the rather short and busy World Bank supervision missions 
or the donors may not be available for meetings.  It is difficult and could be 
counter-productive to define general principles but communication about RBF 
and HRITF in countries should be improved (as emphasised in the 2011 Donor 
consultation – point raised by Nicole Klingen – page 4 bottom).

In the case of the Kyrgyz Republic donors have been involved in the design 
process. The approach has been discussed and presented at the SWAp 
meetings. As the process has begun to increasingly focus on issues of detailed 
design there has been somewhat less donor involvement. Some donors 
reported a lack of feedback from the last virtual appraisal mission. On the whole, 
though, they have a broad picture of what is going on without necessarily being 
fully acquainted with the details.

3.6.4 Channelling resources in a harmonised way 

The key documents refer explicitly to the need to adhere to IHP principles. Our 
understanding is that initially, at least, the Trust Fund was seen as forming a 
core part of the Bank’s contribution to the Joint Funding Platform (agreed 
between the Bank, GAVI and the Global Fund to channel resources in a more 
harmonised fashion to support systems strengthening). This issue is dealt with in 
more detail in the review of HRITF Objective One where we focus on the use of 
national systems. However, we would highlight the case of Benin (see box 
below) where support from the Trust Fund has been channelled through a 
harmonised arrangement with a number of other key donors.  

Harmonised Support in Benin “The Benin HRITF helped to leverage RBF funding 
from other donors. Currently, GAVI, the Global Fund and Belgium have agreed (and 
have started) to fund the RBF program, through a harmonized arrangement (HSS 
platform). In other words, with a $11 million HRITF grant, the Government managed to 
mobilize $30 million more from other donors. The RBF principles (as funded by 
HRITF) were key to convince these donors to jump in”.  
Personal communication

Our interpretation of this example is not that the TF grant leveraged more 
resources – GAVI and Global Fund monies would have come anyway – but that 
the funds were channelled in a more harmonised way than would otherwise 
have been the case. 
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Key Messages
 � HRITF has, in some cases, leveraged additional IDA monies including from other 

Trust Funds. In some cases causality appears to have run in the opposite 
direction. 

 � It would be useful to have more systematic reporting on this aspect as it is one of 
the key objectives and has not been mentioned since the 2008 Annual Report

 � There has been no success in leveraging additional resources for the HRITF from 
other donors. 

 � There have been isolated cases where the TF has worked with other donors to 
harmonise resource flows.

3.6.5 Sustainability 
The issue of financial sustainability is closely linked to the issue of attracting 
additional resources so is covered in this section. The Trust’s Fund approach 
here has been to engage in dialogue with national governments and donors with 
the view that they will take over funding at the end of the programme and that 
this will be built into medium term frameworks and budgets (see box below). 
There was an expectation that it would develop a “platform” to support 
sustainable funding for RBF.

“By the IDA negotiations Government will agree to gradually substitute budget 
resources for Grant financing for RBF and will include this commitment in the MTEF, 
beginning in the fifth year of the project”. 

Original HRITF proposal from the World Bank to Norad in 2007).

 
Clearly a programme will only be worth sustaining if it delivers results in a cost 
effective manner. Prospects for sustainability are likely to be best if the issue is 
considered during the design process, the approach is integrated with national 
planning processes, that costs are modest in the context of overall financing for 
the sector and that the pilot is implemented efficiently thus keeping down costs 
(see box). This will require engagement with all potential funders at an early 
stage and throughout the design process. Whilst Finance Ministries are the main 
funders in many countries, donors are likely to play a key funding role in some 
countries for some time to come. This is why sustainability of the RBF requires a 
proactive engagement strategy right from day one.

It has also been argued that RBF should – in part at least – not necessarily 
require additional costs. Rather, it is about making better use of existing 
resources – channelling them in a different way (results based rather than input 
based budgets, or via consumers).

“The limited scale of the RBF pilots (up to $15m per country in the first round) and the 
integration with the national health planning process (implied by working with IHP 
principles) should ensure that the fiscal impact is manageable”. 

Source:
 
DFID HRITF Project Memorandum.
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Progress
It is too early to tell whether the pilots are likely to be successful, let alone 
sustainable. The pilots were intended to be substantial and the recurrent costs 
whilst not huge are also not negligible. The stronger links with Ministries of 
Finance supported by the IDA linkage (compared to alternative approaches) 
offer the potential to address sustainability issues in a more effective way but 
does not guarantee that this will be the case. 

It is questionable whether it is realistic for all governments – especially low 
income countries - to take on the financing burden. We would, therefore, stress 
the need for long term plans for sustainability based on the country situation 
rather than assuming all governments can take over funding within a set 
timeframe. 

There are some positive early signs  

 � indication of commitment and ownership at the country level: The RBF 
pre pilot in Nigeria was initiated using domestic resources with the 
expectation that the government will be reimbursed from the forthcoming 
credit; 

 � impact evaluations are looking at value for money issues which should 
help ensure that recurrent cost implications are lower than might otherwise 
be the case. In Zambia, for example, the IE is looking at the implications of 
different reward levels;

 � countries are looking for efficiency savings. In the Kyrgyz Republic the 
MHIF is actively looking for ways to improve its efficiency to increase its fiscal 
space to support ongoing RBF activities if there is a case for doing so

 � use of national systems: as discussed in section 3.5.

But there is also a need for sustainability of funding to become much more of an 
ex-ante consideration i.e. at the time of pilot design and during implementation, 
where governments and health donors ought to jointly consider possible 
avenues for future funding. Our impression is that with some worthy exceptions 
(see an example in the box below) the Bank TTLs have not engaged in a 
systematic targeting of decision makers and key health donors to keep them 
informed of progress. 
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Consideration of Sustainability during the Design Process: Afghanistan  
“The MoH, the Bank, and other participating donors have made a long-term 
commitment to Afghanistan’s health sector. As such, we would explore multiple routes 
to sustaining and scaling one or both pilots if shown to be successful in increasing 
access to MDG 1b, 4, and 5 health services. For example, the MoF has publicly 
indicated that it will commit 7% of the Government’s budget to health; hence as the 
economy grows and revenue collection improves, the Government should be able to 
afford the funded activities. Additional financing will be sought from bilateral and 
multilateral development partners already in Afghanistan. Excessive concern about 
financial sustainability might harm the focus on further improving the access to health 
services, particularly in rural areas”. 

Source: Afghanistan CPG.

Looking Forward
Greater emphasis should be placed on the issue of transaction costs as part of 
the impact evaluation to help clearly set out the institutional and financial 
sustainability challenges - this needs improved documentation of country pilots 
or/and process evaluations to help fully assess the costs of sustaining RBF 
approaches.

Key Messages
 � It is too early to tell if the schemes are likely to be sustained (or if they are worth 

sustaining).
 � There are some positive early indications.
 � Close links with Finance Ministries will be important – the IDA link offers the 

potential for such dialogue to take place – though there is no guarantee that this 
will take place and result in additional funding. 

 � Domestic resources are unlikely to be sufficient in some settings.
 � It will be important to focus on aspects such as transaction costs in the IEs, as 

these have a bearing on future sustainability.
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4. Project Implementation, governance and  
oversight arrangements  
 
 
 
 

4.1 Linking HRITF country pilots to International Development 
Association (IDA) 

The Approach and Rationale 
The Trust Fund is designed to provide RBF grants linked to IDA credits which 
can either be a new pipeline project or a restructured existing IDA-supported 
HNP programme (retrofitting). The link was made more explicit by the decision in 
September 2010 to set specific co financing requirements. In order to be eligible 
for HRITF funding the input-based and other non-RBF financing should not 
exceed 90% of total project financing. Of the remaining 10% or more that is RBF, 
CPG funding can be provided for up to 80% of RBF in the IDA project (up to 
US$15 million), in addition to the IDA amount.

 By linking the HRITF grants to IDA credits the aim was to bring the full weight of 
the Bank’s resources, processes and procedures to bear on the Trust Fund 
operations. The proposed advantages of this approach – set out in the 2008 
Annual Report - are set out in the box below. 

Implications of the IDA Link 
Grants are designed and managed within the larger development and health portfolio 
ensuring that each grant is aligned with broader reforms and development policies 
under discussion between the World Bank and the Government, particularly the 
Ministries of Finance and Health.
The trust fund grant is prepared and supervised within the Bank’s operational 
framework ensuring regional and country management oversight and rigorous design 
and implementation support. Because the trust fund provides incremental preparation 
and supervision funding, country teams can more easily take on the additional burden 
of managing the grants. 
The trust fund grants help Bank staff coordinate multiple partners and engage 
Ministries of Finance, Planning and other critical sectors. Since the trust fund 
structure leverages IDA it can help ensure a continued or enhanced Bank presence 
(including staff) in a country’s health sector
Source: 2008 Annual Report

This approach was designed to avoid problems experienced with some trust 
funds where grant funds simply substituted for IDA resources, and/or quality 
suffered as projects were designed and implemented separately from IDA 
operations.  The Health Results Innovation Trust Fund explicitly requires that its 
grants are linked to existing or new IDA operations (with specific eligibility 
criteria). It also provides funding support to prepare and supervise the grants 
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requiring that this funding is additional to the Bank budget allocated for the IDA 
operation in question. 

While setting co-financing requirements and ceilings is welcome there are 
instances when the principles should be applied flexibly and take account of the 
circumstances (such as the size of the country and IDA grant, the levels of 
poverty, etc.). For example, in a large IDA grant a 10% to RBF may be perceived 
as a lot of money to be locked into what the government may perceive as just an 
experiment, and the 10% might surpass the $15 million ceiling.

4.1.1 Bringing the Banks “full machinery” to bear 
The core World Bank team working on RBF is small – to date it has managed 
quite successfully the large work program by engaging specialized staff from 
across the World Bank Group, and especially in the front-line operational units. 
Operational staff colleagues have increasingly integrated the RBF work into their 
core work programs and dedicating time to support national, regional and global 
demands on RBF.The core team has also leveraged time and expertise from 
non-health units in the Bank to contribute to the RBF work program. This 
includes the Bank’s core research group, the World Bank Institute, the Global 
Development Learning and Network unit, the Global Program on Output-based 
Aid, and the Chief Economist’s office’. HRITF Annual Report 2008.

The aim of the link to IDA was to make the best use of Bank’s resources 
particularly in areas where they hold a comparative advantage. These were spelt 
out in detail in the Bank’s recent HNP Strategy:

 � technical capacity in health system strengthening, including its potential 
capacity to disseminate country experience with alternative innovations and 
reforms; 

 � its multi-sectoral approach to country assistance, which allows it to engage at 
national and sub national levels with all government agencies (but particularly 
Ministries of Finance); 

 � its capacity for large-scale implementation of projects and programs 
(including its financial management and procurement systems for extensive 
operations); 

 � its multiple financing instruments and products; 
 � its global nature, allowing facilitation of interregional sharing of experience; 
 � its core economic and fiscal analysis capacity across all sectors; and 
 � its pervasive country focus and presence.

 
 
(Source: Comparative advantages of World Bank as set out in HNP Strategy)

It should be noted that the donors funding HRITF can and do fund RBF 
initiatives outside the Trust Fund. 

4.1.2 Importance of the IDA Link - Strong links with Finance Ministries

It is challenging to measure the impact of the link with IDA especially at such an 
early stage of the programme. However, we reviewed experiences of other 
similar approaches which did not formalise the IDA link – notably the Fast Track 
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Initiative. The extracts from the FTI evaluation – box below – highlight some of 
the shortcomings of not tying the approach to IDA. These relate mainly to the 
failure the engage effectively with Finance Ministries.

FTI Evaluation: Implications of Not Tying to IDA Process  
Various factors were found to have limited the influence of the FTI processes on 
domestic budget allocations. These included a lack of engagement with Ministries of 
Finance and national Medium Term Expenditure Framework (MTEF) processes, and 
the choice of projects or pooled funds as aid modalities. There are some notable 
exceptions where the FTI has had a positive influence on domestic budget 
allocations, in particular when the (financial support) has been provided through 
sector budget support and Ministries of Finance have been actively involved. 

Despite the requirement that countries have a PRSP as a pre-requisite for FTI 
endorsement, FTI processes (appraisal, endorsement, CF funding) have tended to 
focus principally on education sector entities and specialists, both within governments 
and within donor agencies. Finance ministries and other ministries (e.g. in charge of 
civil service reform), as well as macro and finance specialists in aid agencies in 
general, have not been sufficiently involved in FTI-related processes. 

Both at global level and in-country it has mostly involved education specialists – 
typically those handling agencies’ education portfolio and, in-country, the Ministry of 
Education. It has had less interaction with in-country Ministries of Finance, and with 
the macro-economists and generalists of aid agencies, than might have been 
anticipated from the original design.

 The FTI has not been successful in strengthening the links between education sector 
specialists and macroeconomists. At country level there is commonly a strong 
relationship with the Ministry of Education and a much weaker one with the Ministry of 
Finance, although the latter has much more influence over the long term financing of 
education. Within donor agencies there is often much too little interaction between the 
education specialists and the staff responsible for budget support, although education 
as a sector is often a major beneficiary of budget support. 
 
Source: FTI Evaluation 

Evidence from case studies suggests that the TF has been successful in 
establishing strong relationships with Finance Ministries. In the Kyrgyz Republic, 
whilst the HRITF grant is a standalone operation, the requirement that 
Government increases the share of the budget going to health under the SWAp 
has formed a key part of the ongoing policy dialogue and is seen as one of the 
key preconditions of supporting the pilot. 

However, the IDA link does not necessarily guarantee good follow up of the 
HRITF component, particularly if the IDA grant expires but the HRITF support is 
expected to continue supporting an RBF design or pilot, in which case there is a 
risk that HRITF-linked technical and documentation support might be stopped 
far too early, as reported in Rwanda. Much depends on the engagement by the 
TTL with the government of the recipient country (not just the Ministry of Finance 
but the Ministry of Health too) or, failing that, on the ability of the HRITF Team to 
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closely oversee that the end of the IDA does not lead to end of the HRITF 
oversight by the Bank.

Key Messages
 � The IDA link offers the potential to improve the effectiveness and wider impact of 

TF programmes – especially through the links enjoyed with Finance Ministries
 � But the IDA link does not necessarily guarantee good follow up of the HRITF 

component, particularly if and when the IDA grant expires before the HRITF does, 
in which case the TTL, the HRITF Team or both should closely oversee that 
HRITF continues to deliver technical and documentation support. 

4.1.3 Leveraging other Bank Resources

The Approach  
Given the Bank’s matrix organisational structure in which those designing and 
implementing the RBF do not report to the HNP Unit (Anchor) which hosts the 
Trust Fund the HRITF Team plays a brokerage role with the Task Team leaders 
as their clients.

The linkage of HRITF grants with other HNP IDA programmes, and with funding from 
other agencies, is expected to demonstrate to a wide range of Bank and other agency 
staff how the RBF approaches can be linked to and improve results from more 
traditional approaches. It should help to convince those responsible for design of 
future programmes that the RBF approach has something to offer, as well as giving 
them direct experience of how to apply these mechanisms to complement other 
funding mechanisms. This should help to achieve the intended catalytic effect of 
building RBF into future health sector support (beyond the HRITF). 

Source: World Bank, HRITF Annual Report 2010 – 2011.

Progress 
We identified some examples of instances where leveraging has taken place. 
Some examples are captured in the boxes below - potential leveraging in relation 
to the P4R instrument is discussed after the boxes, in 4.1.4.

“Operational staff colleagues have increasingly integrated the RBF work into their 
core work programs and dedicated time to support national, regional and global 
demands on RBF. While challenging to manage, engaging operational staff has 
strengthened the work of the core team, built interest in and support for RBF 
interventions across the Bank and, most importantly, delivered the highest possible 
quality product to our client countries.”

Source: Personal communication from a HRITF team member.

“We have tightened our links with Africa regional management, developed joint work 
programs and assigned members of the RBF team to work on, or engage with, each 
of the pilots. This arrangement is now working satisfactorily”. 

Source: HRITF Annual Report
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Significant leverage of wider Bank resources – the Nigeria experience: The 
operation has received very substantial inputs and attention from the Country Director 
and the Sector Management i.e. ‘it seems the Africa HD region ‘own’ RBF’ as well as 
both very substantial additional preparation funding and ‘free’ technical assistance 
with a lot of experience in setting up RBF at facility level. This has clearly supported 
the planning of the combined IDA and HRITF operation. 

4.1.4 Additional Consequences: Development of P4R Instrument

Although not explicitly referred to in the project documents the key donors have 
been keen to work with the Bank to strengthen its results focus. In the past the 
Bank has been rather limited in what it can do because of the inflexibility of its 
existing instruments (see box). 

The Bank’s ability to meet this demand (for a more results based approach) has been 
constrained by the limitations of its existing investment lending (IL) and development 
policy lending (DPL) instruments. Neither instrument fully allows supporting a 
government program of expenditure, building institutional capacity, and tying 
financing to achievement of results. 
Source: P4R Board Document 2011 

The Bank has recently introduced a new instrument – P4R (Programme for 
Results) which should help the Bank sharpen its results focus. Whilst the 
development of this instrument cannot be attributed solely to HRIFT activities, 
the P4R team reviewed the Bank’s experience with RBF across sectors and 
found the experience in health to be particularly relevant, so it seems clear that 
the TF played at least some role (see box below). Going forward the P4R 
instrument offers those implementing HRITF activities an additional choice of 
implementation modality. It is expected that P4R will be used in Ethiopia and it is 
being considered elsewhere – although the plan is to use P4R in a limited way 
throughout the Bank in the short term in order to learn lessons on its 
effectiveness before scaling up more rapidly. At the same time RBF might not be 
suitable for some RBF approaches such as pure Cash on Delivery where 
fiduciary requirements are lower.

“The design of the Program-for-Results instrument benefited from the invaluable 
experience the Bank has gained in designing and implementing IL and DPL 
operations: specifically, technical and design issues, results definition, fiduciary 
systems, environmental and social impacts and risk management, and improving 
policy environments. It also built on decade-long experience—both within and outside 
the Bank—with sector-wide, program-based, and results-focused operations”. 

Source: Key informant

4.1.5 Adverse Consequences

We found cases in which strict adherence to the IDA planning cycle resulted in 
some delays – where an independent approach might have resulted in a more 
rapid approach, although the evidence for this includes mainly the Round 1 and 
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Round 2 countries where Bank systems were unprepared to house a new 
programme linked to a different way of working and measuring results.

Key Messages
 � The IDA links bring potential benefits as well as costs – both intended and 

unintended. The Bank’s strength in building links with Finance Ministries will be 
important but it will also need to engage with in-country donors. The Bank’s 
systems and process are not intended for rapid implementation.

 � Disbursement has been relatively slow – but evaluators are not sure how the rate 
of HRITF disbursements compares to Bank programmes as a whole. RBF is 
relatively new, is complex with multiple decision points and requires considerable 
dialogue the scale of which was underestimated at the outset. 

 � Disbursement delays have occurred for a number of reasons including external 
factors – however, the link to IDA appears to have been responsible in some 
cases. Such delays have in some settings caused considerable frustration and 
risk undermining ownership of the projects. Expectations at the outset appear to 
have been unduly optimistic.

 � HRIFT activities have played some role in the development of the P4R instrument. 
P4R offers implementers an additional choice of instrument – and potentially a 
means of ensuring a greater results focus in the Bank’s work – though its scope is 
set to be relatively limited in the short term.

4.2 Progress reporting 

4.2.1 Reporting requirements: have they been met?

The Bank is required to submit an annual report to donors no later that 30th April 
each year outlining the work and activities undertaken during the previous 
calendar year with a focus on country progress. It should include a work plan for 
the following year’s activities. The Bank is also required to give a midyear update 
no later than October 31st of each year to include actual expenditure by category 
over the previous 6 months. 

Reporting on all components of progress is challenging. The Trust Fund is 
demand led and therefore already subject to considerable uncertainty. The 
technical content of the activities is also new and with no track record it is 
difficult to project requirements with any great degree of accuracy. We would 
also highlight the fact that a further dimension of uncertainty will be added as the 
pilots begin implementation – the extent to which the recipients of the rewards 
are able to secure the rewards on offer. That said we did identify a number of 
shortcomings in current reporting arrangements which need to be addressed.  

Progress reports have been provided as set out in the Grant Agreement. 

 � World Bank Annual Report on the Health Results Innovation Trust Fund for 
the Period January 1, 2008 – December 2008 

 � No report submitted for the period between December 2008 to June 2009 
though the World Bank did provide a progress report to the Government of 
Norway in August 2009
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 � Annual Report June 2009 – March 2010 
 � Mid-year April 2010 – November 2010 
 � Annual Report to Donors April 2010 – March 2011 
 � Mid Year Update to Donors November 2011
 � Work Program July 2010-June 2011. 

The approach to annual reporting has evolved over time as different HRITF 
managers have taken different approaches but, generally speaking, reporting 
has been based on the 9 HRITF activities and, more recently, it has used the 
three HRITF Funding Streams.

Progress to date 
Annual reports do “outline the work and activities undertaken during the 
previous calendar year with a focus on country progress”. They are well 
written and are highly informative. Only one year (July 2010-2011) was a work 
plan included, although annual reports have provided “indicative forecasts for 
expenditure by category over the following 12 months”. Mid-year updates “no 
later than October 31st of each year to include actual expenditure by category 
over the previous 6 months” have been provided, although it is not clear that 
these were provided on time. 

The annual report does not reflect progress in some key areas. For 
example, the issue of whether the Trust Fund is leveraging additional resources 
for health has not been discussed since the initial 2008 report. As a result this 
issue has been little debated and there is now some lack of clarity on what it 
actually entails. At the same time donors have been requesting ongoing 
information on impact which the Trust Fund is not, and was not set up to deliver. 
Though it is possible to “harvest information on numbers of lives saved” this was 
felt to be “incredibly difficult and contrary to business model “. While evaluators 
understand the requirement for donors to demonstrate results, the focus of this 
programme is on knowledge generation and this is what should drive the results 
framework rather than lives saved.

