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IEG Mission: Improving World Bank Group development results through excellence in
independent evaluation.
About this Report
The Independent Evaluation Group (IEG) assesses the programs and activities of the World Bank for two purposes:
first, to ensure the integrity of the World Bank’s self-evaluation process and to verify that the World Bank’s work is producing the
expected results, and second, to help develop improved directions, policies, and procedures through the dissemination of
lessons drawn from experience. As part of this work, IEG annually assesses 20-25 percent of the World Bank’s lending
operations through field work. In selecting operations for assessment, preference is given to those that are innovative, large, or
complex; those that are relevant to upcoming studies or country evaluations; those for which Executive Directors or World Bank
management have requested assessments; and those that are likely to generate important lessons.
To prepare a Project Performance Assessment Report (PPAR), IEG staff examine project files and other
documents, visit the borrowing country to discuss the operation with the government, and other in-country stakeholders,
interview World Bank staff and other donor agency staff both at headquarters and in local offices as appropriate, and apply
other evaluative methods as needed.
Each PPAR is subject to technical peer review, internal IEG Panel review, and management approval. Once
cleared internally, the PPAR is commented on by the responsible World Bank country management unit. The PPAR is also
sent to the borrower for review. IEG incorporates both World Bank and borrower comments as appropriate, and the
borrowers' comments are attached to the document that is sent to the World Bank's Board of Executive Directors. After an
assessment report has been sent to the Board, it is disclosed to the public.
About the IEG Rating System for Public Sector Evaluations
IEG’s use of multiple evaluation methods offers both rigor and a necessary level of flexibility to adapt to lending
instrument, project design, or sectoral approach. IEG evaluators all apply the same basic method to arrive at their project
ratings. Following is the definition and rating scale used for each evaluation criterion (additional information is available on
the IEG website: http://ieg.worldbankgroup.org).
Outcome: The extent to which the operation’s major relevant objectives were achieved, or are expected to be
achieved, efficiently. The rating has three dimensions: relevance, efficacy, and efficiency. Relevance includes relevance of
objectives and relevance of design. Relevance of objectives is the extent to which the project’s objectives are consistent with
the country’s current development priorities and with current World Bank country and sectoral assistance strategies and
corporate goals (expressed in Poverty Reduction Strategy Papers, country assistance strategies, sector strategy papers,
and operational policies). Relevance of design is the extent to which the project’s design is consistent with the stated
objectives. Efficacy is the extent to which the project’s objectives were achieved, or are expected to be achieved, taking into
account their relative importance. Efficiency is the extent to which the project achieved, or is expected to achieve, a return
higher than the opportunity cost of capital and benefits at least cost compared to alternatives. The efficiency dimension is
not applied to development policy operations, which provide general budget support. Possible ratings for outcome: highly
satisfactory, satisfactory, moderately satisfactory, moderately unsatisfactory, unsatisfactory, highly unsatisfactory.
Risk to Development Outcome: The risk, at the time of evaluation, that development outcomes (or expected
outcomes) will not be maintained (or realized). Possible ratings for risk to development outcome: high, significant, moderate,
negligible to low, not evaluable.
World Bank Performance: The extent to which services provided by the World Bank ensured quality at entry of
the operation and supported effective implementation through appropriate supervision (including ensuring adequate
transition arrangements for regular operation of supported activities after loan/credit closing, toward the achievement of
development outcomes. The rating has two dimensions: quality at entry and quality of supervision. Possible ratings for World
Bank performance: highly satisfactory, satisfactory, moderately satisfactory, moderately unsatisfactory, unsatisfactory, highly
unsatisfactory.
Borrower Performance: The extent to which the borrower (including the government and implementing agency or
agencies) ensured quality of preparation and implementation, and complied with covenants and agreements, toward the
achievement of development outcomes. The rating has two dimensions: government performance and implementing
agency(ies) performance. Possible ratings for borrower performance: highly satisfactory, satisfactory, moderately
satisfactory, moderately unsatisfactory, unsatisfactory, highly unsatisfactory.
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Preface
This is the Project Performance Assessment Report (PPAR) for the Social Protection—Support
to the Red de Oportunidades (Social Protection) project and the Health Equity and Performance
Improvement (HEPI) project. The Social Protection project was approved in July 2007 and
closed in September 2014. It had a total cost of $46.1 million and received an International Bank
for Reconstruction and Development (IBRD) loan of $23.2 million. The HEPI project was
approved in August 2008 and closed in December 2014. It had a total cost of $56.3 million and
was supported by a $40 million IBRD loan.
The Independent Evaluation Group (IEG) Implementation Completion and Results Report
Review flagged the HEPI project for a PPAR, highlighting the value of better understanding the
performance-based financing (PBF) mechanisms used in the project. The Social Protection
project is included in the PPAR because it, too, featured PBF, but with different verification and
payment modalities. In addition, the joint review of the two projects allows an assessment of
how different strategies (for example, the demand-side incentives provided by the conditional
cash transfer—CCT—program Red de Oportunidades, and the supply-side incentives provided
by PBF) contribute to improved access and utilization of health services.
The assessment is based on a review of all relevant project documentation (that is, project
appraisal documents [PADs], Implementation Completion and Results Reports [ICRs], IEG’s
ICR Reviews, country strategies, and relevant sector strategies), interviews of World Bank staff
who participated in the design and implementation of the two projects, the findings of the IEG
mission that visited Panama June 6–18, 2016, and semistructured reviews of the literature,
including data from the World Development Indicators database and population health surveys
conducted in Panama during the relevant period. Appendix C lists the persons interviewed during
the mission and in Washington, DC. It includes government officials, public officials who
participated in the implementation of the two projects, staff of the World Bank and InterAmerican Development Bank resident missions in Panama, and the projects’ stakeholders, such
as representatives of municipalities, service providers, and beneficiaries.
The report presents a detailed assessment of the two operations using the standard IEG PPAR
methodology. Lessons learned from the assessment of the two projects will be used as inputs to
the forthcoming IEG evaluation of World Bank Group support to health services.
Following standard IEG procedures, a copy of the draft report was sent to the relevant
government officials and agencies for their review and feedback. No comments were received.’
The cooperation and assistance of all persons who contributed to the preparation of the report is
gratefully acknowledged.

Summary
Background
This report assesses the performance of two projects: (i) the Social Protection—Support to the
Red de Oportunidades (Social Protection) (P098328) project and (ii) the Health Equity and
Performance Improvement (HEPI) (P106445) project. The Social Protection and HEPI projects
were approved by the World Bank Board of Directors in July 2007 and in August 2008,
respectively. The two projects were prepared during the administration of President Martín
Torrijos (in office September 1, 2004–July 1, 2009) and implemented during the administration
of President Ricardo Martinelli (in office July 1, 2009–July 1, 2014). The Social Protection
project was completed in September 2014 and the HEPI project a few months later, in
December.
The two projects presented a clear vision of supporting human capital and improving maternal
and child health outcomes through a joint strategy of incentivizing the use of basic health
services through the conditional cash transfer (CCT) program, Red de Oportunidades (RO), and
of extending the coverage to indigenous and rural communities (Estrategia de Extensión de
Cobertura—EEC) through mobile health teams. The two projects also shared similar
interventions and activities: (i) both projects financed the EEC, (ii) both projects envisaged the
implementation of impact evaluations, and (iii) both projects aimed at improving the
government’s capacity to design, implement, and monitor coherent and efficient sector policies.
The RO program was launched in 2006 as a national strategy to alleviate extreme poverty and to
foster the use of health and educational services. The program provides cash transfers to
extremely poor families living in rural, indigenous, and urban marginal communities on the
condition they maintain school attendance of school-age children and ensure pregnant mothers
and children under five years old visit health providers according to the country’s health
protocol. The World Bank and Inter-American Development Bank (IDB) have supported the RO
since its conceptualization, providing technical assistance for the elaboration of poverty maps to
identify the poorest communities (corregimentos) and for the development of the proxy means
test used to assess the poverty level of RO beneficiaries.
The EEC strategy has been implemented in Panama since 2000 to provide a comprehensive basic
package of health services (Paquete Básico de Atención Integral de Servicios de Salud—PAISS)
to isolated communities through mobile health teams (Redes Itinerantes). The basic package is
delivered by private providers (Organizaciones Externas/Extra-institucionales—OEs)
remunerated using capitation payment based on the estimated covered population with final
payment related to performance. In some cases, the package of basic health services was
delivered by health professionals hired by the regional health departments (Organizaciones
Internas/Institucional—OIs).

Social Protection Project
This project had four development objectives:

ix

(i)

(ii)

(iii)

(iv)

“Improve the management and operation of the CCT program Red de Oportunidades
(RO) that was recently established by the government of Panama.” The main
beneficiaries of the CCT program were 75,000 poor and extremely poor households,
primarily located in rural and indigenous areas (comarcas).
“Increase beneficiaries’ participation in the CCT program and promote demand for
education and maternal and infant health services through the contracting, training,
and deployment of a network of direct family support social workers (promotores).”
These promotores were also responsible for supporting the household committees
(Comites de Familia) where beneficiaries could discuss and resolve issues related to
the program.
“Strengthen the provision of health and nutrition services through mobile health care
teams in the indigenous comarcas targeted by the RO.” The EEC strategy through
mobile health teams has been implemented in Panama since 2000 and was already
supported by the World Bank and the IDB.
“Enhance the government’s capacity to design, implement, and monitor coherent and
efficient social sector policies and interventions.” To achieve this objective, the
component provided technical assistance to the Technical Secretariat of the Social
Cabinet, responsible for policy coordination in the social sector.

The project’s outcome rating is Moderately Satisfactory. Its objectives are substantially
relevant to current country conditions, national strategies and priorities, and the World Bank’s
country partnership strategy (CPS). The design was substantially relevant, with a clear and
logical results chain supporting the majority of objectives. The objective to improve the
management and operation of the RO was substantially achieved. The capacity of the program to
reach the poor was improved, and RO is one of the best-targeted CCTs in the Region and one of
the best-targeted social assistance programs in Panama. The objective to increase beneficiaries’
participation in the CCT program and promoting therewith demand for education and maternal
and infant health services was modestly achieved. As a result of the culturally appropriate direct
support and targeted communication provided by the program about 76 percent of the
beneficiaries knew their right to access services and their co-responsibilities, but data are not
provided on the extent to which this knowledge was translated into demand for services.
The objective to strengthen the provision of health and nutrition services in the indigenous
comarcas targeted by the RO was substantially achieved. About 90 percent of children registered
were receiving the package of basic health care services. The percentage of pregnant women
receiving no fewer than three prenatal controls did not improve in comarcas, but the prevalence
of exclusive breastfeeding for at least six months improved markedly in indigenous comarcas
compared with the rest of the population. Finally, the achievement of the objective to enhance
the government’s capacity to design, implement, and monitor coherent and efficient social sector
policies and interventions is rated modest. The capacity of the Technical Secretariat of the Social
Cabinet to coordinate social policies across ministries remained weak throughout the life of the
project. Efficiency is rated modest considering that some activities did not achieve the desired
results (for example, the impact evaluation was not completed), the per capita cost of the
package of basic health services increased, and various extensions were granted for a total of 27
months.
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Risk to development outcome is rated Moderate. The RO continues to be the flagship social
assistance program in Panama, but moderate risks, mainly related to verification of beneficiary
co-responsibilities, affect its day-to-day operation. The EEC continues to be successfully
implemented in indigenous comarcas by the Ministry of Social Development (MIDES) and is
supported both in the communities and nationally. The risk related to cultural appropriateness is
rated low because of adequately developed culturally relevant implementation approaches and
education materials.
Bank performance is rated Moderately Satisfactory. Quality at entry is rated moderately
satisfactory. The project design drew on extensive and high quality work that the World Bank
and the IDB had developed from the implementation of various CCT programs in Latin America,
in particular, in Brazil, Chile, and Mexico. However, the design for the verification of coresponsibility was overly complex. Quality of Supervision is rated moderately unsatisfactory.
The World Bank team conducted 14 supervision missions during the seven years of
implementation, revised project activities when necessary, and provided quality technical
assistance to MIDES. However, World Bank supervision could have been more proactive in
supporting effective synergies between the CCT program and the EEC strategies, problems with
the verification of co-responsibility could have been quickly addressed, and shortcomings in the
implementation of the Indigenous People’s Plan fixed.
Borrower performance is rated Moderately Satisfactory. Government performance is rated
moderately unsatisfactory. Although MIDES participated in project preparation and
implementation, there were delays in both phases of the project because of factors associated
with the government’s commitment and involvement. The delays also negatively affected the
impact evaluation of the program. Implementing agency performance is rated moderately
satisfactory. MIDES, the Ministry of Health (MINSA), and the Ministry of Education
implemented the program relatively successfully, although various challenges and delays
affected inter-ministerial collaboration and communication.

HEPI Project
The project had two development objectives: (i) to increase access in selected underserved rural
communities to quality basic health services known to improve mother and child health; and (ii)
to develop strategic planning, regulatory, and monitoring mechanisms known to improve health
system performance. To achieve the first objective, the project financed the EEC to cover about
180,000 people living in rural (nonindigenous) communities and activities to strengthen the
primary health services networks in these rural areas. To achieve the second objective, the
project provided technical assistance to finance various studies, including a national health
strategy and a new demographic and health survey (DHS).
The project’s outcome rating is Moderately Satisfactory. Its objectives are highly relevant to
current country conditions, national strategies and priorities, the World Bank’s country
partnership strategy (CPS), and its Health, Nutrition, and Population Strategy. The design was
substantially relevant, with a clear and logical results chain supporting the two objectives. The
objective to increase access in selected underserved rural communities to quality basic health
services known to improve mother and child health was substantially achieved. The mobile
health teams achieved virtually all targets related to population coverage and to the provision of
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health services: at least three prenatal controls (one in each trimester) to pregnant women;
children under one-year old with full vaccination scheme; and women delivering children with
the assistance of trained personnel from MINSA. However, improvement in the capacity of the
supporting primary health care (PHC) networks was more modest. The objective to develop
strategic planning, regulatory, and monitoring mechanisms known to improve health system
performance is rated modest. Few of the studies and surveys envisaged were completed, and
even if the availability of essential drugs at primary health centers improved, the overall capacity
of MINSA to develop strategic planning, regulatory, and monitoring mechanisms did not
improve. Efficiency is rated modest considering the increase in the per capita cost of the package
of basic health services, the cumbersome and expensive third-party verification system, and the
18-month extension.
Risk to Development Outcome is rated Significant. The EEC continues to be financed by
external resources (that is, an IDB-financed project). Strategic planning, financial management,
and implementation capacity at MINSA remain weak. The level of coordination with MIDES is
also limited.
World Bank performance is rated Moderately Satisfactory. Quality at entry is rated moderately
unsatisfactory. The World Bank team did not adequately consider the practicality of the
verification system in the project’s design. The project’s operational manual included a
complicated verification process that never became fully operational during project
implementation. This slowed down implementation, led to payment delays, and created
additional administrative burdens. Quality of Supervision is rated moderately satisfactory. The
World Bank team conducted 13 supervision missions during the seven years of project operation.
The project team was reactive in adjusting the capitation amount in response to concerns about
insufficient cost recovery for the ambulatory teams working in the least accessible areas, and
processed two restructurings to improve project execution. However, the World Bank team did
not manage to address the problems resulting from the complex verification and payment system
for the mobile health teams.
Borrower performance is rated Moderately Satisfactory. Government performance is rated
moderately unsatisfactory. The borrower contribution was less than expected, and the provision
of counterpart funding experienced delays and hindrances because of to internal control
procedures and legal compliances that negatively affected payments to providers and some
activities such as the impact evaluation of the program. The role of the regional health
departments in the verification and payments to private providers created administrative burdens
and delays in disbursements. Implementing agency performance is rated moderately satisfactory.
The Health, Administrative, and Financial Management Unit (UGSAF) showed a satisfactory
capacity in implementing the project and in maintaining an adequate monitoring and evaluation
system and managed to maintain strong collaboration and relationships with MINSA at both
central and regional levels. However, the Project Executive Council (Consejo Directivo de
Proyectos—CODIPRO) that oversaw implementation and reported to MINSA was active only
during the first phase of project implementation.

Lessons
Five important lessons are drawn from the project.
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Attention to possible synergies across interventions within a World Bank–financed
project and across two or more World Bank–financed projects when they are being
implemented in the same place at the same time can be beneficial. In this case,
achievement of such synergies was plausible, for example, through the integration of the
management information systems (MISs) of the RO/Social Protection and HEPI projects.
The RO MIS makes available a registry of program beneficiaries that may also serve as
the basis for an integrated registry of beneficiaries for social programs across the country.
Examples of highly integrated MIS are Bolsa Familia in Brazil and Chile Solidario in
Chile (Villalobos, Blanco, and Bassett 2010). The integration of the RO and EEC MIS
could have allowed for updating of the RO beneficiary roster using information on
household composition collected by the mobile health teams, and the prioritization of RO
expansion in communities where utilization of health services is suboptimal among the
poor. However, these synergies did not materialize in Panama, indicating that
opportunities for improvements in efficacy and efficiency may have been missed.



To ensure adequate provision of basic health services, the supporting PHC network,
including public clinics and hospitals, needs to be strengthened. Mobile health teams
cannot provide the whole range of health services that are critical to reducing maternal
and child mortality (Kuruvilla et al. 2014). Thus, as recognized in the original design of
the HEPI project, it is necessary to strengthen the entire PHC network, which includes the
public clinics and hospitals that serve these vulnerable populations, but this was not
accomplished in Panama.



The use of short-term contracts by private health providers can have negative
impacts on turnover. The contractual terms offered to private providers of the basic
health package (PAISS and PAISS+N) were for one year (renewable to up to four years).
In turn, private providers offered short-term contracts (usually of six months’ duration) to
the doctors, nurses, technicians, and drivers comprising the mobile health teams. These
short contracts led to very high staff turnover, which in turn became an extra burden for
the regional governments as they had to provide all the training for newly appointed staff.



Verification systems need to be lean and efficient and set up before results-based
financing (RBF) payments are made. Processes, roles, and responsibilities, especially
in complex RBF payment and reporting systems, need to be clearly identified upfront and
kept at a minimum. Modern management information systems and technological
solutions should be identified beforehand and used to reduce administration costs and
avoid potential delays. Unfortunately, the specific operational aspects of the
performance-based financing (PBF) scheme in the HEPI project, including its payment
and verification mechanisms, were not fully defined before starting implementation. In
particular, the role of the regional health departments (DRSs) in verification and
authorizing payments to mobile health teams created bottlenecks and delays that affected
the provision of health services.



Successful impact evaluations require both technical capacity and commitment
from the government side and technical support from the World Bank. The impact
evaluations envisaged in the Social Protection and the HEPI programs were complex.
They required the collection of primary data using household surveys at baseline and at

xiii

endpoint, and maintaining a clear distinction between those that received the
interventions and those that did not. However, the initial delays in contracting the firms to
conduct the impact evaluations and the change in government following the presidential
election reduced the buy-in from the counterpart in charge of decisions regarding the
expansion of the programs, thus reducing the feasibility and quality of the evaluation.

Auguste Tano Kouame
Director
Human Development and Economic Management
Independent Evaluation Group
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1. Background and Context
1.1
Panama has registered high economic growth since 1991, which contributed to significant
poverty reduction. Gross domestic product (GDP) annual growth has consistently outpaced the
average for the Latin America and the Caribbean Region over the 1990–2015 period, with the
exception of the years 1995–96 and 2009–10. Moderate poverty (those living with less than $3.1
per day, 2011 purchasing power parity—PPP) declined from 25.1 percent in 2002 to 8 percent in
2013, and extreme poverty (those living with less than $1.9 per day, 2011 PPP) declined from
16.4 percent to 2.9 percent over the same period (see figure 1.1).
Figure 1.1. GDP Growth and Poverty Headcount in Panama and LAC, 1991–2015
35
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Panama - Annual % GDP growth
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Source: World Development Indicators (database), October 2016.
Note: GDP = gross domestic product; IBRD = International Bank for Reconstruction and Development; IDA = International
Development Association; PPP = purchasing power parity.

1.2
In the last few years, Panama’s social spending increased significantly in real terms (see
figure 1.1), but decreased slightly as a percentage of GDP (see figure 1.2). During this period,
social security consistently had the largest share of overall social spending, followed by health,
education, and then social assistance and labor (see figure 1.2). During the past decade, Panama
has expanded its social assistance programs through a number of cash transfers: the conditional
cash transfer (CCT), Red de Oportunidades (RO), introduced in the year 2006 that currently
covers 72,563 households;1 the scholarship program, Beca Universal, that covers more than
600,000 students at the national level; the noncontributory pension program, “120 a los 65,” that
covers 100,000 elderly beneficiaries; a school supplies program, Uniformes y Utiles Escolares;
and a social assistance transfer for people with disabilities, Angel Guardian, with 10,000
beneficiaries.
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Figure 1.2. Social Spending as a Percent of GDP, 2007–13

Source: World Bank Central America Social Sector Expenditure and Institutional Review (World Bank 2015a, 3).

