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1) Introduction

The HS2004 project was initiated in 1996 with funding from USAID in a context where adequate health
services were not available to many people in Haiti and where services that were available were being
provided primarily by NGOs. The services were subsidized by an array of donors with funds being
transferred directly to NGO's on what was fundamentally a cost-reimbursement basis. Well-known
political and resource constraints had minimized the ability of the Ministry of Public Health and

Population (MSPP) to be effective.

The numerous NGOs in Haiti had been able to
provide enough services through this mechanism
to have a positive impact on maor health
indicators over the previous severa years. Ther
work had, for example, aready significantly
lowered infant mortality rates. But the services
were erratic in quality and had wide variations in
cost from NGO to NGO.

USAID had recognized that their system for
transferring resources was not being as effective as
it could be in providing access to quality services
and wanted to shift to a system that would reward
impact rather than activities. The HS2004 Project
was designed to consolidate the USAID
investment in health (combining a number of
previous project activities) and to establish a basis
for activity that focused on performance and
impact.

Goals, Roles, and Players

The HS2004 Project strategic objectiveis
"Healthier Families of Desired Size."

Program goals are for increased use of quality
child survival services, increased use of quality
reproductive health services, and reduced
transmission of selected infectious diseases
(including HIV/AIDS and TB).

The project currently works with a network of
30 service delivery NGOs in addition to
actively coordinating with the MSPP at the
central and departmental level. Work is
supported in al 9 departments.

By the end of the Project (now scheduled for
March 2005) nearly $100,000,000 will have
been allocated to meeting these goals.

Management Science for Health, (MSH) proposed an approach for working with these NGOs as
contracting partners (not as grantees) and accepted responsibility for achieving program results entirely
through the work of these NGO partners. At the outset, there were 15 NGO's that had been supported by

World Bank Conference Output-Based Aid (OBA) June 17, 2003 1



USAID and a continuation of this support without interruption was the start-up priority. Whatever the
new system would be, current levels of service provision could not be allowed to collapse.

2) Design of contracting and incentive scheme

The entire HS2004 project is 'performance-based’ MSH is responsible for outputs, not for activities.
Each NGO partner has a negotiated subcontract with the goals and program boundaries well-defined. At

project start-up, there was no choice but
to contract with the initial 15 NGOs on a
pure cost-reimbursement basis (delays in
the federal award process had used up all
of the transition period in the design).
MSH established these instruments for an
initial period of 3 months in order to
maintain service levels while working
with the NGOs to develop a more
appropriate system.

The problems with the cost-
reimbursement system were clear. With
all expenditures reimbursed, there was no
real incentive for efficiency or to improve
management and operational systems.
With no contractual link to results, there
was weak incentive for improved quality
or expansion of service coverage. (Its
worth noting here that these organizations
were and are mission driven. There was
and is an internal drive within each NGO
for providing essential services. The use
of the word 'weak' is intended to
recognize both the central importance of
these NGO missions and the fact that
there was little pressure to innovate and
expand).

Early steps in the process included
establishing a Preferred Package of
Services that each NGO would be
responsible for delivering, negotiating
work plans and budgets with each NGO

A population based survey performed in 1997 found
wide ranges in the performance of indicators established
by the HS-2004 project. For example:

Some NGOs achieved contraceptive prevalence
rates of 25%, while others achieved less than 7%.
Some NGOs succeeded in providing a minimum of
2 prenatal visits to 43% of pregnant women in their
regions, while others only reached 21% of this
important target group.

One NGO succeeded in ensuring that a trained
attendant attended 87% of births, while a worse
performing NGO only succeeded in attending 53%.
Vaccination coverage varied widely with the worse
performer only reaching 7% of the target population
and a good performer reached 70%.

One NGO made sure that 80% of women knew how
to prepare ORT, while another only educated 44%.

