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Abstract 
This paper reviews the approach of the Global Fund to facility level financing (FLF) in health, 

and is based on international literature, four country case studies, key informant interviews 

with the Global Fund and partners, and author expertise.  

We focus specifically on two FLF mechanisms, performance-based financing (PBF) and direct 

facility financing (DFF). The review highlights the shared health system requirements of PBF 

and DFF, their potential complementarities, and their shared potential to strengthen health 

systems and outcomes when appropriately deployed.  

The evidence base in relation to effects is more developed for PBF. When adjusted for 

additional resources, PBF performs somewhat better than input-based controls for some 

quality and autonomy measures, but less well for utilisation and with no difference in 

general on health outcomes, despite slightly higher expenditure. In studies comparing PBF 

with interventions using less conditional direct cash financing, neither model comes out as 

consistently superior in general. 

In terms of the Global Fund’s engagement, the review suggests that the Global Fund should 

continue to invest in this area, in an experimental and gradual way, with national and 

international partners to ensure that PBF or DFF builds national systems sustainably and 

holistically. Needed actions by the Global Fund if it pursues this area of investment would 

include: re-orientation within the organisation to clarify the understanding of PBF/DFF’s 

potential, including to leverage better performance at relatively low fiduciary risk; 

producing guidelines to support FPMs in developing these grants; adjusting budget 

categories to include funding of essential services; identifying areas where the Global Fund 

can add value, such as in extending the focus within PBF packages on  communicable 

diseases and potentially on the outreach and community aspects; developing an in-house 

expert pool with time to support these grants and their assessment; and encouraging 

innovations and documenting their process and impact using simple internal tools.  
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Executive summary 
This short review was commissioned by the Global Fund to inform its support for facility-

level financing (FLF) in health. It draws from: 

 evidence synthesis on the effectiveness of performance-based financing (PBF) and direct 

facility financing (DFF), including an updated Cochrane review on PBF and recent World 

Bank meta-analysis 

 a review of four case studies countries, where the Global Fund has supported PBF (in the 

Democratic Republic of Congo – DRC, Benin, Cote d’Ivoire and Haiti), based on 

document review and 16 key informant interviews 

 an additional 12 key informant interviews with Global Fund headquarters staff and 

partners 

 the authors’ expertise in this area 

Key messages arising from this review include the following: 

1. Unlike other payment by results (PbR) approaches supported by the Global Fund, FLF is 

not predominantly an aid conditionality tool (operated at national level) but involves 

engagement in core health financing systems in-country; this has implications for the 

skills and time required to design, support and evaluate FLF approaches (requiring 

engagement with the details of health system functioning); 

2. PBF – payments to facilities conditional on outputs delivered and (usually) quality of 

outputs - and DFF – direct payments to health facilities, usually based on agreed budgets 

- are often seen as alternatives, but they may also be complementary – DFF may be 

foundational, in providing ‘core’ income to facilities through regular public finance 

channels (for example, for routine functioning costs), with PBF or equivalent being used 

for smaller performance-related components (e.g., focusing on services which are 

under-performing); 

3. PBF is sometimes portrayed as complex and DFF simple but both require considerable 

groundwork in terms of: 

a. design and implementation of system strengthening components (such as 

reinforcing management skills at facility level, access to banking, improved 

supervision and health information systems); 

b. a broader supportive environment in which there is a willingness to decentralize 

and adequate funding; 

c. programme design and implementation components, such as estimating funding 

amounts needed by facilities, taking into account the degree of subsidies from 

other sources and the funds which are required at facility level; determining 

reporting, verification and performance review approaches; agreeing, monitoring 

and enforcing policies on charges to users; and determining and enforcing any 

rules on staff benefits from the funds, and on how funds can be used more 

generally. 

4. PBF/DFF should be seen as health system strengthening interventions (not just health 

financing interventions), as they impact on all system areas and should in principle be 

coherent with arrangements in them (e.g. health worker remuneration, drug supply 
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systems, governance, public financial management (PFM) systems, health information 

systems, service packages, infrastructure quality and distribution, and measures to 

address community access barriers); 

5. PBF/DFF mechanisms of change are also more complex than the labels imply: the labels 

focus on finance, and resources are indeed important to effects observed. However, 

there are many other components which are important, including feedback on effort, 

signaling of priorities, support for planning, more focus on data and results and greater 

autonomy for facility managers among others. 