1.3
Compared with the Latin America and the Caribbean Region, Panama has
underperformed in terms of maternal and child mortality. Under-five mortality rate decreased by
45 percent over the 1990–2015 period in Panama, but decreased by 67 percent in the entire
Region. Over the same period, the maternal mortality ratio (model estimate) went down in
Panama by only 3 percent, while the Region as a whole managed to halve it (see figure 1.3).
Figure 1.3. Maternal and Under-Five Mortality Rates in Panama and LAC, 1990–2015
LAC - Mortality rate, under-5 (per 1,000)
Panama - Mortality rate, under-5 (per 1,000)
LAC - Maternal mortality ratio (modeled estimate, per 100,000 live births)
Panama - Maternal mortality ratio (modeled estimate, per 100,000 live births)
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1.4
Accessibility to health services and poor health outcomes are key challenges in rural and
indigenous areas (comarcas). For example, the national level maternal mortality rate in 2007 was
estimated at 59.4 deaths per 100,000 live births, but in the indigenous comarcas of Ngöbe Buglé
and Kuna Yala and the rural province of Darién the rates were much higher: 376.4, 584.8, and
292.7, respectively. In 2009, infant mortality rate in the indigenous comarcas was 20.3 deaths per
1,000 live births, while the national average was 12.2 deaths per 1,000 live births.2 Ancillary data
from Encuesta de Niveles de Vida (1997, 2003, and 2008) show an increasing trend in chronic
malnutrition for children under five years old in comarcas, increasing from 54 percent in 1997, to
59.6 percent in 2003, and reaching 62 percent in 2008. The disparities in health outcomes are
matched by inequality in the accessibility and utilization of health services. For example, in 2008
only 41 percent of indigenous individuals consulted with a doctor, compared to 74 percent of
urban dwellers and 68 percent of rural dwellers. Almost a third of indigenous peoples (31
percent) were not able to consult any health professional when ill, compared to 20 percent of
those living in urban areas and 26 percent of those living in rural areas (see figure 1.4). In effect,
distance is the second major factor cited by indigenous peoples for not seeking care. In addition,
financial reasons (expensive or no money) were the second most important factor for rural
populations not seeking care (see figure 1.5).
Figure 1.4. Reasons to Consult a Health Professional, by Area and Indigenous Population,
2008

Source: World Bank Central America Social Sector Expenditure and Institutional Review (World Bank 2015a, 65).
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Figure 1.5. Reasons for No Consultation, by Area, 2008

Source: World Bank SSEIR team’s analysis of household surveys, calculations using ENV 2008 (World Bank 2015a, 66).

1.5
The World Bank’s first social sector operation in Panama was the Rural Health Project
(P007846), approved in 1995. The project comprised a Basic Health and Nutrition component to
support government efforts to develop a targeted and nutritionally superior program of food
supplementation reaching the most vulnerable members of the household. The project was
restructured in 2000 to introduce the Coverage Extension Strategy (EEC), based on contracting
out to nongovernmental organizations (also known as external organizations or, in Spanish, as
Organizaciones Externas or Extrainstitucionales—OE) the provision of a Comprehensive Basic
Package of Health Services (Paquete Básico de Atención Integral de Servicios de Salud—
PAISS). The new strategy benefited approximately 90,000 residents in 120 rural communities
(five regions) located in districts where the incidence of poverty was more than 70 percent (see
World Bank 2004, 5). An impact evaluation of the Basic Health and Nutrition Component was
carried out in the second half of 2003. The impact evaluation supported “the perception that,
because of the project (although maybe not exclusively), the general health and nutrition status
of the target population has improved in recent years over the last two years” and that “the
introduction of the PAISS had a positive impact on the use of preventive health services among
the poor rural population” (World Bank 2004, 8–9).
1.6
The EEC continued to be supported by the Multiphase Program for the Institutional
Transformation of the Health Sector project (PN-0076) of the Inter-American Development
Bank (IDB) over the 2002–08 period.3 Under the IDB-financed project, the Ministry of Health
(MINSA) continued to use capitated payments (census-estimated population) and introduced the
use of performance payments for each of the quarterly payments to OEs to deliver the PAISS and
the use of social audit. The program also created the fund for integral medical tours (Fondo para
Giras Integrales de Salud—FOGI) to enable the regional health departments (Dirección Regional
de Salud—DRS) to respond on equal footing in terms of availability of inputs.
1.7
In 2008, the government of Panama launched the Health Protection for Vulnerable
Populations (Protección en Salud para Poblaciones Vulnerables—PSPV) program. The PSPV
program continued to support the EEC with financial resources from HEPI in rural
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nonindigenous communities and with resources from the Social Protection project in indigenous
communities (comarcas). However, some important innovations were introduced:






The introduction of the PAISS strengthened with Comprehensive Community-based
Health Care for Children (Atención Integral de la Niñez en la Comunidad—AIN-C) in
the indigenous comarcas.4 The PAISS strengthened with AIN-C is also identified by the
acronym PAISS+N.
The possibility of providing the PAISS through health professionals contracted by
MINSA’s regional health departments—DRS (Organización Internas—OI),5 which
replaced the FOGI.
The role of DRS to authorize payment to mobile health teams in the HEPI project with
the intention of strengthening its role as steward of the primary health care (PHC)
networks.
The use of capitation payments based on the registered population. Until this point in
time, health providers were remunerated through capitation based on the estimated
population.

1.8
From its inception in 1995, the Panama EEC received financial and technical support
from both the World Bank and the IDB. The key characteristics of the World Bank and IDB
projects that supported the EEC in Panama are summarized in table 1.1 and in appendix B (table
B.1). Map 1.1 presents the specific EEC coverage in each of the 14 provinces in Panama.
Table 1.1. Key Characteristics of World Bank and IDB Projects Supporting the EEC in
Panama

Features of the
project

Rural Health
Project
(P007846)
1995–2002

Multiphase Program
for the Institutional
Transformation of the
Health Sector Project
(PN-0076)
2003–08

Financial source

World Bank and
government of
Panama

IDB and government of
Panama

IDB/World Bank and World Bank and
government of
government of
Panama
Panama

Health package

PBSIN
(Paquete Básico de
Salud Integral y
Nutrición)
Comprehensive
Basic Package of
Nutrition and Health

PAISS
(Paquete de Atención
Integral de Servicios
de Salud)
Comprehensive Basic
Package of
Health Services

PAISS+N
(Paquete de Atención
Integral de Servicios
de Salud con
Atención Integral de
la Niñez en la
Comunidad–AIN-C)

Beneficiaries

90,000 people

250,000 people

Geographical area

5 regions:
Bocas del Toro,
Chiriquí,
Darién,
Ngóbe Buglé,
and Veraguas

The entire country

Social Protection
Project
(P098328)
2008–14

Health Equity
Performance
Improvement
(HEPI) Project
(P106445)
2007–14

PAISS
(Paquete de
Atención Integral
de Servicios de
Salud)

456,000 people
5 Indigenous
comarcas:
Emberá Wounaan,
Guna Yala,
Madugandí,
Ngöbe Buglé,
and Wargandí

Rural not
indigenous
communities
in all 14 regions
of the country
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Map 1.1. Coverage of the EEC in Panama

2. Social Protection—Support to the “Red de
Oportunidades” Project
Objectives, Design, and Relevance
PROJECT DEVELOPMENT OBJECTIVES
2.1
The Social Protection project (P098328) comprises four project development objectives
(PDOs). As stated in the loan agreement, the PDOs were to assist the borrower to “(i) improve
the management and operation of the Red de Oportunidades (RO); (ii) increase beneficiaries’
participation in the RO and promote demand for education and maternal and infant health
services; (iii) strengthen the supply of growth promotion interventions in the areas targeted by
the RO; and (iv) enhance the borrower’s capacity to design, implement, and monitor coherent
and efficient social sector policies interventions.” The objectives remained unchanged
throughout the project; however, the formulation of the objectives in the project appraisal
document (PAD) was slightly different.6 This assessment is based on the formulation of the PDO
in the loan agreement. The project comprises four components:


Component 1: Improve the management and monitoring and evaluation of the Red
de Oportunidades (RO) program. This component was to finance technical assistance
to improve the effectiveness and efficiency of the RO by (i) developing and
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implementing a management information system (MIS), (ii) developing a methodology to
update and correct the targeting and payment mechanisms in accordance with changes in
extreme poverty and performance, and (iii) implementing a quality control mechanism in
the field. Activities to measure the impact and evaluate the process of the RO included an
impact evaluation. Also, the management of the RO central and provincial/comarcas staff
was to be strengthened through capacity building and training. The governance of the RO
was to be strengthened through technical assistance in areas such as defining roles and
responsibilities and developing a clear oversight and accountability system.


Component 2: Increase beneficiary families’ participation in the conditional cash
transfer (CCT) program and therefore boost their demand for health and education
services. This component was to finance direct support to beneficiary families for
participating in the program (promotores), support to targeted communities to develop or
strengthen local organizations (for example, comites de familia) to participate in the
program’s social audit and oversight, and support to the Ministry of Social
Development’s (MINDES) local and provincial operations. Also, this component was to
finance an information, education, and communication strategy to provide necessary
information to the beneficiary population, including the process for registering and
issuing identity cards to undocumented—especially indigenous—people, who were
identified in a vulnerability survey.



Component 3: Strengthen the supply of growth and development promotion
interventions (Basic Health and Nutrition Services Coverage Expansion Package—
PAISS+N) and secure access to health and services for RO program beneficiaries in
indigenous areas (comarcas). This component was designed to: (i) strengthen the
PAISS+N with the promotion of community-based growth and interventions to prevent
malnutrition, (ii) expand the strengthened PAISS+N maternal and infant health services
to indigenous areas, (iii) strengthen the capacity of the Ministry of Health (MINSA) to
supervise the implementation of the PAISS+N, and (iv) develop and implement a
monitoring and evaluation (M&E) system. This component was implemented by MINSA.



Component 4: Improve social sector performance; enhance government capacity to
design, implement, and monitor coherent social policies and interventions. This
component was to finance technical assistance to the government of Panama to build
capacity in areas including program and policies planning, program design and
implementation coordination, and program implementation and progress monitoring.

2.2
The Social Protection project was approved in July 2007 as a $46.9 million operation to
be completed by June 30, 2012. IBRD was to finance a $24 million loan with the Inter-American
Development Bank (IDB), and the government of Panama was to provide cofinancing of $22.8
million. The project became effective in February 2008 and was closed in September 2014, 27
months later than planned, with a total execution period from effectiveness of 79 months (6 years
and 7 months).
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RELEVANCE OF OBJECTIVES
2.3

The relevance of the objectives is rated Substantial.7

2.4
The review by the Independent Evaluation Group (IEG) confirmed that the project’s
objectives were substantially relevant at both project appraisal and closure. The Interim Strategy
Note for FY2006–07 (World Bank 2005) emphasized poverty reduction especially among the
poor and indigenous population; the objectives of the Social Protection project to enhance the
RO and strengthen the supply of basic health interventions in the indigenous population covered
by the RO are well aligned with that strategy. The project’s objectives were also in line with the
country partnership strategy (CPS) at project closure (World Bank 2010), which aimed to
improve quality and access to basic health and nutrition services, especially among rural and
indigenous populations; and to enhance targeting and monitoring and evaluation of social
programs, under its “greater opportunities for all” pillar.
2.5
However, the PDO to “increase beneficiaries’ participation in the RO and promote
therewith demand for education and maternal and infant health services” is defined at the level of
outputs rather than at the level of outcomes. This made the objective slightly less relevant. In
addition, the formulation at output level misses the opportunity of ensuring adequate
coordination between the supply-side and the demand-side of services.
RELEVANCE OF DESIGN
2.6

The relevance of the design is rated Substantial.8

2.7
The project and its results framework were structured around the four components, each
of which was in turn designed to achieve one of the four PDOs. The components and activities of
the project at appraisal were relevant, necessary, and sufficient to achieve the project objectives
(see table B.4 in appendix B). The results chain for PDO 1 (improving management and
enhancing effectiveness of the RO) is well conceived. Component 1 was designed to achieve
PDO 1, and the activities are relatively clear and convincing. The technical assistance is centered
on building capacity for improving the targeting, payment, and governance mechanisms of the
RO, and the capacity to monitor and evaluate its results. The results chain for PDO 2 is equally
well conceived. The main activity of the component was the establishment of the network of
“promotores” to support poor families to access health and education services. Additional
technical assistance was provided to improve accountability mechanisms at the local level and to
develop culturally appropriate communication and information strategies. The results chain of
PDO 3 (strengthen supply of nutrition and child growth promotion interventions) is clearly
formulated. PDO 3 is defined at the input level. It is also worth noting that even if PDO 3
focused on child health services, the basic health package provided by component 3 covered a
wider package of basic health care services. PDO 4 (enhance government capacity to develop
social sector policies and interventions based on evidence) included both input and output
elements (for example, “enhance capacity” to “develop policies and develop interventions based
on evidence”). The activities envisaged in component 4 to achieve the PDO were defined in
general terms without defining the underlying results chain. However, IEG confirmed that this
aspect of the design was intentional to achieve adequate flexibility and potential buy-in from the
next administration.
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Implementation
2.8
The implementation of the Social Protection project was carried out following the
existing institutional arrangements at MIDES and MINSA. Project components 1, 2, and 4 were
carried out under the overall direction of the Social Cabinet at MIDES. Component 3 was
implemented by the Ministry of Health’s Administrative and Financial Management Unit
(Unidad de Gestión de Salud, Administrativa y Financiera—UGSAF) at MINSA that was
implementing the overall EEC for both indigenous and rural communities. Therefore, no
additional project coordination units were created to implement the project. However, the Water
Center for the Humid Tropics of Latin America and the Caribbean (Centro del Agua del Trópico
Húmedo para América Latina y El Caribe—CATHALAC) was engaged to support the
administrative and fiduciary functions of the project.
2.9
Several factors affected the implementation of the project, including the limited technical
capacity of the ministries responsible to implement project activities and the capacity of the
Minister of Economy and Finance to provide the space in the budget to implement the project.
Additional challenges included (i) the change in government shortly after effectiveness that
delayed key decision-making processes, (ii) low government capacity to manage World Bank
Group fiduciary processes, and (iii) high turnover of technical personnel in the implementing
units. These challenges coupled with the complex project design and interagency setup led to a
slow start-up of the project. Two years after approval the project had disbursed about 8 percent
of financing against the 41 percent originally planned. Project financing (estimated and actual)
by component is presented in table 2.1. The project went through four level-2 restructurings
during its implementation:





April 13, 2009, to provide additional time for the selection of independent agencies to
carry out the impact evaluation;
March 15, 2012, to (i) reallocate resources across components; (ii) extend the project’s
closing date by 18 months to December 31, 2013; and (iii) revise the Results Framework
and Monitoring Indicators;
December 9, 2013, to provide a 6-month extension to complete critical activities,
including the strategy for the verification of co-responsibilities;
May 20, 2014, to grant a 4-month extension until September 30, 2014 to finalize the
impact evaluation data collection.

Table 2.1. Social Protection Project Financing by Component
Appraisal Estimate

Component
1
2
3
4
Total

IBRD
(US$, millions)
4.0
5.5
10.0
4.6
24.1

IBRD
(percent
of total)
17
23
41
19
100

IDB and
Government
of Panama
(US$, millions)
6.0
5.1
10.7
1.0
22.8

Actual
IBRD
(US$,
millions)
4.56
2.23
15.70
0.75
23.24

IBRD
(percent
of total)
20
10
68
3
100

IBRD
(actual as
a percent
of
appraisal)
114.0
40.5
157.0
16.3
96.4
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2.10 The complex design, combined with changes in the political administration in 2009,
resulted in implementation delays. The key implementation challenges by component are
summarized below:


Component 1. The MIS was never fully functional as intended. The challenges were due
to information constraints outside the control of the RO and to rigidities in the MIS
software itself. For example, the first version of the MIS did not have the predefined list
of school names. Therefore, factual errors and misspelling caused difficulties in the
verification of conditionality related to school attendance. These types of errors were
reduced drastically in subsequent MIS versions. However, up-to-date attendance records
remained a challenge throughout the project. Notwithstanding the sound design, various
project assumptions proved to be overly optimistic about the counterpart’s institutional
capacity to implement the required investments and institutional arrangements. For
example, the project design envisaged that the fully functional MIS would allow the
exchange of electronic information on enrollment and health service utilization between
the Ministries of Health (MINSA), Education (MEDUCA), and Social Development
(MIDES) (see World Bank 2015b, 5). The technology and institutional arrangements
required to achieve this level of integration are seldom available even in more advanced
middle- and high-income countries. Nevertheless, IEG found that even with the existing
limitation on the verification of co-responsibilities between the three ministries, the MIS
and the overall management and operation of the RO were satisfactory and comparable to
other well-performing CCT programs in the Region (see Robles Rubio and Stampini
2016, 8, 9 and 24). MIDES also showed limited capacity in the complex procurement
processes required to contract the impact evaluation of the RO. The selection and
appointment of the firm to carry out the impact evaluation took longer than the 12 months
from the effectiveness date envisaged in the Loan Agreement, thus a level-2 restructuring
was necessary to grant additional time to complete the process. The delays in contracting
the firm reduced the number of children under two years old in the roster of beneficiaries
of the RO. Consequently, while the data collection was successfully completed, the small
number of observations (that is, for children under two years old) affected the statistical
analysis, and the impact of RO on children with chronic malnutrition could not be
estimated.



Component 2. The terms of reference were developed for the social workers (the
promotores) who provide direct support to beneficiary families based on best practices
from CCT programs in the Latin America and the Caribbean Region, such as Chile
Solidario. The network of promotores provides tailored support and information about the
RO and other social assistance programs to beneficiary families to facilitate the
integration of the various programs and enhance their results. Important delays affected
the initial selection and contacting of the promotores. However, the delays were justified
by the strict arrangements designed to avoid political interference in selecting and
contracting promotores, as these processes were conducted during the 2009 presidential
campaign. In addition, budget constraints in 2012–13 caused downsizing of this activity.



Component 3. Initial delays related to contracting private health providers also affected
the ability to reach out to the target population with timely services (such as achieving
three prenatal controls for pregnant females). However, once the procurement process
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was completed, disbursements under the component rose quickly and reached 96 percent
between August and December 2011. The high disbursement rate was mainly due to the
increase in the capitation rate to compensate for increments in the cost of inputs, salaries,
and additional requirements of mobile health team composition. Therefore, the March
2012 project restructuring provided additional resources for component 3 to complete
four years of health service delivery through the mobile health teams. To provide AIN-C
(Comprehensive Community-based Health Care for Children) as part of the PAISS, (that
is, to deliver PAISS+N) a nutritionist would need to join the mobile health team;
however, there were not enough trained nutritionists in the country to meet the needs of
the project. Therefore, MINSA agreed to replace the nutritionists with additional nursing
technicians on the mobile health teams to supervise the AIN-C activities.9 The indigenous
chiefs selected the women, called monitoras, who performed the function of community
health workers supporting the delivery of the AIN-C.


Component 4. This component was affected by the reduced political role and
coordination capacity of the Technical Secretariat of the Social Cabinet during the
implementation period. The new administration had a different vision for the sector that
weakened the capacity of the Social Cabinet to lead social policy formulation at MIDES
as well as to coordinate with other ministries such as MINSA and MEDUCA, and to
deliver the specific products and results envisaged under the component.10

2.11 The IEG mission confirmed that the RO program was, in practice, implemented as a
semiconditional cash transfer program (see World Bank 2015b, 8); compliance with coresponsibilities was monitored but not enforced. However, the IEG mission confirmed through
spot checks that securing beneficiaries’ fulfillment of co-responsibilities seemed to be working
well at the local level because of peer-monitoring.11 In the smaller municipalities the social
workers know their clients well, as do the teachers and the health workers; in the case of
noncompliance of the co-responsibilities, for example if a child has not attended school as
expected, the social worker (and/or teacher and headmaster) would look into the case to find the
reasons behind the absence and to see how the problem could be solved (for example if the child
has been absent because of a parent’s illness). In addition, the IEG mission confirmed that the
beneficiaries in general carry their verification cards and comply well with their coresponsibilities. All the beneficiaries interviewed by the IEG mission expressed satisfaction with
the RO; the funds were received on time and were generally spent on the family’s basic needs
(for example, food, clothing, and medicines). These results are consistent with broader findings
that semiconditional cash transfer programs can be effective in improving health and educational
outcomes (Baird et al.2013).12
2.12 IEG reviewed the Health Situation Analysis (Análisis de Situación de Salud—ASIS)
performed in Panama in the year 2014 to assess how the social and health programs, were
articulated at the regional levels.13 The review, summarized in table B.3, reveals that there were
no explicit coordination mechanisms between RO and the health delivery networks. In particular,
the DRS of Chiriqui and Los Santos highlighted poor integration and coordination between the
social and health policies and programs.
2.13 The visit of the IEG mission to Darién found that beneficiaries received RO payments
regularly and on time, but also experienced operational challenges. Payments are disbursed
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bimonthly by a bank in a nearby village on specific dates, which means that on one specific day
every two months, 180 beneficiaries need to travel from Yaviza to a town approximately an hour
away by bus and queue up to receive their payments. This process is impractical (the expense
and difficulty for all the beneficiaries to find transport at the same time) and has security issues
when 180 (mostly) women return from the bank carrying cash to their village. The program was
working toward introducing electronic debit cards for beneficiaries to use in an ATM. However,
ATMs are not currently available in the village.
2.14 The IEG mission also confirmed that good ground work had been done in implementing
the PAISS+N under component 3 to improve children’s nutrition and growth. In the comarca
Kuna Yala, background and cultural studies had been undertaken initially to make sure that
interventions were culturally adequate to the indigenous people; researchers spent time with
people in their houses to observe traditional customs, such as cooking, sleeping, breastfeeding,
and caring habits. Educational material and training contents were developed accordingly. The
women (beneficiaries) interviewed by the IEG mission in Kuna Yala confirmed that they could
identify with the content of the material, and that their clothes, houses, and customs were
adequately presented. Malnutrition, especially among infants and young children, was and still is
a challenge in Kuna Yala; as part of the PAISS+N interventions, selected women (monitoras)
from the villages were trained to monitor infant and under-five growth.14
2.15 However, the IEG mission identified several challenges affecting the work of the
community health workers (monitoras). Each monitora was responsible for 5–10 families; their
tasks were to visit the families regularly, to weigh and measure babies, and to give nutritional
advice to mothers. Traditionally, infants have been breastfed exclusively until approximately 12
months and have been chronically malnourished (stunted) as a consequence. The monitoras
advised giving the infants additional traditional food from 6 months (traditional food in Kuna
Yala is nutritious and adequate for infants and toddlers). The intervention looked very promising
with the potential of producing good results; the mothers followed the advice, and the infants and
toddlers in the program gained weight and generally became healthier. In addition, the monitoras
took the initiative to raise money for some of the neediest children. Part of the program plan was
to remunerate the monitoras and pay them $25 per month as “allowance”; they could not receive
a salary because they were not formally hired by the project. The Controlaría stopped the
disbursement to the monitoras because by law allowance cannot be given to non-staff. Despite
repeated efforts from project staff and from the UGSAF to find alternatives to remunerate the
monitoras, they could not find a solution acceptable to the Controlaría. Consequently, the
monitoras stopped working and this part of the project came to a halt. The monitoras interviewed
by the IEG mission had enjoyed their work and expressed that they would happily start up again
if the payments would come through. However, they would have appreciated recognition from
the project staff, which they felt was lacking.15
Safeguards and Fiduciary Compliance
2.16 The Social Protection project triggered the indigenous peoples safeguard (OP 4.10), as it
covered indigenous comarcas. The indigenous peoples plan (IPP) prepared under the project
consisted of a brief social assessment, based on information collected at the local level in the
indigenous comarcas. The IPP identified activities to ensure that the RO program benefited
indigenous beneficiaries, including their participation in the program and that RO activities were
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culturally appropriate. The main activities carried out were the creation of family committees
(comites de familia) in the comarcas, and the significant presence of bilingual program staff
among promotores and staff visiting the area on payment days. However, the ICR noted that the
implementation of the IPP had very limited supervision until 2013, when many of its actions
were already obsolete. It states that this limited supervision resulted in the IPP meeting a very
low proportion of its original objectives (see World Bank 2015b, 10). However, the ICR did not
indicate whether there was compliance with the triggered safeguard. The safeguard issue merits
follow-up by the World Bank.
2.17 The Social Protection project maintained a satisfactory rating for financial management
(FM) in the Implementation Supervision Reports (ISRs). FM arrangements, in terms of
accounting, budgeting, flow of funds, internal control, and financial reporting were reported to
be adequate in the ICR (World Bank 2015b). The project interim financial reports (IFRs) and
external audit reports were submitted regularly and deemed acceptable. Specifically, (i) loan
proceeds were used for the intended purposes, (ii) the project’s FM-related arrangements allowed
an appropriate level of transparency that facilitated oversight and control while supporting
smooth implementation, and (iii) the project’s legal FM-related covenants were met. The main
FM-related issues identified during supervision were related to the project’s insufficient budget
allocation approved annually by the Congress, which required the project implementation unit to
request additional funds from the Ministry of Economy and Finance to ensure that all project
activities were completed by the closing date. In addition, the financial controls provided by the
General Comptroller of the Republic (Contraloria General de la República—CGR) were
duplicative of the project’s FM control, which occasionally slowed implementation.
2.18 Procurement activities were consistently slower than planned, particularly during the first
two years. As reported in the ICR (World Bank 2015b, 10–11), delays affected various aspects of
the procurement processes: (i) preparation of the terms of reference, (ii) management of the calls
for expression of interests, (iii) selection of candidates, and (iv) retention of consultants once
they were contracted. The procurement of consultancy services, in particular, suffered because of
limited understanding of human resource management aspects, an area that should be
strengthened in future operations. Because of procurement delays key activities such as the
development of the MIS and the impact evaluation of health interventions were not completed.
IEG consulted the World Bank’s Integrity Vice Presidency (INT) database, which showed that
none of the complaints related to the Social Protection project was subsequently substantiated.