This wide range in a sample of indicators was in no way
correlated with costs incurred per visit (rough estimates
of average costs per visit based on performance data
ranged from $1.35 to $51.93). Some NGOs with high
estimated average costs per visit were relatively poor
performers, while other low cost NGOs achieved more
impressive performance targets. While it is clear that
conditions differ among regions of Haiti, it is not likely
that wide differences can be explained by conditions
that are completely outside of the control of health care
providers. It is aso clear that an NGO with high average
costs per visit and poor performance indicators is not
efficient.*

that clearly defined their roles and obligations, and setting up monitoring systems for tracking service
delivery and quality and for management and financial accountability. The Project has been interested in
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and has supported the organizational development of its NGO partners, but only in relation to achieving
its goals and promoting sustainable systems for service delivery. Technical assistance has been provided
to NGO staff in both management and technical services areas and tools have been introduced to enable
NGO managers and service delivery staff to plan and monitor their own work for efficiency and impact
(CORE, MOST, SD&MA).! The HS2004 Network (a name the NGOs have given themselves) has
increased from the initial 15 to 30. This change has included the departure of some NGOs from the
network (support is not continued where impact is not achieved) and the addition of new partners that
have come forward with strong proposals.

An important feature of the Project is that the NGOs are brought together as partners for purposes of
planning and information exchange. Information from the monitoring system on NGO performance
(both cost-efficiency and service data) are shared across the Network. NGO managers not only work
with their own budget and service delivery systems, but are aso able to understand where they are
performing well in relation to others and where improvements may be needed. Regular Network
meetings encourage sharing of strategies that both succeed and fail in the challenging Haitian
environment. The network effect enables NGOS to support each other.
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The context for providing health services in any environment is complicated and includes many factors
that operate at once. MSH uses a Fully-Functional Service Delivery Point concept to model the array of
systems, social, and policy elements that must be considered in designing any program intervention.
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In working with the NGOs to expand capacity and broaden impact, the need to address all of these
factors is emphasized. Since al projects are finite in scope and time, MSH adopted an approach that
focused entirely on local ownership and promotion of sustainable practices. Through the first severa
years of work on the Project, NGO contracts were managed on a dual system. Contacts were negotiated
around performance goals, but payments were still based on cost-reimbursement. This meant that within
each reporting period, the cost-reimbursement process operated with its known lack of incentive for
efficiency and innovation. The main leverage for improved efficiency and impact came at contract
renegotiation points. At these points, individual NGO efficiency and impact data were used in
confirming NGOs for continued participation in HS2004 and then included in the process of
determination of what the scope, goals, and budget would be for each continuing NGO.
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Progress was being made, but there was an opportunity emerging to add a new set of elements that had
the promise of creating stronger incentives within NGOs for efficiency and expansion of coverage that
could also have the impact of creating a market pressure for quality and access. The project team
identified the three top performing NGOs and worked with them to design a revision to the contracting
mechanism that enhanced the focus on HS2004 objectives and aso responded to needs perceived by the
NGO managers. Each of these NGOs had already established strength in capacity areas such as
financial management, strategic planning, human resource management, patient flow, drug &
commodity management, etc.

The new mechanism, the Performance-Based Contracting Program, included specific accountability for
service delivery goals and, while maintaining the safety net of cost-reimbursement, added elements of
both financial risk and incentive. Each NGO negotiated and agreed to the specific subcontract indicators
and performance targets. Each also accepted a magor new element in the financial contract. For
whatever the projected budget requirement was for the coming period, the NGO was required to meet
the agreed performance goals but could only be reimbursed 95% of the projected budget. The risk was
the loss of 5% of the projected budget if goals were not met. The incentive was that, if all goals were
met, there would be an additional performance incentive payment to the NGO of 5% of the projected
budget. These NGOs saw an immediate need to 'do more for less by planning to meet 100% of the
goals with 95% of the financia resources. But they also saw the potential for gaining through the
performance incentive not only the 5% at risk, but also another 5% beyond the '100%' boundary...all of
which would be available for discretionary alocation by the NGO. Failure to meet any individual target
results in a reduction of the potential incentive payment according to a pre-specified formula agreed
upon with each NGO.