Reporting imposes a very heavy burden on a rather small HRITF Team. 
Members of the HRITF Team met by the evaluators reported that the Annual 
Report and Mid-Year report represented a heavy burden on staff with 
preparations beginning up to 4 months in advance. The burden is seen to have 
become heavier over time, with the programme growing rapidly, faster than the 
installed capacity at HRITF Team level. This is partly a reflection of the novelty 
of the approach and the (welcome) interest this raises which result in additional 
request for information, the relatively early stage of implementation and the 
growing range of activities supported by the Trust Fund. Donors report that the 
HRITF team have been responsive and that they believe the quality of reporting 
has improved. At the same time donors found that although the reports were 
useful they did not give a good overall sense of what had happened. 
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Proposed way forward
For a programme focusing on results we feel that the current reporting approach 
is too activity and input focused, although we recognise that the Grant 
Agreement requires the Bank to do this. While activity reporting may be 
informative it fails to answer the crucial question of whether and to what extent 
the HRITF programme is meeting its objectives. This is why our evaluation of 
reporting cannot be separated from the need for a more clear, consensus-
based, realistic and measurable results framework for the entire RBF 
programme, discussed earlier.

We would propose that changes are made to accommodate the following 
changes:

 � The Annual Report should report progress against the four key objectives 
including the (yet to define) specific results and indicators. There is no reason 
why the length of the report should increase just because the amount of 
activity has changed. In fact, the reporting against the pre-defined activities 
could be included either in the annex or as part of improved financial 
reporting (see later). It must be emphasised that in a large programme like 
the HRITF the multitude of activities being undertaken worldwide could easily 
mask a more thorough assessment of progress – many activities are 
encouraging, but are these the right activities and are these being 
implemented in the right way, as per HRITF objectives?  

 � The annual reports should more clearly state whether the HRITF is on track 
on each objective and provide supporting evidence/arguments for the same. 
Evaluators feel that this would be much more easily done if the Bank adopted 
the routine of presenting an annual work plan linked to its annual report 
(following the trend initiated in the July 2010-June 2011 work plan – see Box 
7), and if the said work plan focused on areas where improvement is needed 
or increased attention required.  
 

 � Annual reports should include a specific section on issues linked to delivering 
the previous year´s work plan and on issues emerging from the previous 
year´s donor consultation. The argument that evaluators heard at times that 
work plans are difficult to put in place because this is a demand driven 
programme simply does not hold. For example, it should be clear at the 
beginning of the work plan year if there is going to be a call for proposals for 
the funding streams. 

 � Annual work plans do not need to be exceedingly detailed: Will there be 
rounds called? Will any pilot RBF be completed or IE end-line results 
delivered, and will that merit additional attention? How will global knowledge 
and evidence analysis and studies be linked to national documentation? Etc.  
 

 � Evaluators wish to suggest that a single annual report should replace the 
current annual AND mid-year reporting. The main reason, self admitted by 
some interviewees from the funding donors, is that that there does not seem 
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to be much point in producing a mid-year report that to a large extent tends to 
repeat or increase a little bit the information already provided in the annual 
report. For the relatively small HRITF team one less reporting need would 
free valuable time to be devoted to programme implementation – a message 
that was kindly delivered to the evaluation team during their visit to 
Washington.  

 � There is an alternative to a half-year report which is a short mid-year review 
of progress and actions taken on the decisions made during the annual donor 
consultations. This could be a very short report that the HRITF manager 
should be able to prepare quite easily highlighting the main steps taken.  

Box 7 – The July 2010-June 2011 Work Programme
The only example of an annual work plan (called work programme) that the evaluators 
could review was the July 2010-June 2011 one. Apparently this was in response from 
a specific request made by a member from the funding partners. While the effort is 
noteworthy the following observations can be made:

The work plan reports by activity – donors may struggle to appreciate the link 
between a large number of activities planned and their contribution to each of the four 
project objectives (same issue as annual reports). 

The work plan does not seem to link in any manner to issues raised in the previous 
annual report: is the work plan taking those issues into account?

The work plan makes an attempt to report against the DFID log frame. This is clearly 
challenging as the template is very different to the ones used in the annual report and 
mid-year report. There is no discussion on whether this form of reporting is possible 
or meaningful given that many boxes are left empty or under-reported or attribution 
seems to be an issue. Besides, if this is a work plan why include additional reporting 
on past rather than focus on next year? And can one realistically take some of the 
assumptions for granted rather than reviewing if these have indeed taken place as 
planned?

Key Messages
 � Reporting is too activity focused – making it difficult to see the bigger picture.
 � There is scope for improving the quality of annual reports and for better linking 

these to annual work plans .
 � Annual reports and work plans should be sufficient for reporting purposes – the 

case for a mid-year report is hard to see.
 � Work plans are essential for such a large program as HRITF, in part because of 

the risk to commit to too much with insufficient human resources at the level of 
the HRITF team.

 � Financial data have not been presented in a consistent manner nor in a way 
which allows performance to be assessed.

 � Expenditure planning (forecasts, scenarios)– though very challenging – has been 
weak and has not been much strengthened to date.

 � The reporting burden is too heavy and should be streamlined.
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4.2.2 Coordination with Donors

According to the Administration Agreement for the TF donors and the Bank are 
required to meet once a year after submission of the annual report. The meeting 
is to be held on a mutually agreed date and be organised by the Bank. Key 
issues for discussion were expected to include:

 � key achievements, 
 � issues identified during the year and proposed mitigation, 
 � a qualitative assessment of progress against RBF indicators at the country 

level, 
 � assessment of the Trust Fund performance and budget execution, 
 � strategic direction for the Trust Find and the proposed annual work plan, 
 � preliminary annual; allocations and a reviews and 
 � an assessment of criteria used to identify countries for support 

The results were to be reported in agreed minutes.

Progress 
The Annual Donor Consultation is felt to be an increasingly useful exercise. 
There was a feeling that the onus was on donors to ask questions rather than 
the HRITF Team raising issues although, at the same time the HRITF Team 
were being responsive to what donors were asking for. Some members from the 
donor agencies who had attended at least one donor consultation meeting 
reported that while meetings were highly informative they did not necessarily 
cover all or most of the key issues above in a systematic manner. For example, it 
was felt that the link between annual reports, the annual work plan (the first one 
was only delivered for 2011 – so progress on it has not been reported yet) and 
the annual donor consultation meeting should be strengthened. It was also felt 
that there should be improved keeping of minutes on key issues raised and 
decisions made in a very executive manner, for easy follow up and reference. 

It was felt that the agenda was often very ambitious and that it was not always 
possible to get a good overall sense of what was happening. One donor 
interviewee accepted that they needed to pay more attention and engage more 
actively in the run up to the meeting.  

Looking Forward  
Clearly this is an important programme which donors are investing significant 
amounts of money in. It is important, therefore that donors are well appraised on 
ongoing issues but that this is done in a streamlined way which keeps the 
burden to a minimum. We propose a number of approaches designed to improve 
reporting (see above) whilst minimising the burden of reporting.

The annual work plans linked to the annual reports should capitalise the 
dialogue between the Bank and its funding partners during the donor 
consultation meetings. It is also suggested that donor consultations should 
become a more structured process where annual report and work plan are 
discussed and then approved or modified accordingly. It should be better 
minuted focusing on key issues raised and decisions made. 
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4.2.3 Financial Reporting

A range of financial information has been provided in the various annual reports 
as set out below.10

World Bank Annual Report on the Health Results Innovation Trust Fund for the 
Period January 1, 2008 – December 2008
Programmatic Financial Report presented. Includes a breakdown of spending by type 
of activity, investment income and Trust Fund fees though it is not clear how Trust 
Fund balance is arrived at. No forecasts are presented.

Annual Report June 2009 – March 2010 
Financial Report provided. It does not cover calendar year - no work plan or indicative 
forecast for expenditure by category provided for following 12 months. It provides data 
on disbursement by activities to date (March 31). Also provides information on 
investment income and information on current Trust Fund balance though it is not 
possible to see how this was derived. The administration fee expenditure is mixed in 
with Trust Fund management expenditure.

Mid-year Update to Donors April 2010 – November 2010
HRITF Financial Report presented showing figures as at November 15, 2010 (US$). 
Forecasts of spending are provided for the period November to December 2010 and 
for following years not just the next 12 months by country and activity. 

Annual Report to Donors April 2010 – March 2011 
HRITF Financial Report presented showing figures as at November 15, 2010.  
It provides data on actual spending to March 2011 with estimates for the period April 
to December 2011 by country and activity. It provides forecasts for spending to 
calendar year 2022 covering the full amount of the TF grants ($575m). It provides data 
on expected contributions from donors.

Summary: Data has not been provided fully in line with the requirements set out in 
the Grant Agreement. Reports have not been provided within the time frame set out in 
the Grant Agreement10 and have not covered the period set out in the Grant 
Agreement (though no-one has suggested that this presented any great problem). 
Forecasts of future spending have been set out for the full period of the Trust Fund by 
activity and country (though not by category as set out in the Grant Agreement) but it 
is not possible to compare forecast expenditure with actual expenditure. Whilst the 
progress reports indicate why disbursements in some areas have been delayed, this 
is not done systematically. 

Predicting Future Requirements. As noted above the various activities 
supported – and especially the RBF pilots - pose much greater challenges to 
financial planning than the standard five year investment lending project cycle. 
Whilst the concept notes do set out estimated funding needs, they do not form a 
basis for projecting resource requirements. 

10 We infer this from the fact that the financial data for some of the reports is presented up to a date after the report should have 
been submitted
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The timeframes were also significantly underestimated. In the initial stages of 
the Trust Fund operations the HRITF Team tended to rely on TTLs for their 
estimates of funding needs. These often proved to be highly ambitious. The 
HRITF Team have taken steps to develop a more systematic approach to linking 
required disbursements to the individual project timetable although much of the 
impact of this, if any, will have been felt outside the timeframe of this evaluation. 

Real Time Reporting: Use of Secure Donor Website. We understand that the 
Norwegian MFA has made use of the secure Donor Website and found this 
helpful although it was suggested that the information was not always up to date. 
DFID did not report accessing this source. 

The way forward
Financial reporting (linked to improved financial forecasting) is another area 
where improvements are desirable. As part of annual reports the HRITF Team 
could usefully provide a table showing the results which will be purchased if the 
supply response is sufficient to utilise available resources. This would be a one 
off exercise but should be updated as new pilots are confirmed. Donors could 
use this information in various ways to, for example, estimate impact on health 
outcomes. 

We would also expect that the HRITF Team should report on results paid for in 
each of the pilots as such payments are made. Given the uncertainty about the 
supply side response (by this we mean the recipients of funds – could be 
beneficiaries under a demand side approach or a health provider under a supply 
side response) the Team might like to give some thought to how to respond to 
under-spends i.e. a failure of agents to achieve desired results. Should the pilots 
be rolled over i.e. extended? Would the funds be available to pump prime any 
scale up? If the money is not spent, will there be a case for scale up? Should 
any savings be channelled to the agents who exceeded their targets? (see the 
box below for the new GAVI approach). Should the HRITF Team over commit 
across its portfolio in the expectation that there will be under spends? 

GAVI – New Performance Based Funding Approach: 
Under the new approach approved by the Board in November 2011 any savings from 
countries which do not achieve the results necessary to achieve their indicative 
allocations will have their under spends recycled and made available to countries with 
lower coverage rates who perform particularly well.

In our view it would be helpful if a revised reporting format could be developed 
which sets out: 
 � the cash flow situation of the Trust Fund – clearly outlining revenues 

(investment income and donor contributions) and expenditures (by activity 
and by country) 

 � forecasts to be provided by activity and country by calendar year with a 
comparison of the previous year’s expenditure with the actual one. Major 
discrepancies should be identified and a brief explanation noted.  
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Much of this is already in place but not yet incorporated into regular reporting.

The sector Donor Website should be advertised more actively among the donors 
agencies and made more easily available for external evaluations like this. If 
donors are interested in might be useful to run a short session on its use. 

4.2.4 Financing HRITF – spending the money

Our analysis is based on financial data presented as part of the Annual Reports 
or mid year updates, through limited access to the secure donor connection and 
from data prepared by the Secretariat. Although the evaluation covers the period 
to the end of March 2011 we also present later information given its availability 
and the fact it provides useful data on trends which we affected by decisions 
made before March 2011. 

Donor Contributions to HRITF 
The 2008 Annual Report showed that Norway had contributed $43.9m and that, 
at the time, it was expected that further contributions of $15.8m would be 
required in 2009, 2010 and 2011. By March 2011 Norway had disbursed $83m 
and DFID $10m of their overall commitments (set out in table 13) below.

Table 13: Donor commitments to HRITF 

Donor Name Contri- 
bution Date

Contri- 
bution 
Currency

Contri- 
bution 
Amount

USD 
Equivalent(1)

United Kingdom 
- Department 
for International 
Development 
(DFID)

04/28/2010 GBP 114,000,000 182,934,027

Norway - Ministry 
of Foreign Affairs

12/04/2007 NOK 586,000,000 105,741,303

Norway - Ministry 
of Foreign Affairs

12/04/2009 NOK 1,500,000,000 260,793,372

Source: Secure Donor Website. (1) As at April 25th 2012 exchange rate

Expenditure to Date 
By October 2010 the Trust Fund had spent some $16.57m (HRITF Financial 
Report 15/11/2010). This had increased to $22.61m at the end of the evaluation 
period (end March 2011). Since March 2011 there has been a major take off in 
spending. Total expenditure had almost doubled to some $45.5m by May 2012.11 
Spending data can be broken down by activity and economic classification as 
shown in the following table and chart.

11 Source: Secure Donor Connection data collected May 2nd 2012
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Table 14: Expenditure of Trust Fund by activity to March 2011 
Activities as per the HRITF Administration 
Agreement

Actual 2008 - 
March 2011 %

1-Preparation and Review of Proposals 0.69 3.1

1a-RBF Seed Grants 0.41 1.8

2-Design of RBF Projects or Project Components 0.24 1.1

3-Preparation and Appraisal of RBF Projects or 
Components

3.56 15.7

4a-Implementation of Bank RBF Projects or Project 
Components

9.20 40.7

5-Supervision of Bank and Recipient-executed RBF 
Projects or Project Components

0.09 0.4

6-Monitoring and Documentation of Bank and 
Recipient-executed RBF Projects or Project 
Components

- -

7-Evaluation of Bank and Recipient-executed RBF 
Projects or Project Components

2.15 9.5

8-Dissemination and Knowledge Sharing 5.33 23.6

9-Trust Fund Management and Administration 0.17 0.8

Admin Fee (0.83% of total contributions) 0.77 3.4

22.61 100.0

Source: Annual Donor Report 2011

Table 14 shows that implementation of the pilots accounted for over 40% of 
spending at March 2011. 

Table 15: Use of funds by economic classifi cation 

HRITF – Use of Funds by Economic Classifi cation
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In terms of economic category programme costs disbursed to the grantees (to 
implement the pilots) now accounts for the majority of overall spending. As 
shown in the table below its share has been growing at the expense of other 
cost components. 
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Table 16: Proportion of expenditure by spending category

Cumulative to end 
March 2011
(Evaluation Period)

Cumulative to end 
February 2012
(Post Evaluation 
Period)

Disbursements to Grantee 43.2 53.1

Consultant Fees 22.7 19.1

Travel Expenses 17.3 13.6

Staff Costs 13.2 11.0

Other 3.6 3.1

(excludes administration 
costs) 100.0 100.0

Source: Secure Donor Website: Monthly Expenditure Statements

Committed Funds
A substantial share of available funds have not yet been committed12 suggesting 
there is still considerable scope for changing the allocation of resources within 
categories. Figure 16 below maps out the amount of funding yet to be committed 
by year and by activity (activity categories are set out in table 14). The vast 
majority of uncommitted funds relate to activity 4a – implementation of the 
country pilots. As at December 2011 45.6% of donor commitments had yet to be 
programmed.

Figure 17: Uncommitted HRITF funds by Activity

Uncommited HRITF Funds by Activity

Source: April 2001 Donor Report. Activity categories from Table 14

As shown in fi gure 18 below there is variation in the degree of commitment by 
activity. Just over 60% of the allocation for implementation of the pilots had been 
programmed 

12 Funds have been allocated by activity but not necessarily committed to countries within the 
activity. Such amounts are referred to in the Annual Report as TBD. It is not possible to identify 
this fi gure for activity 8 where spending is referred to as global
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Figure 18: % Share of HRITF funds uncommitted by Activity

Share of Funds Uncommited by Activity (% of total allocation)

Source: April 2001 Donor Report. Activity categories from Table 14

Geographical Focus 
As shown in the chart below the majority of funds have been spent in Africa and 
South Asia regions. Expenditure on the latter is expected to pick up in 2012. Of 
resources spent and programmed to date 62.6% are for Africa, 11.3% for South 
Asia and 10.6% for global activities. This appears broadly consistent with donor 
wishes to focus efforts in poorer regions. 

Figure 19: Geographic Allocation of HRITF Expenditure

Geographical Allocation of HRITF Expenditures

Source: Donor Report 2011. Key: TBD: To be determined, SAR = South Asia, MNA = Middle East and North 
Africa, LCR = Latin America and Caribbean, EAP – East Asia and Pacifi c, AFR - Africa

Cash Flow
Donor disbursements were shown earlier in table 13. No further disbursements 
were planned for 2011. Disbursements of between $55m to $65m per annum are 
expected between 2012 and 2016 with disbursements tailing off thereafter and 
ending in 2021. The balance held by the Trust Fund at the end of the calendar 
year was expected to remain at or above $30m until 2016 after which it is 
expected to decline. The Trust Fund also receives income from investing its cash 
balances. These are discussed later.

Figure 20 presents data on cumulative fi nancial fl ows: it shows that the Fund has 
been holding large cash balances. This was due to large initial donor 
disbursements and lower than expected expenditures. 
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Figure 20: HRITF expenditure and revenue fl ows
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The Trust Fund cash balance remained at just under $70m at the end of the 
period considered by this evaluation – but has since reduced considerably. The 
Bank proposes to hold a buffer of 12 months of spending and anticipates 
drawing down some $4m this fi nancial year suggesting that the balance is now 
down to an ideal operational level. Current expectations for future draw downs of 
donor support are set out in table 21 below. The issue of the Trust Fund holding 
an excessive balance appears now to have been largely resolved. 

Table 21: Anticipated drawdown of HRITF funds from donors

Expected Drawdown of Donor Fund ($million)

Source: HRITF team

The Trust Fund clearly needs a cash balance to support its expenditures. The 
Trust Fund Administration Agreement makes no reference to the level of cash 
balances the Trust Fund should hold. The volatile and rather unpredictable 
nature of Trust Fund expenditures is one rationale for a substantial cash 
balance. Given ongoing donor concerns of paying in advance of need the HRITF 
team should justify its current 12 month cash balance policy - in terms of a) 
operational requirements of HRITF and the implications of not having a 12 
month balance b) approaches the World Bank uses for other Trust Funds - at the 
next Annual Donor Consultation. In presenting projections about future 
expenditures and donor drawdowns the HRITF team should also express the 
projected cash balance as a proportion of expected expenditures. 
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One result of the early drawdown of donor support has been that the HRITF has 
received payment to cover its administrative expenses at an earlier date than 
might have been necessary. HRITF is entitled to receive 0.83% of donor 
contributions but it entitled to claim actual costs for a further 0.17%. The Bank 
should give early notice if it believes it will be making additional claims.

Investment Income 
The Trust Fund is allowed to invest cash balances in line with general Bank 
procedures and invest funds accrued on the activities set out in the Trust Fund 
Administration Agreement. At the end the evaluation period (end March 2011) 
investment income returns amounted to some $2.83m; by the end of February 
2012 this had increased to $3.23m. Figure 22 below shows investment income 
on a monthly basis. It shows major volatility - refl ecting unsettled fi nancial 
market conditions - and includes some months of negative returns. Overall - 
between June 2010 and February 2012 - returns averaged around 0.7% per 
annum (i.e. investment income in a month divided by average Trust Fund 
balance for a month. 

Figure 22: HRITF investment income

Investment Income earned by HRITF
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By the end of March 2011 investment income earned equated to 12.5% of total 
HRITF expenditure. As cash balances declined and expenditure accelerated this 
had fallen to 10% by February 2012. One would further declines over time. 
expect Investment income was four times the administrative expenses of running 
the Trust Fund.
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Table 23: Investment income as share of key expenditure measures

Investment Income 
as % of:

Evaluation Period Post Evaluation Period
Jun-
10

Sep-
10

Dec-
10

Mar-
11

Jun-
11

Sep-
11

Dec-
11

Feb-
12

Disbursements to 
Grantees 47.0 52.0 52.1 30.0 26.2 26.3 18.3 14.0

Direct Costs Disbursed 
by World Bank Group 27.4 28.4 25.0 22.8 20.7 19.3 16.5 15.9

Total HRITF Costs 16.4 17.5 16.1 12.5 11.2 18.4 12.4 10.0

Administrative Fees 321.8 359.2 361.2 365.8 390.5 399.9 407.4 417.9
 
Source: Evaluation team based on data from Secure Donor Website: Monthly Expenditure Statements

Expenditure Planning  
Expenditure planning for HRITF is, and will continue to be, challenging. As RBF 
is a new approach there was no sound basis for projecting future expenditure 
and expectations were clearly overoptimistic. Looking forward future expenditure 
trends will depend to a degree on progress with the pilots and the extent to 
which those eligible for reward payments are able to secure them. Though the 
design of the pilots will play a role much of this is outside the control of Bank 
staff. This does raise an important question for donors – should they encourage 
the HRITF team to over commit their funds in the expectation that some pilots 
will not achieve their targets? Or, should they just commit available funds and 
run the risk of under spend. In our view, specific decisions do not need to be 
made now as a) a large proportion of funds still remain uncommitted and b) it 
would be useful to build up a better track record of progress under existing 
country pilots before making such decisions. However, donors should consider 
their approach and, possibly around the time of the 2015 evaluation, be prepared 
to make detailed decisions (on how much to over commit if this is the approach 
they wish to take). 