Achievement of Objectives
OBJECTIVE 1. IMPROVE THE MANAGEMENT AND OPERATION OF THE RO
2.19 Outputs. The project produced the majority of the planned outputs.16 All modules of the
MIS were implemented (for example, beneficiary roster, targeting system, payment system) with
the exception of the module to verify co-responsibilities in education and health and to apply
sanctions. As a result, some remote areas had significant differences between the data from
official sectoral ministries and the RO information. To address the deficiency of the MIS, the
project developed a verification strategy that could rely on different data sources depending on
the region of implementation. However, the challenge of verification of co-responsibilities has
remained difficult in remote areas. The MIS limitations resulted in reduced capacity to manage
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the program, such as the inability to keep track of compliance among beneficiaries and to issue
reports of noncompliance; more importantly, it resulted in the inability to systematically identify
the reasons for noncompliance and to adequately respond with family accompaniment advice.
The planned impact evaluation was another key activity of the component that was only partially
accomplished. Because the roster of beneficiaries went through a natural aging of family
members (children), the contracting delays of the impact evaluation affected the evaluation
design, which needed to have enough potency in estimating certain indicators (for example, child
malnutrition). As a consequence, while the data collection was successfully completed, the
impact evaluation did not produce results and properly identify RO impacts.
2.20




The intermediate indicators related to the first PDO were achieved:17
Mechanisms of complaints operational (percentage of complaints and claims
resolved in a timely manner). The complaints module of the MIS was operational
during project execution. Reports based on complaints forms showed that all complaints
and claims were resolved in a timely manner, surpassing the target of 70 percent.
Specific sections of the Operational Manual cover program operation in indigenous
areas. This indicator was achieved during implementation. However, while the ICR
considered it a PDO-level indicator, the IEG review is considering it an intermediate
product-level indicator.18

2.21 Outcomes. During the project implementation period, thanks to project support, the
management and operation of the RO improved. Overall, the targeting of the RO program
exceeded expectations. Data from the 2013 household survey shows that 73.1 percent of the RO
beneficiaries belong to households in the first quintile of income distribution and 92.5 percent
belong to the first two quintiles (World Bank 2015b, 17). According to the World Bank’s Atlas
of Social Protection Indicators of Resilience and Equity,19 the RO is one of the best-targeted
CCTs worldwide (World Bank 2015d, 50). Even if RO covers only about 34.5 percent of all poor
in Panama, it manages to reach about 69.5 percent of the indigenous population. A number of
outcome indicators related to PDO 2 were achieved during implementation:







Percentage of disbursed cash transfers received by households in quintiles 1 and 2.
Data from the 2013 household survey show that 92.5 percent of the RO beneficiaries
belong to households in the first two quintiles of income distribution, exceeding the target
of 80 percent.
Percentage of households living in indigenous jurisdictions receiving transfers (as a
share of total number of households in indigenous jurisdictions). The baseline
coverage among the poor indigenous jurisdictions was 50 percent, reaching 69.5 percent,
thus substantially reaching the target of 70 percent.
Percentage of RO beneficiaries’ children 4 to 17 years old who are enrolled and
attend school in compliance with their education co-responsibility. The baseline was
50 percent, reaching 91.8 percent, thus surpassing the target of 90 percent.
Proportion of bimonthly payments based on a complete cycle of co-responsibilities
verification and application of sanctions. The indicator was not achieved; the MIS
supported by the program was not fully functional and could not be used to verify of coresponsibilities.
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Number of jurisdictions (corregimientos) covered by RO: The coverage of the
program expanded from 503 to the target of 621 corregimientos in 2009 and maintained
the same coverage throughout the program.
Number of households benefiting from the RO. The RO expanded from 50,000
families in 2007 to reach the target value of 75,000 families in 2010. However, after
reaching the target, the natural attrition in the roster of beneficiaries20 and the lack of new
enrolment rounds contributed to a diminishing number of households covered by the
program. The total number of households benefiting from RO was 74,481 in 2011,
72,485 in 2012, 72,534 in 2013, 72,895 in 2014, and 72,563 in November 2016.

2.22 Overall, there were issues with the verification aspects of the RO program. As noted
earlier, MIS limitations resulted in reduced capacity to manage the program, such as the inability
to keep track of compliance among beneficiaries and to issue reports of noncompliance; more
importantly, these limitations resulted in the inability to systematically identify the reasons for
noncompliance and to adequately respond with advice to the family.
2.23

The achievement of objective 1 is rated Substantial.

OBJECTIVE 2. INCREASE BENEFICIARIES’ PARTICIPATION IN THE RO, PROMOTING THEREWITH
DEMAND FOR EDUCATION AND MATERNAL AND INFANT HEALTH SERVICES

2.24 Outputs. The project implemented the planned strategies to help families participate in
the program and achieve full access to its benefits. Direct support was provided to participating
families, and targeted communication efforts were tailored to different social and cultural
conditions. As a result of the justified delays in the selection and contracting of promotores and
the subsequent budget, only about 389 out of 586 territorial units (corregimientos) were covered
by October 2013. Promotores visited 58,749 out of 64,194 beneficiaries, providing tailored
support and information about the RO program including their rights and responsibilities. A
nationwide information campaign was launched to inform beneficiaries of their rights and
responsibilities. The program also provided training to all education and health service providers.
The project achieved two out of three intermediate indicators related to the second PDO:




Share of jurisdictions covered by the RO with technical support teams for the
accompaniment of families. Promotores reached about 66 percent of the corregimientos
instead of the 100 percent target.
Share of education service providers trained on RO (Ministry of Education
personnel from central offices, provincial offices, and schools). The 100 percent target
was reached.
Share of health service providers trained on RO (MINSA personnel from central
offices, provincial offices, and health care providers). The 100 percent target was
reached.

2.25 Outcomes. As a result of the culturally appropriate direct support and targeted
communication provided by the program about 76 percent of the beneficiaries knew their right to
access services and their co-responsibilities, against a target of 70 percent. However, no
conclusive evidence was identified regarding either increased participation or regarding the
demand for health services.
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2.26 A semistructured review of the literature was performed to identify and extract evidence
from the academic literature on the effects of those participating in the RO program to the
demand for education and health services.21 The review identified evidence that even if RO was
implemented as a semiconditional cash transfer program (see World Bank 2015b, 8),
participation in the program has a statistically significant positive impact on enrollment22
comparable to the other CCT programs implemented around the world (Baird et al. 2013, 69;
Robles, Rubio, and Stampini 2016, 8). For example, the review of the impact of CCT programs
by Ranganathan and Lagarde (2012) makes reference to the study by Arraiz and Rozo (2010)
that analyzes the 2008 Panama Living Standards Measurement Survey and finds “no impact on
visits to health care providers in both rural and indigenous areas.” The review of the literature
did not identify a more recent evaluation of the RO that assessed if the improvement in the
management and operation of the program had, in turn, increased the demand for education and
health services.23
2.27 Since increased knowledge about the beneficiaries’ rights and responsibilities is not
necessarily evidence of increased beneficiaries’ participation.
2.28

The achievement of objective 2 is rated Modest.

OBJECTIVE 3. STRENGTHEN THE SUPPLY OF GROWTH PROMOTION INTERVENTIONS IN THE
AREAS TARGETED BY THE RO
2.29 Output. The basic health package strengthened with the promotion of community-based
growth and interventions to prevent malnutrition (PAISS+N) was designed and delivered in the
indigenous comarcas.
2.30 Outcomes. The PAISS+N strengthened the supply of growth promotion interventions in
the indigenous areas. After some initial delays in contracting the OEs and OI in Kuna Yala, the
program provided regular visits to the indigenous communities. In the last year of the program,
90 percent of registered children were receiving the basic health care package. However, while
74 percent of the pregnant women in the comarcas were receiving at least 3 prenatal controls in
2011, that trend declined to 69 percent at the end of the program in 2014. The key indicators for
objective 3 are the following:


Reduction of chronic malnutrition prevalence among children under two years old
registered in the PAISS+N in indigenous comarcas.24 The preliminary data of the
impact evaluation showed results in the expected direction: a 3.7 percentage point
reduction in chronic malnutrition versus a target of 4 percentage points.25 However, the
results of the impact evaluation did not show statistical significance or sufficient
precision to measure the level of malnutrition reduction among the target population
because of limited number of children under 24 months old identified.



Percentage of children under two years old registered in the PAISS+N program
benefiting from the strengthened health care package. Ninety percent of children
registered in the PAISS+N received the strengthened health care package. UGSAF
indicated that results at the national level reached 98 percent in the last quarter of 2014,
and 95 percent in the first quarter of 2015, but it was not able to provide coverage data
for the comarcas after program completion.
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Additional coverage of pregnant women by PAISS+N receiving no less than three
prenatal controls, among pregnant women in the comarcas. Coverage increased from
60 percent to 69 percent but did not reach the target of 85 percent.

2.31 Information on chronic malnutrition among children living in indigenous comarcas was
sought to perform difference and double differences. Table 2.2 summarizes the relevant
population health surveys conducted in Panama.26 Unfortunately, it is not possible to compare
the prevalence of malnutrition in indigenous comarcas because of the inconsistency across
studies in the age groups in the reference sample (for example, the project refers to chronic
malnutrition among children under two years old, but other studies refer to children under five
years old) and the limited number of studies that measured chronic malnutrition in the
indigenous comarcas covered by the project.
2.32 Information on exclusive breastfeeding among children living in indigenous comarcas
was sought considering the known association between breastfeeding practices and stunting
(Jones et al. 2014). The 2009 National Survey of Sexual and Reproductive Health of Panama
(Encuesta Nacional de Salud Sexual y Reproductiva—ENASSER 2009) provides baseline value
for the comarcas Kuna Yala and Ngöbe Buglé, but not for Emberá Wounaan, which was not
covered by the survey (ICGES 2011). The end line is provided by the multiple indicator cluster
survey (MICS) conducted in Panama in 2013 (CGR 2014).27 Difference and double differences
(DD) from the national average in exclusive breastfeeding are presented for Kuna Yala and
Ngöbe Buglé in table 2.2. Even if the results summarized here are not always conclusive, they
suggest an overall improvement of exclusive breastfeeding practices among indigenous women
living in the indigenous comarcas that received support under the program.
2.33

The achievement of objective 3 is rated Substantial.

Table 2.2. Evolution of Chronic Malnutrition and Exclusive Breastfeeding Indicators in the
Indigenous Comarcas Covered by the Program during Implementation
Prevalence of chronic malnutrition among children <two
years old (percentage)
1997
2014
(MPPE 1997)
(MINSA 2015)
National
18.2
average
C. Emberá Wounaan
C. Kuna Yala
Difference
DD from the national average
C. Ngöbe Buglé
Difference
DD from the national average
Total DD from the national average

17.7

Exclusive breastfeeding
for
at least six months
2009
2013
(ENASSER
(MICS
2009)
2013)
26.5
21.5

55.6

52.2

31.3

60.9

39.8
72.0
19.8
24.8
53.2
-7.7
-2.7
22.1

Note: DD = double difference; ENASSER = National Survey of Sexual and Reproductive health; MICS = multiple indicator
cluster survey; MINSA = Ministry of Health; MPPE = Ministry of Planning and Political Economy.
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OBJECTIVE 4. ENHANCE THE BORROWER’S CAPACITY TO DESIGN, IMPLEMENT AND MONITOR
COHERENT AND EFFICIENT SOCIAL SECTOR POLICIES INTERVENTIONS

2.34 Output. Only a few of the planned outputs were produced. The project intended to
support the Technical Secretariat of the Social Cabinet. However, its capacity to coordinate
social policies across ministries was considered weak throughout the life of the project as
indicted in the ICR. However, a few important outputs were produced, such as the single registry
of beneficiaries, a tool for MIDES to identify and monitor the beneficiaries of all its social
programs. In addition, the program provided technical assistance to the design and
implementation of new social programs, such as Angel Guardian (disability benefit) and 120 a
los 65 (its strategy for targeting and recertification). The key indicators for the component were
only partially achieved:




2.35

Organigram28 defining MIDES restructuring and strengthening at the central and
local levels. This indicator was considered as achieved on time, given that the MIDES
organizational structure was redesigned in 2011, developed in 2012, and implemented in
2013. However, the production of the organigram defining MIDES restructuring and
strengthening at the central and local levels should be considered as an output rather than
an outcome indicator.
Proposal for reorganization and rationalization of social spending developed (new
indicator). The study to enhance social spending was not carried out as a result of the
limited capacity of the Technical Secretariat of the Social Cabinet to direct social
policies.
The achievement of objective 4 is rated Modest.

Efficiency
2.36 The economic analysis of the project at appraisal estimated the long-term impacts of a
CCT program as a result of the increased investment in education and health for the children in
beneficiary families. The economic analysis developed in the ICR uses a structural model to
estimate the impact of the program on poverty using information from national household
surveys. The program was effective in reducing poverty: using data from the 2012 household
survey, the ICR estimated that the RO program reduced extreme poverty by 3.6 percent, total
poverty by 0.8 percent, and the poverty gap index by 4.1 percent. These results were in line with
the estimates provided at appraisal even if the program was implemented as a semiconditional
program because compliance with co-responsibilities was not strictly enforced as originally
envisaged. In addition, the economic analysis estimated that RO reduced the poverty gap by $0.8
for each dollar spent in the program, which, according to the ICR, makes it one of the most costeffective programs in Panama. The ICR also notes that the program compares favorably with
similar programs in the Region.
2.37 However, some of the activities to strengthen the administration of the RO were not
completed and the MIS module for the verification of co-responsibilities was not fully
functional. In addition, the EEC to provide basic primary health care services to indigenous
communities experienced delays in implementation and increases in costs. The per capita
payments of the PAISS+N were increased with respect to the estimate at appraisal, and
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additional resources were allocated to finance a full four-year cycle of service provision.29 In
addition, delays in implementation resulted in various extensions of the closing date for a total of
27 months of extension. Therefore, even if project costs were in line with what was estimated at
appraisal.
2.38

The efficiency rating of the project is Modest.

Ratings
PROJECT’S OUTCOME
2.39 The project’s Relevance of Objectives is rated substantial. Relevance of Design is rated
substantial. Objectives 1 and 3 are rated substantial. However, the achievement of Objectives 2
and 4 is rated modest. Efficiency is also rated modest.
2.40

The overall outcome is rated Moderately Satisfactory

RISK TO DEVELOPMENT OUTCOME
2.41 The IEG mission recognized that RO continues to be the flagship social assistance
program in Panama under the current administration. However, some technical and operational
aspects still need improvement: the MIS is still not fully functional, and the health and education
M&E and information technology (IT) systems do not satisfactorily monitor implementation or
verify compliance with co-responsibilities, which poses a moderate risk to the day-to-day
operation of the RO program. MIDES has adequate policies in place to manage RO; these
policies have been maintained and implemented under different administrations, so the risk
related to strategic planning is rated low. The risk related to the implementation of the EEC in
indigenous comarcas was mitigated by employing UGSAF as the implementing agency for this
project. The future risk for the EEC strategy in comarcas is considered low considering the
support that EEC has both in the communities and nationally. The risk related to cultural
appropriateness is rated low because of adequately developed culturally relevant implementation
approaches and educational materials.
2.42

The overall rating of Risk to Development Outcome is Moderate.

BANK PERFORMANCE
2.43 Quality at entry is rated Moderately Satisfactory. The project design drew on extensive
and high quality work that the World Bank and the Inter-American Development Bank
developed based on the implementation of various CCT programs in Latin America, particularly
in Brazil, Chile, and Mexico. The selection of the beneficiary communities was based on the
2007 poverty assessment supported by the World Bank. However, the design for the verification
of co-responsibility was complex, requiring MIS and inter-institutional arrangements that were
not fully achieved during the project. Furthermore, the government’s capacity to design,
implement, and monitor social policies and interventions could have received greater attention in
project design.
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2.44 Supervision is rated moderately unsatisfactory. The World Bank team conducted 14
supervision missions during the seven years that the project was under implementation. The
World Bank team provided timely and quality technical assistance that contributed to
adjustments in project activities when deemed necessary. In addition, the World Bank provided
MIDES with training to strengthen its competencies in fiduciary procedures. However, the
planned MIS was only partially implemented and the project experienced several M&E-related
challenges because of the limited functioning of the MIS, which did not allow for regular
tracking of progress toward achieving the project’s objectives. Furthermore, World Bank
supervision could have been more active in supporting effective synergies between the CCT
program and the EEC strategies supported by the program (see paragraph 2.12). Finally, the
shortcoming identified in the implementation of the Indigenous People’s Plan (see paragraph
2.16) also suggests deficiency in this aspect of the World Bank’s supervision.
2.45

Bank performance is rated Moderately Satisfactory.

BORROWER PERFORMANCE
2.46 Government performance is rated Moderately Unsatisfactory. Although MIDES
participated in project preparation and implementation, there were delays in both phases of the
project because of factors associated with the government’s commitment and involvement. Lack
of coordination between different institutions within the government affected dialogue during
preparation and implementation. At the time of appraisal, MIDES was a recently formed
institution (established in August 2005) and did not have the capacity to adequately design social
policies. It is worth noting that MIDES did not have the authority to convene other ministries,
such as MINSA and MEDUCA, as would have been needed for effective project
implementation. Although the counterpart was fully involved in project preparation, it had
limited capacity to make the decisions needed to adequately implement the operation. The
limited capacity of MIDES and delays in the contracting process also affected the impact
evaluation of the program. The government’s performance was negatively affected also by the
limited capacity of the Minister of Economy and Finance to provide the budget space for the
implementation of the project, the delays in key decision-making processes that followed the
change of government shortly after effectiveness, the limited capacity to manage World Bank
fiduciary processes, and the high turnover of technical personnel in the implementing units (see
paragraph 2.9). Finally, the government could have been more active in supporting effective
synergies between the CCT program and the EEC strategies supported by the program (see
paragraph 2.12).
2.47 Implementing agency performance is rated Moderately Satisfactory. The IEG mission
found that the MEDUCA, MIDES, and MINSA had persisted with the program despite the
various challenges and delays. However, the IEG mission highlighted limited inter-ministerial
collaboration and communication between the various stakeholders in the project. The
ministries’ IT systems were so dissimilar that they could not match the data from their different
IT systems, making verification of the beneficiaries’ fulfillment of co-responsibilities
challenging (that is, verifying beneficiaries’ school and health clinic attendance). This difference
meant that the system did not work as intended; practically no beneficiaries lost the CCT because
of noncompliance with co-responsibilities because this could not be verified at an aggregated
level. The field visits conducted by the IEG mission did find, however, that the system of
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compliance and verification of co-responsibilities seemed to work reasonably well at the local
level.
2.48

Borrower performance is rated Moderately Satisfactory.