Another feature of the program is that participating NGOs can access financia resources (up to the 95%
committed) as they perceive need rather than on the basis of monthly or quarterly tranches. This
flexibility is designed to allow changes in plan and strategic investments that can enhance performance
but which might be hampered in a more highly regulated system for resource flows.

Since the first year of the Performance-Based Contracting program, the participation has increased from
theinitial 3 NGOsto atotal of 9 for the work in 2002. (A 10" NGO had participated in the second year,
but withdrew). This participation represents 1/3 of the HS2004 Network NGOs, but covers 1/2 of the
population to which Network health services are delivered.

The Performance Improvement model, adapted from the work of the International Society for
Performance Improvement, was introduced to the Network NGOs in 2000 to provide a clear process that
managers could use within their organizations to identify performance gaps and their causes and then act
to improve performance. The model itself is ssmple enough to grasp. In the context of this program,
each NGO begins with an agreed assessment of the current status of its service delivery program and
works with the HS 2004 team to establish goals. The monitoring of progress begins early and is used to
gather information that has helped organizations to identify causes of problems and inefficiencies as
well as to identify areas of high impact. When problems are understood, it is easier to design and
implement changes to remedy them. When areas of strength are clearly outlined, it is easier to build on
and replicate their characteristics. The continuation of the monitoring process leads naturaly to active
evaluation by the NGO staff themselves. When a potentia for failing to meet incentive targets becomes
clear, individual staff members of the NGOs have information that enables them to consider changes in

World Bank Conference Output-Based Aid (OBA) June 17, 2003 5



approach. The NGO managers are able to consider aterations to systems, reallocation of resources, or
fundamental strategy changes.

Performance Improvement:

Performance Improvement Consultative Group

Performance | mprovement Framework
N

Get Stakeholder Agreement

Define
Desired
Performance
Find Root Select I mplement
Cause (9) I nterventions I nterventions
Why does the Gap :> What can be done :> —]
Context exist? to fix the cause of
the gap?
Describe
Actual
Performance
Monitor and Evaluate performance <

Indicators in the initial year were entirely focused on service delivery. For the 2002 cycle, elements
related to management systems and coordination were added. The indicator targets are negotiated based
on results of the previous year (or current status), capacity of the NGO, and needs and institutional goals
of the NGO. All NGOs in the HS2004 Network report monitoring data on a routine basis and
participate in a periodic process of evaluation, the Service Delivery & Management Assessment
Protocol (SD&MA). The SD&MA validates these data and assesses the performance of each program
across all points of the preferred package of services and links this performance to an assessment of the
essential management support systems noted in the FFSDP.

Current health services indicators include: Current management systems indicators include:

% children under 1 year fully vaccinated Putting in place an improved system for supervision
% pregnant women receiving 3 prenatal visits Establishing a performance management system

% births followed by postnatal care home visit Reinforcing the organization of dispensary services
% utilization of family planning services Establishing human resources management function
% FP method users not re-supplied (=2 mo.) I mproving inventory systems
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3) Resultsto date:

The results have been generally positive and fit into two categories. The first category is on the delivery
of health services. These figures reflect the impact of the P-B C program on service access and quality.
Its important to note that the targets are estimates and that the Project has been open to reviewing targets
if it seems that they had been based on incorrect assumptions or reporting of data. To date, no NGO has
asked to lower targets, even in a few cases where late information had indicated that the assumptions
were high and it seemed that the targets might not be met. The table below shows the success rate (as a
percentage of the target incentive for each of the three years of the program) for each participating NGO.
It does not represent individual indicator results.