6. There are differences between PBF and DFF: in broad terms, PBF funding is tied to 

specific outputs and quality measures, and so typically has a tighter system of 

verification. This reduces fiduciary risks, but increases costs and the risks of operating a 

parallel system. By contrast, DFF operates on a higher trust basis, and therefore may be 

more appropriate, in general, in more mature or stable health systems.  

7. There is more evidence on the effectiveness of PBF to date than DFF. However, the 

evidence for PBF is very mixed and quality of evidence is still assessed as low in general. 

Compared to ‘status quo’ (no additional financing) and for targeted PBF indicators, we 

find: 

a. Some utilization indicators such as provision of HIV testing and PMTCT have 

moved positively, while others (such as provision of ART and bed net use) have 

moved negatively, and some are uncertain (e.g. TB adherence); 

b. There is limited evidence for impact on health outcomes, but some positive 

evidence for TB treatment success; 

c. In general, quality of care (especially structural), resource use and patient 

satisfaction are positively influenced, with some exceptions; 

d. However, other areas which are important to the theory of change of PBF did not 

apparently respond so well; these include staff indicators (satisfaction, 

motivation and absenteeism), user fee payments, facility governance and equity. 

8. Though DFF as a PFM mechanism exists in many forms and in different settings, it has 

received less research interest compared to PBF, as it is a ‘core’ budget mechanism and 

so is perceived as less novel. For DFF, more evidence is needed but preliminary findings 

are somewhat similar to those on PBF, in terms of suggesting responses in utilization 

and quality of care but less impact on user fees to date. In studies comparing PBF with 

interventions using less conditional financing (though they do not represent realistic 

forms of DFF, more constructed comparators for PBF), neither model comes out as 

consistently superior in general. When adjusted for additional resources (in five studies), 

PBF performs somewhat better than input-based controls for some quality and 

autonomy measures, but less well for utilisation and with no difference in general on 

health outcomes, despite slightly higher expenditure. 

9. Global Fund systems have shown themselves to be sufficiently flexible to support PBF in 

the case studies included here, however, these have been small-scale and with differing 

challenges, relating also to high reliance on the World Bank as a design and 

implementation partner. National ownership of PBF programmes has also been a 

challenge in these settings, and in one case the national programmes have stopped. In 
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some respect, PBF has functioned as a donor harmonization vehicle (as indeed DFF can 

do, for example, in the health pooled fund in Tanzania).  

10. To engage in PBF programme design and implementation at larger scale would require 

the development of Global Fund expertise (and staff time). In addition, for the Global 

Fund, there is a need to adjust budget and performance indicators to reflect how PBF (or 

DFF) works; at present Global Fund systems are not set up to support facility finance for 

routine operational costs (there is no budget line for service costs, for example). 

11. Funding for PBF/DFF can channeled and projects designed and monitored through 

Global Fund structures such as PRs and CCMs, however, to date these structures have 

not been very effectively engaged with the PBF programme.  

12. Given the costs of verification already built into PBF programmes which reduces the 

fiduciary risk involved, additional layers of verification by the Global Fund should be 

avoided and a move to simpler, risk-based approaches encouraged. Under-use of funds 

is likely more of a risk to performance than fraud. 

13. Both approaches aim to revitalise facility management committees and this is their chief 

mechanism of community engagement, although PBF typically also builds in community 

verification of results. Studies suggest this component has not been very effective in 

practice. In relation to human rights, however, there is no evidence of coercion.  