MONITORING AND EVALUATION
2.49 The design of the M&E system was comprehensive and well conceptualized, but
complex. The results framework of the project presented in the PAD included 11 PDO level
indicators and 37 intermediate outcome indicators. The identified indicators were relevant to
measure achievement of PDOs. The M&E design is, therefore, comprehensive and of substantial
quality. However, baseline information about the prevalence of chronic malnutrition among
children under two years old was not available. The baseline survey for the impact evaluation
was expected to provide this information
2.50 At implementation, M&E was affected by the delays and partial implementation of key
project activities and unable to actually monitor and track all project achievements. The MIS
never became fully functional during project implementation, and subsequently some indicators
of the results framework could not be monitored. At project closure, school attendance is still
recorded manually by teachers, and there were generally low levels of recording. This, coupled
with the challenge of matching the RO beneficiary roster with student enrollment data by
MEDUCA, made it impossible to conduct a systemwide verification of co-responsibilities by
beneficiary families, which is a key component of any conditional cash transfer program. The
MIS was still not able to produce statistical reports and register compliance of coresponsibilities. This was still the case at the time of the IEG mission in June 2016, and several
of the indicators in the results framework expected to be produced by the MIS could not be
reported due to lack of reliable data. The only functions that the MIS could perform were
administration, beneficiary registration, and payment modules. In addition, as mentioned, the
delays and subsequent termination of the planned impact evaluation did not allow for measuring
the impact of the growth promotion interventions delivered through the PAISS+N on the
prevalence of chronic malnutrition among children living in indigenous comarcas. During
implementation, it became apparent that the precision of the M&E framework was affected by
the seasonal migration in some comarcas and by migration from the comarcas into the cities. The
results framework was modified during the March 2012 restructuring because of delays in
project implementation. Two indicators were dropped, one indicator was added, and 24
indicators were revised to reflect the 18-month project extension.
2.51 M&E utilization was limited by its weaknesses. The IEG mission confirmed that the
weak functioning of the MIS and the termination of the impact evaluation resulted in limited
capacity to produce additional M&E data. In addition, when project M&E data was produced, it
was not fully integrated and used by the respective relevant ministries to improve evidence-based
policies. With regard to the M&E data produced by the RO, the capacity to influence overall
social policy formulation was also limited by the reduced political role and coordination capacity
of the Technical Secretariat of the Social Cabinet. M&E data produced by the mobile health team
did not integrate with the M&E system of the MINSA. The main technical issue was identified in
the unit of reference used as the denominator in the coverage indicators: while the project M&E
system coverage indicators are based on the population registered by the mobile health team,
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MINSA M&E utilizes information collected through the networks of health facilities. Thus,
M&E mobile health team data and results could not be easily compared with official MINSA
data.
2.52

Monitoring and evaluation (M&E) is rated Modest.

3. Health Equity and Performance Improvement Project
Objectives, Design, and Relevance
PROJECT DEVELOPMENT OBJECTIVES (PDOS)
3.1
The Health Equity Performance Improvement project (HEPI) (P106445) comprised two
project development objectives (PDOs). As stated in the loan agreement, the PDOs were to assist
the borrower to (i) increase access of populations in selected underserved rural communities of
its territory to quality basic health services known to improve mother and child health; and (ii)
develop strategic planning, regulatory, and monitoring mechanisms known to improve health
system performance. The formulation in the project appraisal document (PAD) is almost
identical.30 The objectives remained unchanged throughout the life of the project. This PPAR
uses the formulation presented in the loan agreement.
3.2

To achieve its stated objectives, the project comprised three components:


Component 1: Ensure access to primary health care (PHC) services by the poor in
rural areas. This component was to finance the per capita payment to provide a basic
package of health services known to improve mother and child health care (PAISS) in the
selected underserved rural communities. The per capita payment, which represents the
average unit cost per year to provide primary health care services to each individual, was
estimated at $27.30.31 The potential maximum payment that each provider could receive
each year was the per capita amount multiplied by the number of individuals enrolled.
Providers received a 20 percent advance, which was deducted from the first payment to
ensure sufficient cash flow for operations. The payments were then made in three parts:
(i) a bimonthly payment for the potential maximum of 65 percent of the estimated
payment based on the coverage levels achieved, (ii) 30 percent made every four months
based on performance achieved in 10 priority health services indicators, and (iii) 5
percent paid annually based on a beneficiary survey. The basic package was delivered by
private providers (Organizaciones Externas/Extra-institucionales—OEs) contracted by
MINSA and mobile health teams integrated by health professionals hired by the regional
health departments (Dirección Regional de Salud—DRS and internal organizations—in
Spanish Organizaciones Internas/Institucional—OIs). The content of the PAISS is
presented in table 3.1.
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Table 3.1. Health Services Comprising the Comprehensive Basic Package—PAISS
Preventive health services
Prenatal control
Post-partum control
Provision of folic acid and iron for women in fertile age
Development and growth monitoring for children under five years old
Family planning
Pap smear and breast cancer preventive examinations
Health care services
Acute respiratory infections (ARI) treatment
Acute infectious diarrhea
Screening, diagnosis, and treatment of malnutrition for children under five years old
Screening, diagnosis, and treatment of malnutrition for women during pregnancy and post-partum
Provision of supplementary food for women with low weight during pregnancy and post-partum
Screening and treatment of micronutrient deficiency in pregnant women and children under five years
old
Triage and referral to appropriate health care unit for institutional delivery
Screening and treatment for tuberculosis
Screening, diagnosis, and treatment of malaria
Screening, diagnosis, and treatment of leishmaniasis
Screening, diagnosis, and treatment of hypertension
Ambulatory treatment and follow up of other adult chronic conditions and child morbidity (primary
health care)
Education and health promotion
Preventive nutritional education
Education and training on evaluation of water sources, treatment, and quality control
Education and training on sanitation activities in rural areas
Education and training for solid waste management and disposal in rural areas
Health promotion



Component 2: Increase responsiveness of primary health services networks to
vulnerable populations in rural areas. The objective of this component was to increase
the capacity of the PHC networks to respond to health care service demand by poor rural
communities. It comprised two subcomponents.
o Subcomponent 2.1: Strengthen health regions’ management capacity to develop and
implement PHC interventions in rural areas—investments, consultancies, and
training for activities including development of an accreditation system for primary
health care facilities in rural areas; technical assistance to carry out assessments of
available human resources, equipment, and infrastructure; technical assistance to
develop and implement annual operational plans at the regional level to improve the
management of the supply chain of pharmaceuticals; technical assistance to develop
and implement annual operational plans to reduce access barriers in rural areas; and
activities to improve cultural appropriateness of health care delivery to rural
communities.
o Subcomponent 2.2: Improve the delivery of health services to vulnerable populations
living in remote rural areas—investments, technical assistance, and training for
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activities including refurbishment of existing primary health care units in rural areas;
acquisition of medical equipment and vehicles for primary health care units;
development and initial implementation of a continuous training program for
community health workers; development of strategies for early identification and
transportation of critical-condition patients; and implementation of a pilot program of
telemedicine in primary health services in rural areas.


Component 3: Strengthen MINSA’s institutional capacity to exercise stewardship in
the health sector. This component was to strengthen MINSA’s institutional capacity for
strategic planning, information management, and monitoring of results to improve health
system performance with a focus on fostering equitable access to quality health services.
It comprised
o Subcomponent 3.1: Improve MINSA’s institutional capacity for strategic analysis and
planning to improve performance in the health sector—national surveys and studies
such as the first DHS, technical assistance and training to improve MINSA’s
technical capacity to analyze data and trends in the health sector, consultations for a
new National Health Strategy to improve equitable access to health services,
development of national pharmaceutical and nutrition strategies, and strengthening of
IT systems for data analysis and strategic planning.
o Subcomponent 3.2: Update health regulations and revise enforcement mechanisms—
technical assistance, goods, and services needed to overhaul the health regulatory
framework, including revision and updating of the health code, and strengthening
enforcement mechanisms.
o Subcomponent 3.3: Strengthen management, monitoring, and information systems of
national programs to improve access to health services by the poor—technical
assistance, goods, and services to implement various activities, including
strengthening information systems to monitor implementation of the new model for
primary health care; information systems to monitor results and financing for the
Health Protection for Vulnerable Populations (Protección en Salud para Poblaciones
Vulnerables—PSPV), including an automated system at the central and regional
levels; concurrent financial, technical, and social audits; upgrading information
technology at the regional level and training for data management; cofinancing an
impact evaluation of PSPV; and the management of fiduciary aspects of project
implementation.

3.3
The HEPI was approved in August 2008 as a $58.73 million operation to be completed
by June 30, 2013. IBRD was to finance the project with a loan of $40 million, and the
government of Panama was to provide $18.73 million. The planned implementation period was 4
years and 9 months; the closing date at appraisal was June 30, 2013. However, implementation
was extended for a total of 1 year and 6 months, until December 31, 2014, for a total of 75
months of implementation.
RELEVANCE OF OBJECTIVES
3.4
IEG confirmed that the project’s objectives were relevant both at project appraisal and
closure. The Interim Strategy Note for FY2006–07 (World Bank 2005) emphasized poverty
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reduction, especially among the poor and indigenous population, and the objectives of the HEPI
project are well aligned to that. The project’s objectives were also fully in line with the country
partnership strategy (CPS) at project closure, which included among its broad objectives to
improve access to basic health and nutrition and to enhance targeting and monitoring and
evaluation of social programs to improve quality and access to basic health and nutrition
services—especially among the rural and indigenous populations—under its “greater
opportunities for all” pillar (World Bank 2010). In addition, the design of the HEPI is well
aligned to the strategic direction 1—focus on results—of the 2007 Health, Nutrition, and
Population (HNP) strategy (World Bank 2007a, 6).
3.5

The relevance of the objectives is rated High.

RELEVANCE OF DESIGN
3.6
The project was structured around three components; the first two were designed to
achieve the first PDO and the third component was designed to achieve the second PDO (see
Table B.6). The results chain for PDO 1 (to increase access of populations in selected
underserved rural communities of its territory to quality basic health services known to improve
mother and child health) was simple and clear: the basic package of health services (PAISS) was
delivered by mobile health teams to selected poor rural nonindigenous communities. The design
included the use of a results-based financing (RBF) approach linking the achievement of
objectives to payment to providers.32 Specifically, the payment system to mobile teams,
consisting of a per capita payment for each person receiving health services and a performancebased element, introduced clear incentives that aligned payments to health providers with the
achievement of objectives. However, during implementation, the design revealed some
shortcomings. First, the process to select and contract the private providers suffered delays in the
first year of implementation and required reformulation of outcome targets during restructuring.
Second, the value of the annual per capita payment appeared to be underestimated at appraisal
and was significantly revised during project implementation. Third, an innovative element of the
RBF scheme was the role of the DRS in the payment and verification processes. DRS’s role was
justified by the objective of enhancing its role in the coordination of the primary services
networks. However, the original design underestimated the additional administrative hurdle
deriving from DRS’s role in the verification and payment processes. The results chain for PDO 2
(to develop strategic planning, regulatory, and monitoring mechanisms known to improve health
system performance) was also simple: the project was to provide technical assistance to conduct
studies and analysis to enhance the stewardship capacity of MINSA. However, the design
underestimated the institutional capacity and political commitment required to carry out the
planned activities. As a result, only a few of the key envisaged activities were actually completed
besides the support provided through UGSAF.
3.7

The relevance of the design is rated Modest.33

Implementation
3.8
The UGSAF at MINSA was the implementing agency of the HEPI project. UGSAF had
several years of experience with managing and implementing externally funded projects,
including those financed by the World Bank and IDB. In the first part of the project, until the
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April 2012 restructuring, UGSAF was supported by the United Nations Development
Programme (UNDP) in its administrative and fiduciary functions. UGSAF showed a satisfactory
capacity in implementing the project and in maintaining an adequate M&E system. The UGSAF
team was able to maintain strong collaboration and relationships with MINSA both at central and
DRS levels. The implementation arrangement of the project also included a Project Executive
Council (Consejo Directivo de Proyectos—CODIPRO), comprising the heads of the MINSA
directorates for Health Planning, Health Care Services, and General Health, and the General
Health Secretariat, to oversee the project.
3.9
Various challenges affected project implementation that took a total of 6 years and 4
months, which was one and a half year longer than estimated. Specific challenges were (i) the
complexity of the verification system to authorize payment of the health providers under
component 2; and (ii) delays in ensuring fiscal space, limited political commitment, and weak
implementation capacity at both central and DRS levels that affected primarily activities under
components 2 and 3. Project financing (estimated and actual) by component are presented in
table 3.2. Table B.6 presents the key activities envisaged at appraisal under each component and
the activities that were implemented. The project went through two level-2 restructurings during
its implementation:


April 2012: (i) an extension of the closing date from June 30, 2012 to December 31,
2014, to ensure the provision of health services to the target population, to complete the
beneficiary roster, and to conduct a health survey; (ii) a simplification of the
disbursement conditions to trigger disbursements; (iii) revision of the Results Framework
for more accurate measurement of progress; (iv) the introduction of flexibility in the
percentage of funds financed by the loan versus counterpart funds while maintaining the
global percentages; and (v) the end of UNDP’s role in supporting UGSAF administrative
and fiduciary functions.



October 2013: transfer of funds from components 2 and 3 to component 1 (component 1
total funds increased from the planned $25.8 million to $35.6 million, amounting to 89
percent of the total loan funds) to enable the financing of health services provision to the
target population during 2013.

Table 3.2 HEPI Project Financing by Component
Appraisal Estimate

Actual

IBRD
(US$, millions)

1

25.80

65

11.06

35.7

89

138

2

6.44

16

3.38

0.3

1

5

3

7.51

19

4.04

4

10

53

Unallocated

0.25

1

0.25

0

0

0

40

100

18.73

40

100

100

Component

Total

Government of
Panama
IBRD
(US$, millions) (US$, millions)

IBRD
IBRD (actual as a
(percent percent of
of total) appraisal

IBRD
percent
of total
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3.10 During implementation the verification process of the health services provided through
mobile health teams appeared to be more complex than envisaged at appraisal. The review cycle
involved entities including the sector service providers, the DRS, the National Directorate of
Health Service Delivery of MINSA, UGSAF, the National Comptroller’s Office (Contraloría),
and the independent third party audit firm. All parties reviewed information to identify potential
fraud and errors in the reports, validate beneficiary information, and confirm that health services
were delivered and targets were achieved. In addition, the project required an extremely high
number of reports per rural community: one report every 2, 6, and 12 months, which totaled
approximately 720 reports to be reviewed annually by the above-mentioned offices. The
verification process per report took approximately three months, and in case of discrepancies, the
process could take up to a year or more. This complicated review process resulted in significant
delays in payments, which affected the provision of health services by the mobile teams. The
project involved the subnational levels of health, the DRS. However, DRSs were not financially
autonomous and did not have the authority to disburse funds to the private service providers.
Invoices went from the private service providers through the DRS to MINSA for verification and
approval, and funds went from MINSA through the DRSs to the private service providers. This
additional layer of compliance with laws and control mechanisms for the national and
subnational levels increased the number of administrative steps from 16 to 32, contributing to
delays in the review process to authorize payments to health providers (see table B.10). The
mission realized that the role of the Contraloría was perceived by the majority of project staff
(that is, UGSAF) at all levels to be an obstacle to project implementation. When staff changed at
the Contraloría, the project team had to “start all over” to explain how the project works to get
payments through the system. All the above-mentioned procedures relied heavily on paper
reports and manual procedures in the beginning of the project. Later, a software solution was
implemented that allowed the use of CDs and reduced the number of paper reports. The reporting
process still demanded significant time and resources from project and government staff.
3.11 During implementation, it became apparent that population estimates for rural
communities were unreliable because of seasonal migration, inaccessibility, and dispersion.
Private health service providers informed the IEG mission that it was beneficial that the targets
were defined based on the population effectively registered and not “written in stone” based on
population estimates. The approach of calculating the payment based on the population
effectively registered was preferred by the health service providers interviewed during the PPAR
mission, because in some instances the rural communities were much smaller or much larger
than estimated. Therefore, targets were agreed between UGSAF and private health providers
after the mobile teams were able to “verify” population estimates during their first round of visits
(called gira or rondas in Spanish). This approach made targets more realistic and allowed for
adjustments to population changes because of seasonal migration.
3.12 At appraisal, the capitation payments were estimated at $27.30, but this figure nearly
doubled during implementation. Initially, the capitation figure was unified across all regions and
did not take into account the variable accessibility issues between the regions. Some places were
only accessible by helicopter, some by car, some only by boat, and some only by foot. Transport
costs thus varied greatly, and a diversified per capita payment was introduced as an attempt to
take account of these differences (see appendix B.10).

28

3.13 Basic health services to rural communities were provided primarily through two types of
mobile health teams (redes itinerantes). The basic health package PAISS was provided by private
providers (organizaciones externas or extrainstitucionales—OEs) and public providers
complemented by additional health professionals hired by the DRS (organizaciones internas or
institucionales—OIs). Table 3.3 shows that the OEs had better achievements in the performance
indicators than the OIs.
Table 3.3. Component 1 Results-Based Financing Performance Indicators, 2013–14
No.
1
2
3
4
5
6
7
8
9
10

Indicator
Percentage of pregnant women with at least three antenatal checkups (one per
trimester) by the end of the third trimester
Percentage of pregnant women registered out of estimated total
Percentage of pregnant women with second dose or booster of TT or TD
Percentage of births attended by trained staff
Percentage of women 20 years or older who have had pap smears
Percentage of children under one year who have had four or more growth-anddevelopment checkups
Percentage of children under one year with a complete vaccination record
Percentage of children aged four with at least two growth-and-development
checkups
Percentage of children aged one to four years old with a complete vaccination
record
Percentage of symptomatic respiratory diseases recorded out of estimated total

OEs

OIs

78%

17%

80%
89%
88%
67%

22%
21%
23%
11%

92%

16%

94%

20%

87%

13%

89%

15%

13%

3%

Sources: MINSA-UGSAF Progress Report for the Period July 1, 2014 to December 31, 2014; World Bank 2015c.
Note: OE = external organization; OI = internal organization; TT = monovalent tetanus toxoid tetanus vaccine; TD = low-dose
diphtheria toxoid tetanus vaccine.

3.14 However, this information cannot be used to draw conclusions regarding which
organizational form (OEs or OIs) is more efficient, because their unit costs and working
conditions are significantly different. First, OE staff was contracted to work exclusively in the
mobile health teams, while OI teams comprised doctors and nurses who were also working in the
public health network. For example, pediatricians employed in the OI were usually working in
the local hospital. Because the DRS were not able to contract additional staff, when the
pediatrician was working in the mobile health team, his job at the hospital would be put on hold.
Second, OE doctors received a 40 percent increase in remuneration, and the other components of
the OE teams received an additional 25 percent to compensate for hardship, and so on. However,
the components of OI teams did not receive any allowance to compensate for hardship.
Therefore, the costs of OE teams were much higher than those for OI teams, but OE teams
provided longer hours of service.
3.15 On the other hand, it is possible to extract lessons from the positive results produced by
OEs and from what did not work in OIs. OEs had better control and flexibility in the use of
human and financial resources, which created important improvements for the frontline mobile
health teams. OEs had off-road vehicles provided exclusively to the mobile health teams.
However, OIs had to use DRS vehicles that were subject to competing demands and often lacked
maintenance and consumables (such as fuel, tires, etc.). Interviews34 with project staff indicated
that the ability to secure appropriate vehicles, spare parts and gasoline could make a big
difference in terms of achieving efficacy. For example, OI staff was able to dedicate only up to
40 percent of its time to visit rural communities, and their patients in the public health network
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would potentially face reduced availability of health services and longer waiting times. These
negative effects were the result of the incapacity of DRS to utilize the capitation payment for
additional human resources and other inputs (such as cars, fuel, and others) to support the mobile
health team.
3.16 However, staff turnover in the OEs was high because of the difficult working conditions
and short-term contracts. The IEG mission found that the majority of private health providers
contracted under the project offered contracts of 6–12 months only, which posed a challenge.
Some of the private operators (for example, AXA) used long-term contracts to ensure that its
staff would be able to provide services and receive salaries during contract renegotiations with
the project. However, after several halts in disbursements and breaks in the contractual
relationships with private operators, even a large international company with sound financial
solvency (like AXA) was no longer able to afford to provide long-term contracts to their staff.
All private providers are now contracting OE health staff comprising the mobile health teams
using short-term contracts, and staff tend to leave as soon as better contractual arrangements are
found. The high staff turnover poses challenges to the stability and quality of the services
provided by the mobile health teams. DRSs also address the high turnover among OE staff by
investing time and resources to train the new staff.
3.17 The private operators informed the IEG mission that they perceived the DRS supervision
missions to be very constructive and useful, providing immediate feedback to the operators on
matters in need of improvement, enabling the operators to swiftly adjust their interventions to
ensure high quality service provision. However, the private operators considered the third-party
annual audits performed by the independent company to be less useful, as feedback was received
only one year after evaluation, without the opportunity to correct or rectify the information. For
these reasons, private operators perceived the third-party annual audits in some instances as
unfair (that is, they were not able to correct factual misunderstanding or errors made by the thirdparty independent verification company and they were punished financially) and not very useful
in practice (that is, feedback was provided too late to take remedial actions).
3.18 The IEG mission identified important challenges in the project information system
implemented in the UGSAF. At the time of the IEG mission, the government had recently moved
to a new information system (SIREGES) based on Structured Query Language that improved the
standardization and quality of the reports produced compared with the Access-based previous
system (SIEEC). It was noted that the more powerful SIREGES was more rigid than SIEEC and
did not produce customized reports. In addition, notwithstanding numerous efforts and long
discussions, the information system of the project managed by the UGSAF did not integrate with
the health information system of the MINSA (that is, the system operated by the Departamento
de Registros y Estadísticas de Salud-SIES).35 The fact that the two information systems did not
communicate contributed to the perception of separation between OEs and the network of public
health providers. During the medical tours, OEs had to operate with the two systems in parallel,
both operated manually: the information system of the OE and the information system of the
project managed by UGSAF. In addition to carrying medical equipment and supplies in their
backpacks in the field, the mobile teams needed to physically carry the paper-based medical files
that were filled out manually and subsequently aggregated and reported to the UGSAF. As an
example, one of the private service providers, AXA, employs eight people just to insert data
from handwritten patient files into the data system. During the IEG visit (June 2016), the
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UGSAF was planning to let some of the mobile health teams pilot the use of tablets for direct
digital insertion of patient data to the M&E system. The IEG mission further found that in
addition to operating with a separate IT system not compatible with the government’s, the
project is perceived to be separate from the national health system at all levels of the system.
Interviews at all levels (ministry staff, regional department staff, medical staff in clinics and
hospitals, and staff of private providers) indicated that the interviewees perceived the project’s
interventions as independent from government.
3.19 The implementation of the second component was largely affected by delays in providing
the required space in the budget and by the limited institutional capacity in the DRS. At the end
of the implementation period, only a few activities were implemented (for example, the survey
map of human resources, equipment, and infrastructure in the DRS; an accreditation plan for
PHC facilities; and training of health personnel for intercultural health services provision).
However, the planned capital investments did not take place and only very few resources were
disbursed. Also, the envisaged integration between mobile and fixed health networks was not
uniform. The IEG mission identified instances of effective collaboration and communication
between the private operators and the public health clinics. This was confirmed in the interviews
with staff of the UGSAF and the private health providers. However, MINSA staff both at the
central level and at the DRSs expressed concerns that OEs were building a parallel system to the
national health system managed by an independent UGSAF without formal communication lines
and guidelines for collaboration with the networks of public health facilities.
3.20 The implementation of the third component was largely affected by delays in providing
the required space in the budget and the limited institutional capacity at MINSA. Also, in this
case the design underestimated the institutional capacity and political commitment required to
carry out the planned activities. The majority of activities that were envisaged at appraisal were
not completed.
SAFEGUARDS AND FIDUCIARY COMPLIANCE
3.21 The HEPI project triggered the Environmental Assessment (OP 4.01) and the Indigenous
Peoples (OP 4.10) safeguards. OP 4.01 was triggered because of the risk of localized impacts
from the improper transport, treatment, or final disposal of healthcare waste by mobile teams or
regional health facilities, and the potential impacts were considered consistent with a Category B
environmental impact classification. The Environmental Assessment that reviewed the potential
environmental risks and mitigation action plan was required during project preparation because
of possible increases in the production of healthcare waste and minor rehabilitation works. In
compliance with OP 4.01, MINSA produced an Environmental Assessment and Healthcare
Waste Action Plan to mitigate the impacts of the project. It included detailed checklists of
procedures (from generation to disposal) tailored to the mobile team situation. The compliance of
the checklist by mobile teams was supervised by the subnational health teams. MINSA also
produced an Environmental Assessment and Healthcare Waste Action Plan for the capital
investments (that is, refurnishing and equipment) to the PHC network envisaged under
component 2. However, these investments did not materialize and such procedures were not then
required. The HEPI project also triggered the Indigenous Peoples OP 4.10. The project, in
collaboration with other funds, financed trainings of health professionals about good practices in
cultural adaptation of heath care services. However, the ICR did not indicate whether there was
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compliance with the triggered safeguard. The safeguards issue merits follow-up by the World
Bank.
3.22 Financial compliance and procurement. The UGSAF of MINSA was responsible for
the financial management tasks of the project. Until the April 2012 restructuring, the UGSAF
was supported by UNDP in its administrative and fiduciary functions, including (i) budget
formulation and monitoring, (ii) cash flow management, (iii) accounting records maintenance,
(iv) financial report preparation, (v) underlying information systems administration, and (vi)
external audit arrangements. The ICR records that the project complied with the relevant OP/BP
10.02, and Financial Management Assessment concluded that UGSAF had “prior experience
with managing the administrative and financial management aspects of externally financed
projects; therefore, the unit already had in place the capacity necessary to monitor the financial
aspects of the project, as well as a basic administrative structure and financial management
systems” (World Bank 2015c, 12). The financial management of the project was rated by the
World Bank as Moderately Satisfactory at project completion because (i) it provided reasonable
assurance that the loan proceeds were used for the intended purposes, (ii) there was an
appropriate level of transparency that facilitated oversight and control, and (iii) there were no
outstanding legal covenants related to financial management. On the other hand, the major issues
related to financial management identified during the final year of project implementation were
(i) occasional delays in the submission of project Interim Financial Reports (IFRs) and audit
reports, including additional information requested by the World Bank; (ii) delays in submission
and low quality of the audit and operational audits of the transfers made under
component/disbursement category 1, taking into consideration that the acceptance of such audits
was a condition for disbursement under the aforementioned category 1; and (iii) delays in
execution of the local counterpart funds agreed in the PAD. Procurement was rated Satisfactory
during the life of the project, even if in a few cases MINSA’s internal procedures caused delays
in the selection, contracting and implementation of some procurement processes. Finally, IEG
consulted the World Bank’s INT database, which showed that none of the complaints related to
the HEPI project were subsequently substantiated.