P-B C periods

HS 2004 Phases Phase | Transition Phase I
Performance periods P. 1-Pilot P.2 P.3 Extz:r:.:si'1 :(;)_n of P.5
Dates Nov. 1999 - | April — Sept.| Oct. 2000 — | Oct. —Dec. | Jan. —Dec.
March 2000 2000 Sept. 2001 2001 2002
Time extent 5months | 6months | 12months | 3 months | 12 months
Nb. Of NGOs 3 3 7 6 9

Achievements of NGOs in Performance-Based Contracting Program Serving 1,194,008

NGO Population Percent of Incentive Earned (achievement of All Targets) L\rr]gll iategscr nan ;%?)S:Jarrl: g P-B C partic.
Served P.1 P.2 P.3 P.4 P.5 Immunization |3 prenatal visits|Years
1 167,374 70 85 90 100 70 49210780 |493t041 |3
2 323,513 80 85 70 100 60  [39.7t081.0 |32t063 3
3 55,983 40 75 2 2 20 |[34.7t069 |18t038 3
4 127,706 80 100 55 371065 17 to 27 2
5 144,905 70 0 10 73t0 84 38t0 78 2
6 125,207 80 81 80 54 to 83 2510 67 2
7 126,700 10 NA 271025 1 (not ctd)
8 NA 48 NA NA 1
9 59,620 78 50t088  |44t047 1
10 63,000 48 78t077  |36t036 1

Non- PB-C NGOs serve 1,312,207

( Total population served by HS2004 network 2,506,215)

The project target for immunization was  63% for 2000, 70% for 2001, and 80% for 2002
The project target for 3 pre-natal visits was 47% for 2000, 55% for 2001, and 65% for 2002.
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Reports from individual NGO managers have indicated high satisfaction with the program and observed
that the processes of monitoring, identifying problems that could impede performance, and devising
actions have had a positive impact on motivation. An apparently low 'success' rate in 2002 (the percent
of the possible award target that was earned in period 5) represents, in some part, the difficulty of
meeting increased expectations taken on by continuing NGOs that had already made the most readily
identified adaptations. But this result is also linked to central system problems with commodity
distribution in Haiti during 2002 that were not directly in the control of NGOs but which resulted in
unavailability of essential vaccines and family planning supplies when and where they were needed.
The factor was not a basis for lowering expectations, but did cause NGOs to come up with tactics to
improve their own abilities to secure suppliesin an environment where the central systems were failing.

The second category relates to changes in the organizations that targeted cost-effectiveness, but have
also had impacts on the development of these organizations in several areas. Capacity for strategic
planning has increased, demand for and effective use of M&E for performance enhancement has
developed, improved systems for supervision and human resource management have been established,
and awareness of the potential of incentive systems for promoting innovation and impact has increased.

The need to track progress toward targets led to a general strengthening of the internal need for and
valuing of M&E systems. The service data were collected with a view toward monitoring efficient use
of resources and program impact. In some cases, this has been the first time that service data have had
an internal use in program planning and system innovation.

NGO number 2 was aerted to the likelihood in 2002 of failure to achieve the immunization target,
one that they had effectively met in the first two years in the program. The main reason for the
problem was known, but the managers recognized that they could and should consider their options
for improving on what looked to be a dismal outcome (an actual reduction in coverage seemed to be
inevitable). They worked with service staff to identify points where staff limitations had prevented
full program implementation and moved some staff to enhance efforts. They sought (and gained)
access to vaccines being held in central warehouses or available through other sources than had been
used in the past and so improved their supplies. In the end, this effort dramatically changed the
result. Immunization coverage went up over the previous period rather than dropping off. The
target, however, was missed by a narrow margin. While the staff members were disappointed in
missing that element of the incentive payment, the experience galvanized both management and
service staff to include an element of 'innovation planning' in their regular work. A planning
workshop has been organized by this NGO (taking place this week) to review the experience in 2002
and to design actions and changes to assure success in the current year.