14. In relation to different rationales for supporting PBF or DFF for the Global Fund: 

a. neither approach is likely to improve ‘operational efficiency’ of the Global Fund, 

in that they are relatively complex to establish, monitor and assess;  

b. in terms of increasing disbursement, DFF is more promising, in that it has fewer 

controls that limit expenditure (and commensurately higher risks, but still within 

what we judge to be acceptable levels, if carefully implemented); overall costs 

are also easier to predict and control; 

c. in relation to reducing financial barriers for users, both programmes could 

potentially reduce these, but this component needs more explicit attention and 

enforcement as results have been disappointing to date 

d. more generally, as a system strengthening intervention, both have promise if 

designed with good fit to the context and its blockages. Both (independently or 

complementarily) can provide the small but essential flexible resources which are 

needed at facility level to support integrated care packages. Both can provide a 

mechanism for donor harmonization. PBF benefits from a longer period of 

intense experimentation and documentation of its model. DFF benefits from a 

simpler and more integrated approach, with lower costs and potentially more 

sustainability. Both require complementary interventions at community level 

given that they only focus on facility-based services.  

15. In terms of volume of support per capita through this channel (PBF/DFF), amounts are 

not high given that many of the costs of services are already covered through other 

channels (drug supplies, especially for high-cost commodities; salaries; major capital 

investment – all tend to be funded centrally, though clearly details vary by health 

system). This is not a full purchasing model, in other words (although it should be noted 

that there remains discussion about what exactly unit payments in the PBF model are 

covering and therefore how they should be calculated). 
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16. This brief review suggests that the Global Fund should continue to invest in this area, in 

an experimental and gradual way, with national and international partners to ensure 

that PBF or DFF builds national systems sustainably and holistically. Needed actions by 

the Global Fund if it pursues this area of investment would include: 

a. Re-orientation within the organisation to clarify the understanding of PBF/DFF’s 

potential, including to leverage better performance at relatively low fiduciary risk 

(shifting focus from attempted risk reduction by checking input payments to 

focusing on programmatic efficiency and effectiveness, and highlighting that one 

of attractions of PBF is the separation of functions/checks and balances, which 

can increase the likelihood that delivery is occurring and that issues are flagged) 

b. Producing guidelines to support FPMs in developing these grants, to reduce the 

time and complexity involved for them and their perception of risk 

c. Adjusting budget categories to include funding of essential services 

d. Identifying areas where the Global Fund can add value, such as in extending the 

focus within PBF packages on communicable diseases (the model started with a 

very clear RMNCH focus) and potentially on the outreach and community aspects 

e. Developing an in-house expert pool with time to support these grants and their 

assessment 

f. Encouraging innovations and documenting their process and impact using simple 

internal tools. We have had a limited time and were asked to focus on four PBF 

case studies but it is clear that a number of Global Fund grants have 

experimented with a wider range of output-based funding, using national 

systems, and these may also furnish good practices. 
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Introduction  
 

Background to report 
The Global Fund has had various experiences with Facility Level Financing (FLF) projects, 

where funding is disbursed at the health facility level to enable health workers to pay for 

needed inputs.  FLF can use performance-based financing (PBF), using indicators linked to 

specific facility-level outputs, or it can be direct facility financing (DFF), which provides 

support to health facilities which is not conditional on specific outputs.  Its primary purpose 

is to provide resources at facility level which can be used to, amongst other things, 

incentivize health care workers to increase facility-level performance, improving access, 

quality of care and health outcomes for targeted populations.  

Together with contracting approaches (e.g. (1)), PBF has been used in many fragile, 

emergency, conflict-affected and post-conflict settings as a provider payment mechanism 

that aligns donors around support for an essential package of services (2), generally focused 

on public and private not-for-profit health facilities. To increase the likelihood of 

sustainability, it should be included as part of broader health financing and public financial 

management reforms of provider payment mechanisms, however there are still gaps in 

knowledge on how best to do this (3).   

FLF is also associated with attempts to decrease formal and informal user fees, which are an 

important barrier to accessing services in many countries.  User fees are an important issue 

when accessing HIV, TB and malaria services, as documented in a recent report on user fees 

in West and Central Africa, commissioned by the Global Fund’s Technical Evaluation 

Reference Group (TERG) (4). 