Even allowing for this type of uncertainty expenditure planning has been 
extremely weak. The Secretariat has traditionally relied on often highly 
overoptimistic projections made by TTLs to estimate future spending. For 
example, the April 2010 – March 2011 Annual Report estimated that the Trust 
Fund would spend a further $36.79m in the period April 2011 to December 2011. 
In practice only a further $4.22m was spent over the period – only around 11.5% 
of that anticipated. Reasons include an under appreciation of the complexity of 
designing the RBF pilots, the need to follow Bank procedures (examples are 
presented in the case studies) as well as general over optimism.

Steps have since been taken to improve expenditure planning and the Bank 
recognises this as an area requiring specific attention over the next 18 months. 
An initial effect has been to change the expected disbursement profile (chart 
below). The overall expected breakdown of Trust Fund expenditure by activity is 
shown in the chart. It shows spending peaking during calendar years 2012 to 
2016 then tailing off.  
 



Evaluation of the Health Results Innovation Trust Fund. 90

Figure 24: HRITF expenditure projections over time

Changes in Expenditure Projections over time

Source: HRITF team

The chart shows how the projected level of overall disbursements has changed 
over time. The April 2011 Annual Report was the fi rst to present projections for 
expenditure of the total HRITF funds (earlier reports had only made partial 
projections13). The updated April 2012 projections shows that spending for the 
rest of 2012, 2013 and 2014 are likely to be lower than earlier anticipated. 
Providing such a longer term perspective is helpful but only becomes useful if 
expenditure planning as a whole is credible which has yet to be proven.

Although the projections have clearly changed it remains to be seen whether 
they have improved. As this is a key concern of donors they should assess 
progress in this area using data from the secure donor connection at the end of 
2012 (comparing actual expenditure from April to December with the expected 
$39.3m). 

Overall, implementation of the RBF pilots is expected to account for 73.6% of 
total Trust Fund spending with evaluation accounting for a further 12.6%. 

Figure 25: Expected HRITF Expenditure

HRITF Expenditure Breakdown by Activity: Actuals and Projections

 

Source: HRITF team. For list of activities see table 14

13 The November 2010 donor report projected spending only part ($215m) of the total Trust Fund 
resources
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Disbursement Performance of HRITF Grants 
The chart below shows how rapidly individual grants are disbursing by showing 
spending in relation to the length of the effective grant period which has 
elapsed14. Basically this approach assumes that a grant is disbursing slowly if it 
has, for example, spent less than half of the grant amount halfway through the 
effective grant period. We clearly recognise this is a crude measure of 
disbursement progress but the best available in the absence of actual 
projections of grant expenditure. 

Those grants on the left hand end of the spectrum in the chart are spending 
most slowly in relation to period the grant has been effective - those on the right 
hand side the most rapidly. It shows that most grants have disbursed a lower 
share of total available funds than the share of the grant that has expired. Of the 
97 grants for which data was available 74 were spending “slowly” – with 34 more 
than 20% behind what they would have spend if spending were equally spread 
throughout the grant period15. In practice, as the HRITF team point out, grants 
are generally expected to spend little in the fi rst year with much more in later 
years. As a result, the method we use tends to over estimate the degree of 
under spending - though it remains useful in terms of ranking disbursement 
spending performance by grant. 

To allow better analysis of grant disbursement performance it would be helpful if 
the original grant disbursement projections by calendar year are included with 
the grant by grant data presented on the secure donor website. This would allow 
for a more systematic assessment of progress in expenditure. 

Figure 26: Disbursement Profi le of HRITF grant

Disbursement Profi le of HRITF Grants 
% above or below pro rata disbursement 

Source: Secure Donor Website: Individual Grant information

The chart below presents aggregate fi gures taken from individual grant data 
which distinguishes between Bank and recipient executed programmes and by 
grant size.16 With the single exception of grants in the $1m to $5m range all 

14  i.e. it assumes a grant is disbursing slowly if it has spent less than half of the grant amount 
halfway through the grant period which we clearly recognise as a crude measure of disburse-
ment but the best available in the absence of actual projections

15 Source: Grant information from secure donor connection accessed May 2nd 2012
16 It was not possible with available data to do a similar analysis by activity.
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grants were spending more slowly than if they were spending in line with the 
grant duration.17

Figure 27: Disbursement performance by type of grant

Disbursement Performance by Type of Grant

Source: Secure Donor Website: Individual Grant information

A large share of the grant under-disbursement is accounted for, using this 
approach, by a small number of grants. A single grant – Zambia - accounts for 
almost a third of the total under spend the Zambia and Afghanistan pilots 
account for over a half and ten grants account for just under 76%. 

The Annual Donor Consultation is expected to discuss issues of budget 
execution. Our understanding is that this issue has not been discussed in 
detailed to date. Our analysis suggests that identifi cation of slow-disbursing 
grants may not be too diffi cult and that any discussion/feedback could be 
usefully focused on a manageable number of grants. 

Figure 28: “Under-disbursement” by HRITF grant

"Underdisbursement" by HRITF Grant

Zambia HRBF Results Based Financing Project

Strengthening Health Activities for the Rural Poor Project - Afghanistan

Benin: Health System Performance Project

Rwanda Health system strengthening- HRBF Pilot Activities - Impact Evaluation -

Afghanistan HRBF Impact Evaluation

HRBF Impact Evaluation Network Funds

India Karnataka - HRITF Impact Evaluation

Source: Secure Donor Website: Individual Grant information

17 As the individual grant data presented on the secure donor website does not indicate the activity 
support we could not investigate why this was the case. Certain activities e.g. the impact 
evaluation of likely to be heavily represented in the $1-$5m category and rapid expenditure here 
might account for these fi ndings.
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Comparison of HRITF Grants with overall World Bank lending
The HRITF team were invited to present data illustrating the fact that the 
performance of HRITF grants is no worse than that of World Bank operations as 
a whole. The Bank provided information on fi ve Country Pilot Grants (these were 
all the country pilot grants that were active at the time, but just fi ve out of more 
than 40 grants), the data from which suggests that whilst initial disbursement 
might have been low later disbursement performance improved and exceeded 
that of other Bank operations. 

Figure 29: Comparison of disbursement ratios for a sample of HRITF 
grants with wider Bank operations
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The results are dependant on the length of the grant (shorter grants would be 
expected to have higher disbursement ratios though HRITF grants are typically 
of comparable length to those of Bank lending as a whole). Overall, we would 
conclude that this provides useful but, at best, partial evidence that HRITF 
grants disburse no more slowly than other Bank operations. Given donor 
concerns this is an important issue – the HRITF team should consider whether it 
is possible with reasonable effort to provide stronger evidence.
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Key Findings 
 � HRITF expenditure has been lower than expected although it has accelerated 

rapidly after the end of the evaluation period (after the end of March 2011).
 � Crude measures of disbursement performance suggest than many grants are 

disbursing more slowly than might be expected. Overall, under disbursement is 
concentrated in a small number of (larger) grants. However, there is partial 
evidence which suggests that disbursement performance is comparable to Bank 
spending in the health sector as well as for the Bank as a whole.  

 � The allocation of resources – heavily focused on Africa with substantial allocations 
to South Asia and global activities - seems broadly appropriate.

 � The Trust Fund received funding in advance of need due to a combination of the 
Bank requesting funds at an early stage, donors willingness to release funds and 
slower than expected disbursement on HRITF activities. Cash balances held by 
HRITF remained high in March 2011 but have declined markedly since – as 
expenditure has accelerated - and are now at more reasonable levels for 
operational purposes. The HRITF team should justify the current policy of holding 
12 months of expected expenditure as a cash balance.

 � Expenditure forecasting has been poor. Efforts have been made in this area in 
recent months and projections of spending have been reduced. It remains to be 
seen whether the new projections are more realistic. This should be assessed by 
donors using the secure donor website at the end of 2012.

 � Donors need to consider whether or not to allow the HRITF team to over commit 
funds on the grounds that countries might not secure the rewards available under 
the pilots. Specific decision on how much to commit should wait until more is 
known about the performance of the pilots. 

 � The sector Donor Website should be advertised more actively among the donors 
agencies and made more easily available for external evaluations like this. If 
donors are interested in might be useful to run a short session on its use.

4.3 Accounting and Financial Management

According to the Grant Agreement (December 4th 2009), the Bank is expected 
to keep separate records and ledger accounts related to Trust Fund activities. It 
is expected to provide current financial information on receipts, disbursement 
and fund balances through the World Bank’s Trust Fund Donor Centre Secure 
website. It should provide within 6 months of the end of the Bank’s fiscal year 
(June 30th) an annual single audit report. The Bank is also required to provide 
indicative forecasts for expenditure by category over the following 12 months.  

4.3.1 Slow HRITF spending by the Bank?

To set the scene we would state the following (see also some statements 
gathered from interviews in the box below): 

 � The Bank accepts that it is not necessarily a rapid implementer but adopts a 
methodical approach. It would argue that it is good at its core business – 
developing and implementing projects and that being slow is not necessarily 
a bad thing. In terms of safeguards such as fiduciary “the Bank is very tough” 
- “donors say they want to take risks but they don’t” 
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 � The Bank has extremely powerful (arguably too powerful) incentives to 
disburse through internal agreements between Vice Presidents/country 
directors etc 

 � The donors would rather the money be spent but are more concerned that it 
is spent well. If disbursement is slow then they would like to understand the 
reasons for this but they would also like to have more certainty on future 
levels of disbursements so they can manage their overall resources 
effectively  

A slow start is not surprising but it should pick up 
“heavy architecture to get started” 
“RBF adds an extra layer – it was very labour intensive” 
“maybe the design process does take longer – we don’t mind a slow spend – as long 
as we can plan for it” 
“the Bank is intrinsically slower than other mechanisms. If you want things fast don’t 
ask the Bank – it takes a minimum 2 years preparation. We don’t do quick and dirty, 
we do transformational work” 
“HRITF is very labour intensive – especially on the side of Government – this is less 
an issue for the Bank as the Trust Fund pays for staff and some supervision costs” 
“it takes time to set up but should be easier and quicker to implement. With 
investment projects we revisit the results framework at mid term. They are often not 
watertight … but here you only get one chance” 
“it took longer than expected – we needed to make sure they understand what it 
entails”

Sources: statements gathered during interviews

 4.3.2 Is disbursement unnecessarily slow?

The aim here was not to assess Bank procurement or financial management 
systems as a whole – rather to assess whether there were specific issues 
related to the operation of the Trust Fund. 

The donors raised the question of whether the slow disbursement reflected 
shortcomings on the design and implementation of the Trust Fund or whether it 
reflected factors inherent to RBF – in particular its novelty and complexity. 

Causes of Slow Disbursement  
External factors were responsible in some settings – the mini revolution in 
Kyrgyzstan in 2011 meant that SWAp audit could not be completed - a condition 
for signing the Grant Agreement for the CPG. In Zambia the 2009 corruption 
scandal resulted in all donor funds being stopped and the Bank operations 
needing restructuring, so the 6 month pre-pilot ended up lasting for 3 years. 

Other factors included: 
Resource constraints at the outset – which meant implementation had to be 
phased. The 2008 Annual Reports that implementation had to be staggered as 
the Bank needed to have the money in hand to finance key activities and “as the 
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Norwegian contributions to the Trust Fund are received over a 4 year period, the 
Bank can only commit RBF grants to countries as Norwegian funds are received 
in the trust fund. As such, the three selected pilots will need to have the following 
implementation schedule: 

1 RBF pilot linked to one project with Board approval date CY 2009 
1 RBF pilot linked to one project with Board approval date CY 2010 
1 RBF pilot linked to one project with Board approval date CY 2011”

The lack of decision making authority: The HRITF team are required to go 
back to donors to get approval on individual items of spending. We understand 
that this is not normal practice for a Trust Fund. The TF has typically had to go to 
donors to seek a no objection – a formal part of the process which can take a 
long time. With the growth of the Trust Fund and the rolling approval process this 
issue has intensified. This issue needs to be reviewed with a view to moving 
towards a retrospective approval process, establishment of a negative list or a 
simple action plan.

Managing expectations is important at the beginning – it is very difficult to get 
started especially if there is little support from other donors.

Small HRITF Team unable to process incoming demands. In 2008, the first 
annual report referred to “a large work program for a small team” and to 
“unexpectedly high demand for technical and financial support for RBF from 
countries”, in spite of which another round was called the following year while 
the size of the HRITF team remained roughly the same.

Bank fiduciary, legal and procurement rules are sometimes challenging 
for RBF: Although teams find creative ways to prepare and implement projects 
that include RBF mechanisms, the Bank’s rules complicate efforts to link 
financing to results. This is particularly true for investment lending. In an effort to 
ensure that innovative financing methods can be compatible with Bank systems, 
country teams have been documenting and discussing the issues with Bank 
management. One example under discussion is the requirements that health 
services be treated as “outputs” with unit pricing.  

In country presence: RBF requires a multitude of decisions (see box below 
illustrating this point in the Kyrgyz Republic). Though implementation is possible 
remotely it is much more effective when there is an active TTL in country -or at 
least in the region- and where there are strong local staff. Norway reports that 
their RBF project in Tanzania began slowly but proceeded more rapidly when a 
consortium approach was adopted. 

Complex and took time … but it could be worse. In the Kyrgyz Republic 
interviews stressed the complexity of the approach and the multiple decision 
points which required significant inputs and this despite the fact that the SWAp 
there is relatively well developed and much time has already been spent on 
funds flow/fiduciary issues. The Ministry of Finance, whilst frustrated at the slow 
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progress, did compare the process favourably with that of the education sector 
arguing that at least the RBF project was clear about the activities to be funded 
in contrast to the education sector where a lack of clarity on this made it very 
difficult to agree on a fund flow mechanism

Complexity of RBF - Lack of Knowledge –Unrealistic Expectations: At the 
outset there were very few global experts in this area so it was not known quite 
how long it would take to prepare projects and activities. It is quite apparent that 
timeframes were routinely underestimated (often significantly so) and continue to 
be to a degree. As noted earlier disbursement projections were poor, with 
heavily but understandable reliance on TTLs. The TF has a much better sense 
of what is involved now and disbursement planning has become more 
systematic. Applying the approach in the health sector is also seen as extremely 
demanding as the links between inputs, outputs and outcomes are particularly 
complex. For example, health centres and hospitals produce multiple outputs 
raising questions about which results to targets and how to track unrewarded 
outputs. Dimensions of performance such as quality are also difficult to measure 
(the Basic Scorecard to be used for rayon hospitals in Kyrgyzstan was some 360 
indicators). As the Kyrgyz experience showed even from a strong starting point 
the process was long and time consuming, but still apparently smoother than in 
other sectors.

Allocation of funds in advance of need: Having received a large upfront 
contribution of $93m the Trust Fund has not had to request further funding from 
donors since (in 2010 and 2011). The issue may be less one of low spend but 
more one that resources were transferred before they were needed. 

4.3.2 Procurement 
Goods and services are procured in accordance with the Bank’s guidelines on 
“Procurement under IBRD Loans and IDA Credits” and “Selection and 
Employment of Consultants by World Bank Borrowers” (for recipient executed 
programmes) and in line with internal Bank procedures for Bank executed 
programmes.

4.4 Capacity of the HRITF team
In several parts of this report we have advocated for a more proactive approach 
to certain management functions and tasks by the HRITF team. This section 
briefly explains what evaluators mean by this. In essence, the size and 
composition of the HRITF team have remained roughly the same yet the size 
and complexity of the HRITF supported programme have grown exponentially 
since its launch in 2007. For example:

 � There are 19 CPGs and linked IEs to oversee, each one of them is unique 
and requires a differentiated approach in terms of implementation and 
oversight by the HRITF team.  

 � While the TTLs and country teams will continue to have the primary 
responsibility for implementation it is up to the HRITF team to ensure that, for 
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example, documentation and learning are taking place as they should, 
evidence is being generated and contributes to the HRITF knowledge 
programme, country stakeholders are being systematically targeted, 
sustainability considerations are taken on board, etc. 
 

 � It is crucial that information on CPG implementation flows bottom up from the 
countries and that the right (first and second generation) questions are being 
addressed as part of “looking into the black box” of RBF.  
 

 � There are also the changes (advocated elsewhere in this report) in the focus 
of reporting (on objectives and results not activities; with improved financial 
forecasting and reporting, and with more strategic, forward looking 
engagement with HRITF donors; etc) that are the remit of the HRITF team.  

 � In sum, this consolidation and expansion phase of the HRITF requires a 
stronger, more sophisticated approach to certain management functions 
undertaken by the HRITF team, and perhaps for some additional tasks to be 
adopted.  

Evaluators believe that a capacity assessment of the HRITF team in the context 
of the functions it should perform and of its links with other parts of the Bank is 
necessary and urgent and should be undertaken by the Bank itself. It should 
lead to a stronger and fairer division of labour to address the challenges ahead. 
We are not advocating for a parallel, top heavy management structure but for a 
functional reorganisation of certain key functions within the HRITF team or, 
perhaps, within other parts of the Health, Nutrition and Population (HNP) hub. 
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5. Conclusions and recommendations

 
This section includes the main conclusions and recommendations from the 
evaluation. It uses, for guidance, the specific questions and areas where 
recommendations were requested in the terms of reference of this evaluation. 
(see Annex 5).  

5.1 Conclusions

The following conclusions can be drawn in response to the questions that were 
raised in the ToR. Instead of repeating here each of the questions as they were 
phrased in the ToR –some of which are long or include several sub-questions- 
we have created short headings in order to make this part of the report more 
readable. 

a. Contents of RBF operations. By mid 2011 the HRITF was supporting RBF 
pilots (and their linked impact evaluations) in about 19 countries (table 6) 
through so called Country Pilot Grants (CPG). CPGs are at different stages 
of implementation: 10 CPGs are under design or pending Bank board 
approval; 4 CPGs are pre-piloting (feasibility); 5 CPGs are in full 
implementation (i.e. pilot stage). The first Initial results from Impact 
Evaluations are expected in 2013 in Rwanda, and maybe in DRC and 
Zambia too (2013 or 2014). All the RBF pilots clearly focus on reproductive, 
maternal, neonatal and child health (RMNCH) outputs and outcomes, and 
thus should contribute –if successful- to achieving the Millennium 
Development Goals, particularly MDG 4 (child health), MDG 5 (maternal 
health) and, to a lesser extent18, MDG 1c (nutrition) and MDG 6 (HIV, 
Tuberculosis and malaria).  

b. Poverty, equity and gender focus. The case studies and desk reviews 
have shown that most CPGs studied had a clear equity, poverty and gender 
focus, often implicit in the fact that CPGs target women and children and 
sometimes explicit by focusing on poorer geographical areas or social 

18 To a lesser extent because there are much fewer nutrition programmes in place that the HRITF 
might target, and because most HIV, tuberculosis and malaria national programmes are usually 
for all population groups and not just for women and children, so they would not meet HRITF eli-
gibility criteria. Some HRITF operations are covering these areas, as in Zambia.
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groups. However, our rather small sample of countries covered in this 
evaluation may have missed additional efforts on poverty, gender or equity 
that would require a detailed reading of the pilot design. For example, we are 
aware that some pilots used a stronger equity focus like the use of 
remoteness bonuses for rural facilities (e.g., Zambia, Zimbabwe), higher 
incentives to treat poor patients (e.g., Nigeria), equity-based resource 
allocation formula for RBF fund flow to provinces (e.g., Burundi, Benin), etc. 
Gender, equity and poverty, among other variables, are better built in 
programmes when these are based on a thorough social assessment, and 
evaluators have found that the quality of the social analysis and of the linked 
social inclusion strategy were weak in a few countries. This is why we have 
recommended that the social assessment toolkit that is being developed by 
the Bank should be used systematically and rigorously in the CPGs or 
impact evaluation designs, current and future. 

c. Focus of RBF pilots. The range of RBF mechanisms the Trust Fund is 
supporting is quite narrow and it is not clear whether this is intentional or 
what donors or the Bank had in mind. For example, most CPGs (14) support 
supply-side incentives, while fewer support demand and supply side 
incentives combined (5). There is one example of a community RBF and 
there are no examples where only demand side incentives have been 
provided. Our rapid assessment of the pilots suggests that the focus has 
largely been on contracting out and contracting in methods with some focus 
on limited demand side initiatives. There has been no focus on Cash on 
Delivery (COD) or Output Based Aid (OBA), and in-kind incentives were 
excluded from the HRITF in 2010 (they are being piloted in Rwanda because 
its application preceded that date). What is needed is a clear mapping of the 
current portfolio (evaluators have been told that such mapping has been 
recently commissioned) and a debate among HRITF partners on how any 
perceived gaps might be covered. For example, should the Trust Fund invest 
in a wider range of mechanisms (how, since the models are largely country 
chosen?) or should donors pursue these through their bilateral programme? 
 

d. Are RBF operations context specific? While design of most RBF pilots 
has been thorough some of the earlier proposals in Rounds 1 and 2 suffered 
from limited feasibility analysis For example, evaluators could not find a 
single example of an RBF application being turned down following poor 
feasibility assessment on the ground. The Bank recognised some of these 
issues and mitigated some risks by linking the CPGs to IDA grants (which 
undergo rigorous feasibility and risk assessments) and by implementing 
more lengthy pre-pilots to better test systems and tools. While the IDA link 
results in a more robust feasibility assessment than was the case in Rounds 
1 and 2 attention is drawn to the fact that RBF presents distinct features 
when compared to standard IDA operations, such as the fact that under 
HRITF there is an intention to learn from the pilot and, should it be 
successful, to ensure the lessons and perhaps the RBF intervention as such 
are eventually adopted/scaled up by the country. For this and other reasons 
a proactive approach by the HRITF team should ensure that essential 
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aspects linked to the objectives of the Fund which are not necessarily a core 
component of IDA credits (like documentation of pre-pilots and pilots, or 
ensuring that a wide range of stakeholders are actively approached for 
implementation and sustainability purposes) receive the attention they 
deserve.  