The use of the incentive payments themselves has had an impact on internal management processes.
NGOs working in this program have found a number of ways to pass the incentives along to individual
staff members as away in reinforcing individua and team motivation.

One NGO has chosen to pass most of the incentives along to staff in the form of individual awards at
the end of the year. In order to avoid internal conflict, all staff members were eligible to receive
these awards, not only those working on HS 2004-funded program elements. A base amount was
allocated to each individual, while groups (no attempt was made to single out individuals) that had
made particularly important contributions were given larger awards along with recognition for their
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effectiveness. The awards were significant (averaging at the equivalent of more than a month's
saary).

While solid management systems were required for inclusion in the P-B C program, the evolution of the
internal management and support systems of these NGOs has been impacted by the program. All
Network NGOs are assessed on both their service delivery records and management system functions.
In the third year of the P-B C program, specific indicators were agreed on with each participating NGO
relating to these systems (establishing or improving supervision systems, for example). These changes
are atering the way the NGOs undertake planning and financial and human resource management.

Eight NGOs had the putting in place of an improved system for supervision as atarget indicator in 2002.
The incentive for this indicator was divided into three components 1) Most of the NGOs successfully
developed new protocols for supportive supervision of service delivery staff. 2) They aso established a
clear calendar for supervision visits and those visits have taken place. 3) The third step in putting in
place an effective supervision system, the documentation of results through individual performance
reports has been more complicated to achieve. Only 2 of the 8 NGOs with an improved supervision
system as atarget indicator were successful in this component.

One NGO ldentified a flawed supervision system. Community health workers (CHWSs) were
not getting any useful support or supervision since they reported to higher level staff who
were rarely in direct contact. The solution was to train auxiliary nurses, who werein
regular, direct contact, to supervise the CHWs.

One large NGO found that their senior clinical staff were upholding clinical standards, but
not adhering to good management practices for resource management. The solution was for
the Directors to meet with the nurses and physicians to engage them in the concept of
running the organization as both a service delivery (mission driven) NGO...and also asa
'business...with cost recovery and resource conservation as goals along with delivery of
services. Training in specific management systems and principles was provided.

One NGO discovered that there was a serious problem with the collection of user fees. Because of a
misunderstanding in the purpose of the 'exoneration program’, fees were often being waived for the
wrong people (20-30% of clients were exonerated...but often those exonerated were able to pay the
fees and the poorest clients did not access needed services because they were being charged)... A
new system was devised for managing this program and staff were given training in both how to
manage it and why the guidelines were important. With the new system in operation, those who can
pay do so (increasing clinic income) while those who cannot are more regularly exonerated. In the
end, more services were delivered at alower cost.

4) Lessonslearned
Focusing contractual requirements on results rather than on processes allows a program to
maintain progress toward strategic goals. This focus promotes the collection and use of

performance data, scanning the environment for changes that will impact the program, and
revising plans and strategies accordingly (and in a timely way). Participating organizations
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become partners in the drive for impact on shared targets rather than smply being recipients of
resources.

Incentive options can be designed to promote ownership (by partner organizations and their
individual staff members) in working toward goals. These incentives generate motivation to
both track and understand the reasons for progress (or the lack thereof) and can promote
innovation in strategies and systems.

The potential for the Incentive payment is as powerful as the incentive payment itself. Evenin
cases where an indicator target has been missed (and no incentive, therefore, is received) the
NGOs have used the experience as an investment in improvement.

Since internal system and strategy changes are 'self-developed' and then specifically rewarded
when they are effective, these changes may be better sustained by NGOs after the end of the
project period.

Indicators and targets need to match both project goals and participating NGO priorities and
needs. There is the potential for an indicator that is selected to represent a range of important
areas of activity to distort overall program efforts (causing relative lessening of effort in areas
not being assessed as incentive indicators).

The sharing of performance and impact data is a powerful influence on how the market for
services operates. In the context of an incentive program aimed at improving access, quality,
and efficiency, the competitive pressure positively impacts the establishment of accepted
standards.