In order to assess whether and how the Global Fund should support FLF (either PBF or DFF) 

approaches, this review was commissioned. It includes a rapid review of FLF-PBF 

experiences to date in Benin, Cote d’Ivoire, Haiti, and DRC, which it has supported together 

with partners, including the World Bank. The GF has not supported any DFF to date, even 

though DFF may be less complex and as effective as PBF approaches (5–7). 

Objectives 

This review has the following objectives: 

1. To clarify the definition of terms for non-experts 

2. To summarize existing secondary evidence on effectiveness of these two FLF approaches 

3. To review the Global Fund’s experience with them (specifically PBF) in four country case 

studies 

4. To draw broader reflections and lessons for the Global Fund on how to move forward in 

this area. 

This review is aimed at Global Fund staff and country counterparts. It will serve as an 

educational document for countries and country teams, as well as governance bodies 

including TRP/GAC. Documented lessons will form the basis for the development of internal 

country selection and design guidance.  
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Methodology 
The first section of the report is based on a literature review. For PBF, we draw primarily 

from an updated Cochrane Review on PBF (8). Following a systematic search and review 

methodology up to 2019, the Cochrane review update identified 59 impact evaluations of 

PBF schemes globally which met the quality standards. We also compare findings to a WB 

meta-analysis of PBF1,  although this has not been published as yet in its full version. The 

literature on DFF is less extensive, and for this we have conducted a rapid and non-

systematic review, using search terms combining ‘facility’ or ‘clinic’ with ‘finance’ and/or 

‘direct’.  

The second section is a review of Global Fund’s experiences with PBF in Benin, Cote d’Ivoire, 

Haiti and DRC, based on 16 key informant interviews with Global Fund staff, partners, and 

others involved in the design, implementation and evaluation of the PBF projects, alongside 

analysis of available documentation and literature, including WB and other reports of the 

PBF programs, reports from other relevant agencies, ministries of health, as well as any 

academically published papers, including evaluations.  

The final section lays out reflections and recommendations for the Global Fund. It draws 

from the first two sections and is supplemented by 12 additional interviews at Global Fund 

headquarters and with partners, as well as the wider experience of the consultants in this 

field. 

Some limitations should be noted. First, the review was conducted rapidly in October to 

December 2020. Although we tried to contact all relevant informants at country level, in 

some cases we were not able to get the desired interviews, so the case studies may not be 

fully up to date. Finally, the review was conducted by externals, and reflection on some of 

the more detailed systemic issues for the Global Fund will need to follow and be led by 

Global Fund staff, with greater understanding of the internal systems and constraints. 

 

Background: definitions and framing  
 

Results-based based financing (RBF) – also known within the Global Fund as Payment for 

Results (PfR) - refers to a varied set of financing interventions, all of which centre around 

one key principle: financing for health services (whether in cash or kind) is based upon pre-

agreed and measurable performance indicators or targets rather than service inputs. As 

noted by Musgrove (9), various types of RBF interventions are possible, depending on 

whose performance is targeted by incentives and the types of rewards that are available. 

For example, RBF schemes can be aimed at national or sub-national levels coordinating care 

                                                        
1 Filmer D and A Wagstaff. Chapter 3: How Service Providers Are Paid Matters as Much as How Much They Are 
Paid. In Artuc E et al. 2020. Toward Successful Development Policies: Insights from Research in Development 
Economics. Policy Research Working Paper 9133. World Bank: 2020. 
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delivery (e.g. district health teams), health facilities (including private or faith-based), as well 

as healthcare professionals.  

Many of the RBF approaches which the Global Fund is familiar with have operated at 

national level, and are forms of aid conditionality: Disbursement-Linked Indicators (DLIs), for 

example, link payments to agreed national performance indicators (even if some of these 

involve actions at sub-national level, the performance is measured and rewarded at national 

level, between external funders and government). Cash on Delivery (CoD), Verified Service 

Delivery (VSD) and National Strategy Financing (NSF) have been used in a number of Global 

Fund programmes and all share this feature of tying finance to performance at the national 

level. We will not examine these in this paper. 