e. Alignment and harmonisation. All pilots studied were found to be firmly 
rooted in national policy. The degrees of country ownership and consultation 
with other donors and with government were generally good, although 
important variations were observed from country to country. Main variations 
observed depended on the presence and quality of the World Bank’s Task 
Team Leader and country team and their willingness and ability to engage 
with ministries of health, development partners, academia, technical 
agencies, NGOs and civil society, among the main ones. Involvement of 
stakeholders was found to be crucial for the successful design and 
implementation of the RBF pilots as well as for their eventual sustainability 
(should these prove successful). On harmonisation, the Bank was found to 
use country systems as often as possible, although in many cases parallel 
systems had to be developed to cover for fiduciary and other risks. Our 
impression is that initial expectations of the integration of activities with 
national systems were over optimistic, and that a generally pragmatic 
approach has been adopted. 

f. Governance and accountability mechanisms. Funding partners get 
information on how the TF is performing from Annual Reports, Mid-Year 
reviews and informally as required. There is an annual donor consultation 
meeting. Use of annual work plans is not yet standardised as part of HRITF 
operations by the HRITF Team – only one has been produced to date and 
has not yet been reported about (it should happen in next annual report April 
2011-March 2012). Most reporting focuses on activities not results/ 
objectives/ indicators as required by the Grant Agreement. This makes it 
hard to see the bigger picture. Current reporting framework (two reports 
every year) imposes unnecessarily high burden on relatively small HRITF 
Team, which negatively affects its operations given its large mandate and 
limited staffing resources. Apart from these points about the reporting 
framework, the governance structure appears fit-for-purpose. 

g. Are expectations from the HRITF donors being met? Expectations are 
not clearly set out for either donors or implementing agency as there is no 
explicit theory of change underpinning the HRITF. There have been efforts 
in the past for a more clear results framework, including the DFID log frame 
that is being used internally by DFID, but its focus remains on the 9 
administration activities and not the 4 HRITF objectives. Our assessment is 
that that initial expectations (on both sides) on what the Fund would achieve 
were not clearly laid out and transformed into measurable indicators for 
results. This situation can lead to different perceptions among Fund partners 
as to whether the scope of interventions (RBF focus) or the timeframe are 
right. Some initial expectations may have been unrealistic and failed to 
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appreciate, for instance, the tradeoffs between country ownership, testing a 
range of RBF mechanisms and having scientifically rigorous impact 
evaluations applied to highly dynamic and changing health systems.  

h. Economies of scale and leverage. The initial phase of the TF has been to 
build up the infrastructure to support the pilots – it would be unrealistic to 
expect economies of scale to date. This is likely as the TF moves to its full 
scale of operations 2012-2016. The TF has leveraged significant inputs from 
HQ and there has been significant demand from countries. According to 
senior World Bank managers interviewed HRITF activities have played a 
role in the development of the Pay for Results (P4R) instrument within the 
Bank. P4R offers implementers an additional choice of instrument – and 
potentially a means of ensuring a greater results focus in the Bank’s work 

– though its scope is set to be relatively limited in the short term. 

i. Interaction with country stakeholders and civil society. As mentioned 
earlier (e) while interaction between Bank teams and national stakeholders 
were generally good important variations were observed from country to 
country in terms of the quality of the engagement. Thus, there have been 
interactions and good examples with donors at both country and IWG level 
but also a number of missed opportunities and lack of a consistent approach 
to engaging country stakeholders in HRITF work. In general, there has been 
limited interaction with civil society (other than as implementers, 
beneficiaries and through the Inter-Agency Working Group –IWG- and 
membership of Independent Review Panel).  

j. Relationship between planned and actual disbursements. It is not 
possible to fully assess the relationship between planned and actual 
disbursements on the basis of available information. Only a very partial 
picture can be gleaned from analysis of the annual reports. This suggests 
that expenditure planning has weak at the beginning of the programme but 
also that steps have been taken to strengthen this, particularly since 2010. 
Financial data have not been presented in a consistent manner in annual 
reports, nor in a way which allows disbursement performance to be 
assessed in a meaningful way. 

k. Effectiveness of procurement processes. Goods and services are 
procured in accordance with the Bank’s guidelines on “Procurement under 
IBRD Loans and IDA Credits” and “Selection and Employment of 
Consultants by World Bank Borrowers” (for recipient executed programmes) 
and in line with internal Bank procedures for Bank executed programmes. 

l. Is the skill-mix of the staff of the Bank, the recipients and the donors 
responsible for the TF appropriate for implementation of the current /
planned RBF project portfolio? At the outset there was little corporate 
capacity in RBF and IE within the Bank and limited understanding about it 

-with a few noteworthy exceptions- among Bank staff, HRITF donors and 
country stakeholders. One of the key aims of the HRITF has been to build 
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this up, and evaluators feel there has been considerable success in this 
respect through the use of knowledge products, awareness and 
dissemination events, staff training and a well managed website. While 
overall understanding and capacity/skills for RBF have grown the size and 
composition of the HRITF team in the Bank have remained roughly the 
same, yet the size and complexity of the HRITF supported programme have 
grown exponentially since its launch in 2007. For these reasons evaluators 
draw the Bank’s attention to the need to reassess the capacity of the HRITF 
team in the context of the functions it should perform and of its links with 
other parts of the Bank (see 5.2, recommendation 2 for more details).  
 

m. Planned versus actual M&E of RBF pilots. RBF is a complex approach 
and the time required to design RBF approaches was initially 
underestimated. It has not always been possible to design IEs in the way the 
Bank team would have liked but all studies involve some form of 
randomisation and will yield useful if not optimal results. There is a risk that 
some confounding variables and unpredictable events that might influence 
the outcome of both pilots and impact evaluations are not being captured 
due to limited documentation of RBF implementation in some of the 
countries covered in this evaluation. 

n. Sustainability of RBF. It is too early to tell if the schemes are likely to be 
sustained or if they are worth sustaining. There are some positive early 
indications in terms of strong country commitment, efforts to identify future 
funding sources, identify savings to create fiscal space etc but the poor 
economic outlook in some countries will make this difficult. The Bank 
generally has strong relations with Finance Ministries but has missed 
opportunities of engaging with some donors who might become potential 
financiers in aid dependant settings. The IDA link offers the potential to 
improve the effectiveness and wider impact of HRITF programmes – 
especially through the links enjoyed with Finance Ministries. 

5.1 Areas where recommendations where requested
5.2 Areas where recommendations where requested

The ToR (Chapter 3 - main tasks) required evaluators to provide 
recommendations on the following specific questions.

1. Are any changes to the programme agreement or forward plans 
required for the TF to achieve its four objectives? Changes to the 
programme agreement are not necessary. What is essential for the donors 
and the implementing agency is to define and, to the extent possible, 
quantify what is expected from the HRITF in terms of results, and to do so at 
both programme level as well as at annual planning level This implies the 
need to define clearly and explicitly the results that the HRITF expects 
to achieve over time for each of its four objectives, and to include 
indicators to measure such progress. Such a results framework is not yet 
in place and, we feel, it should be developed as a matter of urgency (please 
refer to section 3.2.3 for more details). A clear results framework would 
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contribute to providing direction to the HRITF at a crucial time of rapid 
growth. It would also improve annual reporting and help define the focus of 
annual work plans (see 2.12 below).  

2. Are any changes to the organisational structure of the TF needed? 
We do not think that changes to the organizational structure are needed 
since the existing one provides an optimum integration of the HRITF with 
Bank operations in a mutually reinforcing manner. However, while structure 
serves the purpose evaluators recommend increased attention to capacity 
issues at the level of the HRITF Team at a time of rapid growth.  Now is the 
time to step back, assess the programme as a whole from a knowledge 
generation perspective and ask whether country demands are likely to meet 
the overall Trust Fund goals (and results, as discussed in the previous point). 
If this programme were simply about implementing a proven intervention the 
current approach would be fine. It isn’t - it’s also about investing in a global 
public good: knowledge. 
 
For the programme to respond to the challenges of the next four years and 
ensure that the pilots and evaluations deliver knowledge and that this is 
effectively analysed and disseminated the HRITF team will need to 
become more proactive and it will need to receive additional and 
regular analytic support. More proactive engagement does not mean 
changing the ways in which the Bank implements its operations, but to make 
sure that such implementation fully serves the purposes of the RBF 
programme and that learning really drives the HRITF. For example: 

2.1 There is a need to map out in more detail the current RBF portfolio as 
a means of identifying gaps. For details please refer to thoroughness of 
RBF designs – feasibility studies in 3.3.2 and what types of pilots are 
being implemented? in 3.4.2.1 and 3.4.2.2.

2.2 The link between improved mapping of RBF pilots by the HRITF team 
with improved documentation of pilots at country level (see 3.3.3 and 
3.4.4) should be made in order to make sure that emerging issues and 
lessons -even if preliminary- are swiftly captured and discussed at 
programme level. Every HRITF pilot should be effectively documented 
for both design and implementation, and a clear knowledge 
programme should be built focusing on many of the issues above and 
reflected in explicit questions that should lead to analytical pieces for 
the Bank and the international community to learn from.

2.3 The focus on training TTLs and Bank staff on RBF should continue, 
and it should be combined with the provision of more spaces and 
opportunities for them to discuss practical progress with RBF pilots 
and knowledge products, and to tap into regional communities of 
practice.

2.4 There should be more regular (once or twice a year) and systematic (a 
set of key points to cover) de-briefings and updates between the TTLs 
and the HRITF Team on the countries that are receiving CPG support.
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2.5 Steps should be taken for the HRITF Team to explore funding and 
sustainability issues linked to the RBF pilots well before these come to 
an end. The full cost implications of the RBF pilots should be better 
assessed and reflected in existing reports, as should a brief discussion 
of efforts being made at country level towards sustainable financing 
(see 3.6.5 for a discussion on sustainability).

2.6 Countries where pilots are taking place should be guaranteed a 
continued presence by Bank teams (see ownership, alignment and 
harmonisation at design in 3.3.2), to the extent that if Bank effective 
country presence (involvement in sector reviews and policy dialogue 
included) cannot be guaranteed the case for letting the country apply 
for pilot funding should be revisited Alternatively other approaches 
could be considered e.g. a bilateral donor or multilateral donor taking 
forward the programme – either independently using the Trust Fund 
tools and technical support or even using Trust Fund resources (to be 
discussed among the TF partners).

2.7 Key health donors and decision makers in each country need to be 
systematically targeted with the right information and capacity building 
interventions, rather than leaving this to chance (see 3.6.3 leveraging 
funds from other sources and ownership, alignment and harmonisation 
at design in 3.3.2). 

2.8 There should be a stronger and clearer link between the learning 
activities at country level and the regional and global HRITF learning 
programme, with the learning programme being far more visible than it 
is to date. Most TTLs were found to be uninformed about the priorities 
of the HRITF learning programme or the existence of such a 
programme, yet they are the primary sources from where information 
should flow.

2.9 All the above information should continue to be placed on the RBF 
website with a stronger focus on emerging evidence on RBF - the 
option for an RBF website committee that used to be in place may 
need to be revisited but with a stronger involvement of countries and 
regions rather just a group or “global experts”. For a discussion on 
website related issues please refer to 3.4.5.4.

2.10 The learning programme will need to reach out to the general RBF/
PBF “communities of practice” that exist in Africa and Asia to explore 
possible avenues for collaboration and possible HRITF support to 
interesting opportunities for mutual learning.

2.11 For many of the activities above the Bank may need to strengthen the 
human resource base of the HRITF Team that appears way too narrow 
to respond to the challenges ahead. Either the team should grow or 
time from RBF experts should be freed up and purchased by HRITF 
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for them to provide additional analytical support to the HRITF team and 
its programme manager. In addition, this phase of the HRITF 
characterised by growth requires a stronger, more sophisticated 
approach to certain management functions undertaken by the HRITF 
team, and perhaps for some additional tasks to be adopted. We 
recommend a re-assessment of capacity of the HRITF team in the 
context of the functions it should perform and of its links with other 
parts of the Bank. Specifically, the support for the impact evaluation 
components within the HRITF Team appears under resourced given 
the key role that this component plays and the considerable complexity 
involved in designing, documenting and overseeing impact evaluation 
studies applied to RBF mechanisms.

2.12 Annual reporting should be improved and annual donor consultations 
adapted towards a more strategic engagement. Specifically, annual 
reports should focus on the four objectives and on the (yet to be 
defined) results, with activity reporting being brought to the annex 
section. Financial reporting should be substantially strengthened to 
better capture expenditure versus forecast (by regions, by HRITF 
products, by poverty indices, etc) and reasons for deviations; and with 
all the above being placed in the context of the annual work plans, with 
donor consultations focusing on reviewing performance against the 
previous work plan and on the focus of the next work plan. 

3. Are there any risks that the TF needs to monitor or manage? Or if there 
is a risk analysis, does it need updating? Evaluators could not find any risk 
assessment other than the one included in the log frame developed by DFID 
in 2009. In our opinion the main risks for the programme at this point relate 
to the absence of a results framework and the limited capacity of the HRITF 
Team to oversee what has become a very large program – both points have 
been discussed earlier. The HRITF team relies on standard Bank 
implementation arrangements to ensure that HRITF objectives will be 
effectively met, and while this may work it should not be taken for granted. 
This is why we have recommended that the HRITF Team and its Project 
Manager should become more proactive in overseeing country operations, 
particularly where pilots have been approved.  

4. Does the work plan for the next 1-2 years need to be revised? As 
mentioned earlier annual work plans have not yet become standard 
operating procedures in HRITF operations. Only one annual work plan was 
prepared for the period July 2010-June 2011 which should be presumably 
reported in the 2012 Annual Report19. Evaluators have already emphasised 
(see question 1 above) that without annual work plans specifically focussed 
on HRITF operations and linked to the (yet to be developed) results 
framework it is virtually impossible to monitor progress within such a large 

19 The 2012 HITF Annual Report was produced in May 2012 as evaluators were finalising their 
report. The annual report confirms that the Bank is not using annual workplans as there is no 
reporting against the July 2010-June 2011 Annual Workplan that it prepared. 
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programme, not to mention that annual work plans are explicitly mandated in 
the HRITF Administration Agreement. Moving from an activity driven 
reporting system to a strategic one requires sharper and explicit focus from 
the HRITF team on what will be attempted year on year for HRITF to achieve 
expected results. This is not being done systematically enough and while 
evaluators are aware that work plans are being prepared in the Bank at 
sector or hub levels we do not consider these to be equivalent to HRITF-
specific annual work plans developed by the HRITF team for the purpose of 
ensuring transparency, accountability and programme focus. A more 
detailed discussion of progress reporting can be found in reporting 
requirements: have they been met? in 4.2.1.

5. Does the budget need adjustment, e.g. with regards to balance of 
spending at country level vs. HQ level, distribution of spending among 
various budget lines, etc.? There is always a risk in a large programme 
that resources may be spread too thinly. For example, given the dilemma it 
would be better to do fewer studies well than do a lot badly (we are not 
saying that any are being done badly right now). Clearly they should 
demonstrate value for the money invested but we would propose a more 
flexible approach allowing additional funding to be provided – especially for 
impact evaluations - where a strong case can be made for doing this. Linked 
to these issues the Bank through the HRITF should have a stronger work 
programme to assess financial, operational and transaction costs linked to 
RBF implementation, and should use this information for learning purposes 
and to improve its own financial management and forecasting of financial 
needs linked to the HRITF programme.  
 

6. Does there need to be improved social analysis in the operations of 
the TF? How could the social inclusion and gender equity dimensions 
of the TF be improved? Yes, social analysis should be improved as a step 
prior to exploring social inclusion issues that are closely linked to gender, 
equity and poverty. The Bank has developed a social assessment toolkit that 
is expected to be used in all new CPG grants and linked IEs. We 
recommend the Bank (through the HRITF team) to ensure that the said 
toolkit is being used systematically and rigorously. 

7. Are the TF’s monitoring and evaluation procedures fit for purpose? 
Are they generating the information needed, is the information the 
M&E system generates useful, and are all parts of TF using the M&E 
tools consistently? Several related issues have been already discussed. In 
general, procedures are fit for purpose but they would require some 
adaptation, for example: 
 
7.1. As mentioned earlier the theory of change and related results 

framework with specific indicators for HRITF should be developed. 
Since some interviewees questioned the feasibility of a results 
framework for HRITF it might be appropriate for the Bank to contract 
some external, independent support to work with the HRITF team.
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7.2. The Annual Report should focus on progress against the four HRITF 
objectives, and focus on expected results as soon as the theory of 
change and related indicators are defined. 

7.3. The need for 2 reports annually is excessive and bears important 
opportunity costs for the small HRITF team: the mid-year report should 
be dropped.

7.4. Annual work plans should become standardised, and relate explicitly to 
the four objectives and the results framework. Performance against 
work plans should be reported annually in the annual report. In this 
manner the work plan and linked annual report would become the main 
basis for the annual donor consultations, which should become more 
forward looking and strategic. 

7.5. Information on activities by country should be included in the main 
Annual Report as an Annex. Country pages and key country 
documents might be included on the Trust Fund website and key 
documents placed there.

7.6. More clear and explicit reference should be made in annual reports 
and work plans about staffing and capacity issues at the HRITF Team 
level given the substantial programme growth. While staffing, capacity 
and workload issues came up repeatedly during our meetings in 
Washington there is hardly any mention of these in the annual reports. 
Is the HRITF team fit for purpose? Can short term consultants 
compensate for staffing ceilings? Are there efforts needed elsewhere 
in the Bank –not just at the HRITF team level – for the programme to 
meet its targets?

7.7. Donors should make more use of the secure donor website – the Bank 
should provide support to enable them to do so effectively if felt 
necessary.

7.8. Efforts to improve expenditure planning and reporting should continue 
and progress monitored. There should be a revised financial reporting 
format which sets out much more clearly:
7.8.1. the cash flow situation of the Trust Fund – clearly outlining 

revenues (investment income and donor contributions) and 
expenditures (by activity and by country);

7.8.2 forecasts to be provided by activity and country by calendar year 
with a comparison of the previous year’s expenditure with the 
actual one. Major discrepancies should be identified and a brief 
explanation noted. It is also recommended that donors should 
assess the accuracy of current expenditure projections in early 
2013 using April to December 2012 expenditure figures when 
these become available. 
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7.9. For the HRITF evaluation planned for 2015 evaluators should have full 
access to data from the secure donor connection from the outset.

8. Finance: Is there any efficiency savings which the TF should 
endeavour to make? Are there any aspects of the budget that are 
under-funded? Due to the lack of disaggregated data it was not possible to 
analyse this issue in detail. 

5.3 Conclusions and recommendations linked to HRITF objectives
In addition to the broad recommendations made above there are a number of 
quite specific, detailed conclusions and recommendations linked to the review of 
the four HRITF objectives. These have been grouped here for visibility and ease 
of follow up purposes. To the extent possible we have avoided repetition with 5.2 
but some repetition is unavoidable.

Table 30: Conclusions and recommendations linked to RBF objectives 
Conclusions Recommendations
Objective One - Support design, implementation, monitoring and evaluation of RBF 
mechanisms

In terms of the approval process the 
establishment of funding streams has 
provided greater clarity but there are 
still some mixed messages, and poor 
communications following the application 
process.

 There are also questions about geographical 
focus – little emphasis in India despite its 
huge needs. 

We found no examples of negative feasibility 
assessments – despite the strict eligibility 
criteria .

The initial focus has been on building 
demand – there is little overview/strategic 
analysis of what the TF has currently 
committed to.

The support provided by the Bank for RBF 
design was relevant and has been well 
delivered especially given that it has had to 
develop its systems from scratch and learn 
by doing.

Pre-piloting is extremely challenging, time 
consuming, expensive, for many reasons: 
limited initial guidance in rounds 1 and 2; 
the novelty of the approach; initial teething 
problems; and unrealistic timeframes have 
undermined performance. 

Qualities of the task team leaders (TTL) 
and their being or not based at country 
level, in which case the quality of staff at 
the country office to follow up on decisions 
made in Missions and to participate in sector 
policy dialogue becomes crucial. A lack of 
continuity with consecutive Bank missions 
often involving different people caused gaps 
in communications and made policy dialogue 
more complicated.

It is too early to say much in relation to pilot 
implementation though similar issues are 
likely to apply.

There is a need for more thorough feasibility 
assessments, and for clarity about what aspects 
will be supported in the pilot when compared to 
the contents of the original application.

The TF needs to develop a more strategic 
approach in the choice of pilots. It needs to – 
map more precisely what is currently being 
funded – identify the gaps – discuss with donors/
other partners – consider ways if necessary to 
incentivise TTLs. 

A more flexible approach is needed to allow for 
individual country circumstances. E.g. countries 
are allowed to apply only once for a stream for 
each IDA grant – there may be circumstances 
where additional funding might be appropriate for 
needs unforeseen or under-budgeted at design. 

The Bank should proactively explore interest for 
HRITF support in selected countries rather than 
using the “demand driven” approach (Cambodia, 
India) when interesting PBFs are in place or might 
be developed due to large poverty and need for 
RMNCH services.

A more formal process is needed for reviewing and 
informing countries of decisions made following 
applications.

More thorough guidelines for pilot design and for 
pre-piloting based on a more realistic assessment 
of costs should be developed.

The Bank should provide stronger support to TTLs 
as is needed for them to work more closely with 
health partners at country level.

In addition to country criteria The Bank should 
only support RBF pilots where it has the capacity 
to take them forward effectively e.g. TTL with 
practical experience on RBF, based in country/
country has a strong country team, close follow 
up from HRITF team in Washington and/or in the 
region, adequate time budgeted for donor/MoH 
interactions e.g. attending SWAp reviews.

Project preparation can be easier if this learning 
is documented with the Bank’s Legal department 
so future projects can benefit from the flexibilities 
within the Bank’s legal framework.
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Conclusions Recommendations

Objective Two - Develop and disseminate the evidence base for implementing successful 
RBF mechanisms

The IE component is being taken forward in a 
systematic manner. Every CPG will have an 
IE linked to it. Although it has been a struggle 
the need for IE now seems to be broadly 
accepted in most pilot countries .

The IEs have tested a limited range of RBF 
mechanisms. It is not clear to evaluators 
whether this was the intention or not. 