Possible Role of The GPOBA Trust Fund

The potential for the Global Partnership on Output-Based Aid is significant in the context of
health service delivery in Haiti. The specific case just presented is not really a pilot, since the
HS2004 Project is now supporting service delivery to nearly half of the population of Haiti.
There are two factors in the current situation that may represent opportunities for GPOBA.

1) Until now, the Government of Haiti (through the MSPP) has been a close collaborator, but
not a direct participant in HS2004. In the past few months there have been major changes
that have brought MSPP and HS2004 and other units of Management Sciences for Health
together in the joint planning of programs and activities relating to HIV/AIDS (and PMTCT
and VCT), TB control, and the management of essential drug logistics. At the same time,
new funds are becoming available through the GFATM to support provision of servicesin
HIV/AIDS. It may be worth exploring whether the GPOBA could support a program of
adapting the HS004 P-B C program for use in direct connection with MSPP service
provision and GFATM-funded initiatives.

2) The work with the NGO network has already been proven successful (all origina HS2004

Project targets have already been achieved). The incentive system of the PB-C program has
been cost-effective and has been embraced by participating NGOs. These NGOs have
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already expressed an interest in marketing the approach to other donors (it is widely
accepted that Haiti is not going to have adequate internal resources to cover health service
delivery for some years to come). HS2004 will end its technical program in 18 months (all
projects come to an end). The GPOBA could consider approaches to supporting the
continuation and expansion of the P-B C system within the network through assisting and
coordinating with continued efforts financed by USAID and programs funded by other
donors to include these elements (and to agree on common indicators and targets) or by
directly supporting the continuation of the monitoring system and incentive schemes where
other program funds are not available.

* A summary of the early results of this work were presented in "Performance Based Payment to Improve | mpact:
Evidence from Haiti," Rena Eichler, Paul Auxila, John Pollock, and published by the World Bank with the IFC in
Contracting for Public Services: Output-Based Aid and Its Applications A copy of amodel HS2004 sub-contact is
attached (and also available through the World Bank web site “ Sample Contract Provisions for Performance-Based

Payment

! CORE (Cost/Revenue analysis tool) was developed by MSH to facilitate organization financial analysis and
planning. MOST (Management, Organization, and Sustainability Tool) was developed by MSH as a procedure for
self-  evaluation of the management capacity of an organization. Both can be accesses through the Electronic
Health Managers Toolkit link at: www.msh.org. SD& MA (the Service Delivery & Management Assessment
Protocol) was developed in Haiti as an M& E tool to link the assessment of delivery of clinical services with the
effectiveness of the management systems that support them. 1t is being trandlated into English for publication and
will soon be available for dissemination and use el sewhere.
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MSH is working with a network of 30 local,
service-delivery NGOs to implement the
HS2004 project.

The broad project goal is to provide
efficient and high quality primary health
care services to the people of Haiti.