PBF is commonly (though not always – usage across agencies varies) used to describe a 

particular variant of RBF. It targets performance at health facility level, though funds may 

‘trickle down’ to staff internally in terms of receiving a proportion of the funds as incentives. 

Payments are often based on fixed amounts per targeted service delivered, modified by 

quality assessments and sometimes other weightings related to equity (e.g. remoteness) 

(10). Regular verification of the services provided (quantity) and of their quality is conducted 

in all facilities, which forms the basis for the calculation of facilities’ payments, and 

parameters are usually set for how the PBF monies can be used at facility level. This model 

has been extended over a wide range of settings relatively rapidly, with the evidence on 

whether it works, and if so, how, still catching up (see below). We focus exclusively on this 

model in this paper. 

The theory of change behind PBF is highly debated (11). The label ‘PBF’ focuses attention on 

the elements of finance and conditionality, but equally important in practice may be other 

aspects, such as increasing facility autonomy (e.g. over use of locally generated resources), 

increased feedback to staff on their work, clarification of tasks and priorities, increased 

supervision and support, and greater focus on data. This point is important, in that these 

aspects are important for both PBF and DFF, and indeed in any health system strengthening 

agenda.  

Direct facility financing (DFF) is the direct provision of funds to health facilities to enable 

facilities to meet operational requirements (12). DFF is one type of prospective payment 

modality which operates similar to capitation (payment at a fixed rate per population 

served, often used for primary care), or global budgets (fixed annually for a health facility), 

already widely established financing mechanisms within healthcare (13,14). The main 

differentiating feature of DFF is that funds are directly channelled from national levels to 

health facilities, thus bypassing district or province levels. The rationale for this is that a) 

funds should be concentrated where they are needed most – i.e. health facility levels and 

specifically to meet facility operational requirements and b) district and provincial level 

involvement in fund administration creates unnecessary transaction costs and payment 

delays, compromising the abilities of facilities to effectively and efficiently deliver care (12). 
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Like PBF, DFF is often implemented with increased autonomy on use of funds, supervision, 

and community engagement to provide oversight on how funds are used. 

The two models under scrutiny (i.e., PBF and DFF) are less divergent than may appear at 

first sight (see Figure 1 below), in terms of the system requirements for them to work and 

the mechanisms for change that they entail. PBF is often also accompanied by reforms to 

roles in the system in relation to purchasing, fund-holding and verification. 

 

Figure 1 Comparing key PBF features with DFF 

 

Note: PBF hexagons are taken from Meessen 2021 Accelerator presentation; commentary on DFF added by 

authors. 

Within DFF, budgets can be established in different ways, and with different rules about 

fund use. In the examples reviewed below, facilities were tasked with the preparation of 

itemized budgets according to pre-agreed spending categories (prepared usually on an 

annual or quarterly basis) and budgets were submitted to relevant district/province or 

national authorities for review. Facilities thus had the opportunity to estimate operational 

needs and also set expectations for service delivery and apply for funds as required, 

potentially requesting funds beyond those expected in typical capitation calculations. 

During the district review of submitted budgets, district teams have the opportunity to 

consider budgets more coherently and ensure that health facilities overall request funds 

within the funding envelope that is pre-determined. Once districts have approved budgets, 

funds are transferred from national purchasers directly into facility accounts and facilities 

can proceed to use said funds as agreed. It is important to note that itemized expenditure is 

then no longer subject to pre-approval by district or provincial authorities. Auditing of 
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transaction and expenditure records, as well as usual monitoring and supervision of health 

facility activity, are the main verification mechanisms. 

DFF is an attractive financing modality in those contexts and situations where inefficient 

allocation and high use of funding at district or provincial levels is suspected; in such cases, 

too little funds trickle down to support direct service delivery at facility level. DFF requires 

health facilities to set up independent bank accounts, as well as to have the autonomy (and 

capacity) to manage the funds, so as to allow for the direct transfer of funds from 

national/province to facility level, thus often bypassing district level stakeholders. DFF 

scheme design varies, however, and in some schemes additional funds have been made 

available to district stakeholders to ensure appropriate monitoring capacity and buy-in for 

schemes. Changes in financing are the main intervention mechanism of DFF, however, as 

with PBF, additional supporting activities are usually included with the intervention. For 

example, additional support for auditing and accounting, both at district and facility levels, is 

usually made available. Specific guidelines and rules for how/when funds obtained via DFF 

may be spent are also required. 