The IE toolkit has been developed, which 
should provide broad direction but in a 
few places tradeoffs do exist between the 
scientific rigour of IE, country ownership 
and the feasibility of undertaking IE in fast 
changing health systems. 

A number of interviewees questioned the 
reliance on IE – however, this does seem to 
have been what the donors wanted.

There has been and there still is 
insufficient focus on (external) monitoring1 
and documentation of the design and 
implementation of pilots, confirmed in 
Rwanda, Nigeria and partly in Zambia but 
which may be affecting more pilots. Please 
see 3.3.3. and 3.4.4. 

Documentation should be the main source 
for HRITF learning about pilot design and 
implementation until the end-line surveys 
are conducted – yet no internal or external 
analytic pieces have been found by these 
evaluators.

The TF has established a website which has 
largely achieved its aim of acting as a “global 
knowledge centre and network” for RBF. The 
level of usage has been very respectable 
for a (relatively new - at the time) technical 
topic such as RBF. It provides a rich source 
of information up to date and has generally 
been kept up to date followed the standard 
good practice processes for developing 
and maintaining the website - strategic 
communications plan - explicit (written) QA 
process for all products.

It contains positive and negative content 
though there are some contradictions and 
even examples opposed to TF objectives. 
It now provides more - but still too little – 
content on HRITF. The site does not list the 
countries with RBF pilots.

The IWG has been reasonably useful – but 
is largely done because it is a requirement in 
the Grant Agreement. Tensions remain as to 
whether it should be agency based or have a 
broader focus and whether it should focus on 
information exchange or actually “do” more.

There needs to be a stronger focus on 
documenting designs and pilot implementation. 
Every country where a pilot is being designed 
or implemented should have a documentation 
requirement built in the design that collects, 
analyses and disseminates information on design, 
pre-pilot and pilot with an agreed periodicity 
and in a systematic manner. This task should 
be contracted out to enhance objectivity and 
accountability.

The Bank needs to reach a balance at country 
level between the emphasis on IE (which many 
see as the main or only interest of the Bank) and 
an equal effort on documentation that is not yet 
visible enough at either country or global levels. 
Where documentation was underestimated or 
under-resourced at design, countries should 
be allowed and encouraged to apply for 
documentation funds from the HRITF.

There needs to be clear strategy to delivering 
results from ongoing baselines to a set of 
key stakeholders, and then to target those 
stakeholders on a more regular basis.

IE concepts notes need to be more explicit about 
tradeoffs and justify final approach. There needs to 
be greater clarity on what constitutes the minimum 
standard for a useful IE.

The IE capacity at the level of the HRITF Team 
should be enhanced - staff/consultants numbers 
are too small vis a vis more than 20 IE at design 
or implementation stage: risks to IE quality and full 
use of results.

A mapping of the current pilots is needed to set out 
the current situation – discussion on range .

The website should make greater distinction 
between types of content. It should prioritise 
those related to impact. This might be done by 
facilitating access to documents through additional 
entry points (e.g. by technical area, country, and 
through a search function), and to have a clearer 
separation between ‘newsy’ items and features, 
and the more technical documents including 
lessons and analyses.

Need for a health warning/disclaimer for 
those using the website (as some content is 
contradictory/is plain wrong) . 

There should be more HRITF content on the 
website – including country pages with key 
operational documents. 
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Objective Three - Build country institutional capacity to scale-up and sustain the RBF 
mechanisms, within the national health strategy and system
Several points linked to capacity made in 
earlier objectives. In general capacity efforts 
could be seen at country level (mainly linked 
to the training effort to launch pilots) with 
workshops and other activities being used. In 
this sense the approach to capacity building 
was generic and ad hoc rather than part of a 
broader or systematic capacity building plan.

Bank engagement at country level is key for 
the learning, capacity building and attracting 
additional financing objectives. Relying on 

“remote control” from Washington or a weak 
country team compromise progress on all 
three objectives.

Points on the use of country systems 
covered elsewhere.

The Bank has made visible attempts to use 
country institutions as part of pilot design and 
implementation. However the complexities 
of RBF and IE design should not be 
underestimated and often country institutions 
are not familiar with these concepts and 
require a lot of technical assistance. Many 
of these issues cannot be detected or fully 
appraised during application and RBF 
contract negotiations.

Need for the HRITF team to adopt a more 
proactive approach to ensuring that countries have 
institutional development and capacity building 
plans: what capacity needs to be built where? 
Who will be targeted? How will this be reviewed?

Earlier recommendations about the Bank ensuring 
the presence of a competent and pro-active TTL 
where pilots are being implemented is emphasised 
again here.

Since the technical assistance inputs for bringing 
country institutions up to speed with RBF and IE 
design and implementation matters can be very 
substantial (cost and effort) it is recommended 
that capacity building plans become part of 
any pilot being implemented and that they are 
based on better capacity assessments during 
feasibility studies and pre-piloting, since the real 
capacity gaps cannot be fully assessed during the 
application process. This may require TTLs being 
allowed to apply for additional capacity building 
support funds, which in turn require the HRITF 
Team to be responsive and flexible in the way 
internal HRITF expenditure norms are applied.

The involvement of stakeholders at country level 
should become more systematically pursued 
(what should TTLs do and how often) and closely 
monitored given that information sharing at early 
stages and a regular dialogue might increase the 
chances for other donors to help with the scale up 
of pilots if these are successful.

At global level the platform for keeping donors 
informed on Bank supported RBF initiatives and 
for exploring funding options remains narrow. 
While much will depend on results there should 
be more proactive information strategy with key 
health donors in each region: what is being piloted 
and researched? What preliminary results? How 
can donors help in an eventual scale up effort?
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Conclusions Recommendations

Objective Four - Attract additional financing to the health sector.

There is no great clarity in available 
documents or in the interviews held on what 
the intention was in relation to this objective, 
and no targets. 

The link between IDA credits and access 
to TF grants has been formalised. There 
is some evidence that HRITF grants have 
brought in additional IDA funds but causality 
runs both ways. We were unable to verify 
some claims of pure additionality (made in 
the 2008 report). The TF has data on the 
association between TF grants and the IDA 
credits but no systematic assessment of 
additionality has been made since the 2008 
Annual Report. 

There is some evidence the TF support has 
contributed to greater aid effectiveness and 
also leveraging funds from other Trust Funds 
(but not from other donors.

There is a general perception that as 
important (if not more so) as the attracting 
additional financing objective are the broader 
implications of the link between TF grants 
and IDA credits. Not possible to assess 
impact but experiences from other Bank 
initiatives which did not establish such link 
suggest that it was the right thing to do. 

We found evidence of cases where 
substantial support was being provided by 
other parts of the Bank in support of RBF 
and that working arrangements were being 
formalised.

There should be more systematic reporting of 
additionality – assumptions/judgements need to be 
clearly set out.

The approach should continue to build on strong 
links with Finance Ministries but also build 
relations with bilateral agencies, especially in aid 
dependant countries .

Sustainability: the HRITF Team and donors 
should consider how best to deal with uncertainty 
relating to any failure of the countries to secure 
the rewards set out in their pilots. If necessary an 
options paper should be prepared.

Greater emphasis should be placed on the issue 
of transaction and incremental costs as part of 
the impact evaluation to help clearly set out the 
institutional and financial sustainability challenges. 

Evaluations to help fully assess the costs of 
sustaining RBF approaches if appropriate. Costing 
of future requirements would be useful beginning 
from midpoint of the pilots.
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Annex 1 – List of People Met and Approached 

We present the key informant form the overall study first followed by those 
approach for case studies and desk reviews.  All in alphabetical order within the 
respective organisation or country.

M = Met in person; P = by Phone; S = by Skype; E = by email;

Norway

Balbir Singh (M,P,E) Senior Adviser, Norad Evaluation Department

Ingjerd Haugen (P) Senior Adviser, Ministry of Foreign Affairs 

Ingrid Hordvei Dana (M,P,E) Senior Adviser, Ministry of Foreign Affairs 

Ingvar Theo Olsen (M,P,E) Senior Adviser, Global Health and AIDS 
Department, Norad

Marie M Gaarder (M) Director, Norad Evaluation Department

Siv  J Lillestøl (M,P,E) Senior Adviser, Norad Evaluation Department

Tore Godal (P) Special Adviser, Ministry of Foreign Affairs

World Bank in Washington or contacted from Washington 

Abdo Yazbeck (M) Lead Economist, Health, HDNHE  

Benjamin Loevinsohn (P) Lead Public health Specialist, AFTHE.  

Christel Vermeersch (M, P, E) Senior Economist, HDNHE. HRITF Team. 

Christian Baeza (M) Sector Director, HDNHE

Daniel Cotlear (M) Lead Economist, HDNHE,  Former HRITF Project 
Manager

Darren Dorkin (E, P) Senior Operations Officer, EASHH.  Former 
HRITF Project Manager 

Elena Nesterova: (M) Resource Management Officer, HDNOP

Fadia Saadah (P) Manager OPCIL

Gayle Martin (M,E,P) Senior Health Economist, AFTHE, HRITF Rwanda 
TTL

Kathryn Boateng (M) Consultant, HRITF

Kees Kostermans (M) Lead Public Health Specialist, SACHN

Kimberley Bumgartner (M,E,P) Knowledge Management Officer, HDNHE – 
HRITF Team

Nicole Klingen (M, E) Sector Manager, HDNHE

Petra Vergeer (M) Consultant, HRITF
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M = Met in person; P = by Phone; S = by Skype; E = by email;

Rachel Light (P) Operations Analyst, HDNHE

Rama Lakshminarayan (M, P, E) Senior Health Specialist, Interim Project Manager, 
HRITF

Tony Measham (P) Consultant, HRITF  

DFID London

Ellie Cockburn (M) International Trade and Development, DFID 

Julia Watson (M,E) Senior Economic Adviser, DFID

Rachel Turner (M) Director, International Finance Division, DFID

Sally Waples (M,E,P) Global Funds Department, DFID

Other key informants

Abebe Alebachew (P) Ethiopia Independent Consultant

Aboubacar  Kampo  (P) UNICEF

Alix Beith (M) Independent consultant – writer on RBF

Amie Batson (M) Deputy Assistant Administrator for Global Health, 
USAID.  Former HRITF project manager.  

Benedicte Brousset (P) African Development Bank

Bruno Meessen (P,E) Institute of Tropical Medicine, Antwerp – Co-Chair 
IWG on RBF

Ferdinando Regalia (M) Inter American Development Bank

Joseph Kutzin (P) Senior Economist, World Health Organisation

Margaret Cornelius Gates Foundation

Nic de Bormann AEDES – RBF and DRC

Peter Hansen GAVI Alliance & RBF

Ramana NV Gandham Lead Health Specialist, AFTHE, HRITF Ethiopia 
TTL

Rena Eichler (M) BroadBranch Associates – RBF expert

Wezi Marianne Msisha Health Specialist, ECSHD, HRITF Tajikistan  TTL
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Case Studies

Kyrgyz Republic

Aida Abarbekova MoF

Ainura Ibraimova, USAID/Quality project (ex-Deputy Minister/ex-MHIF 
Director)

Anara Eshhodjaeva Head of Health Care Delivery Dept, MoH /ex- Head 
of MCH Dept

Arsen Askerov
Aygul Kalieva
Sagyn Tashievna
Baktygul Isaeva 

Balanced Scorecard Working Group

Asel Sargaldakova Senior Health Specialist ECSH1, World Bank

Cholpon Imanalieva UNICEF

Dinara Djoldosheva WB Acting Country Manager

Joachim Schuurman KfW

Klara Osconbaeva Ex-Chief accountant, MHIF

Marat Kaliev Deputy Minister of ealth – ex MHIF

Melitta Jakab WHO

Oscon Moldokulov WHO

Sheila O’Dougherty USAID/ Abt Associates

Tamer Rabie Senior Health Specialist, ECSH1, World Bank– TTL

Ulan Narmanbetov, Deputy Director, MHIF 

Rwanda

Agnes Binagwaho (M, E, P)  Minister of Health

Alex Kamurase (M) Senior Social Protection Specialist, AFTSP, World 
Bank Kigali

Bruno Meessen (P)  National University of Louvain

Cathy Mugeni (M, E) Community Health Desk, MoH

Cedric Ndizeye (M) MSH

Christel Vermeersch, (E) Senior Economist, HDNHE. HRITF Team. Supports 
IE

Delanyo Dovlo (M) WR WHO 

Fidele Ngabo (M) National Director MCH, MoH

Fiona Gatere (M,E) DFID – Results and Evaluation Adviser

Gaetane Scavee (M, E, P) Embassy of Belgium, First Secretary

Gayle Martin (E, P) Senior Health Economist, AFTHE, HRITF Rwanda 
TTL

Ina Kalisa (M, E)  School of Public Health, National University of 
Rwanda

Jack Pill (M) USAID

James Humuza (M, E, P) Consultant – CPBF design

Jean Gakwaya  (M, E) DFID – Senior Health Adviser

Michael Karangwa (M) USAID 
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Rwanda continued...

Paulin Basinga (E) Gates University, Seattle - formerly NURSPH –
Expert PBF IE

Rahul Mahotra (M, E) DFID – Leader Social Protection 

Rama Lakshminarayan (E) Senior Health Specialist, Interim Project Manager, 
HRITF

Randy Wilson (M) MSH

Sabine Musange (M) School of Public Health, National University of 
Rwanda

Stephen Karengera (E) Independent Consultant (formerly MoH – Financing)

Willy Janssen (P) Belgian Technical Cooperation, Kigali

Desk Reviews and country enquiries
Benin

Alphonse Akpamoli Ministry of Health,Benin

Christophe Lemiere, (E, S) Senior Health Specialist, AFTHE, World Bank TTL

Damien de Walque (S) Senior Economist, DECHD, World Bank  

Marthe Sylvie Essengue 
Elouma, (E)

GAVI

Maud Juquois (E, S) Consultant 

Nathalie Brechet (S) Global Fund

Nicolas de Borman, (E,S)
Independent Consultant, TA provision to Benin RBF 
Pilot

India

Billy Stewart (P, E) Health Advisor, DFID India

Gerry La Forgia (P, E) Lead Health Specialist, EASHH, World Bank

Inger Sangnes (E) Counsellor, Embassy of Norway, New Delhi

Julie McLaughlin (E) Sector Manager, SASHN, World Bank

Patrick Mullen (P, E) Senior Health Specialist, SASHN, World Bank

Ramesh Govindaraj (P, E) Lead Health Specialist, SASHN, World Bank

Somil Nagpal,(P) Health Specialist, SASHN, World Bank

Vikram Rajan (P, E) Senior Health Specialist, SASHN, World Bank 

Nigeria

Benjamin Loevinsohn (M) Lead Public health Specialist, AFTHE, World Bank

Dinesh Nair (M, P, E) Senior Health Specialist, AFTHE, World Bank, TTL

Ebere Anyachukwu (P, E) Health Adviser, DFID Nigeria

Hadia Samaha (E) Senior Operations Officer, AFTHE, World Bank

Michael O’Dwyer (M) Lead Health Specialist, AFTHE, World Bank 

Senegal

Christophe Lemiere (P) Senior Health Specialist, AFTHE, World Bank

Menno Mulder-Sibanda (E) Senior Nutrition Specialist, AFTHE, World Bank
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Zambia

Collins Chansa (P, E) Consultant AFTHE, World Bank Lusaka Office 

Jumana Qamruddin (P, E) Operations Officer, AFTHE, World Bank 

Monique Vledder (P +E) Senior Health Specialist, AFTHE, World Bank

Silke Seco (P, E) Senior Health Specialist, DFID office Lusaka 

Yvette Atkins(E) Senior Program Assistant, AFTHE, World Bank
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Annex 3  – Summary reports from desk reviews  
  and case studies 
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Rwanda Case Study

Kyrgyz Republic case Study

Benin Desk review

DRC Desk review

India Desk review

Nigeria Desk Review

Zambia Desk Review

Notes on Tajikistan Pilot

Notes on Senegal
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Rwanda Case Study

Main findings and conclusions

Background to the health sector in Rwanda 
While the focus of this case study is to look specifically at the support provided 
through the HRITF it has been extremely challenging to dissect such support 
from other development initiatives which should be seen as complementary and 
mutually reinforcing. For example:  

 � The Rwanda health facility level PBF (facility PBF) began in 2005 and has 
been increasing in both coverage of health facilities and scope of services 
included under the PBF package over the years. The experience developed 
in the implementation of the facility PBF has therefore been crucial in 
designing and implementing the community PBF (CPBF) program, which is 
what is being supported by the HRITF Country Pilot Grant (CPG).   

 � The Community PBF concept predated Rwanda´s application for HRITF CPG 
funding in 2008 and was already captured in the Health Sector Strategic Plan 
II (2009-2012) and fitted nicely with the Vision 2020 Umurenge programme 
(VUP) led by the GoR aiming to ensure that economic growth is pro-poor and 
that the majority of the population could benefit from the improvements in 
living standards that the country as a whole has been experiencing. The 
Community PBF is also fully consistent with and complements a key policy 
reform brought about by the VUP known as the Ubudehe process of village-
level community decision making.  These reforms have complemented other 
policy initiatives such as decentralisation by which basic health and 
education services are now the primary responsibility of local governments. 

 � Separate from the HRITF the Bank has been supporting all the processes 
above since 2005 through different types of grants, credits and loans, all of 
which have had a strong capacity building component.  Examples include: 
technical support to the evaluation of the facility PBF initiatives (resulting in 
the highly publicised  impact evaluation study by Basinga et al (2011): general 
budget support to the GoR with a strong focus on community outcomes 
(notably health) through 3 consecutive Community Living Standards Grants 
(CLSG)  (two grants in 2009 &  2010 and a credit in 2011), each worth 
approximately US$6m; other interventions, such as the Decentralization and 
Community Development Project, a Sector Investment Loan (SIL) worth 
US$20 million that was completed in 2011; just to mention some key 
interventions that are directly related to the community PBF. The HRITF 
grants where delivered in sync with the three CLSG grants, so the World 
Bank health missions conducted since 2008 reviewed both the CLSG and 
HRITF grants as part of a unique support programme. 
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 � The World Bank has been supporting health through on-budget interventions 
and has been working with other donors providing on- and off- budget 
support to community and facility based interventions in parallel to the 
support being provided by the Bank. World Bank. Specifically, the Global 
Fund is a key contributor to the incentives being provided to CHW 
cooperatives, the supply-side element of the PBF. USAID has been for 
several years the largest bilateral funder to the Rwandan health sector.  Its 
funding has directly supported health facilities and the community level 
interventions while, indirectly, its funding through Management Sciences for 
Health (MSH) has been a key input to the conceptual development of the 
CPBF model and the training of CHWs, CHW Cooperatives, sector Steering 
Committees and health facility managers , among others, all of whom are key 
stakeholders in the CPBF model.  UNICEF has also played an important role 
in strengthening community development and community training activities. 
Other donors like DFID, Germany and Belgium have been contributing sector 
budget support to the MoH (and Germany and the UK general budget 
support too), a key financing input for the MoH to finance facility and 
community level PBF interventions.  Finally, it is worth reminding that Belgian 
and German technical cooperation played a critical role to develop the initial 
PBF pilots in post-genocide Rwanda that triggered the community health 
insurance model (mutuelles) and the national PBF approach.  The European 
Commission (EC), the African Development Bank (AfDB) and the World 
Health Organisation (WHO) should also be seen as key partners of the GoR 
in strengthening the national health system. 
 

In sum, the HRITF CPG and linked IE covered in this case study should be seen 
as just one element within a much broader development strategy fully owned 
and driven by the GoR and closely supported by all the above development 
partners.  This is why dissecting the CPG from that context has been so 
challenging, if only, in this case, for all those highly positive reasons. 

What is the HRITF supporting in Rwanda 
The Rwanda pilot supported by the HRITF is the Community Performance 
Based Financing (CPBF) scheme by which performance incentives are delivered 
at community level.  Specifically, supply-side cash incentives are targeted at 
community health worker (CHW) cooperatives for delivering a selection of 
RMNCH services while demand-side in-kind incentives are paid directly to 
village women when they use selected RMNCH services.  The pilot addresses a 
well recognised gap –the failure of the ongoing facility PBF (operating in all 
Rwandan health centres) to generate sufficient demand for maternal and child 
health services and to increase the delivery of these services to the required 
levels for Rwanda to meet its MDGs 4 and 5.  The pilot builds on and attempts to 
improve a pre-existing CPBF scheme that the government launched in 2006 that 
did not include demand-side incentives and did not pay as per performance –
CHW cooperatives where paid cash incentives regardless of numbers of 
services delivered- as the latter could not be easily measured by the information 
systems available at that time.  To distinguish the HRITF supported pilot from the 
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national pre-existing scheme we refer to the pilot throughout this report as the 
CPBF+, even though this is not a term used in Rwanda.

Design of the RBF project 
Application. The application process for HRITF funding was well managed by 
the Bank.  The resulting proposal was well aligned with the Health Strategic 
Plans (HSSP) I and II(2009-2012) and was developed in a collaborative mode 
with health institutions and with regular consultation with other health donors 
and multilateral agencies.  The proposal had a clear focus on Reproductive, 
Maternal, Neonatal and Child Health (RMNCH) services and, specifically, on 
improving Rwanda´s performance on MDGs 4 and 5 (less so MDG 1c – the 
CPBF has no nutrition-related indicators).  The original proposal did have a 
clear poverty focus by targeting the pre-piloting of the model on the 30 
poorest sectors-  It also had an implicit gender focus by targeting incentives 
on CHWs (who are mostly women), on CHW cooperatives (organisations led 
mainly by women) and on women of reproductive age. The proposal included a 
draft Impact evaluation design that incorporated all the elements above including 
gender disaggregated data.