Achievement of Objectives
OBJECTIVE 1. INCREASE ACCESS OF POPULATIONS IN SELECTED UNDERSERVED RURAL
COMMUNITIES OF ITS TERRITORY TO QUALITY BASIC HEALTH SERVICES KNOWN TO
IMPROVE MOTHER AND CHILD HEALTH

3.23 Outputs. The key product of component 1 related the achievement of PDO 1 was the
financing of the capitated payment to mobile health teams to provide the basic package of health
services (PAISS) to rural (nonindigenous) communities. After initial delays in the contracting of
the private providers, the PAISS was regularly provided in all 14 regions. One output under
component 2 included as an indicator for PDO 1 was the survey and mapping of human
resources, equipment, and infrastructure, produced by the DRS to guide subsequent investment
plans. Such surveys and mapping were conducted during the implementation of the project;
however, the expected investment plans (including the accreditation plans for the primary health
care centers) did not take place. As a result, the output indicators related to the first PDO were
only partially achieved:
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Percentage of health regions that achieve more than 80 percent of agreed
intermediary outcome targets. The baseline value elaborated during the first year of
project implementation was zero. The target was revised to 70 percent during the first
project restructuring in April 2012. However, MINSA decided to stop using these
intermediary outcome targets, and only 20 percent of the DRS were achieving more than
80 percent of the agreed outcome targets. Since MINSA had discontinued the use of these
outcome targets it is not possible to follow the indicator after project closure.
Percentage of health regions that complete survey and mapping of human resources,
equipment and infrastructure. This activity was required to plan the investment on
human resources, equipment, and infrastructure envisaged under component 2. The target
for this indicator was to complete surveys and mapping in at least 90 percent of the DRSs
by the end of the project. The project surpassed the target as surveys and mapping were
completed in all DRSs.
Percentage of health regions that have successfully complied with accreditation
plans of primary health care units in communities targeted by component 1. The
rationale of the intermediate indicator was that once DRSs had completed the survey and
mapping of human resources, equipment, and infrastructure, they could access funding
from component 2 to purchase needed inputs to comply with the accreditation plan of
their PHC units. However, even if all DRSs had prepared the survey and mapping, during
the October 2013 restructuring, the resources allocated for investment under component 2
were reallocated to component 1 and the accreditation plans could not be implemented.

3.24 Outcomes. Table 3.4 shows the results achieved during the 2013–14 coverage period.
The mobile health teams achieved the target of visiting 85 percent of the communities during
each health round in virtually all cases (99 percent), registered a minimum of 80 percent of the
resident beneficiary population (99 percent), treated a minimum of 80 percent of the registered
population younger than 24 months old (97 percent), and provided more than 38 days of direct
medical services to the population, per health round. However, only 62 percent of mobile health
teams reached the target of treating a minimum of 50 percent of the registered population per
health round. The M&E framework included 3 of the 10 RBF performance indicators (see table
B.11) as outcome indicators related to the first PDO. The performance on the indicators was as
follows:




Percentage of pregnant women with at least 3 prenatal controls (one in each
trimester). The target established for this indicator at appraisal was 70 percent coverage
of pregnant women. In the last tour of visits performed in 2014 under the project, the
mobile health teams provided at least three prenatal controls (one in each trimester) to
about 86.1 percent of pregnant women, surpassing the target. After the program, the same
package of services continued to be provided under the IDB-supported Health Equity
Improvement and Service Strengthening Program supported (Programa de Mejora de la
Equidad y de los Servicios de Salud—PMEFSS). UGSAF informed IEG that during
2015, the achievement was 83 percent, well above the project’s target.
Percentage of children under one year from the total estimated target population
with full vaccination scheme. The baseline for this indicator was 26 percent, and in this
case also, it was calculated in June 2010 using the beneficiary roster of the mobile health
team. The target was revised to 85 percent during the first project restructuring of April
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2012. Even if the target was quite ambitious, also in this case, the mobile health teams
managed to vaccinate fully more than 96 percent of registered children under one-yearold, surpassing the target. The M&E of the PMEFSS shows that during 2015, coverage
continued at about 93 percent, well above the project’s target.
Percentage of women delivering children with the assistance of trained personnel
from MINSA. The baseline for this indicator was estimated in June 2010 using the
beneficiary roster of the mobile health team at only 6 percent, and the target was revised
to 65 percent during the first project restructuring of April 2012. Also in this case, the
mobile health teams surpassed the target, as almost 93 percent of registered women
delivered children with the assistance of trained personnel by the end of the project. The
M&E of the PMEFSS confirmed that coverage was maintained in 2015 at about 92
percent.

3.25 Over the years of the project, the mobile health teams expanded their coverage. It is
worth noting that targets at appraisal were expressed as a percentage of the estimated target
population. However, since population estimates were unreliable because of seasonal migration
in these rural communities, it was agreed during the April 2012 restructuring to define targets as
a percentage of the population registered by the mobile health teams. Figure 3.1 shows that the
gap between the population estimated and the population registered by the mobile health teams
was progressively reduced over the 2013–15 period, from more than 60 percent to less than 30
percent. Finally, the substantial performance was maintained by the mobile health teams after the
end of the project (see table B.7).
Table 3.4. Component 1 Results-Based Financing Coverage Indicators, 2013–14
Indicator
Communities
visited
Population
groups
registered
Registered
population
effectively
treated
Registered
children under
24 months old
treated
Days of services

Definition
Mobile health teams visit at least 85 percent of the communities in a
population group during each health round.
Mobile health teams should register a minimum of 80 percent of the
resident beneficiary population in the communities belonging to the
population group that they are responsible for during each round.
Mobile health teams should treat a minimum of 50 percent of the
registered population through the different services of promotion,
prevention, or attention established in the portfolio of incentivized
services.
Mobile health teams should treat a minimum of 80 percent of the
registered population younger than 24 months old, through growth and
development checkups outlined in the PSPV.

Result
99%

Mobile health teams should provide the PSPV with 38 days of direct
medical services to the population, per health round.

100%

Source: World Bank 2015c, 16–17.
Note: PSPV = Health Protection for Vulnerable Populations.

99%
62%

97%
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Registered population as a percentage of
census estimate

Figure 3.1. Registered Population as a Percentage of Census Estimate, Rondas, 2013–15
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Ronda, 2013-2015
Source: UGSAF.

3.26 IEG visits to the beneficiary communities confirmed that users were in general satisfied
with the medical attention they received. The IEG mission also encountered dedicated and
professional staff who made personal sacrifices to perform their duties. Accessibility poses
important challenges, thus to reach the dispersed rural communities the mobile teams are on the
road two to three weeks for each round of visits. Mobile health teams had to camp in school
buildings and temporary shelters, traveling on difficult and at times inaccessible roads,
sometimes walking from village to village, carrying all their equipment. In general, the
population was satisfied with the services received, but indicated the desire for more frequent
visits by mobile health teams.36
3.27 Notwithstanding the substantial coverage and performance results of the EEC, the capital
investment aimed at improving the PHC network was not implemented. As already reported, the
activities under component 2 were aimed at improving human resources, equipment, and
infrastructure in the entire PHC network to improve the management of chronic and neonatal
conditions. However, the limited commitment of the government and the subsequent budget cut
reduced the resources available under component 2 for the acquisition of medical equipment and
the refurbishment of PHC clinics in rural areas. Therefore, even if the project increased access to
quality basic health services through the mobile health teams, the improvement in the remaining
part of the PHC networks (which comprised the clinics serving the population living in rural
areas), was limited. For example, the progress of PHC units toward quality improvement through
the elaboration and implementation of accreditation plans was partial. Consequently,
achievement of this objective is rated substantial rather than high.
3.28

The achievement of objective 1 is rated Substantial.
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OBJECTIVE 2. DEVELOP STRATEGIC PLANNING, REGULATORY, AND MONITORING MECHANISMS
KNOWN TO IMPROVE HEALTH SYSTEM PERFORMANCE

3.29 Outputs. The project envisaged a number of outputs to be produced under component 3
to achieve PDO 2. However, very few of the planned studies and surveys were completed. For
example, the new DHS to better understand the level of utilization and access to health services
was not completed. Also, the envisaged improvements in health regulations were only partially
implemented. On the other hand, the technical assistance to strengthen the PSPV, which included
the upgrade of the monitoring information system, the social audit, the third-party verification,
and overall management, was correctly executed. The project achieved two out of three
intermediate indicators related to the second PDO:





Establishment of a baseline on access to primary health care services by the poor in
rural areas using data from the DHS. The DHS was not conducted and the target was
not achieved.
Percentage of drugs available at health centers from the primary health care level
essential drug list. Availability of essential drugs is an important aspect of PHC quality.
The baseline value elaborated in 2012 was 69 percent and the target set at appraisal was
80 percent. By the end of the project, 80 percent of drugs comprising the essential drug
list were available at PHC centers, achieving the target. However, UGSAF was unable to
provide the IEG team the value of this indicator after the project’s closure.
Percentage of health regions using automated monitoring and information systems
for assessing achievement of results of primary health care providers. Finally, all
DRSs were using the new automated management information systems (MIS) produced
under the project for assessing achievement of results of the PHC mobile health teams
(that is, the SIREGES). However, as already mentioned, the project’s MIS system was
not fully integrated with MINSA’s MIS system.

3.30 Outcomes. The project only partially managed to enhance MINSA’s capacity to develop
strategic planning, regulatory, and monitoring mechanisms.




National strategy with baseline and targets on improving equity in access to health
care services established using DHS data. The project envisaged conducting a national
demographic and health survey (DHS) to define indicators (and related baseline and
target values) that would be used to monitor improvement in the accessibility of health
services at the regional level. The terms of reference of the DHS were developed, but the
survey was not conducted. Thus the target was not achieved.
Percentage of individuals from rural areas diagnosed with diabetes and
hypertension in need of medication receiving prescribed drugs by primary health
care units according to MINSA’s protocol. The project rightly identified the need to
improve management of chronic noncommunicable diseases such as diabetes and
hypertension to improve health system performance, acknowledging that the global
burden and threat of these diseases constitutes one of the major challenges for
development.37 The available data reported that about 54 percent and 78 percent of
individuals from rural areas respectively diagnosed with diabetes and hypertension were
receiving the prescribed drugs at PHC level. The targets for diabetes and hypertension

36

were both set at 55 percent, and they were considered as achieved. However, UGSAF
was unable to provide the IEG team the value of this indicator after the project’s closure.
3.31

The achievement of objective 2 is rated Modest.

Efficiency
3.32 The PAD and ICR presented an ex-ante cost-benefit analysis suggesting that the benefits
of the HEPI project largely exceeded project costs. Both economic analyses estimated the
benefits for the target population as the monetary value of the deaths and lives with disability
avoided during the project implementation period, calculated the net present value (NPV) and the
internal rate of return (IRR) of the project, and presented a sensitivity analysis to consider
different hypotheses on the effectiveness of the project. Notwithstanding some differences in the
assumptions of the ex-ante economic analyses, the results were consistent in estimating a
positive NPV and an IRR larger than the discount rate under all scenarios considered in the
sensitivity analysis.
3.33 However, some of the key assumptions of the ex-ante cost-benefits analysis are not
supported by the available evidence. Specifically,





3.34

On the benefit side, the number of deaths and lives with disability avoided by the project
estimated by the PAD and ICR do not appear consistent with the evolution of mortality
observed in the regions of the interventions.
The average yearly capitation (unit cost) of the package was estimated by the PAD at
$27.30. World Bank (2015c) reports that the per capita payment was recalculated at
$40.88 for 2009–11 and $49 for the years 2012–14. However, the simple average per
capita payment in 2014 was $64.67, and $73.67 if weighted by the population effectively
covered.
The cumbersome and expensive third-party verification system that represented almost 8
percent of the total cost of the PSPV program and 12.8 percent of IBRD loans (Perazzo,
Carpio, and Sotomayor 2015). 38
Finally, the 18-month delay would suggest a reduced cost-benefit because of the delays in
obtaining the expected benefits.
The efficiency rating of the project is Modest.

Ratings
PROJECT’S OUTCOME
3.35 The project’s Relevance of Objectives is rated high. Relevance of Design is rated modest.
Objective 1 is rated substantial, and Objective 2 is rated modest. Efficiency is also rated modest.
3.36

The overall outcome is rated Moderately Satisfactory.
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RISK TO DEVELOPMENT OUTCOME
3.37 The IEG mission identified various factors that pose risks to the development outcomes
of the project:


Sustainability of the EEC. At appraisal the project envisaged that the government of
Panama would progressively absorb the financing of the capitation payments to the
mobile health teams (World Bank 2008, 17). However, this did not happen. During the
project implementation period, loan resources were fully financing the EEC. External
resources from IDB-financed projects are currently financing the EEC strategy.



Planning capacity. The basis for strategic planning and budget formulation at MIDES
remains weak and generates substantial risk for the sustainability of the project’s
achievements.



Coordination with other ministries. The coordination between MEDUCA, MIDES, and
MINSA is still limited. The IEG mission found that the ministries’ M&E systems are still
not compatible and cannot exchange information to coordinate implementation of the two
programs.

3.38

The overall rating of Risk to Development Outcome is Significant.

BANK PERFORMANCE
3.39 Quality at entry is rated Moderately Unsatisfactory. During the preparation of the
project, the World Bank team used lessons from other countries. The project was strategically
relevant for financing health care in Panama. The World Bank team collaborated with IDB and
safeguards were established. However, the World Bank team did not adequately consider the
practicality of the verification system in the project’s design. The project’s operational manual
included a complicated verification process that never became fully operational during project
implementation. This slowed down implementation, led to payment delays, and created
additional administrative burdens. Despite having identified high risks for barriers that would
delay counterpart funding (World Bank 2008, 18), measures to mitigate these risks were
insufficient, and internal procedures led to implementation delays and gaps in service provision.
Although the project was designed to be implemented through the regions, subnational risks
were not identified, and these risks materialized and jeopardized implementation; this related to
both the reporting and verification system as well as the intricate and extremely complicated
system for disbursements. The per capita payment was underestimated at appraisal, which
negatively influenced the implementation of components 2 and 3. Finally, since the time period
and the beneficiary communities of this project overlapped in part with that of the Social
Protection Project, opportunities for greater synergies between the two projects were missed. For
example, the roster of RO beneficiary could have been updated using information collected by
the mobile health teams, and support to the communities could have been jointly provided by the
mobile health teams and the network of promotores.
3.40 Supervision is rated Moderately Satisfactory: The World Bank team conducted 13
supervision missions during the seven years of project operation, and the project was restructured
twice. The team adjusted the capitation amount twice in response to concerns about insufficient
cost recovery for the ambulatory teams working in the least accessible areas. The increases in
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capitation costs compromised funding and achievement of the second project objective, but this
issue was not addressed by the World Bank team. Additional funding or a restructuring of the
component could have addressed this issue. The project verification process for the innovative
payment mechanisms was very complex and put an excessive administrative burden on public
offices that affected the operation. Although a software solution was implemented after the midterm review to reduce the excessive number of paper reports, the World Bank team did not
properly address the problems deriving from the complex verification and payment system for
the mobile health teams, which jeopardized implementation.
3.41

Bank performance is rated Moderately Satisfactory.

BORROWER PERFORMANCE
3.42 Government performance is rated Moderately Unsatisfactory. The government
remained committed to the reforms supported under the project, including contracting of private
providers. However, the borrower contribution was less than expected, and the provision of
counterpart funding experienced delays and hindrances because of internal control procedures
and legal compliances, which negatively affected payments to providers and provision of care.
The DRS role in the verification and payments to private providers created administrative burden
and disbursement delays. In addition, limited availability of fiscal space commitment to the
planned activities reduced the execution of key activities under components 2 and 3, including
the impact evaluation of the program.
3.43 Implementing agency performance is rated Moderately Satisfactory. The Ministry of
Health’s Administrative and Financial Management Unit (UGSAF) was the implementing
agency. UGSAF had several years of experience with managing and implementing donor-funded
projects, including those financed by the World Bank and IDB. UGSAF showed satisfactory
capacity in implementing the project and in maintaining an adequate M&E system. The UGSAF
team was able to maintain strong collaboration and relationships with MINSA both at central and
DRS levels. The Project Executive Council (Consejo Directivo de Proyectos—CODIPRO) that
oversaw implementation and reported to MINSA was active only during the first phase of project
implementation.
3.44

Borrower performance is rated Moderately Satisfactory.

MONITORING AND EVALUATION
3.45 The M&E design was relatively weak and indicators set mainly at output levels. Not all
indicators that would have been relevant for measuring the project’s achievements against the
PDOs were identified, and some that were identified were not very good indicators of PDO
achievement.39 The monitoring framework was not able to capture adequately the contribution of
the activities implemented under component 2. In other words, even if the project recognized
explicitly that to achieve PDO 1 (improve access to quality basic health services in rural
communities) it was necessary to enhance the entire network of PHC services (that is,
component 2), the results framework did not develop the necessary indicators to monitor
advancement in this direction. It is worth noting that the M&E framework tried to monitor
achievement beyond mother and child health results (for example, availability of diabetes and
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hypertension drugs at the PHC level) that are indicators for effective PHC provision. However,
several indicators in the M&E framework lacked baseline values, and furthermore required
surveys (for example, data from the national and DHS) that generated the risk (which
subsequently materialized) of not being able to track such indicators.
3.46 M&E implementation faced challenges. The IEG mission confirmed that the monitoring
processes managed by the mobile health teams on the ground were manual, labor-intensive, and
particularly challenging in the first years of project operation, which also led to reporting delays.
The envisaged impact evaluation was not completed. Several institutions were involved in
different parts of M&E implementation, and their IT systems did not communicate, making
monitoring across components challenging. As discussed in paragraph 3.18, the planned pilot
that would use tablets for direct digital insertion of patient data into the M&E system by mobile
health teams could address the M&E implementation challenges.
3.47 The utilization of the HEPI project’s M&E was limited; the M&E system faced similar
challenges as the Social Protection project. The rich M&E data and information produced by the
mobile health teams were not fully integrated with the M&E systems of the MINSA and were
not fully utilized for health policy formulation. As mentioned, a key technical issue was
identified in the unit of analysis: while project data were based on the registered population,
MINSA M&E was based on the estimated census population. Thus, M&E mobile health team
data and results could not be easily compared with official MINSA data.
3.48

Monitoring and evaluation (M&E) is rated Modest.