It is important to note that neither PBF nor DFF are new, and they have had many earlier 

forms with different labels. That they have surfaced strongly in the last decade reflects a 

simple truth: that public financial management (PFM) systems in LMICs have failed to 

deliver resources in adequate amounts and with adequate regularity and reliability to 

support service delivery, especially at the primary care level. This failure reflects a 

combination of resource shortage, political economy (favouring higher level facilities), 

system failures (weak PFM) but also low levels of trust. Whether it is best to address these 

through PBF, DFF or reforms to basic PFM systems will depend on the context. The 

interaction with donors in LMIC settings has also been significant, with some donors seeing 

PBF in particular as an appealing approach to show results for their investments.  

Literature review on effectiveness of PBF and DFF 
 

PBF schemes and their effects 

Following a systematic search and review methodology up to 2019, the Cochrane review 

update identified 59 impact evaluations of RBF schemes globally which met the quality 

standards (8). Table 1 and Figure 2 offer an overview of the various types of RBF schemes 

implemented and assessed to date, as well as the geographic distribution of the studies. It is 

important to acknowledge the high variability of designs; as Table 1 illustrates, a diverse set 

of RBF interventions, ranging from performance-based contracting to results based aid, 

have been used and evaluated. The majority of schemes still follow a payment per output 

design, whereby incentives are calculated based principally upon service output indicators – 

i.e. facilities and health workers are paid as per direct result ensured as per the agreed PBF 

indicators (e.g. number of curative visits or immunizations delivered). Some schemes adjust 

the calculation by equity and patient satisfaction ratings, attempting to ensure that PBF 
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schemes pay for services that are of high quality and/or delivered to the satisfaction of 

patients (8). Target payments – whereby facilities or individuals receive incentives provided 

a specific service target is reached (e.g. a % improvement in service coverage), are the 

second largest type of PBF scheme implemented. Across both scheme types (payment per 

output and target payment), both punitive and rewarding mechanisms are possible; 

punitive designs, whereby not achieving pre-specified targets or outputs may result in a 

relative income loss for facilities and providers, have been implemented in China, for 

example (see (8)).  

Figure 2: Number of PBF impact evaluations by country 

 

*Adapted from Diaconu et. al. (2020) (8)  

Table 1 highlights that the impacts of PBF are frequently assessed against either a status 

quo control (i.e. business as usual, no additional financing) or a comparator intervention. 

We discuss effects of PBF against a control here, and further discuss effects of PBF against 

alternate financing interventions (including DFF-like interventions) below, where the 

element of additional resources is fully or partially controlled for. 

In general, the Cochrane review update sought to establish whether PBF had meaningful 

and desirable effects on specific outcomes; note that we report only on outcomes where 2 

or more studies had assessed comparable indicators. The review does not consider issues of 

statistical significance, in line with Cochrane best practice, we instead evaluate effects on a 

Nr. studies 1 2 4-5 6-10
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case-by-case basis and comment on relative effectiveness against the control or comparator 

intervention. Effects are classified as: 

 Desirable: defined as consistently positive impacts on service or quality related 

indicators (consistency refers to impacts as evaluated across diverse studies) that are 

of clinical relevance (generally exceeding 5% relative effect sizes). In the case of 

health outcomes, a more nuanced interpretation was applied, given that even small 

positive relative effects can be desirable and impactful.  

 Non-desirable: effects across studies are consistently negative (generally exceeding 

5% relative effect size) and indicative of potential harm of implementing the 

intervention.  

 Neutral: effects that are under 5% and where there is limited evidence of clinically or 

public health relevant impact on an outcome. 