Design – engagement by the World Bank with country stakeholders 
during the design process .  The range and scope of activities that took place 
as part of the design of the CPBF are very impressive in terms of the 
performance of the MoH and the Bank (see milestones in Annex 1).  During this 
period the World Bank relied on missions to provide technical support and to 
oversee the grant and HRITF implementation, with missions taking place 
approximately twice in a year.  Several donors and MoH staff interviewed were 
of the opinion that lack of presence of a TTL in Kigali and constant changes in 
the composition of World Bank staff who participated in the missions made the 
policy dialogue between the World Bank, the MoH and the donors less fluent 
than it should have been and reduced the visibility of the CPBF effort to external 
stakeholders including important health donors.  This is perhaps why most 
representatives from the main health donors in Rwanda interviewed by the 
author were unaware that the World Bank had been supporting the CPBF effort 
or that an impact evaluation would be undertaken. This represents missing 
opportunities to involve other donors in a scheme with learning, sharing and 
dissemination at the core.  It is also inconsistent with the fact that should the 
pilot be successful and the CPBF scaled up, as planned, the support from other 
donors might prove important for sustainability purposes, so the earlier donors 
are briefed about the scheme the better.

Country Case Study findings 
Implementation: external monitoring and documentation of the ongoing 
process.  After all the effort invested during design the World Bank ceased to 
provide regular technical support by September 2011, or to finance support for 
external monitoring and documentation of the pilot by mid-2010 when the 
existing contract with the School of Public Health of the National University of 
Rwanda expired. Since the HRITF is primarily a learning programme that is 
testing RBF models lack of technical support and absence of documentation at 
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the crucial time of implementation might jeopardise the learning side of the 
scheme and might also reduce the validity of the IE results (see why in next 
paragraph).  In general, the absence of a learning work programme linked to 
questions and issues that are emerging from the pilot is of concern to the 
evaluators.  

Impact evaluation. The Impact Evaluation has been thoroughly designed and 
implemented according to international standards.  It should provide a 
necessary and essential ex-ante and post-intervention snapshot that will enable 
a link between the interventions and expected changes at service output and 
outcome levels within specific population groups, with particular emphasis on 
children, village women and CHW.  From a policy perspective it is desirable to 
complement the IE results with improved information and documentation of the 
ongoing process that, as has been explained, is not being documented.  Proper 
documentation would enable to establish, for example, the level of effort (human, 
not just financial) that has been required under each of the models being tested, 
particularly if the differences in impact found for two different CPBF models are 
too small while the associated costs (mainly staff time) might be substantially 
different.  External documentation of the implementation process is also critical 
so as to avoid or deal with potential contamination within the 4 intervention arms 
of the IE.  Improved monitoring and documentation should be resumed (if 
possible)- the bank and the MoH should determine the best ways to achieve this 
aim.

Lesson learning and dissemination.  We do not think that there is an explicit 
and systematic knowledge gathering and dissemination strategy linked to the 
Rwanda pilot.  This is largely linked to the afore-mentioned lack of effective 
documentation of the CPBF+ and to the absence of a set of questions and 
issues that will be looked at as these emerge rather than just at the time of the 
end-line survey.  With the exception of workshops the costs devoted to 
documentation, knowledge generation and dissemination linked to the CPBF+ 
that have been supported by the HRITF (or by anyone else) have been very 
modest and, in our opinion, insufficient.  There is no shortage of interesting 
questions linked to CPBF implementation – the problem is that nobody is 
financially or technically supporting a programme to address those questions. It 
should be also possible to strengthen formal links between the work that the WB 
has supported in Rwanda and the African Community of Practice on RBF and, 
perhaps, to explore north-south and south-south research collaborations and 
publications on RBF in the region.  

It is important to emphasise the learning programme at regional and global 
levels cannot take place in the absence of a strong knowledge programme at 
country level.  

How aligned and harmonised has been the HRITF support?  The Bank’s 
support to the Rwanda CPBF+ has been highly strategic –PBF is a central 
feature of Rwanda´s HSSP- and opportunistic –there was a good chance to 
strengthen an existing national initiative to improve MNCH services and 
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outcomes for poor women through a combination of community-based supply 
and demand interventions.  The Bank provided its financial support through the 
budget, which means it was fully aligned and harmonised with country systems. 

Capacity building linked to HRITF support in Rwanda.  A capacity building 
strategy as such has not been a visible part of the HRITF/CLSG support, neither 
has it been explicitly defined, systematically pursued or targeted at the right 
decision and opinion makers.  This is not to say that capacity building has not 
taken place: of course it has in the form of workshops and formal and informal 
exchanges during the design of the CPBF+, but in a programme with learning 
and capacity building at its core the capacity building side could have been 
much more prominent.  The Bank was fortunate to operate in an environment 
that was considerably open to and knowledgeable about the PBF concept and 
its application.   We see the lack of an explicit capacity building strategy rooted 
in causes similar to those reported earlier in relation to the lack of effective 
external monitoring and documentation of the CPBF+. 

Lastly, in the absence of effective documentation we do not think that the costs 
of implementing PBF to Government and other health partners are being 
assessed  - to our knowledge there has not been an attempt to costing the 
CPBF+ activities other that some rough costs estimated during the baseline 
surveys.  It is noteworthy to report that the CPBF+ costs to date and those linked 
to its eventual future scale up were not part of the preparatory work for the 
resource envelope for the next Health Sector Strategic Plan (to begin in 2013) 
that were taking place during the author´s visit to Rwanda.  The Bank has not 
been part of those discussions to date because, as said earlier, its country office 
is not involved in health matters.

Objective four - attract additional financing to the health sector.  There was 
not much clarity among stakeholders met about the practical implications of this 
objective.  It is clear that the HRITF investment has been additional but now that 
it has been disbursed there is no evidence of the MoH or any donor having been 
approached to assess the financing scenario should a decision to scale up the 
CPBF+ be taken.  The costs of CPBF+ implementation are not yet known (or 
systematically documented, as mentioned earlier) but these are likely to be high.  
After all the CPBF is a programme with many internal “verification loops” and 
where the logistics for ensuring availability of the in-kind demand-side incentives 
to be paid to women should not be underestimated.  The government of Rwanda 
has born the bill to date but the current economic recession, the increasingly 
lesser number of health donors and lower health aid budgets by key donors all  
suggest that sustaining CPBF expenditure may prove challenging.

In conclusion, there is a need to work closely with health sector partners 
BEFORE the results of the IE are available to estimate the CPBF projected 
resource envelop.  This would have been much easier if the World Bank had 
participated in established health donor meetings or if it had continued 
supporting the monitoring and documentation of the CPBF that it helped design.
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Can HRITF continue to support CPBF in Rwanda? The HRITF support 
provided by the World Bank to the CPBF seems to have come to an end, with 
the exception of the end-line survey impact evaluation planned form 2013.   
There does not seem to be any Bank health operation in the pipeline.  Does this 
mean that the technical support from the HRITF and the support for external 
documentation of the pilot have also ended?  In that case, and under current 
HRITF rules, can Rwanda apply for additional technical support and for 
documentation support for its facility and community based PBF?  These are 
questions that the MoH and some donors asked this consultant which are 
conveyed to the Bank, with a view to encourage the Bank to engage with the 
GoR on these matters.  Can the HRITF team in Washington strengthen its 
communications with Rwanda and clarify if a PBF learning programme 
implemented by Rwandan institutions might still be funded from the HRITF?  
The bottom line seems to be that while the lifetime of the HRITF may have come 
to an end the Rwanda PBF pilots continue to need attention from the HRITF and 
the international community.
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Kyrgyz republic Case Study

Main findings and conclusions

Background to the health sector in Kyrgyzstan 
The RBF project in Kyrgyzstan has been developed over the lifetime of two 
health strategies: the Manas Taalimi reform programme (2006–2010), and the 
new sector strategy, Den Sooluk (2012-2016). The main goal of Manas Taalimi 
was to improve the health status of the population through the creation of a 
responsive, efficient, comprehensive and integrated health system and through 
increased responsibility of the population, society and state authorities for 
population health. The Den Sooluk aims to build on the foundations of Manas 
Taalimi. 

During this period, a Health SWAp has also been developed - started by the 
World Bank, WHO and USAID/ZdraPlus project in 1995 - but now incorporating 
other partners including DFID, KfW, SDC and SIDA, with pooled financing 
channelled through the government systems. The remaining external funds for 
the country’s health system take the form of parallel financing for implementation 
of various projects and come from a variety of international organizations. 

The framework for the SWAp is the Manas Taalimi, alongside a five-year 
Programme of Work, sector expenditure programme, Medium Term Budget 
Framework and a common Performance Monitoring Instrument which sets out a 
range of outcome, output, input (and fiduciary) indicators. Government prepare 
an Annual Programme of Work setting out key actions, activities, responsible 
agencies, sources of financing and timing in 8 programme areas, which includes 
parallel funded activities. 

The Kyrgyz Government remains committed to observing the SWAp 
principles for the design and implementation of Den Sooluk: MOH leadership 
and partnership with donors; one national sector program; implementation led by 
the MOH; donor funds aligned with program priorities including both budget 
support and other funding modalities; and formal sector monitoring and 
coordination mechanisms through joint annual reviews.

What is the HRITF supporting in Kyrgyzstan?  
The US$12 million Kyrgyz Republic Health Results Based Financing (RBF) 
Project includes US$11 million for RBF payment mechanisms and US$1 million 
for an Impact Evaluation. The approach involves the introduction of a quality-
related dimension into existing payment systems for primary health care 
(capitation) and hospital care (case-based payment). The two main 
interventions are: 
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a. enhanced supervision only
b. performance-based payments (which naturally include enhanced 

supervision) 

HRITF approved the Country Pilot Grant for the Kyrgyz Republic Health RBF 
Project in December 2008. Preparation has been ongoing since. Only the Trust 
Fund Preparation and Impact Evaluation Grants have been awarded to date. 
The Implementation Grant is expected to be signed shortly.  

The project will be pre-piloted for six months in one Rayon Hospital to allow for 
at least two full cycles of incentive payments, and then be piloted in rayon 
hospitals throughout the country over a three year period. Twenty rayon 
hospitals will be in each of the pilot intervention and control arms. 18 months 
after the start of the Pilot, it will be introduced at the PHC level in the pre-pilot 
rayon.  

Design of the RBF project 
The following key principles drove the design process; 

 � integration of the approach with existing provider payment mechanisms/
contracting system

 � payments to organizations not individuals 
 � use of quality - clinical, health output, administrative/management and 

fiduciary - indicators
 � verification of results by an independent third party with payment subject to  

verification
 � promotion of management autonomy, ensuring transparency and achieving 

impact 
 � mandatory participation according to an agreed schedule (to avoid self-

selection bias)
 � size of payments linked to their potential contributions to MDG 4 and MDG 5 

Management and oversight will be carried out by:

 � An RBF governance body - the National Steering Committee (NSC); to be 
comprised of MOH, MHIF, Ministry of Finance (MOF), and the World Bank.  
Responsible for the full oversight of the project, including regulating the size 
of the performance-based payments.  

 � An RBF operational team - the RBF Secretariat; responsible for: day-to-day 
implementation and management; peer verification; validitation of reported 
data. Housed in the Mandatory Health Insurance Fund (MHIF) but report to 
the National Steering Committee in the MOH.  

 � The purchaser (MHIF), responsible for fund flow, accounting, and 
disbursement. It will receive a flat administrative fee of 2 percent of RBF 
payments to cover operating costs.

 � An Impact Evaluation (IE) Team.  
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In terms of the level of payments and use of funds, the following rules will 
apply:

 � The payments will constitute an additional 15 percent of total treated case 
payments using DRGs - assuming the highest level of performance - and 
similar amounts for PHC facilities, paid on a quarterly basis. 

 � Facilities can use a maximum of 40% of performance based payments for 
civil works purposes. No guidelines are set for the proportion of salary and 
non-salary expenditures from performance based payments. 

Country case study findings 
The Kyrgyz health system is relatively sophisticated. Unlike most countries 
in the region, the Kyrgyz Republic was successful in maintaining universal 
coverage during the post soviet era. Health sector reforms have been going on 
for a considerable time with significant external support, and substantial local 
capacity has been built. A results based funding approach is already in place, at 
both secondary (rayon hospital) and primary care levels, and the pilot is building 
on this. 

The pilot addresses a priority health need. The pilot addresses a well 
recognised shortcoming - the failure to improve maternal outcomes – and the 
key role played by poor quality services in hospitals in this. The pilot design is 
focused on the rayon hospital level with a small PHC component. It is widely 
accepted that quality of services is more of a constraint that quantity and 
access issues.

The mid-term review of the Manas Taalimi Health Sector Strategy 2005-2010 
identified that while substantial gains have been obtained in financial risk 
protection, equity, access, and efficiency, quality and health outcomes have not 
improved and threaten achievement of the MCH MDG targets. The SWAp mid-
term review also reported on the challenges regarding the quality of care. 

The maternal mortality ratio more than doubled between 2003 and 2008 going up from 
49 cases to 104 per 100,000 live births. Infant and under-five mortality rates, although 
slightly improved, remained high over the period.  Infant mortality reduced from 43 per 
1,000 live births in 2000 to only 27.1 in 2008, while under-five mortality was reduced 
during the same period from 50 to 31.5 per 1,000 live births. Further, the share of 
perinatal deaths in child mortality was as high as 70%.

There is great pressure domestically to demonstrate results. The health 
SWAp has used a lot of resources, there has been a large increase in the share 
of the national budget going to the social sectors, and there is pressure on the 
Government to show results. Whilst many of the indicators are moving in the 
right direction it has been difficult to demonstrate results in terms of outcomes. 
As a result there has been strong government leadership in the design of the 
Kyrgyz RBF Project, and considerable discussion and debate has taken place 
about the design of the RBF pilot project. 
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Issues that have created debate:

 � The use of funds – how much flexibility to award providers
 � Focus on results not just process indicators - a set of quality indicators has 

been adopted
 � Expansion of the pilot to higher level hospitals - this was rejected
 � Piloting a community based approach – this has also been rejected
 � Impact of large salary increases that have been made to public servants 
 � Transitioning of key staff (on Government and donor side) during the process
 � Perverse incentives (i.e. focusing on secondary rather than primary care) 

The design process has taken a lot of time and effort. The process of 
discussion is important, and a lot of ownership has been developed through the 
back and forth, but it has taken a long time. The preparation phase will actually 
be longer than the implementation – which has led to frustration on all sides and 
concerns about loss of momentum. Lack of money to prefund a pilot is seen as 
an issue, as is the Government having made funds available to renovate offices 
to house the RBF Secretariat when the project has not even started. Key 
national staff being part time was reported to have slowed progress, and there 
were suggestions that the Secretariat could have been set up earlier. 

The design of the Impact Evaluation has also been subject to a large amount of 
discussion between Government, partners and the World Bank, with the World 
Bank ultimately agreeing to a reduction in the scope of the Impact Evaluation, as 
requested by the Government. As a result the Impact Evaluation will address the 
following primary research questions:

 � Does the RBF package (including enhanced supervision) at the rayon 
hospital level improve quality of care?

 � Does enhanced supervision alone improve quality of care at the rayon 
hospital level?

 � What is the relative cost-effectiveness of the RBF package (including 
enhanced supervision) vis-à-vis enhanced supervision alone vis-à-vis 
business-as-usual in terms of quantifiable quality of care indicators? 

The “impact evaluation/scale up if successful” model is not the norm in 
the Kyrgyz Republic. Government initially struggled with the concept of impact 
evaluation – the usual approach is to pilot in each oblast and roll out if 
successful. Some concern was expressed that IE was driving the whole project 
and concerns about how valid it could be – for example, “can you control for all 
factors which affect outcomes?” The approach has now generally been 
accepted. There is clear recognition in government that this pilot might succeed 
or fail. The MoF suggested that they would like to see an independent review of 
progress (highlighting concerns about the independence of the process). 

The project will make considerable - but not exclusive - use of national 
systems. The project is a stand-alone operation, but linked to the SWAp. Initial 
expectations were to use SWAp mechanisms, however the requirements of the 
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RBF project and the impact evaluation it requires have dictated a rather different 
– but generally reasonable approach. 

The RBF Secretariat will be a quasi PIU using government systems for finance 
and procurement but bring in contracted staff. Donor partners raised some 
concerns about the use of parallel structures but were generally supportive of 
the approach. UNICEF provided some technical assistance to help building 
national capacity to appraise the case for RBF before Trust Fund activities 
began. 

There was a long process of dialogue on financing arrangements. Under the 
original proposal six key principles were agreed to guide the design of the 
funds flows for the RBF:  

 � flexibility required for RBF implementation and achieving program impact
 � included in the KR budget approved by the parliament
 � accounted for or tracked separately from budget and SWAp funds
 � allow immediate and easy payment to VHCs (NGOs rather than government 

institutions)
 � not be subject to taxation 
 � allow carry-over of funds from year-to-year 

There was a clear preference to use existing financing arrangements to the 
degree possible. A Special Means account was finally chosen as the preferred 
option for managing the funds. 

Sustainability cannot be guaranteed but it is being considered. There are 
clear ideas on institutional sustainability – the current provider payment system 
will be amended if the pilot proves successful. It is less clear where the funds for 
expansion and roll out will come from. The poor economic environment and 
outlook raise inevitable concerns.IDA resources are scarce – around $60m per 
annum for the next 2 years, with little prospect for follow up funds to support 
RBF in the medium term. But the MoF is closely engaged in the process. They 
are interested in the approach and report strong links with the World Bank in 
terms of dialogue about financing and fiscal space issues. 

Although not linked to the SWAp, the World Bank saw support for the RBF pilot 
as being conditional on elements of the SWAp agreement, notably the 
government commitment to increase the share of the budget going to 
health. The Government track record in this respect is extremely positive. 

“The increase in public financing observed since the launch of the SWAp has 
contributed to many of its achievements. It has allowed salary increases to medical 
personnel, increased financing for medicines and supplies, which in turn have 
reduced patient out-of-pocket payments.” 
Source: SWAP MTR 
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Benin Desk Review

Summary conclusions and recommendations

Findings - overview

“The dynamic is quite positive in Benin – because the government is clearly 
engaged in HF reforms, implementing new instruments, RBF, but also health 
insurance etc. There is a positive dynamic to increasing health finances and 
there is the alignment of partners”.
Source: WB interviewee

 

 � Progress: Despite a slow start, interviewees felt that Benin was making good 
progress. 

 � Government engagement and buy-in: Government interest is again strong, 
but political engagement has varied over the course of the RBF planning, 
perhaps due to changes at ministerial level. 

 � Harmonisation: The harmonised approach that has been achieved for the 
RBF across Benin with agreed indicators and project manual in place for the 
World Bank, GAVI and the Global Fund was seen by all interviewees as a 
success of the RBF initiative to date.

 � Procurement: Procurement was very slow and resulted in lengthy delays in 
the baseline. This was seen as having been as a result of trying to avoid 
transaction costs by having one large provider. 

 � Gender: While there is a focus on gender and equity as part of the IE, 
interviewees were not clear as to the systematic approach to gender and 
equity issues, such as engagement of women and other vulnerable people in 
planning and monitoring of services. 

 � Balance: Several interviewees felt that the balance between the RBF pilot 
and the IE was about right and that very important lessons will be learned 
about what works that will enable effective use of RBF, as well as making 
Benin a regional model. Others thought that even in Benin, where there is 
capacity to do this work, there is too much emphasis on – and resources 
devoted to - IE. One interviewee felt that there was a strong link between the 
implementation and the IE side, as well as a clear understanding of each 
other’s needs and objectives. This was seen as important for the 
effectiveness of the intervention overall.

 � Payment risk: One interviewee identified a risk in terms of payments – after 
a two year commitment there will be a full assessment based on 
performance. If there is underperformance, there is a risk of reduced 
payment, which could cause a mismatch between different areas. 

 � Wider health systems transforming: RBF was not seen as the only 
approach to improving healthcare provision – wider health systems reform is 
needed alongside RBF.  In Benin, the broader IDA programme provided 
some of this, in terms of improved access and a pro-poor approach.
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Recommendations

Objective 1
Procurement: It is worth weighing up the balance between transaction costs for 
multiple smaller contracts with the time that may be required for a large, low-
transaction-cost contract, which may delay implementation. (interviewee) 

Gender: Some additional focus on gender equity issues to ensure a systematic 
approach (e.g. a gender and pro-poor checklist for human resources and 
service delivery) may be helpful for further increasing the effectiveness of the 
intervention.

Objective 2
IE: Integrating the IE with the project is very complicated. It is critically important 
to design the IE either before or at the same time as the planning for the project 
itself, otherwise there is a risk that there will be IE components that are left 
without funding, which can then result in difficult changes being required in the 
project itself. (interviewee)

Objective 3
Ongoing alignment of the capacity building component with the RBF work to 
ensure the capacity needs of RBF are addressed across sectors will be 
important

Objective 4
Building capacity – particularly of local and community based organisations to 
carry out verification – and maintaining the engagement and interest of 
government at a high level were seen as important for the sustainability of RBF 
in Benin.

To avoid  a mismatch in payments (in the case where one area underpeforms) it 
will be important to monitor regularly to give the proejct every chance of 
success, as well as communicating effectively to ensure clear understanding of 
emerging issues.
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DRC Desk Review

Summary conclusions and recommendations

Conclusion 

 � Design: The original design was complex for a fragile state with little capacity. 
Simplifying this and reducing the funding from the originally requested $15 million to the 
current $420,000 was a good decision. 

 � IDA: Linking the pilot to the IDA caused a number of additional problems (such as 
funding interruptions, arrangements with NGOs, problematic contracts) but has potential 
benefits as well.

 � Government buy-in: There is strong government buy-in to the RBF pilot as well as the 
IE to provide evidence for rollout in health and other sectors. Education was one area 
mentioned by the government interviewee where RBF could have a significant impact on 
gender equality in increasing girls’ and women’s access to education, particularly in rural 
areas. Some further efforts could strengthen the partnership, such as provision of the 
baseline in French. 

 � Programme time: Preparation for the programme took a long time – 2 years. Now DRC 
is in the second year of implementation; all interviewees felt that it is important that the 
programme is completed.  Interviewees appreciated the length of the overall RBF 
programme, which allows for development, lesson learning and sustainability.

 � Baseline revision: It was difficult to control for emerging variables linked to staffing, etc, 
resulting in a necessary revision of the baseline.