4. Lessons
4.1
Chapters 2 and 3 have documented the implementation of the two projects that supported
strategies to stimulate human capital accumulation and expand access to basic health services in
rural and indigenous communities through CCT and PBF. A joint look at these two programs
reveals lessons that could help improve future World Bank operations.
4.2
Attention to possible synergies across interventions within a World Bank–financed
project and across two or more World Bank–financed projects when they are being
implemented in the same place at the same time can be beneficial. In this case, achievement
of such synergies was plausible, for example, through the integration of the management
information systems (MISs) of the RO/Social Protection and HEPI projects. The RO MIS makes
available a registry of program beneficiaries that may also serve as the basis for an integrated
registry of beneficiaries for social programs across the country. The integration of the RO and
EEC MIS could have allowed for updating of the RO beneficiary roster using information on
household composition collected by the mobile health teams, and the prioritization of RO
expansion in communities where utilization of health services is suboptimal among the poor.
However, these synergies did not materialize in Panama, indicating that opportunities for
improvements in efficacy and efficiency may have been missed.
4.3
To ensure adequate provision of basic health services, the supporting PHC network,
including public clinics and hospitals, needs to be strengthened. Mobile health teams cannot
provide the whole range of health services that are critical to reducing maternal and child
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mortality (Kuruvilla et al. 2014). Thus, as recognized in the original design of the HEPI project,
it is necessary to strengthen the entire PHC network, which includes the public clinics and
hospitals that serve these vulnerable populations, but this was not accomplished in Panama.
4.4
The use of short-term contracts by private health providers can have negative
impacts on turnover. The contractual terms offered to private providers of the basic health
package (PAISS and PAISS+N) were for one year (renewable to up to four years). In turn,
private providers offered short-term contracts (usually for 6 months) to the doctors, nurses,
technicians and drivers comprising the mobile health teams. These short-term contracts led to
very high staff turnover, which in turn became an extra burden for the regional governments as
they had to provide all the training for newly appointed staff.
4.5
Verification systems need to be lean and efficient and set up before RBF payments
are made. Processes, roles, and responsibilities, especially in complex RBF payment and
reporting systems, need to be clearly identified upfront and kept at a minimum. Modern
management systems and technological solutions should be identified beforehand and used to
reduce administration costs and avoid potential delays. Unfortunately, the specific operational
aspects of the PBF scheme in the HEPI project, including its payment and verification
mechanisms, were not fully defined before starting implementation. In particular, the role of the
DRSs in verifying and authorizing payments to mobile health teams created bottlenecks and
delays that affected the provision of health services.
4.6
Successful impact evaluations require both technical capacity and commitment from the
government side and technical support from the World Bank. The impact evaluations envisaged
in the Social Protection and the HEPI programs were complex. They required the collection of
primary data using household surveys at baseline and at endpoint, and maintaining a clear
distinction between those that received the interventions and those that did not. However, the
initial delays in contracting the firms to conduct the impact evaluations and the change in
government following the presidential election reduced the buy-in from the counterpart in charge
of decisions regarding the expansion of the programs, thus reducing the feasibility and quality of
the evaluation.
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1See

the website for Panama’s Ministry of Social Development—MIDES (accessed November 2, 2016),
http://www.mides.gob.pa/?page_id=555.
2 Contraloría General de la República, 2013.
3 It is worth mentioning that the strategy of contracting-out the provision of basic primary health services has been adopted by several other
Central American Countries, such as El Salvador, Guatemala, and Honduras.
4 The World Bank has led the institutionalization of comprehensive community-based, preventive health and nutrition programs that actively
engage families of children under two and their communities in maintaining the adequate growth of young children in several Central American
countries. These programs are known as AIN-C from the Spanish acronym of Comprehensive Community Attention to Childhood (Atención
Integral de la Niñez en la Comunidad).
5 The PAISS+N was provided in through OI in Kuna Yala, but through OEs in the other comarcas.
6 “The project development objectives are to (i) improve the management and operation of the conditional cash transfer (CCT) program to
enhance its effectiveness in reaching the poorest and indigenous groups; (ii) provide beneficiaries with an incentive framework to increase their
participation in the CCT program, which would boost their demand for education and maternal and infant health services; (iii) strengthen the
supply of nutrition and child growth promotion interventions in the indigenous areas of the RO (comarcas); and (iv) enhance government
capacity to develop coherent and efficient social sector policies and interventions on the basis of evidence” (World Bank 2007b, 8).
7 According to IEG guidelines, the relevance of objective is assessed with respect to (i) country conditions, (ii) World Bank and government
strategies at the time of project closing, and (iii) the framing of the objective and their ambiguousness.
8 The relevance of objective is assessed with respect to (i) the relevance of project design (activities, components, policy areas) to the
objectives and (ii) the quality of the results framework, considering the following questions: Was there a clear statement of objectives, linked to
intermediate and final outcomes? Was the causal chain between funding and outcomes clear and convincing? Were exogenous factors and
unintended (positive and negative) effects identified?
9 The AIN-C strategy was also incorporated into the PAISS delivered by the mobile health teams in rural, nonindigenous, communities.
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For example, three social assistance programs— Angel Guardian, Beca Universal, and Uniformes y Utiles Escolares—were introduced
around 2010 under the administration of President Martinelli. in 2013; together these three programs represented about 0.3 percent of GDP. In
the same year, RO represented only 0.1 percent of GDP (see World Bank 2015a, 79).
11 The purposive sampling does not allow for quantitative inferences. In addition, beneficiaries’ response could be biased by the perceived risks
of losing their benefits.
12 However, other factors beside the monitoring of conditionality and the enforcement of compliance have been identified in the literature as
factors contributing to the effectiveness of CCTs, for example, room for improvement in the use of the services conditioned, the quality of the
services conditioned, and the education and knowledge of the beneficiaries (see Gaarder, Glassman, and Todd 2010).
13 The review focused on the answers provided to question 8, section 1, “How are health policy and programs incorporated into social
programs?” (see MINSA 2014a, 10).
14 The purposive sampling adopted in the PPAR does not allow for quantitative inferences.
15 The monitoras had wanted to celebrate their first anniversary as monitoras and felt that they did not receive support from the project staff.
Also they would have appreciated some recognition of the extra efforts they put in to raise money for the neediest children.
16 Appendix B, table B.4 presents the actual key outputs for each project component.
17 Appendix B, table B.5 presents the baselines, targets, and actual achievements at project completion and at the time of the PPAR for all
outcome indicators as well as the sources of this data.
18 The ICR lists this indicator among the outcome level indicator for PDO 1. However, the IEG review is considering this indictor as an
intermediate/output-level indicator.
19 The World Bank’s Atlas of Social Protection Indicators of Resilience and Equity (ASPIRE), provides harmonized indicators which describe
and show the performance of social assistance, social insurance and labor markets programs based on nationally representative household
survey data from 122 developing countries (see http://datatopics.worldbank.org/aspire/home). The targeting performance of CCTs refers to the
sum of transfers received by individuals in the poorest quintile of the national consumption/income distribution as a percentage of total transfers
received by all individuals in the population (that is, benefit incidence).
20 For example, the family was no longer eligible to receive the CCT when all children reached age 18.
21 The Google scholar electronic database was searched using, among others, the search terms ((CCT AND Panama) OR “Red
Oportunidades”) AND (evaluation OR evaluacion).
22 Odd ratio: 1.85; confidence interval: 1.23, 2.80.
23 The impact evaluation planned under component 1 would have allowed control for supply-side factors (for example, the availability of health
services and educational services), thus estimating the impact of the CCT on the behavior.
24 Chronic malnutrition, or stunting, is a form of growth failure. Chronic malnutrition occurs over time, unlike acute malnutrition. A child who is
stunted or chronically malnourished often appears to be normally proportioned but is actually shorter than normal for his or her age. Stunting
starts before birth and is caused by poor maternal nutrition, poor feeding practices, poor food quality, as well as frequent infections, which can
slow growth. Moderate and severe stunting is defined as below –2 standard deviations from median height for age of the reference population.
See UNICEF, “Nutrition, Definitions of the Indicators” (accessed December 9, 2016), https://www.unicef.org/infobycountry/stats_popup2.html.
25 The impact evaluation (IE) design was expected to evaluate the impact of the provision of CCT (that is, RO) on chronic malnutrition for
children under two years old, establishing treatment and control groups with similar socioeconomic conditions in indigenous areas.
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The relevant population surveys conducted in Panama are the 2009 National Survey of Sexual and Reproductive
Health of Panama (Encuesta Nacional de Salud Sexual y Reproductiva—ENASSER 2009), multiple indicator
cluster survey (MICS) conducted in Panama in 2013 (CGR 2014) and the Salud Mesoamérica 2015 Initiative
(SM2015) survey conducted in Kuna Yala and Emberá in 2013 (Colombara et al. 2016). A new ENASSER was
conducted in 2016, but the results and report of the survey were not available at the time of this PPAR.
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Also the Salud Mesoamérica 2015 Initiative (SM2015) survey conducted in Kuna Yala and Emberá in 2013 asked about breastfeeding
practices (Colombara et al. 2016). However, the study only reported that overall prevalence of exclusive breastfeeding for at least 6 months
among indigenous woman was 44.5 percent, and not for each comarca.
28 An organigram is a diagram that shows the structure of the people in an organization.
29 During implementation a diversified per-capita cost was introduced to consider the different costs to deliver the PAISS+N (see appendix B).
30 The PAD additionally defines “quality basic health services” as the “delivery of primary health care according to the Ministry of Health’s
(MINSA) protocols and as measured by the project outcome indicators 1, 2, 3, and 5” (World Bank 2008, 6).
31 The average unit cost was estimated at appraisal based on a detailed study that analyzed information from the implementation of PAISS
during the previous four years. Loan proceeds were used to finance capitation payments to mobile health teams. Funds were transferred to
MINSA based on the list of individuals registered verified by the National Comptroller’s Office and an independent audit firm. MINSA transferred
loan proceeds to the regional health departments, which then transferred per capita funds to mobile health teams to ensure access for about
225,000 individuals per year in rural areas.
32 The RBF approach used in this project is performance-based financing (PBF), which is a consolidated payment modality that introduces
supply-side incentives for quantity of services conditional on quality (see Fritsche, Soeters, and Meessen 2014, 8).
33 The relevance of objective is assessed with respect to (i) the relevance of project design (activities, components, policy areas) to the
objectives; and (ii) the quality of the results framework, considering the following questions: Was there a clear statement of objectives, linked to
intermediate and final outcomes? Was the causal chain between funding and outcomes clear and convincing? Were exogenous factors and
unintended (positive and negative) effects identified?
34 It is acknowledged that the purposive sampling used in the PPAR does not allow for quantitative inferences.
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The MINSA is now piloting a new health information system based on electronic medical records (SEIS), but it is still not integrated with the
project health information system (SIREGES).
36 The purposive sampling does not allow for quantitative inferences. In addition, beneficiaries’ response could be biased by the perceived risks
of losing their benefits.
37 See, for example the political declaration of the High-level Meeting of the General Assembly on the Prevention and Control of
Noncommunicable Diseases: http://www.who.int/nmh/events/un_ncd_summit2011/political_declaration_en.pdf .
38 It is worth mentioning that the cost of the third-party verification system is comparable with other RBF schemes. For example, about 13
percent of the Rwanda RBF program was used to support verification and community health workers’ capacity building (see Renaud and
Semasaka 2014, 39); 16 percent of total RBF scheme in Burundi (see Renaud 2013, 43); about 7.8 percent of the funding for the program was
allocated to third-party verification in Afghanistan (see Cashin, Fleisher, and Hashemi 2015, 6).
39 For example, the indicator measuring the percentage of health regions achieving more than 80 percent of the agreed results targets lost
some validity when targets were modified.
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Appendix A. Basic Data Sheet
SOCIAL PROTECTION PROJECT (LOAN 7479-PA)
Table A.1. Key Project Data (US$, millions)
Appraisal
estimate

Actual or
current estimate

Actual as % of
appraisal estimate

Total project costs

44.17

43.40

98

Loan amount

24.00

23.23

97

Cofinancing

20.17

20.17

100

Source: Project portal.

Table A.2. Cumulative Disbursements Estimated and Actual
FY08

FY09

FY10

FY11

FY12

FY13

FY14

FY15

Appraisal estimate
(US$, millions)

1.25

5.90

12.27

20.51

24.00

24.00

24.00

24.00

Actual
(US$, millions)

0.10

0.77

5.33

10.41

12.55

16.03

21.33

23.23

Actual as % of
appraisal

8

13

43

51

52

67

89

97

Date of final disbursement: September 30, 2014
Source: SAP Project disbursement data.

Table A.3. Key Project Dates
Project stage
Concept review

Original date
07/13/2006

Actual date
07/13/2006

Negotiations

05/23/2007

05/23/2007

Board approval

07/26/2007

07/26/2007

Signing

12/12/2007

12/12/2007

Effectiveness

02/26/2008

02/26/2008

Closing date

06/30/2012

09/30/2014

Table A.4. Task Team Members
Name

Title

Unit

Claudia Isern

E T Temporary

LCSHD

Benedicte Leroy De La Briere

Senior Economist

GSPDR

Fernando Montenegro Torres

Senior Economist (Health)

GHNDR

Pedro Olinto

Senior Economist

GPVDR

Lending
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Name
Aracelly G. Woodall

Title
Senior Program Assistant

Unit
GTIDR

Lucy Katherine Bassett

Social Protection Specialist

GSPDR

Gaston Mariano Blanco

Senior Social Protection Specialist

GSPDR

Maria Eugenia Bonilla-Chacin

Senior Economist

GHNDR

Aline Coudouel

Lead Social Protection Specialist

GSPDR

Caroline Mascarell

Operations Adviser

EAPDE

Fernando M. Montenegro

Consultant

DECRG

Fabienne Mroczka

Financial Management Specialist

GGODR

Alexandre Borges de Oliveira

Senior Procurement Specialist

GGODR

Ada F. Rivera

Senior program Assistant

DFGPE

Ludovic Subran

Social Protection Economist

LCSHS

Ximena B. Traa-Valarezo

Consultant

GSURR

Evelyn Villatoro

Senior Procurement Specialist

POSOR

Patricia M. Bernedo

Senior Program Assistant

GSPDR

Edmundo Murrugarra

Senior Social Protection Economist

GSPDR

Carmen Carpio

Senior Operations Officer

LCSHS

Snjezana Plevko

Senior Economist

GSPDR

Rocio Mariela Malpica

Senior Counsel

LEGLE

Veronica Silva Villalobos

Senior Social Protection Specialist

GSPDR

Briana N. Wilson

Senior Operations Officer

GSPDR

Dmitri Gourfinkel

Financial Management Specialist

GGODR

Sara Francesca Giannozzi

Young Professional

GSPDR

Gonzalo Reyes

Senior Social Protection Economist

GSPDR

Supervision/ICR

Source: Implementation Completion and Results Report.

Table A.5. Staff Time Budget and Cost for World Bank

Stage of Project Cycle

Staff Time and Cost (World Bank Budget Only)
US$, thousands
Staff Weeks
(including travel and
(number)
consultant costs)

Lending
FY06

17.32

66,54

FY07

73.97

387,08

FY08

3.90

14,99

Total

95.19

468,61
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FY08
26.94

128,75

FY09

33.81

137,54

FY10

38.24

156,18

FY11

46.37

206,92

FY12

34.26

107,42

FY13

24.24

140,91

FY14

31.03

175,16

FY15

17.66

96,90

Total

252.55

1,149.78

PANAMA—HEALTH EQUITY AND PERFORMANCE IMPROVEMENT PROJECT (LOAN
7587-PA)
Table A.6. Key Project Data (US$, millions)
Appraisal
estimate
40

Actual or
current estimate
40

Actual as % of
appraisal estimate
100

Loan amount

40

40

100

Cancellation

0

0

0.

Total project costs

Table A.7. Cumulative Disbursements Estimated and Actual
FY09

FY10

FY11

FY12

FY13

FY14

FY15

Appraisal estimate (US$,
millions)

1.99

6.09

11.78

18.30

24.39

35.12

40.00

Actual (US$, millions)

1.99

6.09

11.78

18.30

25.36

31.29

38.65

Actual as % of appraisal

100

100

100

100

104

89

97

Date of final disbursement: June 30, 2015
Source: SAP- Project disbursement data.

Table A.8. Key Project Dates
Project stage
Concept note

Original date
11/28/2007

Actual date
11/28/2007

Negotiations

06/18/2008

06/18/2008

Board approval

08/05/2008

08/05/2008

Signing

09/30/2008

09/30/2008

Effectiveness

12/08/2008

12/08/2008

Closing date

12/31/2014

12/31/2014
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Table A.9. Task Team Members
Names
Lending/Supervision

Title

Unit

Fernando Montenegro Torres

Senior Economist(Health)

GHNDR

Luis Orlando Perez

Senior Public Health Spec.

GHNDR

Andrea C. Guedes

Senior Operations Officer

GEDDR

Fabienne Mroczka

Senior Financial Management Specialist

GGODR

Alexandre Borges de Oliveira

Senior Procurement Specialist

GGODR

Ximena B. Traa-Valarezo

Consultant

GSURR

Natalia Moncada

Senior Executive Assistant

GHNDR

Keith E. Hansen

Vice President

GPSVP

Maria Eugenia Bonilla-Chacin

Senior Economist

GHNDR

Carmen Carpio

Senior Operations Officer

GHNDR

Renzo Efren Sotomayor Noel

Young Professional

GHNDR

Evelyn Rodriguez

Consultant

GHNDR

Dmitri Gourfinkel

Financial Management Specialist

GGODR

Evelyn Villatoro

Senior Procurement Specialist

GGODR

Patricia De La Fuente Hoyes

Senior Financial Management Specialist

GGODR

Fernanda Balduino

Finance Analyst

WFALN

Solange A. Alliali

Lead Operations Officer

AFCRI

Sonia M. Levere

Program Assistant

GHDNR

Table A.10. Staff Time Budget and Cost for World Bank
Staff Time and Cost (World Bank Budget Only)
Staff Weeks
(number)

US$, thousands (including
travel and consultant
costs)

FY 08

41

275,193

FY 09

0

0

Lending

Total

275,193

Supervision/Implementation Completion and Results Report
FY 09

18

74,869

FY10

18

84,031

FY11

11

65,760

FY12

20

95,093

FY13

22

95,512

FY14

20

136,460

FY15

14

77,434

164

904,352

Total
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Appendix B. Other Data
Table B.1. Summary of Projects Supporting the EEC in Panama, 1995–2014
Rural Health Project
(P007846)

Multiphase Program for the
Institutional Transformation
of the Health Sector Project
(PN-0076)

Social Protection Project
(P098328)

Health Equity Performance
Improvement Project
(HEPI) (P106445)

Years
Financial source

1995–2002
World Bank and
government of Panama

2003–08
IDB and government of
Panama

2008–14
IDB/World Bank and
government of Panama

2007–14
World Bank and
government of Panama

Executing agency

MINSA

MINSA

MIDES/MINSA

MINSA

Health focus

Maternal and child health
(MCH)

Basic primary
health care

Beneficiaries

90,000 people

250,000 people

Geographical area

5 regions:
Bocas del Toro, Chiriquí,
Darién,
Ngóbe Buglé,
and Veraguas

The entire country

Health package

PBSIN
(Paquete Básico de Salud
Integral y Nutrición)
Comprehensive Basic
Package of Nutrition and
Health

PAISS
(Paquete de Atención Integral
de Servicios de Salud)
Comprehensive Basic
Package of Health Services

Content of the package

12 health services
comprising promotion,
prevention, and treatment
activities

19 health services comprising
promotion, prevention, and
treatment activities and 1
additional activity selected by
the region

Features / Program

Basic primary health care
Basic primary health care
with emphasis on MCH and
with emphasis on MCH
AIN-C
456,000 people
Indigenous comarcas:
Emberá Wounaan,
Guna Yala,
Madugandí,
Ngöbe Buglé,
and Wargandí
PAISS+N
(Paquete de Atención
Integral de Servicios de
Salud con
Atención Integral de la
Niñez en la Comunidad—
AIN-C)
15 health services
comprising promotion,
prevention, and treatment
activitiesa

Rural nonindigenous
communities in all 14
regions of the country

PAISS
(Paquete de Atención
Integral de Servicios de
Salud)

15 health services
comprising promotion,
prevention, and treatment
activities
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Features / Program
Conformación de la Red
Itinerante

Rural Health Project
(P007846)
5 basic health teams

Payment modality

Per capita based on the
estimated population and
performance payment
related to the achievement
of yearly targets

Composition of the basic health
team

1 doctor, 1nurse, 1
technician or nursing
assistant, 1 health
educator or environmental
health technician, 1 driver

Composition of the community
team

Health promoters,
midwives, health
committees, and
representative of the
Boards of Directors of
Rural Aqueduct (Juntas
Administradoras de
Acueducto Rural—JAAR)

Multiphase Program for the
Institutional Transformation
of the Health Sector Project
(PN-0076)
FOGI teams in the 14 health
regions and mobile health
teams (OEs)
OE: Per capita based on the
estimated population with
performance component and
additional remuneration
related to the results of the
audit
OI: Budget allocation to
strengthen the DRS
1 doctor, 1 nurse,
1 technician or nursing
assistant,
1 health educator or
environmental health
technician,
1 driver
Health promoters, midwives,
health committees, and
JAAR’s representative

Social Protection Project
(P098328)

Health Equity Performance
Improvement Project
(HEPI) (P106445)

3 OIs and 29 OEs

47 OIs

Per capita based on the
estimated population with
performance component
and additional remuneration
related to the results of the
audit

Per capita based on the
estimated population with
performance component
and additional remuneration
related to the results of the
audit

1 doctor, 1 nurse,
1 technician or nursing
assistant,
1 nutritionist or nursing
technician, 1 health
educator or environmental
health technician,
1 driver
Health promoters,
midwives,
health committees, and
JAAR’s representative