 Uncertain: For those cases, where across the reviewed literature, both positive and 

negative effects were noted simultaneously in relation to an outcome, we note that 

effects are uncertain or unclear overall. Similarly, should studies be judged to be 

very low quality, we note effects to be uncertain. 
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Table 1: PBF scheme types implemented for which public impact evaluations are available 

 

*Adapted from Diaconu et. al. (2020) (8) please see this for references of included studies; 

ITS = interrupted time series, RCT = randomized control trial, CBA = controlled before and 

after study

Details on scheme Nr. studies and references Study types (n)
Comparators against which scheme 

impacts assessed (n)

Payment reforms including capitation and 

PBF elements 2 (Yip 2014 and Sun 2014)

RCT (1) and quasi-non 

randomized trial (1)

Fee for service (1) and global capitated 

budget only (1)

Conditional provision of material goods 

alongside supervision and quality 

improvement strategies
1 (Brock 2018)

Quasi-non randomized 

trial (1)

Unconditional gifts (either immediate or 

delayed) as alternative interventions and 

control (all receive a standard 

encouragement intervention) (1)

Mix of financial and non-financial incentives, 

alongside clinical decision guide and 

supervision/technical support 1 (Duysburgh 2015)

CBA (1) Control as standard care (1)

Performance-related pay (results-based 

management) involving different types of 

agreement according to province 

implemented (ranging from multi-level 

agreements with strategic targets to not 

specified) 1 (Vinuela 2015)

ITS (1)
Comparison of impact over time in 

implementing provinces. (1)

Service agreements introduced as part of 

reform and in case of contracting, with 

indicators for performance chosen at year 

end to avoid distortion
3 (Van den Poel 2015, 

Khim 2018 and Zeng 2013)

CBA (2), ITS (1)
Routine practice as control (2) and 

comparison of indicators over time. (1)

Payment per output and for target
2 (Powell-Jackson 2014, 

Cruzado de la Vega 2017)

Quasi/non randomized 

trials (2)
Control as standard care (2)

Fixed element alongside a targeted element as 

part of results based aid 1 (Bernal 2018)
CBA (1) Control as status quo (1)

Payment for each output

9 (Huillery 2017, Shapira 

2018, Witvorapong 2016, Ir 

2015, Matsuoka 2014, Yao 

2008, Kliner 2015, Celhay 

2015, Walque 2015)

RCT (4), Quasi/non-

randomized (2), ITS (2), 

CBA (1)

Control as status quo/standard care (4), 

comparison over time in implementing 

locations (2), comparator of matched 

funding or background PBF programmes 

into which experiments nested (3)

Payment per output with income potentially 

withheld 1 (Chang 2017)
ITS (1)

Comparison of impact over time in 

implementing hospital. (1)

Payment per output including revenue
1 (Liu and Mills 2009)

ITS (1)
Comparison over time in implementing 

provinces (1)

Payment per output with quality as 

multiplicative adjuster (between 0-1)

11 (Zeng 2018,  Chansa 

2015, Lagarde 2015, 

Basinga 2011, Lannes 

2015, Lannes 2016, 

Priedeman Skiles 2013,  

Priedeman Skiles 2015, 

Sherry 2017, Rusa 2009, 

Gertler 2013)

Quasi/non-randomized 

trial (8), CBA (1), ITS  (2)

Control with standard care (2), Over time 

comparison in implementation areas (2), 

Comparator of matched funding (7)

Payment per output with quality bonuses 

(quality adjuster an additional but not 

detracting component)

7 (Bonfrer 2014a, Bonfrer 

2014b, Falisse 2015, 

Rudasingwa 2015, Shen 

2017, Friedman 2016, 

Zeng 2018)

RCT (3) and CBA (4)
Control as standard care (5), Comparator 

of enhanced matched financing (2)

No description of payment equation - quality 

adjustment noted 1 (Engineer 2016)
RCT (1) Control with standard care (1)

Payment per output modified by 

quality and equity score

Modification to payment equation based on 

population equity or remoteness of facilities

5 (Steenland 2017, Soeters 

2011, de Walque 2017, 

Zang 2015, Friedman 

2016)

Quasi/non randomized 

trials (2), CBA (3)

Control as standard care (4) and 

comparator including equipment and 

other in kind support (1)

Payment per output modified by 

quality and satisfaction score

Modification to payment including bonuses 

for enhanced patient satisfaction
2 (McMahon 2016, Das 

2017)

CBA (2) and ITS (1) (one 

study does both)
Control as standard care (2)

Potential for income gain only

12 (Gertler 2014, Menya 

2015, Peabody 2011, 

Peabody 2014, Peabody. 