Ama Mater CBP
MSH/HS_2004 g:\/l CMC
SERVICES OFFERTS PAR INSTITUTION ET DEPARTEM ENT PF SM g:\/l CDS
IST/SIDA| | pF PF Sl
LEGE NDE\ ST/SID IS'I%SIDA ﬁg/l
“‘/NOR D/‘ Depar tment bo undaries g:vl , IST/SIDA
HAS | nstit utio ns SAVE PF NO I'd oueSt Alifia M: 5
L Services d elivery points IST/SIDA ;\/\M¥f/ - '
¥
Sewvices Claire S PF H
\,% 2:\/|:: Heureuse SM IST/SID&A cDS
PF:Family Planing Si PF
TB: Nord Egt
IST/SIDA: STISHIV/AIDS] HAS| SM IST/SIDA .
< ‘) L +
Scale:1/ 12000 Pierre|SI PF
Dete - Septe mber 05, 2002 0 PayenSM  IST/SIDA y * +
7 +
. + Clki \
Saint Sl PF Crire Heu reUSesave the childre/n
Paul ‘SM IST/SIDA + +
sl PF . + 7 +
SADA |SM IST/SIDA "|'.| *
&+ HAS
HHF Sl PF
CSRR |SM  IST/SIDA T Centre
AEDMA Ste Helene
S| opcg S PF
Sl SM SM  IST/SIDA
S M
PF IST/SIDA
1 IST/SIDA
HHFgto petone lcc |SI  PF
( > SM  IST/SIDA-_| ieF v
AEDI%A %l\—\’&v\/ Diquini S| PF %%F S| PF
SM  IST/SIDA SM  ISTSIDA
Grande Anse
ME
++
Le Pretre
L]
S| SudCine wEhkarmi
SM SM S| sI PF ‘
PF PF SM g SM ISTISIDA || S PF ™
IST/SIDA i\%ﬁ IST/SIDA E\FTIOII'\ A ITQFTIQII'\J SM ISWS}DA




The HS-2004 resource base will total
$100,000,000 by the time it ends

Phase I was designed to work with both
the public & private sectors.

Phase II was designed to work exclusively
with the private sector.
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A primary strategy of HS2004 to improve
performance by health institutions has
been to hold them accountable for results.

Reimbursement is linked to achievement of
explicitly defined indicators.

Performance-based contracting mechanism
linking payments directly to results




i

NGOs that receive funds through HS-2004
are sub-contractors, not grantees, and
have explicitly agreed to the terms and

' conditions in the contract.

Success requires strength in areas such as
financial management, strategic planning,
human resource management, patient flow,
and drug and commodities management.




t was wrong?

Identified problems with the cost-

reimbursement System include:
Weak incentives to become more efficient

Weak Incentives to improve management and
operations.

Since payment is not tied to results, cost based
reimbursement contains weak incentives to expand
coverage off services.

The lack of a results orientation also implies weak
incentives to improve clinical quality and quality as
perceived by consumers.




tic Outcomes

Some NGOs achieved CPR of 25%, while others
achieved less than 7%.

Some NGOs succeeded in providing a minimum of
2 prenatal visits to 43% of pregnant women in
their regions, while others only reached 21%.

One NGO succeeded in ensuring that a trained
attendant attended 87% of births, while a worse
performing NGO only succeeded in attending 53%.

Vaccination coverage varied widely with the worse
performer only reaching 7% of the target
population and a good performer reaching 70%.

One NGO made sure that 80% of women knew
how to prepare ORT, while another educated 44%.




nefficiency

This wide range in a sample of indicators was in
no way correlated with costs incurred per visit.

Rough estimates of average costs per visit ranged
from $1.35 to $51.93.

Some NGOs with high average costs per visit
were relatively poor performers, while some low
cost NGOs achieved more impressive
performance targets.




The project makes it clear that focus for support
is on efficient delivery of quality services.
| (HS2004 is not a prisoner to individual NGOs)

OD support and continuation of NGO contract
requires progress to efficiency and impact (some
NGOs have been dropped from the Network)

Performance Based system is subset of overall
process (1st with 3 NGOs...with 10 on last round)




The Performance -Based System

Each participating NGO (10 out of 30) has
agreed to accept 95% of their target
budget, which is issued to them at regular

intervals.

The incentive (bonus) is 10% of the target
budget if all targets are substantially met
(resulting in an additional 5% over the
target budget that can be allocated by the
NGO on a discretionary basis)




The Performance -Based System

Failure to meet individual targets results in
a reduction of the incentive according to a

-* pre-specified formula.

General failure would result in no incentive
payment and would represent a significant
penalty to the NGO (5% of projected
operating costs)




Indicators

The performance based financing model
provides incentives for NGOs to deliver high
quality services in a way that uses
resources most efficiently.