1 doctor, 1 nurse,
1 technician or nursing
assistant,
1 nutritionist or nursing
technician, 1 health
educator or environmental
health technician,
1 driver
Health promoters,
midwives,
health committees, and
JAAR’s representative

Note: DRS = Regional Health Department; FOGI = Fondo para Giras Integrales de Salud; IDB = Inter-American Development Bank; MIDES = Ministry of Social Development;
MINSA = Ministry of Health; OE = external organization; OI = internal organization.
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Calculation of the per capita payment: PAISS and PAISS+N
The EEC is based on a per capita payment model. The per capita is the estimated average amount
needed to cover the costs of delivering the health package (PAISS+N) to the beneficiary
population in the corresponding health region for one year. This per capita is used to calculate
the payments that the MINSA makes to the OEs for the provision of PAISS+N and PAISS to the
population contractually assigned. The capita payment is differentiated by DRS because of the
different transportation requirements, such as by car, boat, helicopters, or other means.
The amount of contracts with the OE is determined by the per capita is multiplied by the number
of beneficiaries for each population group. Table B.2 shows the population groups with the
number of people and the per capita payment per group assigned to each mobile health team
contracted by the OEs and OIs.
Table B.2. Payments by Population Group and Mobile Health Team (OE and OI)
Population Group
Coclé 1
Coclé 4
Coclé 5
Coclé 6
Colón 1
Colón 2
Colón 3
Colón 4
Chiriquí 1
Chiriquí 2
Chiriquí 3
Chiriquí 4
Chiriquí 5
Chiriquí 6
Chiriquí 7
Panamá Oeste 1
Panamá Oeste 2
Panamá Oeste 3
Panamá Oeste 4
Veraguas 1
Veraguas 2
Veraguas 3
Veraguas 5
Veraguas 6
Veraguas 8
Veraguas 9

Beneficiary
Population Per Capita (US$)
Mobile Health Team OE
5,595
40.88
7,406
40.88
5,433
40.88
4,436
40.88
2,930
50.22
3,580
50.22
3,637
50.22
3,380
50.22
8,007
40.88
5,794
40.88
5,196
40.88
5,221
40.88
6,706
40.88
3,736
40.88
6,402
40.88
4,159
40.88
5,368
40.88
6,749
40.88
6,643
40.88
2,624
40.88
6,106
40.88
4,362
40.88
4,713
40.88
3,945
40.88
4,159
40.88
4,622
40.88

Total Amount
per Year
Modality
228,723.60
302,757.28
222,101.04
181,343.68
147,144.60
179,787.60
182,650.14
169,743.60
327,326.16
236,858.72
212,412.48
213,434.48
274,141.28
152,727.68
261,713.76
170,019.92
219,443.84
275,899.12
271,565.84
107,269.12
249,613.28
178,318.56
192,667.44
161,271.60
170,019.92
188,947.36

PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS

52

Population Group
Ngobe Bugle 1
Ngobe Bugle 3
Ngobe Bugle 5
Ngobe Bugle 6
Ngobe Bugle 7
Ngobe Bugle 8
Ngobe Bugle 9
Ngobe Bugle 10
Ngobe Bugle 11
Ngobe Bugle 12
Ngobe Bugle 13
Ngobe Bugle 14
Ngobe Bugle 15
Ngobe Bugle 16
Ngobe Bugle 18
Ngobe Bugle 19
Ngobe Bugle 20
Ngobe Bugle 21
Ngobe Bugle 22
Ngobe Bugle 23
Ngobe Bugle 24
Ngobe Bugle 25
Bocas del Toro 1
Bocas del Toro 2
Bocas del Toro 3
Bocas del Toro 4
Bocas del Toro 5
Coclé 2
Coclé 3
Darién 1
Darién 2
Darién 3
Darién 4
Darién 5
Darién 6
Darién 7
Herrera 1
Herrera 2

Beneficiary
Per Capita
Population
(US$)
Mobile Health Team OE
8,037
44.58
9,149
44.58
5,854
44.58
5,558
44.58
6,606
44.58
7,228
44.58
5,915
44.58
5,856
44.58
6,564
44.58
7,164
44.58
6,498
44.58
10,147
44.58
8,361
44.58
9,639
44.58
7,281
44.58
8,378
44.58
7,751
44.58
9,222
44.58
10,408
44.58
6,899
44.58
8,897
44.58
8,762
44.58
Mobile Health Team OI
5,245
44.58
4,272
44.58
2,851
44.58
2,016
44.58
4,182
44.58
6,355
40.88
5,993
40.88
3,870
53.21
4,301
53.21
3,368
53.21
261
53.21
1,399
53.21
1,715
53.21
570
53.21
5,008
40.88
5,024
40.88

Total Amount
per Year

Modality

358,289.46
407,862.42
260,971.32
247,775.64
294,495.48
322,224.24
263,690.70
261,060.48
292,623.12
319,371.12
289,680.84
452,353.26
372,733.38
429,706.62
324,586.98
373,491.24
345,539.58
411,116.76
463,988.64
307,557.42
396,628.26
390,609.96

PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N

233,822.10
190,445.76
127,097.58
89,873.28
186,433.56
259,792.40
244,993.84
205,922.70
228,856.21
179,211.28
13,887.81
74,440.79
91,255.15
30,329.70
204,727.04
205,381.12

PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS+N
PAISS+N
PAISS+N
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
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Population Group

Los Santos
Los Santos
Panamá Este 1
Panamá Este 2
Panamá Este 3
Panamá Oeste 5
Panamá Oeste 6
Veraguas 4
Veraguas 7
Kuna Yala 1
Kuna Yala 2
Kuna Yala 3
Ngobe Bugle 2
Ngobe Bugle 4
Ngobe Bugle 17

Beneficiary
Population

Per Capita
(US$)

Mobile Health Team OI
4,430
40.88
4,258
40.88
4,322
53.21
4,951
53.21
6,063
53.21
5,113
40.88
4,211
40.88
6,055
40.88
5,795
40.88
5,105
53.21
5,350
53.21
4,527
53.21
8,281
44.58
6,917
44.58
6,053
44.58

Total Amount
per Year

Modality

181,098.40
174,067.04
229,973.62
263,442.71
322,612.23
209,019.44
172,145.68
247,528.40
236,899.60
271,637.05
284,673.50
240,881.67
369,166.98
308,359.86
269,842.74

PAISS
PAISS
PAISS+N
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N
PAISS+N

Each mobile health team will be paid per round made, upon presentation of the round report to
the DRS and approved by the Directorate of Health Services (MINSA), based on the coverage
achieved per round. On a quarterly basis, the performance indicators will be evaluated and the
associated part will be paid depending on the results of the evaluation. At the end of the contract,
the social audit will be performed, on whose results the portion associated with it will be paid.
The total amount of the agreement with each provider (either OEs or OIs) will be disbursed in
the following manners: (i) sixty-five percent (65%) fixed transfer payable for the achievement of
coverage targets per round. The reaming thirty-five percent (35%) representing the variable part
is divided into (ii) thirty percent (30%) payable for achievement of the performance target
indicators and (iii) five percent (5%) paid on the results of the social audit.
An initial payment will be made, in advance, for an amount equivalent to twenty percent (20%)
of the total amount of the agreement, which will be deducted from the payments corresponding
to the achievement of coverage per round, until the advance has been fully discounted.
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Figure B.1. Evolution of the EEC Programs in Panama

Source: IEG
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Table B.3. Summary of the Health Situation Analysis (ASIS) Performed in Panama in 2014
Region
(Source)
Chiriqui
(MINSA 2014b)

Coclé
(MINSA 2014c)

Darién
(MINSA 2014d)

Herrera
(MINSA 2014e)

Answer in English

Original answer in Spanish

Assessment

Health policies are not currently
being effectively integrated into
social programs because effective
coordination between institutions
has been lost and control
mechanisms relaxed.
There are no special health
policies for regional social
programs, but there are strategies
and programs designed to address
the most vulnerable populations
within which the families
benefited from the RO and
populations over 65 years old.
The services portfolio of the
various facilities in the Coclé
Region includes preventive
control activities for children,
women of childbearing age,
adolescents, and adult health. In
addition, there are legal
provisions that favor these groups
with the free care. In the Health
Region of Coclé, the Program for
the Improvement of Access is
currently being implemented,
targeting groups of populations in
difficult access areas and
securing care in the nearby
periphery of the Health Centers.
All these programs are part of the
social programs policy of the
National Government. All are
linked to existing health policies
through the nexus that exists
between the Axes, Objectives,
Strategies of the Government
Plan and current Health Policies.
The services of prevention,
promotion, and health care
through the portfolio of services
of the fixed network and the
roaming network ensure that each
person who joins and forms part
of the Opportunities Network has
access to health with equity as a
requirement for the payment
determined to the beneficiaries of
the program. On the other hand,
all the beneficiaries of the
Network of Opportunities have

Las políticas de salud actualmente no se
incorporan de manera efectiva a los
programas sociales ya que se ha perdido
la coordinación efectiva entre
instituciones y se han relajado los
mecanismos de control.

Negative
assessment

No existen políticas de salud de forma
especiales para los programas sociales
regionales, pero si existen políticas
estrategias y programas diseñadas para
atender las poblaciones más vulnerables
dentro de los cuales están las familias
beneficiadas con la Red de
Oportunidades y las poblaciones de más
de 65 años. La cartera de servicios de las
diversas instalaciones de la Región de
Coclé incluye actividades de controles
preventivos a los niños, mujeres en edad
reproductiva, adolescentes y salud del
adulto. Además, existen disposiciones
legales que favorecen a dichos grupos
con la gratuidad de la atención. En la
Región de Salud de Coclé se ejecuta en
la actualidad el Programa para la Mejora
del acceso focalizando a los grupos
poblaciones de zonas en difícil acceso y
asegurando la atención en la periferia
cercana de los Centros de Salud.

No
assessment

Todos estos programas forman parte de
la política de programas sociales del
Gobierno Nacional. Todos están
vinculados con las políticas de salud
vigentes a través del nexo que hay entre
los Ejes, Objetivos, Estrategias del Plan
de Gobierno y las Políticas actuales de
Salud.

No
assessment

Mediante los servicios de prevención,
promoción y atención de salud a través
de la cartera de servicios de la red fija y
de la red itinerante se garantiza que cada
persona que ingresa y forma parte de la
Red de Oportunidades tenga acceso a la
salud con equidad como requisito
necesario para el pago determinado a los
beneficiarios del programa. Por otra
parte, todos los beneficiarios de la Red
de Oportunidades tienen el beneficio de
gratuidad en las instalaciones de salud.

No
assessment
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Los Santos
(MINSA 2014f)

Veraguas
(MINSA 2014g)

the benefit of gratuity in the
health facilities.
Poor coordination between
MINSA and Other Institutions
The health policy in the aspect of
improving the quality and the
access of the population to the
health services, is incorporated to
the social programs through
public health, Epidemiology,
Control of vectors, Promotion to
Health, Provision.

Poca coordinación MINSA Y Otras
Instituciones

Negative
assessment

La política de salud en el aspecto de
mejorar la calidad y el acceso de la
población a los servicios de salud, se
incorpora a los programas sociales a
través de salud pública, Epidemiología,
Control de vectores, Promoción a la
Salud, Provisión.

No
assessment

Note: Answers to question 8, section 1: How is health policy incorporated into social programs? For example: RO, 120 to 70,
universal scholarship and other social investment projects (in Spanish ¿Cómo se incorpora la política de salud a los programas
sociales? Por ejemplo: Red de oportunidades, 120 a los 70, beca universal y otros proyectos de inversión social).
ASIS = Análisis de Situación de Salud.
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Table B.4. Social Protection Project: Components, Key Activities, and Development Objectives
Component 1. Management, monitoring and evaluation of the RO program.
Key planned activities from PAD
Key activities implemented
1.1. Improving the effectiveness and efficiency of the RO
program
- Beneficiary roster (based on Social Vulnerability Survey)
1.1. Improving the effectiveness and efficiency of the RO
- Targeting system (application of the proxy means test)
program
- Payment system
- Beneficiary roster (based on Social Vulnerability Survey)
- Monitoring of co-responsibilities in education and health
- Targeting system (application of the proxy means test)
- Beneficiary roster (updates, recertification, quality control) - Payment system
- Program process and product monitoring
- Beneficiary roster (updates, recertification, quality control)
- Feedback mechanisms to operations and component design - Program process and product monitoring
1.2. Measuring the impact and evaluating the processes of the - Feedback mechanisms to operations and component design
RO.
1.2. Measuring the impact and evaluating the processes of the
- Impact evaluation on rural (nonindigenous) and rural
RO.
- Impact evaluation on indigenous comarcas
- Continuous process evaluation
- Continuous process evaluation
1.3. Strengthening the RO central and provincial/comarcas staff
1.3. Strengthening the RO central and provincial/comarcas
management capacity
staff management capacity
- Expenses related to the operation, administration, and
- Expenses related to the operation, administration, and
management of the RO at central and provincial levels/comarcas
management of the RO at central and provincial
1.4. Strengthening the governance of the RO
levels/comarcas on a decreasing basis
- Definition of complaints and appeal system, telephone outline
1.4. Strengthening the governance of the RO
and website, program “enlaces” and beneficiary committees
- Definition of complaints and appeal system, telephone outline - Social audit mechanisms
and website, program “enlaces” and beneficiary committees
- Formal audits through the Office of the Comptroller
- Social audit mechanisms
- Formal audits through the Office of the Comptroller
Component 2. Strategies to increase beneficiary families’ participation in the CCT program
and therefore boost their demand for health and education.
Key planned activities from PAD
Key activities implemented
2.1. Direct support to beneficiary families
2.1. Direct support to beneficiary families
- Contracted social workers (more than 300 promotores)
- Contracted social workers (more than 300 promotores)
– Didactic materials for the inception of families to the RO
– Didactic materials for the inception of families to the RO (early
(ECD, nutrition, etc.)
childhood development, nutrition, etc.)
2.2. Information, education, and communication strategy
2.2. Information, education, and communication strategy
- RO communication strategy and information campaigns
- RO communication strategy and information campaigns
2.3. Civil registry
2.3. Civil registry
- mobilization of the teams of the Electoral Tribunal and Civil - mobilization of the teams of the Electoral Tribunal and Civil
Registry
Registry

PDO 1

Improving the
management and
operation of the
RO

PDO 2
Increasing
beneficiaries’
participation in
the RO and
promoting
therewith demand
for education and
maternal and
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- Computer equipment
- Computer equipment
- Mobile equipment to process and issue identity cards
- Mobile equipment to process and issue identity cards
Component 3. Strengthening the supply of growth and development promotion interventions (PAISS+N)
and securing access to health services for the RO program beneficiaries.
Key planned activities from PAD
Key activities implemented
3.1. Strengthening PAISS+N with community-based growth 3.1. Strengthening PAISS+N with community-based growth
promotion and malnutrition preventive interventions
promotion and malnutrition preventive interventions
3.2. Expanding the strengthened PAISS+N to indigenous
3.2. Expanding the strengthened PAISS+N to indigenous
comarcas
comarcas
3.3. Strengthening the institutional capacity of MINSA to
3.3. Strengthening the institutional capacity of MINSA to
supervise the implementation of PAISS+N
supervise the implementation of PAISS+N
3.4. Developing and implementing a M&E system
3.4. Developing and implementing a M&E system
Component 4. Improving social sector performance.
Key planned activities from PAD
Key activities implemented
- Technical staff contracted for the MIDES Monitoring Unit
- Technical assistance to MIDES Monitoring Unit
4.1. Strengthening government of Panama’s capacity for
improving policy and decision making, coordination, and
monitoring in the social sector
- Technical staff contracted for the MIDES Monitoring Unit
4.2. Enhancing government of Panama’s capacity for
- Technical assistance to MIDES Monitoring Unit
knowledge generation for informed policy making
4.3. Strengthening MIDES capacity to formulate social
assistance strategies and policies, and design, implement,
monitor and evaluate social assistance programs

infant health
services
PDO 3
Strengthening the
supply of growth
promotion
interventions in
the areas targeted
by the RO
PDO 4
Enhancing the
borrower’s
capacity to
design,
implement, and
monitor coherent
and efficient
social sector
policies
interventions

Note: CCT = conditional cash transfer; M&E = monitoring and evaluation; MIDES = Ministry of Social Development; MINSA = Ministry of Health; PAD = project appraisal
document; PAISS+N = basic health and nutrition services coverage expansion package PDO = project development objective; RO = Red de Oportunidades.
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Table B.5. Social Protection Project: Indicators and Development Objectives
Baseline Value
Target Values
Actual Value ICR
Actual Value PPAR
PDO 1 Improving the management (effectiveness and efficiency) and operation of the RO
PDO indicators:
1.1. Percentage of disbursed cash transfers received by households in quintiles 1 and 2
Value quantitative or qualitative
—
80%
92.5%
—
Date achieved
2008
2008
2013
—
Comments at ICR (including % achievement): Source: 2013 Household Survey.
Comments at PPAR (including % achievement): The source of the indicator is a household survey. It was not possible to identify subsequent comparable
survey data to monitor the indicator after project closure.
1.2. Percentage of households living in indigenous jurisdictions receiving transfers (as a share of total number of households in indigenous
jurisdictions)
Value quantitative or qualitative
50%
70%
69%
—
Date achieved
2008
2012
2014
—
Comments at ICR (including % achievement): This indicator reached 70 percent in 2010, but subsequently declined, possibly from outmigration from
indigenous areas.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
1.3. Percentage of RO beneficiaries’ children 4–17 years old who are enrolled and attend school in compliance with their education co-responsibility
Value quantitative or qualitative
50%
90%
91.8%
—
Date achieved
2008
2012
2014
—
Comments at ICR (including % achievement): The source for the actual value is the impact evaluation report, which collected information on beneficiary
children attending school through a representative survey. Systemwide verification of co-responsibilities was not possible using administrative information.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
1.4. Proportion of bimonthly payments based on a complete cycle of co-responsibilities verification and application of sanctions
Value quantitative or qualitative
0%
75%
—
—
Date achieved
2008
2008
2014
—
Comments at ICR (including % achievement): Due to lack of inter-institutional coordination and availability of fully functional MIS, systemwide verification
of co-responsibilities was not possible using administrative information.
Comments at PPAR (including % achievement): MIS is still not fully functional.
1.5. Number of jurisdictions (Corregimientos) covered by RO
Value quantitative or qualitative
503
621
621
621
Date achieved
2007
2009
2009
2016
Comments at ICR (including % achievement): Shows the number of jurisdictions where a Vulnerability Census was applied by RO.
Comments at PPAR (including % achievement): The same number of jurisdictions were covered after the program closed.
1.6. Number of households benefiting from the RO
Value quantitative or qualitative
50,000
75,000
75,030
72,563
Date achieved
2007
2009
2010
2016
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Comments at ICR (including % achievement): After reaching the target value in 2010, attrition in the roster of beneficiaries and the lack of new rounds of
enrolment in the program have contributed to a diminishing number of households covered by the program. Total number of households benefiting from RO
was 74,481 in 2011, 72,485 in 2012, 72,534 in 2013, and 72,895 in 2014.
Comments at PPAR (including % achievement): Source: MIDES, http://www.mides.gob.pa/?page_id=555 (accessed November 2, 2016).
Intermediate indicators:
1.1. Mechanisms of complaints in operation (percentage of complaints and claims resolved in a timely manner) (new indicator)
Value quantitative or qualitative
10%
70%
100%
—
Date achieved
2008
2013
2013
—
Comments at ICR (including % achievement): Report based on complaints forms.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
1.2. Specific sections of the Operational Manual cover program operation in indigenous areas (new indicator)
Value quantitative or qualitative
Achieved
Achieved
Date achieved
2008
2012
2014
2016
Comments at ICR (including % achievement)
Comments at PPAR (including % achievement): RO Operational Manual continued to be used after the project closed.
PDO 2 Increasing beneficiaries’ participation in the RO and promoting therewith demand for education and maternal and infant health services
PDO indicators:
2.1. Quality of program measured by share of beneficiaries who know their rights to access services and their co-responsibilities
Value quantitative or qualitative
—
70%
76%
—
Date achieved
2008
2013
2013
—
Comments at ICR (including % achievement): The indicator further increased to 79 percent in 2014. The measurement is based on family visits made by
social workers who inform beneficiaries of their rights and co-responsibilities.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
Intermediate indicators:
2.1. Share of jurisdictions covered by the RO with technical support teams for the accompaniment of families
Value quantitative or qualitative
0%
100%
66%
—
Date achieved
2008
2013
2013
—
Comments at ICR (including % achievement): The coverage of social workers reached 389 out of a total of 586 jurisdictions that have RO beneficiaries.
Source: Progress Report of Family Support.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
2.2. Share of education service providers trained on RO (Ministry of Education personnel from central offices, provincial offices, and schools)
Value quantitative or qualitative
60%
100%
100%
—
Date achieved
2008
2013
2013
—
Comments at ICR (including % achievement): Annual measurement reported by the Ministry of Education.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
2.3. Share of health service providers trained on RO (MINSA personnel from central offices, provincial offices, and health care providers)
Value quantitative or qualitative
60%
100%
100%
—
Date achieved
2008
2011
2011
—
Comments at ICR (including % achievement): Annual measurement reported by Ministry of Health.
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Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
PDO 3 Strengthening the supply of growth promotion interventions in the areas targeted by the RO
PDO indicators:
3.1. Reduction of chronic malnutrition prevalence among children under two years old, registered in the PAISS+N in indigenous comarcas
Value quantitative or qualitative
—
Reduction of 4 percentage
—
—
points
Date achieved
2008
2012
2013
—
Comments at ICR (including % achievement): The source for this indicator was the impact evaluation of health interventions. However, it wasn’t possible to
achieve a sample size of children in this age group large enough to produce a robust estimate of this impact.
Comments at PPAR (including % achievement): Information on chronic malnutrition and exclusive breastfeeding among children among children living in
indigenous comarcas was sought considering the known association between breastfeeding practices and stunting (see Table 2.2)
3.2. Percentage of children under two years old registered in the PAISS+N program benefiting from the strengthened health care package
Value quantitative or qualitative
0%
90%
90%
—
Date achieved
2008
2012
2011
—
Comments at ICR (including % achievement): Source: Biannual Progress Report, Ministry of Health.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
3.3. Additional coverage of pregnant women by PAISS+N receiving no less than three prenatal controls, among pregnant women in the comarcas
Value quantitative or qualitative
60%
85%
69%
—
Date achieved
2008
2012
2014
—
Comments at ICR (including % achievement): This indicator had already reached 74 percent in 2011, close to the target value of 80 percent for that year, but it
declined to 69 percent in 2014, probably associated with delays in contracting processes.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
PDO 4 Enhancing the borrower’s capacity to design, implement, and monitor coherent and efficient social sector policies intervention
PDO indicators:
4.1. Organigram defining MIDES restructuring and strengthening at central and local level
Value quantitative or qualitative
Implementation
Achieved
—
Date achieved
2008
2012
2013
—
Comments at ICR (including % achievement): This indicator was achieved on time, attaining design of the organizational structure in 2011, development in
2012, and implementation in 2013.
Comments at PPAR (including % achievement): the indicator was no relevant after the project closed.
4.2. Proposal for reorganization and rationalization of social spending developed (new indicator)
Value quantitative or qualitative
Not Achieved
—
Date achieved
2008
2012
2014
—
Comments at ICR (including % achievement): This activity was not carried since the Social Cabinet was not fully functional.
Comments at PPAR (including % achievement): The indicator was no relevant after the project closed.
Note: — = Not available; ICR = Implementation Completion and Results Report; IEG = Independent Evaluation Group; MIDES = Ministry of Social Development; MIS =
management information system; PDO = project development objective; PPAR = Project Performance Assessment Report; RO = Red de Oportunidades.

