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INTRODUCTION  

Results-based financing (RBF) is one of referenced 

contractual approaches that are attracting attention in 

developing countries and the support of financial partners 

who see it as a way to accelerate the performance of 

health systems.1,2 Also known as performance-based 

funding, this approach, first developed in the education 

sector, has gradually spread to the health sector with 

varying practices.2 

Indeed, important health system outcomes on service 

utilization and quality of care are attributed to the RBF.3-5 

These different results justify the growing interest for this 

intervention in sub-Saharan Africa where it is seen as a 

springboard that can guarantee more success to other 

interventions in the health sector. The tangible progress 

of several health sector indicators in Rwanda and Burundi 

is leading other countries to implement RBF programs.6 

Benin, whose health results stagnate and do not reassure, 

as to the achievement of the Millennium Development 
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Background: Since 2011, Benin adhered to results-based financing (RBF), with the implementation of RBF_PRPSS 

model by Health System Performance Strengthening Project (PRPSS) and RBF_PASS model by health system 

support project (PASS). Notwithstanding the lack of evidence on this experimental phase, the Ministry of Health 

initiated the extension of the RBF_PRPSS model to uncovered areas. This comparative study was led to evaluate the 

health system performance in RBF zones.  

Methods: The study examined data from sixty-seven health facilities in six health zones offering maternal and child 

health services, using the double difference, the Student's test and the variance comparison, with 5% significance 

level.  

Results: The study found that between 2011 and 2014, staff numbers remained stable in the RBF strata (p>0.05). The 

cumulative duration over a six-month period of stock-outs of five key drugs (paracetamol, amoxicillin, oxytocin, iron, 

sulfadoxine pyrimetamine) decreased from 51 days to 29 days (p<0.05). Direct revenues per health facility increased 

more in the RBF strata (p<0.05). Financial viability increased in RBF_PRPSS stratum. Health services utilization 

improved significantly for institutional delivery, tetanus toxoid immunization, DTP (Hib) HepB 3 and MCV 

immunization and curative care. Decreasing of maternal and neonatal mortalities in RBF strata were not significant.  

Conclusions: In sum, the RBF implementation has not yet generated a significant effect on the overall performance 

of the health system in exposed areas, although it is already accompanied by a significant improvement in the 

utilization of certain health care services.  
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Goals and Sustainable Development Goals, joined early 

the RBF with a first experiment launched in 2007, on 

national funding.7,8 Despite the failure of this experiment, 

the country has set up since 2012 new centers of 

experimentation. These outbreaks have generated the 

RBF_PRPSS model developed since July 2012 by the 

Health System Performance Strengthening Project 

(PRPSS) with World Bank financing, and the RBF_PASS 

model developed by the Health System Support Project 

(PASS Sourou) since January 2013 with the financing of 

Belgian Technical Cooperation (BTC).8,9 All RBF rules 

were applied immediately to any selected health facility 

as soon as they were enrolled. 

These RBF models consist of payments of financial 

resources (subsidies) to health facilities in proportion to 

their results, particularly for maternal and child health 

services. Their institutional arrangements involve 

financers, payers (such as RBF projects), service 

providers, checker and regulators.1 The RBF_PRPSS 

model, which is managed at the national level, buys more 

indicators with higher prices than the RBF_PASS model 

which has a departmental anchoring with a strong 

involvement of departmental and local actors. The 

maximum portion of the RBF grant allocated as a staff 

bonus is 70% in the RBF_PASS model and 50% in the 

RBF_PRPSS model.8,9 

Notwithstanding the lack of evidence of each of RBF 

models, the country has embarked on a process of scaling 

up the intervention with the RBF_PRPSS model chosen 

tacitly. This study was conducted to determine the effects 

of both models on the performance of exposed health 

zones.  

METHODS 

Study framework  

Benin is a West African country with a surface area of 

114,763 square kilometers and an estimated population of 

10,285,527 inhabitants in 2014, of whom 51.2 percent are 

women. The proportion of children under one year of age 

is estimated at about 3.6% of the total population.10 Benin 

is subdivided into 12 Departments, 77 Communes, 546 

boroughs and 5,290 Villages or City neighbourhoods, and 

has a gross domestic product per capita of US $ 870 and 

about 40.1% of its population living below the poverty 

line in 2015. The epidemiological profile of Benin is 

characterized by a predominance of malaria, diarrheal 

diseases and respiratory infections. 

Benin's health system is pyramid with three levels. The 

central level is the Ministry of Health, its programs and 

national hospitals; the intermediate level is constituted by 

the departmental directorates of health, their offices and 

the departmental hospitals, and the peripheral level is 

represented by the health zones. The health zone is a 

network of public or private health facilities organized 

around a reference hospital called a zone hospital. 

 

Figure 1: Localization of health zones selected for the study on RBF in Benin on 2014. 
Sources : Document de cadrage du financement basé sur les résultats, version validée. PRPSS 2014 et Logiciel HMapper WHO. 