 � Access to site: Katanga is an inaccessible area, and particularly difficult for WB staff 
who cannot use commercial airlines, although worsened access emerged after the 
choice had been made. Interviewees noted, however, that much of DRC is inaccessible. 
Difficult access contributes to high supervision costs. This has been addressed in part 
by strong TA staff in the field to deal with quality issues. 

 � Capacity building: A hundred local staff have been trained in RBF and regular lesson 
learning sessions are in place on an ongoing basis. A more systematic approach to 
capacity building nationally and regionally may help sustainablity.  

 � Turnover/continuity: There has been high turnover in the project, with changes in the 
NGO coordinator, the TTL, project coordinator, PI and team and implementing agency, 
resulting in lack of continuity. The design was changed in 2010.

 � Gender/equity approach: There is an implicit gender approach in the programme (e.g. 
indicators focused on MCH); although some felt that t a stronger ‘gender equity’ focus 
(for example, collection of sex disaggregated data) would be premature in such a fragile 
state, government felt that RBF – if assessed as being effective – can be a strong tool for 
gender equality.

 � Programme balance: The balance between implementation and IE was considered 
problematic by a number of interviewees: IE is a complex intervention with high 
opportunity that requires considerable management time to resolve problems, which can 
reduce the time available for policy dialogue or other relevant activities; the emphasis in 
lesson learning (for example in the Bangkok event) was largely on IE, with little time 
devoted to RBF itself. 

 � Application criteria: Criteria for application – at least in the early rounds – have been 
changed and have been considered by interviewees to be rigid.
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Recommendations

Objective 1
 � It is important to clearly document all agreements and arrangements to 

ensure consistency across changes of staff, whether in-country or in 
Washington. 

 � A number of interviewees noted how difficult changes to HRITF criteria had 
been in DRC and recommended that such changes not be made in relation 
to projects in place. Changes to criteria (for example, in relation the 
percentage of IDA funding allocated to RBF or changes to funding codes) 
were felt by interviewees to make funding arrangements difficult. More 
flexibility may be needed to ensure effective implementation that takes into 
account local conditions, particularly in fragile, under-resourced, post-conflict 
countries such as DRC.  

 � Flexibility may also be needed as this is a new concept in many countries 
and the design may need to be adjusted along the way, particularly in a post-
conflict country such as DRC.

 � Two interviewees suggested increasing the weighting on gender/pro-poor 
sensitive indicators to enhance programme impact on gender inequality and 
poverty.

 
Objective 2
 � It is very important to have strong TA in the field in an under resourced, 

fragile area such as DRC, for quality assurance of approaches and data.
 � There is a need to build capacity and expertise to support francophone 

countries in relation to RBF. 

Objective 3
 � Regional and national plans for capacity building for the RBF could contribute 

to a sustainable, consistent, evidence based approach to RBF rollout. 

Objective 4
 � A critical issue is to work with government to ensure the approach is 

sustainable. (interviewee)
 � It is important to ensure service provision is backed up by an effective 

procurement system so that the system is not just paying service providers to 
do consultations with no drugs to back them up. 
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India Desk Review 

Summary findings

Focus on the Poor and MDGs
Regarding the proposals which were funded: 

TB Evaluation study. This study was straight forward and funded with no 
obstacles; it is however noted that the RBF does not address MDG 1, 4 or 5 – it 
does address MDG 6. 

Karnataka Study 1. While the RBF targets the provision of tertiary care for Non 
Communicable Diseases -NCDs and therefore is not exactly in line with the 
objectives of the RBF, it does target the poor.

For the proposals which were not funded:

UP and Nutrition. Both these projects were at preparation stage when they 
submitted proposals for HRITF funding. Both clearly are within the HRITF 
priority i.e. addressing MDGs 1, 4 and 5 for the poor. Both Task Managers report 
that they were informed about the decision not to fund through a phone call and 
received no written communication. There was no offer to provide technical 
assistance to design a RBF element within the project under preparation. This 
contrasts to the successful outcome from providing very substantial TA to the 
Nigeria project.

On the effectiveness of HRITF application,  review processes and criteria 
for grant approval
Unclear, over burdensome and excessively long review and approval 
process:  The approval process has problematic and unclear from the onset. 
For example, it is not clear what value is added by having the Bank undertake 
two technical reviews with two sets of external reviewers of the same proposal 
only five months apart, particularly in view of the fact that the HRITF participated 
in the first review and the task team was not consulted during the second review 
(and not able, therefore, to respond to questions or to explain 
misunderstandings. It is of concern that the two reviews came to different 
conclusions and recommendations -  especially since the HRITF team received 
detailed comments on their observations from the first review.  

It is also worrying that more than a year after having received clearance for 
funding of the original request  the team were informed that they may not receive 
funding. This is after they had worked extensively on it for more than one year– 
and received no funding for this work. 

The review process needs to be made clear at the beginning so the country 
team can determine if there is a reputational risk involved in applying and risking 
having the funding cut off half way through the process. If the HRITF wish to 
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fund evaluations of existing RBF projects they will need to be flexible in 
accepting designs within the existing constraints – and they will need to provide 
seed funding to cover the significant preparation costs. The HRITF finally needs 
to decide if they wish to have evidence produced for the international scientific 
community or for the clients i.e. country governments to make informed 
decisions.  

One size fits all approach not relevant to a very large country with 
significant demand. These two cases represent a very substantial missed 
opportunity for the HRITF. India is the country in the world with the highest 
number of poor people, a very large share of whom live in the state of UP; it has 
the largest number of malnourished children; it is the one country which 
contributes the largest number of child deaths and that state of UP contributes 
25% of India’s child mortality. Considering the objectives of the HRITF one might 
have expected these two projects to have been key priorities for the HRITF and 
offered the potential for close collaboration with the Bank team – and possibly 
the Norad and DFID teams in country - to set up major operations.

The India team had also requested substantial learning grants and had a clearly 
articulated plan for expanding the knowledge base in Indian states regarding 
RBF. These grants were not funded – on the grounds that each country could 
only receive $US 50.000 – which they did receive. This raises the question of 
whether the fixed limit is relevant to all countries – especially countries the size 
of India and whether exceptions might be made where there are strong reasons 
to think that there is major demand. 

Strong case for the Bank implementing The  DFID advisor commented that 
the Bank is better placed for RBF than some bilateral donors as  if results are 
not achieved in one year and payments therefore are not made, the Bank can 
‘roll over’ funding while DFID and some other bilateral donors cannot. 
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Nigeria Desk Review 

Summary findings 

Leveraging of Bank resources
There was significant leverage of Bank resources: This operation has 
received very substantial inputs and attention from the Country Director and the 
Sector Management i.e. ‘it seems the Africa HD region ‘own’ RBF’ as well as 
both very substantial additional preparation funding and ‘free’ technical 
assistance with a lot of experience in setting up RBF at facility level. This has 
clearly supported the planning of the combined IDA and HRITF operation. 

Application process 
There were long delays – there is a need to learn lessons on how to 
procure under RBF: In spite of the support outlined above the preparation 
process has been unnecessarily lengthy due to the following: 

Procurement:  A RBF project which pays a lump sum to a facility upon 
documented achievement of results raises interesting challenges for the Bank’s 
normal project preparation processes as these are largely based on input driven 
operations. As procurement in a RBF context deals with purchase of goods, 
works and services from reward money and as these are small and distributed 
among a large number of facilities – regular approaches of doing procurement 
plans and bidding/ processes would not work. After much discussion it was 
agreed to use strengthened country systems along with a set of guidelines for 
how facilities can use this reward money, including restrictions on what and from 
where drugs can be purchased, has been developed.  A World Bank standard 
set of guidelines on how procurement would operate in a RBF context 
would make it easier to prepare similar operations in the future.

RBF in the Bank financing context has been implemented as a Sector 
Investment Loan (SIL) using OPCS (Banks Operational Policy Department) rules 
for output based disbursement.  There is also experience of doing DLIs as SIL. 
Project preparation can be easier if this learning is documented with the 
Bank’s Legal department so future projects can benefit from the 
flexibilities within the Bank’s legal framework. The new Pay for Results 
(P4R) lending instrument could be an opportunity for doing future PBF projects 
and early work on the operational policy implications with the use of this new 
instrument would be beneficial. 

Both of the above would have made the internal Bank approval processes much 
easier. It has been suggested that since the Bank has a recently approved P4R 
(Pay for Results) lending instrument for their own leading, the Operational 
Policies regarding this type of lending should have an overhaul so the 
preparation process can be clarified and time is not wasted on procurement, 
disbursement and legal discussions. 
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Government ownership 
Government pre-financing shows commitment and has enabled many 
issues to be addressed at an early stage. The timely and effective TA 
provided for preparation has enabled the states to initiate a pilot activity in each 
state using the ‘retroactive financing facility of the Bank. This has served two 
purposes: (i) detailed operation manuals can be prepared prior to the project 
becoming effective and the project can “hit the ground running” and (ii) the 
states have been able to take the initiative thereby facilitating state commitment. 

Institutionalisation and communications with country donors
The scope of the project is narrow and opportunities to link with other 
similar approaches in different states should be explored There is a plan 
for building institutional capacity at all levels during implementation but only in 
the three states. While it is not clear how effective this will be several other 
states have approached the Bank asking to be included in future operation. 
DFID for example is supporting a small scale pilot at facility and LGA level in a 
few Northern states which includes both demand and supply side RBF 
approaches. It is a missed opportunity that the Bank and DFID (and possibly 
other donors) have not joined hands in preparation so more states could be 
covered, evaluation frameworks aligned and experiences shared between 
states. 
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Zambia Desk Review 

Summary conclusions

HRITF application and design
The original application for RBF funding was quite vague and did not yet include 
any elements of design.  These were to be developed after the funds were 
approved.

The design took place during 2008 and then was tested in a pre-pilot in the 
district of Katete from January 2009.  The Katete pre-pilot was initially expected 
to last for six months, but due to circumstances beyond the control of the Bank 
(a corruption scandal that affected the MoH in 2009) it was not possible to 
proceed to pilot implementation until three years later, in April 2012. 

In early 2011 the Bank produced and disseminated the findings of an 
independent review of the Katete pre-pilot.  Findings were encouraging and 
pointed to a number of issues that required further attention and that the RBF 
design team then incorporated into the pilot design and its impact evaluation.  
For example, it was found necessary to define minimum eligibility criteria for 
health facilities to become part of the pilot, to avoid the risk of targeting 
incentives, commodities or equipment to completely under-staffed facilities.  

The Katete pre-pilot had a clear MNCH, pro-poor, equity and gender focus.  
These aspects are now incorporated into the pilot design and the impact 
evaluation.

Focus of the HRITF CPG pilot
The RBF intervention is Zambia focuses exclusively on supply-side incentives 
for government health facilities.  The main justification for this approach (and for 
excluding demand side incentives) is provided in the IE concept note as the fact 
that in Zambia “health facilities face severe shortages of essential drugs, 
medical equipment, and staffs are frequently absent, making supply-side 
interventions necessary to ensure service delivery at acceptable standards”.  It 
is also mentioned that health facilities may decide to use the additional income 
for demand-side incentives.  The proximate goal of the Zambia RBF pilot is “to 
increase service utilisation at sufficiently staffed and equipped facilities, as 
higher rates of health service utilization are associated with better MCH 
outcomes” (World Bank, 2010). The model to be implemented in Zambia is a 
“fee for service” performance based financing through the public health sector 
paid on a quarterly basis based on quarterly verification.  The pilot aims to test a 
scalable RBF model in Zambia.  
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Alignment 
The RBF pilot is aligned with the health policies of the Government of Zambia 
(GRZ) and has adopted harmonised approaches and national systems to 
channel resources.  Two external firms are being hired, one to support 
implementation and internal data validating and a second firm to do the external 
verification.  There is a Project Implementation Unit to provide focus during pilot 
implementation: this is part of the MoH and reports to MoH departments.

HRITF Implementation – issues and lessons
The corruption scandal cause most health activities implemented by donors to 
halt and caused a restructuring of the IDA and HRITF operations.  In addition to 
these issues another key factor for delays in RBF design was the considerable 
time taken by the Bank in Washington to process what was in many ways a very 
different operation from the ones that it used to implement (from input to results 
driven): legal and procurement issues were constantly raised that it took time to 
resolve.

The very long, three-year pre-pilot may have been a blessing in disguise as it 
helped the Bank to produce a well thought of RBF design linked to a strong 
impact evaluation design.  In the process the Bank attracted considerable 
interest in the new RBF model and buy in from the government and from health 
development partners. 

The Bank has made good use of the independent evaluation of the Katete pre-
pilot for knowledge generation and dissemination purposes in Zambia, in the 
Africa region and internationally (such as at the November 2011 meeting of the 
Inter-Agency Working Group for RBF.  In general there seems to be a good 
focus on lesson learning and dissemination among the World Bank and MoH 
design team.  The team could produce evidence of several learning products 
that have been or are being commissioned analysis the RBF experience to date.  
Members of the team did not see a clear link having been established between 
the research agenda of the country team and how this might feed to the global 
RBF agenda managed by the HRITF team in Washington.  They considered that 
there should be more learning and information exchange opportunities among 
TTLs and country teams, although they recognised the practical difficulties of 
increasing the meetings workload.

There seems to be good recognition of the importance of closely documenting 
the implementation of the pilot in the 10 intervention districts from day one.  Part 
of this will be done through provincial contact persons who will oversee 
implementation.  The World Bank team also expects to hire local, national 
institutions (the University of Zambia was mentioned) to document issues on a 
case by case basis, although one month from beginning pilot implementation no 
such contract for documentation has been planned.

The long pre-pilot has enabled a long term focus on capacity building to bring 
the essential RBF concepts to the levels of government and to the donors to 
ensure interest and buy in.  While these efforts have been quite systematically 
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targeted and pursued no specific capacity building plan has been considered 
necessary or developed to date.

The impact evaluation design
The impact evaluation of the RBF is a thorough, quite sophisticated design that 
will address three main policy questions.  The design should enable attribution 
to specific interventions and comparison with other service delivery approaches 
being used in Zambia but not necessarily with other RBF approaches used in 
Zambia for which little information on performance and impact is likely to be 
available. The Baseline surveys   were completed between December 2011 and 
January 2012.

Attracting additional funding
Since the pilot has not even begun it is too early to say much about approaches 
to attract additional funding for RBF.  It should be mentioned though that the 
Zambia RBF programme team seem to be maintaining regular contacts with key 
health donors (EC, JICA, SIDA and DFID, and CDC among the technical 
agencies) and that one of them (CDC, through the CIDERZ project) is already 
using the pre-pilot in Katete to target incentives for HIV services based on 2 HIV 
indicators.
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Tajikistan RBF Pilot 

Detailed Design Characteristics

Key Design Dimensions Tajikistan Approach 

Basic Design 
Fee for Service: Payment to PHC team/Quality 
and Quantity of MCH services   

Who funds? (the principal) HRITF Grant/IDA credit

Who delivers the results? (the 
agent)

PHC teams (demand side possibilities being 
explored)

What: Which results are 
targeted?

MCH related – specifics to be agreed. 
Quantity and quality

How: Which levers are 
used?: Funds, Targets, Grant 
Agreement, (some) Competition

Funds, Grant Agreement, Performance Targets 

Detailed Design Dimensions

Choice of “results” 
extremely narrow terms to very 
broad ex post or ex ante terms 

Ex ante 

Who sets the results  MoH

All or nothing v proportionate To be agreed

The degree to which the 
approach is aligned with 
national systems. 

Operated through existing PIU – proposes 
to make greater use of national systems that 
existing programmes

The degree to which the reward 
is financial or not.    

Scope of in kind demand side incentives being 
considered 

Equity 
Equity will be criteria for choice of rayons to be 
included in programme

Basis for setting reward To be determined locally 

Conditions on use of funds 

The majority of the incentive payment would be 
for salary top-ups with a smaller percentage 
going towards the purchase of basic supplies, 
drugs etc for the PHC facilities

Dependence of the recipient on 
results based funds

Not known

 Provision of up front support to 
build capacity and help agents 
benefit from performance based 
payments. 

No but the overall programme has a PHC 
strengthening component

Reliance on competition and the 
focus on choice

No

Verification of results

Counter verification potentially by the District 
Treasury administration. Periodic semi-annual 
independent third-party verification mechanism 
envisaged
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Notes on Senegal

Application for CPG funding 
Senegal submitted a proposal in 2008. The following comments on Senegal’s 
proposal appear in the report of the RBF Selection Panel (2008):1

On the basis of the aggregate scores of all panellists alone, four 
proposals were judged to be good (Benin, Burundi, Ghana, and 
Senegal)... Senegal, Madagascar and Burundi were recommended 
for funding if additional funds were to become available and Vietnam 
was supported for funding if some clarifications were made in the 
proposal.  

Senegal:  Very well written proposal that reflected a clear 
understanding of health systems and the potential value of RBF.  The 
proposal included a combination of demand and supply side elements.  
There was some question of whether facilities would have sufficient 
autonomy to act on the increased RBF motivation.  Africa management 
noted that Senegal does not have the same leadership role that it once 
had for francophone countries.   The Panel suggested this proposal be 
funded if additional funds become available in future.  

The current TTL for Senegal (who was not the author of the proposal) was not 
aware of the need to follow up the proposal. The writer of the original proposal 
(not the current TTL) had received a verbal rejection of the bid referring to a 
perceived lack of support from the Ministry of Health and was not aware of any 
need to follow up the proposal. 

The TTL for Senegal is currently in the early stages a knowledge and learning 
programme to prepare a strategy and procedures for RBF. 

Recommendation: Central follow-up of proposals can help ensure continuity 
and consistency of approach and ensure that the high cost of bid preparation is 
not lost. 

1  Report of the Results-based Financing Selection Panel:  Round 2. World Bank, 16 December 
2008
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Annex 5 – Terms of Reference

 

Terms of Reference for Evaluation of the World Bank Multi-Donor Trust 
Fund for Health Result Innovation (HRITF)

Background 
The Multi-Donor Trust Fund for Health Result Innovation (hereafter referred to as 
the TF) is initiated by Norway to support result-based financing (RBF) 
approaches in the health sector. The TF is administered by the Health Nutrition 
and Population Unit of the World Bank. The TF was established in response to 
an initial commitment of US$104 million by the Government of Norway in 
December 2007. In December 2009 Norway made an additional commitment of 
US$264 million. Following recommendations of the High Level Taskforce for 
International Innovative Financing for Health, the United Kingdom joined the TF 
with a commitment of US$190 million in 2010. The total commitments of US$575 
million (US$ 388 million from Norway and US$ 187 million from UK 2 shall be 
paid by the donors over a period covering 2007-2022. 

The goal of the TF is to support result based financing (RBF) mechanisms in the 
health sector, for achievement of the health-related Millennium Development 
Goals (MDG), particularly MDGs 1c, 4 and 5: to reduce the prevalence of 
underweight children, child mortality and improve maternal health.

The TF has four specific objectives: 

 � support design, implementation, monitoring and evaluation of RBF 
mechanisms; 

 � develop and disseminate the evidence base for implementing successful 
RBF mechanisms; 

 � build country institutional capacity to scale-up and sustain the RBF 
mechanisms, within the national health strategy and system; and 

 � attract additional financing to the health sector. 
 
The objectives of the TF are operationalised through nine activities, of which six 
will be implemented by the Bank, two by the recipients, and one jointly by the 
Bank and the recipient. Table 1 shows status of actual disbursement by activity 
as per March 20113.

2  Figures are approximate, as commitments are made in Norwegian kroner and British pounds 
respectively

3  Source: Health Results Innovation Trust Fund, Annual Report to Donors April 2010-March 2011.
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Table 1 (all figures in million US $) 

 Activities Responsibility Disbursements

1
Preparation and review of proposals Recipient and Bank 0.69

RBF Seed Grants Recipient and Bank 0.41

2 Design of RBF Projects /components Recipient 0.24

3
Preparation and Appraisal of RBF 
projects / components

Bank 3.56

4
Implementation of Bank RBF projects Recipient 9.2

Implementation of Recipient RBF 
projects

Recipient  

5
Supervision of Bank and recipient 
projects

Bank 0.09

6
Monitoring and Documentation of 
projects

Bank  

7 Evaluation of Bank projects Bank 2.15

8
Dissemination and knowledge 
sharing

Bank 5.33

9

Trust Fund Management and 
Administration

Bank 0.17

Administration Fee* Bank 0.77

 Total  22.61
Source: Health Results Innovation Trust Fund, Annual Report to Donors April 2010-March 2011

 

 
As shown in Table 1 the TF so far is in its starting phase. Of the total 
disbursements of US$ 22.6 million 11.7 million have been made for Bank-
executed activities while recipients-executed activities account for 9.44 millions. 
In addition, a small amount is allocated to joint implementation activities. 

As regards the country level, the TF currently operates in 40 countries of which 
24 countries have received grants for preparation of proposals/seed money 
(activity 1) ranging from US$ 7000 to US$ 188,000. Eleven countries have 
received project preparation and appraisal supports (activity 3) of which three 
are in the implementation stages (activity 4). The project in Eritrea stands 
cancelled due to the withdrawal of the Bank from the country. The activity 
break-up of these eleven countries is given in Table 2. For further details of 
disbursements see Health Results Innovation Trust Fund, Annual Report to 
Donors April 2010-March 2011, Annex 1.
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Table 2 (All figures in thousand US $) 

Activity 1a 1b 2 3 4a 4b 5 6 7 8 9 Total

Afghanistan 16 199 1,026 10 1251

Benin 85 379 21 485

Burkina Faso 34 48 82

Burundi 47 47

DRC 48 139 175 607 969

Eritrea 49  132 249     26   456

Kyrgyz 
Republic

50   336        386

Rwanda 49 387 8,000 88 579 9103

Sri Lanka 4 4

Zambia 47 100 373 74 594

Zimbabwe 74 38 112

Total 378 232 2235 8185 1114 1345 13489
Source: Health Results Innovation Trust Fund, Annual Report to Donors April 2010-March 2011 

The TF funding will be used to finance the activities undertaken by the Bank and 
recipient countries. The activities to be implemented by the Bank are to be 
compensated by TF on full-cost recovery principle. Eligible expenditures for 
Bank activities include staff costs (salaries, benefits, indirect), extended term 
consultants, consultant fees, contractual services, travel expenses, media, 
workshops/conferences and meetings, associated overheads, temporary staff 
costs; and for RBF mechanisms, performance-based payments, capitation 
payments and other forms of cash transfers to beneficiaries.4 The activities to be 
implemented by the recipient countries shall be compensated at a pre-
determined rate to be agreed by the Bank.