62

Table B.6. HEPI Project: Components, Key Activities, and Development Objectives
Component 1: Ensuring access to primary health care services by the poor in rural areas
Key planned activities from PAD
Key activities implemented
- Finance capitated payments, on a declining basis, to ensure
- Financed capitated payments to ensure access to basic health
access to basic health services to approximately 225,000 poor
services to approximately 180,000 poor individuals living in
individuals living in rural areas (PAISS)
rural areas (PAISS)
Component 2: Increase responsiveness of primary health services networks to
vulnerable populations in rural areas
Key planned activities from PAD
Key activities implemented
2.1. Strengthening health regions' management capacity to
develop and implement primary health care interventions in rural
areas. Objective: Increase the capacity of regional management
units (RMUs) to better respond to the health needs of the most
vulnerable groups of the population. It finances investments,
training, and technical assistance for
- Development of an accreditation system for primary health care
units of rural areas
- Assessment of available human resources, equipment, and
infrastructure for the delivery of primary health services to rural
areas for accreditation of primary health care units
2.1. Strengthening health regions’ management capacity to
- Assessment of health priorities and demand for services focusing
develop and implement primary health care interventions in rural
on the poor and indigenous rural communities. Based on this
areas
assessment, the package of prioritized health care services would
- A survey and mapping of human resources, equipment, and
be tailored to current regional needs
infrastructure was completed by health regions
- Strategies to improve cultural appropriateness in service delivery
- An accreditation plan was successfully complied with by health
to individuals from indigenous communities
regions
- Short- and long-term operational plans to reduce access barriers
- Training was provided to health personnel for intercultural
to health services for vulnerable population in rural areas
health services provision
- Strengthening the planning and management capacity of the
supply chain for pharmaceuticals and other key medical goods for
primary health care in all health regions
- Training program on primary health services for health
professionals working in rural areas
- Development and implementation of social marketing in delivery
of primary health services to vulnerable populations in rural areas
2.2. Improving the delivery of health services to vulnerable
population living in remote rural areas. Objective: Improve the
capacity of primary health networks in health regions to deliver a

PDO 1

Increasing access of
populations in selected
underserved rural
communities of its
territory to quality
basic health services
known to improve
mother and child
health
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continuum of health services to poor and indigenous rural
communities that face geographical access barriers. It finances
technical assistance for
- Acquisition of equipment for primary health care units
- Refurbishment of existing infrastructure for the delivery of
primary health services
- Design and implementation of communications and
transportation plan for strengthening MINSA capacity to deliver a
continuum of care in remote rural areas
- Development of plan to identify appropriate community health
workers and formally incorporate them into the MINSA human
resource pool
- Continuous training program for community health workers
- Continuous training program in primary health care for MINSA
personnel at health network establishments
- Development and testing plans for early identification and
transportation of critical condition patients from remote rural areas
to the nearest health facilities that can deliver appropriate
emergency health care
- Pilot program on the use of telemedicine in primary health
services for vulnerable populations in rural areas
Component 3: Strengthening MINSA institutional capacity to exercise stewardship in the health sector
Key planned activities from PAD
Key activities implemented
3.1. Improving the MINSA’s institutional capacity for strategic
analysis and planning to improve performance in the health sector
- Implementation of a national demographic and health survey (a 3.1. Improving the MINSA’s institutional capacity for strategic
DHS type of survey has never been carried out in Panama)
analysis and planning to improve performance in the health
- Consultations for the development of a national strategic health sector
plan
- Implementation of TOR for a demographic and health survey
- Development and implementation of coordinated social
- Consultations for the development of a national strategic health
marketing strategies for the strengthening of MINSA’s health
plan
sector stewardship, the national strategic plans, and the new
- Primary health care level essential drug list is available at
approach for a comprehensive model of primary health care
health centers
including nutrition
- Health information system was developed and implemented for
- Design and implementation of a national health risk factor
automated monitoring and assessing achievement of results of
survey
the primary health care providers
- Design and implementation of a study on equity in health
- Management of fiduciary aspects of the Project and the
financing
coordination of overall Project activities by USGAF
- Appraisal of current challenges and opportunities to improve
public management of pharmaceuticals’ supply chain at the

PDO 2

Developing strategic
planning, regulatory,
and monitoring
mechanisms known to
improve health system
performance
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country and subregional levels and development and
implementation of actions plans to improve procurement, quality
control, and distribution of pharmaceuticals in the short and
medium terms
- Development of a national pharmaceuticals policy and strategic
plan
- Development of a national strategic plan on nutrition
- Technical assistance and training to improve the MINSA’s
technical capacity to analyze data and trends in the health sector
including demographic and epidemiological changes (burden of
disease), demand for health services, and financial protection in
health
- Strengthening IT systems for analyzing data for strategic
planning
3.2. Update health regulations and revise enforcement
mechanisms
- Review of current legal and regulatory framework in the health
sector
- Development of a proposal to update health regulations and
enforcement mechanisms
- Training of personnel at the national and regional levels to
enforce new health regulations
- Production of materials for the dissemination of guidelines and
papers related to updated regulations
- Development and implementation of a social communication
strategy to introduce new health regulations at the national and
regional levels
3.3. Strengthening management and monitoring, and information
systems of national programs to improve access to health services
by the poor
- Development of an identification system for individuals in the
target population
- Development of a regional and national database with key
information on target population individuals that can be crossreferenced with other databases (that is, beneficiaries of CCT and
social security enrollment database)
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- Training for strengthening of MINSA’s capacity to manage and
use information systems to monitor results at the central and
regional level
- Concurrent medical and financial audits to ensure appropriate
use of resources
- Upgrades of information technology at the central and regional
levels
- Technical assistance and training on monitoring and information
systems technology at the regional and national levels
- Cofinancing of the impact evaluation of PSPV to be conducted
in coordination with the MIDES and the management units of the
Support for Social Protection Project financed with IDB and the
World Bank loans
- Management of fiduciary aspects of the Project and the
coordination of overall Project activities by UGSAF
Note: CCT = conditional cash transfer; IDB = Inter-American Development Bank; MIDES = Ministry of Social Development; PAD = project appraisal document; PSPV = Health
Protection for Vulnerable Populations; TOR = terms of reference; UGSAF = Ministry of Health’s Administrative and Financial Unit.Table B.7. HEPI Project: Indicators and
Development Objectives
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Table B.7. HEPI Project: Indicators and Development Objectives
Actual Value
Actual Value
Baseline Value
Target Values
ICR
PPAR
PDO 1 Increasing access of populations in selected underserved rural communities of its territory to quality basic health services known to
improve mother and child health
PDO indicators:
1.1. Percentage of pregnant women with at least three prenatal controls (one in each trimester) (the denominator has been modified, but not the
target)
Value quantitative or qualitative
20%
70%
86.1%
83.03%
Date achieved
06/27/2010
08/06/2008
12/18/2014
2015
Comments at ICR (including % achievement): Target surpassed. Baseline elaborated in June 2010 based on the EEC-PSPV beneficiary roster.
Comments at PPAR (including % achievement): the source is the PMEFSS (2015).
1.2. Percentage of children under one year old from the total estimated target population with full vaccination scheme (the denominator has been
modified, but not the target)
Value quantitative or qualitative
26%
85%
96.1%
93.69%
Date achieved
06/27/2010
12/11/2012
12/18/2014
2015
Comments at ICR (including % achievement): Target surpassed. Baseline elaborated in June 2010 based on the EEC-PSPV beneficiary roster. Target was
revised during the first Project restructuring in April 2012.
Comments at PPAR (including % achievement): the source is the PMEFSS (2015).
1.3. Percentage of women delivering children with the assistance of trained personnel from MINSA (the denominator has been modified, but not the
target)
Value quantitative or qualitative
6%
65%
92.76%
91.64%
Date achieved
06/27/2010
12/11/2012
12/18/2014
2015
Comments at ICR (including % achievement): Target surpassed. Baseline elaborated in June 2010 based on the EEC-PSPV beneficiary roster. Target was
revised during the first Project restructuring in April 2012.
Comments at PPAR (including % achievement): Since the source of the indicator is an ad hoc survey, data it is not possible to monitor the evolution of the
indicator.
Intermediate indicators:
1.1. Percentage of health regions that achieve more than 80% of agreed intermediary outcome targets
Value quantitative or qualitative
0%
70%
20%
—
Date achieved
11/30/2009
12/11/2012
12/18/2014
—
Comments at ICR (including % achievement): Target not achieved. MINSA decided to stop using agreed intermediary outcome targets. Baseline
elaborated based on MINSA administrative systems. Target was revised during the first Project restructuring in April 2012.
Comments at PPAR (including % achievement): The indicator was not relevant after the project closed.
1.2. Percentage of health regions that complete survey and mapping of human resources, equipment, and infrastructure
Value quantitative or qualitative
0%
90%
100%
—
Date achieved
08/06/2008
08/06/2008
12/18/2014
—
Comments at ICR (including % achievement): Target surpassed.
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Comments at PPAR (including % achievement): The indicator was not relevant after the project closed.
1.3. Percentage of health regions that have successfully complied with accreditation plan of primary health care units in communities targeted by
Component 1
Value quantitative or qualitative
0%
80%
0%
—
Date achieved
08/06/2008
08/06/2008
12/18/2014
—
Comments at ICR (including % achievement): Target not achieved since funding needed by each health region (DRS) to comply with accreditation was
allocated based on achievement of intermediate outcome indicator 1.
Comments at PPAR (including % achievement): The indicator was not relevant after the project closed.
PDO 2 Developing strategic planning, regulatory, and monitoring mechanisms known to improve health system performance
PDO indicators:
2.1. National strategy with baseline and targets on improving equity in access to health care services established using DHS data
Value quantitative or qualitative
—
First report of
TOR for DHS
—
monitoring progress
finalized
completed
Date achieved
08/06/2008
12/11/2012
12/18/2014
—
Comments at ICR (including % achievement): Target not achieved. TOR finalized but DHS was not implemented due to delays with Project
implementation and lack of funds.
Comments at PPAR (including % achievement): The indicator was not relevant after the project closed.
2.2. Percentage of individuals from rural areas diagnosed with diabetes and hypertension in need of medication receiving prescribed drugs by
primary health care units according to MINSA’s protocol.
Value quantitative or qualitative
—
55% diabetes,
54.37% diabetes,
—
55% hypertension
78% hypertension
Date achieved
08/15/2012
08/06/2008
12/18/2014
—
Comments at ICR (including % achievement): Target achieved. Baseline elaborated in August 2012 based on all patients receiving treatment regardless on
whether the treatment is the one set in the MINSA protocols.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
Intermediate indicators:
2.1. Establishment of a baseline on access to primary health care services by the poor in rural areas using data from the DHS
Value quantitative or qualitative
DHS never done
DHS results
TOR for DHS
—
in Panama
disseminated
finalized
Date achieved
08/06/2008
08/06/2008
12/18/2014
—
Comments at ICR (including % achievement): Target not achieved. TOR finalized but DHS was not implemented due to lack of internal coordination and
funding.
Comments at PPAR (including % achievement): The indicator was not relevant after the project closed.
2.2. Percentage of drugs available at health centers from the Primary Health Care Level Essential Drug List
Value quantitative or qualitative
69%
80%
80%
—
Date achieved
08/15/2012
08/06/2008
12/18/2014
—
Comments at ICR (including % achievement): Target achieved.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure.
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2.3. Percentage of health regions using automated monitoring and information systems for assessing achievement of results of primary health care
providers
Value quantitative or qualitative
0%
80%
100%
100%
Date achieved
08/06/2008
08/06/2008
12/18/2014
June/2016
Comments at ICR (including % achievement): Target surpassed.
Comments at PPAR (including % achievement): IEG was not able to monitor the evolution of the indicator after project closure
Note: — = Not available; DHS = demographic and health survey; EEC = coverage extension strategy; ICR = Implementation and Completion Results Report; IEG = Independent
Evaluation Group; MINSA = Ministry of Health; PMEFSS = Health Equity Improvement and Service Strengthening Program; PPAR = Project Performance Assessment Report;
PSPV = Health Protection for Vulnerable Populations.
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Table B.10. Verification Process for EEC Payment Request in Social Protection and HEPI
Projects
No.

1

2

3

Social Protection
Project
Technical
report is
presented to
the Directorate
of Health
The Extra-Institutional
Services
Organization (OE) or Health Provision
Region submits to MINSA
the product for review
Administrative
report
presented to
the USGAF

5

Health Equity and Performance (HEPI)
Project
Technical report
is presented to the
Directorate of
Health Services
Provision (1st
delivery)

1

The Extra-Institutional
Organization (OE) or Health
Region submits to MINSA
the product for review

The Directorate of Health
Services Provision approves
the Report and refers it to
the USGAF

The USGAF, through the
Department of Monitoring
and Evaluation, verifies that
all the provisions established
in the Terms of Reference
are complied with and
delivered to the Department
of Finance

The evaluation instruments
are presented to the Finance
Department for the
preparation of the “Pay
Sheet for Extra-Institutional
Organizations”
The Finance Department
sends the OE or the
Regional Office the amount

Technical report
is presented to the
Directorate of
Health Services
Provision (final
delivery)
Administrative
report presented
to the USGAF

Review the
administrative
report
Review
administrative
report 2nd
delivery
Review the
evaluation
instruments
1st delivery

Review the
evaluation
instruments
2nd delivery

4

No.

2

3

4

The Directorate of Provision
approves the report and refers
it to the USGAF
The USGAF, through the
Department of Monitoring
and Evaluation, verifies that
all the provisions established
in the Terms of Reference are
complied with and delivered
to the Finance Department
for the preparation of the
Payment Form

5

The Department of Finance
sends to the Regional Office
the amount of the payment
for which the account must
be submitted

6

The Regional Office presents
in the Reception of the
USGAF the Account for the
corresponding payment

7

The USGAF prepares the
check and sends it to the
Minister for the Firm

Review the
evaluation
instruments 1st
delivery
Review the
evaluation
instruments II
delivery
The transfer is
made to the
Regional
Directorate who
subsequently
makes the
payment to the
OE
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6

7

8

9

10

of the payment for which the
account must be submitted
The OE or Regional Director
presents in the Reception of
the USGAF the Account for
the corresponding payment
The USGAF prepares the
Direct Payment Application
(SPD) and sends it to the
Minister for the Firm
The Minister of Health sends
to the USGAF the signed
SPD
The USGAF sends to the
UNDP the Request of Direct
Payment authorizing to
make the payments to the
OEs
UNDP informs USGAF via
email when payment
becomes effective

8

9

10

11

12

13

14
.

15

16

The Minister of Health sends
to the USGAF the signed
check
The USGAF sends to the
Comptroller General of the
Republic, the check for the
endorsement
The comptroller sends the
endorsed check in the name
of the Health Region
The UGSAF deposits the
check in the account of the
corresponding Health Region
The UGSAF notifies via
email to the Region of Health
that the transfer has been
made and communicates to
the OE that it can present the
account to present account
The OE presents the account
and invoice in the UGSAF
The UGSAF sends a copy of
the documentation supporting
the payment to the DRS to
make the check in favor of
the OE
The UGSAF receives the
check from the DRS in favor
of the OE and it is sent for
signature by the Minister and
then sent to the endorsement
of the comptroller
The endorsed check is
notified to the OE

Note: DRS regional health department; = EEC = coverage extension strategy; HEPI = Health Equity and Performance
Improvement (project); MINSA = Ministry of Health; OE = external organization; SPD = direct payment application; UGSAF =
Health, Administrative, and Financial Unit; UNDP = United Nations Development Programme
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Table B.11. Component 1 Results-Based Financing Performance Indicators, PSPV 2013–14 and PMEFSS 2015
No.
Indicator
1
Percentage of pregnant women with at least three antenatal checkups (one per trimester) by the end
of the third trimester
2
Percentage of pregnant women registered out of estimated total
3
Percentage of pregnant women with second dose or booster of TT or TD
4
Percentage of births attended by trained staff
5
Percentage of women 20 years or older who have had pap smears
6
Percentage of children under one year old who have had four or more growth-and-development
checkups
7
Percentage of children under one year old with a complete vaccination record
8
Percentage of children four years old with at least two growth-and-development checkups
9
Percentage of children one to four years old with a complete vaccination record
10 Percentage of symptomatic respiratory diseases recorded out of estimated total

PSPV
2013–14

PMEFSS
2015

86.1%

83.0%

86.2%
93.4%
92.8%
71.1%

86.4%
89.3%
91.6%
64.2%

97.6%

95.0%

96.2%
83.3%
92.0%
12.4%

93.7%
85.9%
85.2%
7.5%

Note: PMEFSS = Health Equity Improvement and Service Strengthening Program; PSPV = Health Protection for Vulnerable Populations; TT = monovalent tetanus toxoid tetanus
vaccine; TD = low-dose diphtheria toxoid tetanus vaccine.
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Appendix C. List of Persons Met
Name
Fernando Xavier
Montenegro Torres
Carmen Carpio
Renzo Efren Sotomayor
Noel
Marcelo Bortman
Maria Eugenia BonillaChacin
Manuel Salazar
Benedicte Leroy De La
Briere
Edmundo Murrugarra
Leonardo Pinzón
Katyuska Correa de
Jiménez

Designation
Senior Economist (Health),
GHN05
Senior Operations Officer, GHN13

Institution

Health Specialist, GHN03

The World Bank

Lead Health Specialist, GHN04

The World Bank

Senior Economist, GHN04

The World Bank

Lead Social Protection Specialist,
GSP03

The World Bank

Lead Economist, GCGDR

The World Bank

Senior Social Protection
Economist, GSP04
Social Protection and Health
Specialist
Director

Virginia B. Fernández

Chief, External Projects
Monitoring Unit

Alys Martinez

Chief

Elka Caballero

Analyst

Aida Batista
Aura Rivera
Eduardo Caballero

Director
Deputy secretary
Executive Assistant

Alvis Ruiloba

Chief of Statistics

Anayansi Tejada

Statistician

Eduardo Návalo

Statistician

Faride Rodriguez
Ruth
Enrique Mayo
Tania Chung
Itza Barahona de Mosca
Doris Jaén
Eric Ulloa
Reina Roa
Fania de Roux
Anna Batista

Nutritionist, Epidemiologist, and
Researcher
Researcher
Director
Deputy Director
General Director
Sub-director of Finance
General Secretary
Director of Planning
Technician
Deputy Director for Procurement
and Acquisitions

The World Bank
The World Bank

The World Bank
Inter-American Development Bank
Directorate of Public Finance,
MEF
Department of Credit, Directorate
of Public Finance, MEF
Department of Economic and
Social Services, Directorate of
Budget, MEF
Department of Economic and
Social Services, MEF
RO, MIDES
MEDUCA
MEDUCA
Department of Statistics and
Epidemiology, MINSA
Department of Statistics and
Epidemiology, MINSA
Department of Statistics and
Epidemiology, MINSA
Gorgas Commemorative Institute
Gorgas Commemorative Institute
UGSAF
UGSAF
MINSA, CODIPRO
UGSAF
MINSA
Planning Directorate, MINSA
Planning Directorate, MINSA
UGSAF
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Name
Dra. Itzel Smith
Victoria de Crespo
José Riquelme
Guadalupe Madrid
William Hernández
Héctor Torres
Damaris Abrego
Lidia Caiña
Maruquel Mendoza
Deyanira Rivera
Ascanio Martínez
Lilian Jackson
Aydith Díaz
Jennifer Romero
DOCTORA
Yessenia Murillo
Tatiana Martínez
Gabriela Rivera
Antolino Bejarano
María Cuesta
Olga Caisamo
Sheila Castillo

Designation
Director of the Department of
Health Services Provision
Chief of the Monitoring and
Evaluation
Administrative Coordinator
Medical Coordinator
Medical Coordinator
Regional Director
Chief of Health Services Provision
Statistician
Chief of the UEAF
Assistant Nutritionist
Health Promoter
Regional Chief for Nutrition
Monitor of AINC
Monitor of AINC
Physician, Health Center Yaviza
Monitor, RO, Yaviza
Monitor, RO, Yaviza
Monitor, RO, Yaviza
RO, beneficiary
RO, beneficiary
RO, beneficiary
RO, beneficiary

Institution
Directorate for Health Services
Provision, MINSA
Directorate for Health Services
Provision, MINSA
AXA Assistance
AXA Assistance
AXA Assistance
DRS, Veraguas
DRS, Veraguas
DRS, Veraguas
MIDES
Guna Yala
Guna Yala–Cartí
Guna Yala
Guna Yala–Cartí
Guna Yala–Cartí
Darién
Darién
Darién
Darién
Darién–Yaviza
Darién–Yaviza
Darién–Yaviza
Darién–Yaviza