To increase coverage of the population for
essential services and to ensure that quality
IS adequate, indicators of coverage and
quality were developed in conjunction with
each participating NGO.




Current health services indicators include:

% children under 1 year fully vaccinated
% preghant women receiving 3 prenatal visits
% births followed by postnatal care home visit
% utilization of family planning services
% FP method users not re-supplied

(for 2 months or more)




Current management systems indicators include:

Putting in place an improved system for
supervision

Establishing a performance management system
Reinforcing the organization of dispensary
services

Establishing human resources management
function

Improving inventory systems
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Sustainability

Improving institutional sustainability is one
of the goals of HS-2004.

The project facilitated creation off an NGO
network to enable NGOs to support each
other.

Regular meetings encourage sharing of
strategies that both succeed and fail in the
challenging/ Haitian environment.




onitoring

There is a routine system for M&E that

- compiles NGO monthly service reports and
shares these reports across the service
delivery network.

Periodically, assessment teams made up of
network NGO staff, Project team members,
USAID staff, perform a review of the
performance and quality of services
provided by all partners (SD&MA all sites).




ontracting Periods

HS 2004 Phases Phase I Phase I1

P.4 -
Performance periods P. 1 - Pilot P.2 P.3 Extension of P.5
P.3

Nov. 1999 - | April — Sept. | Oct. 2000 — | Oct. — Dec. | Jan. — Dec.
March 2000 Sept. 2001 2001 2002
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Results

Achievements of NGOs in Performance-Based Contracting Program Serving 1,194,008

i : . Indicator change during P-B C partic.
NGO Population Percent of Incentive Earned (achievement of All Targets) and Years in program
Served
P.1 P.2 P.3 P.4 P.5 Immunization |3 prenatal visits | Years

1 167,37 70 85 90 100 70 49210780 4931041 |3
2 323,513 80 85 70 100 60  [39.7t081.0 (321063 3
3 55,983 40 75 90 90 20 3471069 |18to 38 3
4 127,706 80 100 55 37 to 65 17 to 27 2
5 144,905 70 90 10 73 to 84 3810 78 2
6 125,207 80 81 80 54 to 83 25to 67 2
7 126,700 10 NA 27 to 25 1 (not ctd
8 NA 48 NA NA 1
9 59,620 78 50 to 88 44 to 47 1
10 63,000 48 78 to 77 36 to 36 1

2,506,215)

Non- PB-C NGOs serve 1,312,207

The project target for immunization was

( Total population served by HS2004 network

63% for 2000, 70% for 2001, and 80% for 2002
The project target for 3 pre-natal visits was 47% for 2000, 55% for 2001, and 65% for




[tive outcomes

NGOs focus on service goals rather than
accounting. Plans are adapted to reality.

Increased use of M&E for internal purposes

Internal scrutiny of operations for efficiency.
Budgets become policy instruments.

Accountability has lead to innovation
Innovations shared

Improved results (Immunization for example)
Change in market focus

$




Problems

Some NGOs agreed to specific targets without full
agreement of staff (process now amended)

The target indicators can get disproportionate attention in
relation to the full package of services (some NGOs are
moving to a 2-stage approach with incentive allocation)

Political pressures

How to make transition beyond 'Project’
(other donors are being informed)




Future

Participating NGO are marketing the
approach to other donors and ‘adopting
internally’.

As shift to increased public/private links in
service network takes place...need to guard
against distortions and other possible
issues (such as the potential for coercion in
communities)
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ential Role for GPOBA

Explore support to adapting P-B C program
3 for use in public sector and GFATM-funded
Initiatives.

Consider collaborating with other donors
and agencies to support continuation and
expansion of the P-B C system after the
end of the HS 2004 Project.




atial Role for GPOBA

Explore possibility of collaboration with
implementing agencies on programs
elsewhere.

(the ‘Partnership’ function can be useful in

enhancing the impact of other donor
investments)
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