The Agreement establishing the TF mandates periodic, donor initiated 
independent external evaluations to be undertaken in 2011, 2016, and final 
evaluation in 2022. The three evaluations are to be seen in connection with each 
other.  This Terms of Reference refers to the first evaluation scheduled for 2011. 

Objective
The main objective of this evaluation is to assess the performance of the TF with 
regard to its above mentioned objectives, and to provide recommendations that 
can improve current operations and future programming and governance of the 
initiative. The study shall cover the time period 2007 – March 2011.

4 Amended and Restated Trust Fund Administration Agreement  between the Ministry of Foreign 
Affairs of the Kingdom of Norway and the International Bank for Reconstruction and Develop-
ment and the International Development Association concerning the Multi-Donor Trust Fund for 
Health Results Innovation” December 4 2009 , Annex 1 , section 2: Programme Description,  
and section 4: Categories of funding.
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Main Tasks
The evaluation will be based on four evaluation criteria - relevance, 
effectiveness, efficiency and sustainability. 

The evaluation questions to be addressed include but are not necessarily limited 
to the questions below. Please also note that no prioritisations are implied in the 
ordering of the questions:

1. What is the content of supported activities at global and country level and to 
what extent is the current implementation anchored in context analysis of the 
recipient countries?  Included herein is an assessment of a sample of 
feasibility studies underlying the current activity portfolio of the  HRITF 
activities.

2. To what extent are supported activities aligned with health policy objectives 
of recipients and what is the extent of recipient ownership in the supported 
activities? If the TF is implemented through parallel structures what is the 
likelihood of future integration into the government systems?

3. At country level, does project design make it clear which social groups are 
intended to benefit from the activities of the TF? Are marginalised or 
vulnerable people actively included in RBF activities? What (if any) is the 
social inclusion strategy of the TF?

4.  What is the strategy for alignment of interventions with bilateral development 
assistance and in particular health sector assistance in the Recipient 
countries? This should include an overview of HRITF strategy to mainstream 
cross-cutting issues such as gender and good governance.

5. To what extent does the TF governance structure offer the donors a 
sufficiently clear picture of how the TF is delivering on the four objectives? 
Included herein is an assessment of the reporting formats and the 
accountability relationships.

6. Does the TF implementation so far reflect the initial expectations of the TF 
donors and recipient countries?

7. What are the achievements of the TF at global and country level with respect 
to the four specific objectives specified for the TF?

8. How effective has the TF been in realising the economies of scale and 
scope in the implementation of TF activities?  Included herein should be an 
analysis  of the TF cooperation and coordination with:

a. The World Bank Group at large both at the HQ and the country level
b. The recipient’s central and provincial administration 
c. Civil Society 
d. Global multilateral and bilateral donors engaged in Health sector in 

recipient countries
9. What is the relationship between planned and actual disbursements so far? 

What explains deviations if any? Included herein is:
a. A mapping of the TF expenditures at the headquarters, regional and 

country level. The mapping shall focus on activity level break-up covering 
staff costs (salaries, benefits, indirect costs), extended term consultants, 
consultant fees, contractual services, travel expenses, media, workshops/ 
conferences and meetings, associated overheads, temporary staff costs. 
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b. A mapping of the status with respect to recipient revenues and 
expenditures. The mapping shall focus on activity level break-up on 
services, goods, works, incremental costs covered, and budget financing.

10. How efficient are the internal and external procurement processes with 
respect to staff, goods and services in the current implementation of TF 
activities? 

11. Is the skill-mix of the staff of the Bank, the recipients and the donors 
responsible for the TF appropriate for implementation of the current /planned 
RBF project portfolio? 

12. What is the relationship between the planned and actual monitoring and 
evaluation activities undertaken so far? For example what explains 
deviations if any? Included herein is an analysis of data availability for M&E. 

13. What is the evidence so far to show that TF supported projects are likely to 
continue in the absence of TF funding? Do the recipients have the 
necessary capacity and discretionary financing to implement the RBF 
projects? 

As part of the evaluation the TF and its donors need recommendations on 
the following: 
 � Are any changes to the programme agreement or forward plans required for 

the TF to achieve its four objectives?
 � Are any changes to the organisational structure of the TF needed?
 � Are there any risks that the TF needs to monitor or manage? (Or if there is a 

risk analysis, does it need updating?)
 � Does the work plan for the next 1-2 years need to be revised?
 � Does the budget need adjustment, e.g. with regards to balance of spending 

at country level vs. HQ level, distribution of spending among various budget 
lines, etc.?

 � Does there need to be improved social analysis in the operations of the TF? 
How could the social inclusion and gender equity dimensions of the TF be 
improved?

 � Are the TF’s monitoring and evaluation procedures fit for purpose? Are they 
generating the information needed, is the information the M&E system 
generates useful, and are all parts of TF using the M&E tools consistently? 

 � Finance: Is there any efficiency savings which the TF should endeavour to 
make? Are there any aspects of the budget that are under-funded?

Methodology
It will be part of the assignment to develop a methodological and conceptual 
framework to ensure an objective, transparent and impartial assessment of the 
issues to be analysed in this evaluation. For details see Part 3, annex 1 of this 
document. 

The consultants will mainly make use of publicly available documentation, 
including the regular financial reporting from the Bank. Information received 
through interviews with the Bank and donors at the headquarter levels and the 
country level shall supplement the publicly available information.  Although the 
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study is not expected to examine internal accounts of the Bank, documentation 
from the Trust Fund Administration at headquarters and at the country level shall 
be used to the extent possible.

The consultants shall in consultation with the Bank, DFID, the Norwegian 
Ministry of Foreign Affairs/Norad propose two country case studies for analysing 
the recipient country level issues in this study. The proposed cases should be 
selected using the criteria actual disbursement, length of support, geographic 
coverage (one country from Africa and another country from outside Africa), and 
type of activities, at least one of the case studies should be linked to 
implementation of RBF projects. The proposals should be presented in the 
inception report. 

Data collection 
The evaluation team is responsible for data-collection and validation. Access to 
archives will be facilitated by the Bank, DFID and Norad/MFA.

Consultant team 
The team shall cover the following competencies: 

Team leader Team Members

Academic: Higher relevant degree
Knowledge and experience with:
Evaluation principles, methods and 
standards in general 
Leading multi disciplinary 
evaluations
Development Cooperation

Academic: Minimum Bachelor’s level
Included herein is an assessment of the 
team composition in meeting the following 
requirements:
Discipline: Social sciences, economics, health
Sector: Public finance, social analysis
Development Cooperation: Health sector 
operation, capacity building, results based 
financing
Country/region/organisations: World Bank Group

The proposed team must cover following language skills:
 � Team leader: English – Written, reading and spoken
 � At least one member of the team: Norwegian/Swedish/Danish – Reading 

 
Organisation
The evaluation will be managed by the Evaluation Department in Norad (EVAL). 
An independent team of researchers or consultants will be assigned the 
evaluation according to the standard procurement procedures of Norad. 

The team leader shall report to EVAL. All decisions concerning these terms of 
reference, the inception report, draft report and final report are subject to 
approval by EVAL.

The evaluation team shall take note of comments received from stakeholders. 
Where there are significantly diverging views between the evaluation team and 
stakeholders, this should be reflected in the report.
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Budget 
The tender shall quote a total price for the assignment excluding travel and 
subsistence costs related to case project/programme visits. The evaluation is 
budgeted with a maximum of 30 consultant person weeks.

The team is expected to visit the case countries as well as head quarter offices 
of the Bank, DFID and Norad/MFA. Additionally, the team leader is expected to 
participate in the following four meetings in Oslo: A contract-signing meeting, a 
meeting to present the inception report, a meeting to present the draft report and 
a meeting to present the final report to relevant stakeholders. Direct travel costs 
related to the possible dissemination in the Bank (Washington) or DFID will be 
covered separately and are not to be included in the budget.

The budget and work plan should allow sufficient time for presentations of 
preliminary findings and conclusions, including preliminary findings to relevant 
stakeholders in the countries visited and for receiving comments to the draft 
report. 

Deliverables  
The deliverables in the consultancy consist of the following outputs:

 � Inception report not exceeding 15 pages shall be prepared and discussed 
with the reference group before final approval by EVAL. 

 � One work-in-progress reporting seminar.
 � Draft final report for preliminary approval by EVAL for circulation to the 

stakeholders. The stakeholders shall provide feedback that will include 
comments on structure, facts, content, and conclusions.

 � Final evaluation report. 
 � Précis of the final report (two pages). 
 � Stand-alone reports: one on each case study country (as annexes to the 

main report), (4 pages).
 � Presentation of the final report at a seminar in Oslo5.

 
All presentations and reports (to be prepared in accordance with EVAL’s 
guidelines given in Part 3: Annexes of this document) are to be submitted in 
electronic form in accordance with the deadlines set in the time-schedule 
specified in  Part 1 Tender specification, Section 2 Administrative Conditions of 
this document. The data collected during the study shall be submitted in EXCEL 
format. EVAL retains the sole rights with respect to all distribution, 
dissemination and publication of the deliverables. 

The evaluation team is expected to adhere to the DAC Evaluation Quality 
Standards6 as well as the Norad Evaluation Guidelines.7   

5  Additional presentations at the Bank/Washington and DFID/London may be requested on need basis. Costs related to such 
presentations will be financed separately and should not be included in the budget for this assignment.

6  http://www.oecd.org/dataoecd/43/54/35336188.pdf
7  See http://www.Norad.no/en/Tools+and+publications/Publications/Publication+Page?key=109574
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Annexes:
 – Amended and Restated Trust Fund Administration Agreement between the 

Ministry of Foreign Affairs of the Kingdom of Norway and the International 
Bank for Reconstruction and Development and the International 
Development Association concerning the Multi-Donor Trust Fund for Health 
Results Innovation, December 4, 2009. 

 – DFID Log-Frame
 – Health Results Innovation Trust Fund, December 2010 Mid Year Update
 – Health Results Innovation Trust Fund, Annual Report to Donors April 2010-

March 2011
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Annex 7 – Example of key design features table -  
    Tajikistan

Key Design Dimensions Tajikistan

Basic Design 
Fee for Service: Payment to PHC team/Quality and Quantity 
of MCH services   

Who funds? (the principal) HRITF Grant/IDA credit
Who delivers the results? (the 
agent)

PHC teams (demand side possibilities being explored)

What: Which results are 
targeted?:

MCH related – specifics to be agreed. 
Quantity and quality

How: Which levers are used?: 
Funds, Targets, Grant Agreement, 
(some) Competition

Funds, Grant Agreement, Performance Targets 

Detailed Design Dimensions
Choice of “results” 
extremely narrow terms to very 
broad
ex post or ex ante terms 

Ex ante 

Who sets the results  MoH

All or nothing v proportionate To be agreed

The degree to which the approach 
is aligned with national systems. 

Operated through existing PIU – proposes to make greater 
use of national systems that existing programmes

The degree to which the reward is 
financial or not.    

Scope of in kind demand side incentives being considered 

Equity 
Equity will be criteria for choice of rayons to be included in 
programme

Basis for setting reward To be determined locally 

Conditions on use of funds 
The majority of the incentive payment would be for salary top-
ups with a smaller percentage going towards the purchase of 
basic supplies, drugs etc for the PHC facilities

Dependence of the recipient on 
results based funds

Not known

 Provision of up front support to 
build capacity and help agents 
benefit from performance based 
payments. 

No but the overall programme has a PHC strengthening 
component

Reliance on competition and the 
focus on choice

No

Verification of results
Counter verification potentially by the District Treasury 
administration. Periodic semi-annual independent third-party 
verification mechanism envisaged



Evaluation of the Health Results Innovation Trust Fund. 176

Annex 8 – World Bank Response to  
    the Evaluation Report 

 
 
 

We deeply appreciate Norway’s commissioning this first assessment of HRITF, 
which is an invaluable contribution to the performance of the HRITF. We are also 
very grateful to HLSP for the in-depth review and a rich set of recommendations. 
We believe that many of them are very useful and will contribute to enriching the 
program and moving it effectively from its initial launch in Phases 1 and 2 and its 
scale up, from Phase 3 onwards (underway since September  2010). 

The HLSP team has done an enormous amount of work in a relatively short term 
including numerous consultations with HQ and country staff and other key 
informants, as well as the review of a large number of documents and we found 
the report to be comprehensive and well written.  

The following are our comments on the final report, based on consultations with 
country teams and Bank management. We have divided our responses into two 
main parts.  First, we have provided an overall response to the key messages 
and synthesis of findings which we found very useful.  We recognize that some 
of these require further discussion with key stakeholders to ensure similar 
understanding.  Second, we have suggested ways in which the 
recommendations could be made more useful from an operational perspective.  

We also believe that the assessment does not fully recognize the substantial 
progress that has been made in the area of knowledge sharing and learning and 
that the report does not adequately reflect the current status in this area. On our 
part, we will continue to work on making this substantial body of work more 
readily accessible, if that was the reason for not reflecting it in the final 
assessment.

A. Comments on overall recommendations and findings

1. Need for a Results Framework:  As indicated in the this assessment, the 
program originally defined four objectives for HRITF, which are the basis for 
an evaluation at this time, and which we believe the launching of HRITF has 
fulfilled substantially since its creation.  These are: (1) to support design, 
implementation, monitoring and evaluation of RBF mechanisms; (2) to 
develop and disseminate the evidence base for implementing successful 
RBF mechanisms; (3) to build country institutional capacity to scale-up and 
sustain the RBF mechanisms, within the national health strategy and 
system; and (4) to attract additional financing to the health sector.  However, 
we welcome and agree with the recommendation that moving forward, after 
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initial launching and scale-up based on these four original objectives, a more 
granular results framework may be useful. Indeed, the Bank and donors 
have been discussing the need for such a Results framework beyond the 
current log frame that we have for the program.  We are making this a topic 
for discussion at the next Annual Donor Consultation, including how to 
capture in the results framework, the original objectives to pilot test RBF 
mechanisms, as well as the need for country ownership and alignment. 

2. Need to preserve a demand driven approach but to ensure that HRITF 
support is strategically positioned:  We fully agree with this objective and 
welcome a conversation with the donors on whether the current balance is 
the right one.  A key challenge in ODA in health is the balance between 
country alignment and funder advice /priorities /views.    

3. Rigorous Feasibility Assessment prior to final approval of an RBF 
proposal: The evaluation team recommends that “CPGs should be 
conditionally approved and subject to more rigorous feasibility analysis – 
RBF will not be feasible in all settings”.  We agree.  Indeed, we believe this is 
how HRITF CPGs are managed today, particularly after the link to IDA 
preparation and quality review was strengthened in phase 3 and beyond. All 
initial approvals are preliminary and subject to completion of IDA program 
preparation with in-depth analysis, not only of the RBF component of the 
operation but of the overall program. So the thorough feasibility assessment 
that the report recommends is already built into the approval process of an 
IDA operation and is applied to the RBF mechanisms that are mainstreamed 
within that operation.  The importance of more closely linking HRITF funding 
with IDA   (i.e., with a much broader country program review) is one of the 
key lessons learned from phases 1 and 2 not only because of the additional 
funding it has provided but, also because it fully plugs in the RBF sector 
discussion into the sector program and Ministry of Finance dialogue. This 
has proven of such relevance that we believe it would be extremely difficult, 
expensive (would otherwise need to somehow duplicate the technical, 
country, fiscal and fiduciary analysis done by IDA), and risky not to have 
such link.  

4. Lack of formal communication on specific HRITF decisions: The 
concern about a more transparent process raised by the evaluation team 
seems to be determined by an apparent lack of formal communications with 
the country on specific HRITF decisions.  In practice, since 2010, specific 
dialogue on HRITF funding agreements is an integral part of the IDA credit 
process.  Countries themselves do not apply to RBF grants directly. They 
apply for IDA credits that include RBF and, will also then include HRITF 
grant support. Countries and Bank teams have in-depth dialogue on the 
country program, the IDA project and the RBF components in it. The deep 
and transparent dialogue and assessment  is embedded in a number of 
Bank documents such as the Concept Note, Aide-Memoires, Project 
Appraisal Documents, Concept Note Review, fiduciary assessments and 
Decision Meeting Minutes, etc.  Moreover, the TF Agreement becomes 
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active only when the IDA operation is approved.  However, we welcome and 
take seriously the evaluation team’s suggestions on how to further improve 
communications in the context of IDA credit processing. 

5. Strategically oriented and more hands-on HRITF Team. We very much 
appreciate this feedback. It is extremely useful and we are grateful for the 
granular discussion of actions and recommendations which will greatly 
contribute to the effectiveness of the program. 

6. The full implications of the RBF pilots should be better assessed and 
reflected in existing reports. This is very useful feedback. We agree with 
the spirit of the recommendation. It is, however, a very complex objective to 
achieve, until well into the pilot, when the overall direction and implications of 
the pilot are clearer, as happens with all pilots and reforms in developed and 
developing countries.  

7. Work harder to ensure that successful RBF pilots can be scaled up 
and sustained.  We fully agree with the importance of ensuring that 
successful RBF pilots are scaled up and sustainable.  Although we will work 
as hard as possible to facilitate scale up and sustainability through the 
HRITF, the current scope, mandate, and resources of the TF, although very 
effective in supporting pilots and experimentation, pose significant limitations 
to achieve this expanded objective.  We have advanced, to the extent 
possible, this additional objective, particularly since phase three, by linking 
and leveraging HRITF with IDA for RBF. This has provided a larger financial 
envelope (about $363 million additional to the $209 million committed by the 
HRITF). However, we recognize that any substantial scale up is likely to 
require far more resources than those currently committed for HRITF.  In this 
regard, we are engaging with donors at country level, to align and harmonize 
results-based aid using RBF.   

8. Financial information: The Annual reports contain substantial financial 
information in the format agreed upon with the donors.  This meets the 
standards set for financial monitoring for all Bank Trust Funds.  However, we 
acknowledge that incorporating some of the recommendations in the report, 
such as comparing trends in actual versus projected disbursements and 
explaining any deviations, would be useful for future reporting.   

B. Additional general comments 

1. Monitoring and documentation of progress on a continuing basis:  We 
agree that monitoring and documentation of progress at the country level 
should be an integral part of our work.  Given that a lot of effort was put into 
preparing projects and getting them ready for implementation, it is now an 
opportune time to capture the lessons from implementation.  As we see it, 
the focus of the monitoring would include qualitative information generated 
during design, pre-pilot, and pilot phases regarding issues such as demand 



Evaluation of the Health Results Innovation Trust Fund. 179

for services, health worker motivation, incentive levels, and unintended 
effects. It  would also include the more design/ process oriented issues like 
the political economy of RBF design, stakeholder analysis, legal issues 
affecting the design (facility autonomy for example), etc.  In addition, it would 
capture any strengthening of health systems that occurs due to the pilots 
such as improved HMIS, or timely fund flows. This has been specified in our 
work program for the coming years and we will be able to share the lessons 
from implementation as we gather and analyze the information.  As before, 
we will continue to work on making the annual reports more responsive to 
donor needs including further financial analysis on areas such as deviations 
of actual expenditures from the forecast. 

2. Capacity at the Bank to deliver the HRITF program:  The evaluation 
makes an important point on the need for considerable technical resources 
to deliver on the large country pilot and IE programs that have been 
developed.  During preparation, the Bank used a mix of staff and consultant 
support to build awareness about RBF at the country level and assist 
countries with the preparation of pre-pilots and pilots, once countries were 
committed to moving forward with a pilot.  As a result of these efforts, the 
work program has expanded considerably. In our opinion, technical support 
during this initial period was adequately met by the arrangements that were 
in place.  However, we also recognize the increasing demand due to the 
expanding program and the critical need to support country teams during 
implementation.  Within the matrix structure of the Bank, quality assurance 
and accountability are shared responsibilities between the regions and the 
HNP Hub.  We plan on sharing our business model with the donors during 
our next Annual Donor consultation. 

3. Leveraging additional funds:  The report rightly points out that the aim on 
attracting additional funding is poorly defined.  In order to achieve this aim, 
the Bank has used the HRITF to help leverage IDA for RBF.  We agree that, 
in the absence of the counter-factual, it is very difficult to measure the 
“additional resources” that are leveraged.   We think it would be useful to 
have a discussion on measuring this objective in the context of developing 
the Results Framework.  

4. Usefulness of the website:  We are pleased to note the report’s 
assessment of the website as a rich source of information that serves the 
broader RBF community’s needs.  We agree with the recommendation to 
use the website as a platform for sharing the latest evidence from the impact 
evaluation work as well as other activities supported by the HRITF, including 
relevant documents that pertain to country pilots.  
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C. Operationalizing the recommendations for the next phase

1. Costing out recommendations:  The report provides a list of 
recommendations without estimating the budgetary implications for 
implementing them.  We fully understand that all recommendations need to 
be first examined in terms of their value-added, but it would have been very 
useful if the recommendations had been prioritized and a cost estimate for 
implementing these recommendations provided, given administrative and 
financial constraints.   

2. Social Inclusion:  The section on social inclusion, including gender, would 
have benefitted from further elaboration.  The pilots are strongly focused on 
MCH, so the results that are being paid for have a strong gender bias.  
Moreover, there is a Social Assessment Toolkit that is being prepared, which 
will further provide necessary instruments to teams to mainstream social 
analysis within the operations.  It would therefore have been helpful to know 
how the assessment team would ensure greater social inclusion, so it can be 
compared with current Bank practices on project-related social safeguards 
and analytic instruments (all applicable to IDA operations), and changes 
made, if necessary.
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