2017, Quimbo 2016, 

Wagner 2018, Binyaruka 

2015, Binyaruka 2017, 

Binyaruka  2018, Borghi 

2015, Mayumana 2017)

RCT (5), CBA (5), Health 

economic evaluations 

(2)

Control as standard care/status quo (12)

Potential for income withheld 1 (Wu 2014) ITS (1) Over time (1)

Target payment or payment per input 1 (Mohanan 2017) RCT (1) Control as status quo (1)

Results based aid

Scheme classification (as based on descriptions provided in 

reviewed documents)

Capitation and PBF

Conditional provision of material goods

Financial and non-financial incentives + clinical decision guide

Performance related pay

Performance based contracting or service agreements

Hybrid scheme

Payment per output

Payment per output

Payment per output modified by 

quality score

Target payment Target payment
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A full overview of PBF effects against control interventions is available in Table 2, 

distinguishing between scheme effects on targeted (directly or indirectly incentivized by 

schemes) versus not-targeted outcomes. GRADE ratings summarize the quality of evidence 

available in relation to each of the outcomes; despite the increasing availability of 

randomized and quasi-randomized trials, the body of evidence contributing to assessments 

is still judged to be of predominantly low quality. We highlight evidence relating to malaria, 

HIV/AIDS and tuberculosis (TB) where available. 

PBF effects on general utilization of services and health outcomes 

Of the 32 indicators where evidence was consistent across the various studies included, 

desirable effects were noted across 21 indicators, neutral effects (<5% or of limited 

relevance) for 6 indicators and undesirable effects for 4. However, it is important to note 

that effects of PBF may not be uniform, even across the same clinical area: e.g. we have 

identified increases in the relative delivery and utilization of HIV testing and PTMCT, 

however generalized provision of ART services appears to be negatively impacted by the 

introduction of PBF. Bed net use is also noted to decrease in households associated with PBF 

implementing facilities. 

Similarly, impacts across child immunization outcomes differ, with only some vaccination 

utilization increasing. Family planning and antenatal care are two of the most frequently 

targeted PBF indicators, however our evidence suggests that impacts on family planning 

remain largely uncertain and ANC impacts may be focused on ensuring earlier initiation 

rather than higher utilization of ANC. While effects on probability of general service 

utilization of any services are largely neutral, curative utilization appears to increase 

following PBF introduction; similarly, effects across institutional delivery and postnatal care 

indicators appear positive.  

Effects on health outcome indicators are also predominantly desirable, with indicators on 

child and neonatal mortality, incidence of anaemia in children and tuberculosis treatment 

success all responding positively. Only incidence of pregnancies is noted to be negatively 

affected by PBF, perhaps unsurprisingly given effects on family planning indicators.  

Overall, impacts presented appear consistent with those noted by the WB in their meta-

synthesis2. Within the latter, the authors contrast the effects of PBF against other demand-

side financing interventions, including conditional cash transfers and voucher schemes. We 

note that overall, PBF has a positive mean impact on utilization of modern contraceptives, 

however CCTs may outperform PBF designs for this. In relation to antenatal care, PBF 

impacts on women accessing 4 or more visits are variable and likely indicative of little to no 

important effect (ranging from -3% to 2%), however PBF programs appear associated with 

higher likelihood of women receiving tetanus vaccinations as part of ANC. In relation to 

institutional deliveries, PBF appears to perform better than voucher and CCT programs, 

                                                        
2De Walque, Friedman, Neelson and Wagstaff (2020) Supply- & Demand-Side Financial Incentives in Maternal 
& Child Health: A Systematic Review & Meta-Analysis (Presentation). 
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however the latter appear more effective at increasing utilization of vaccinations in 

particular. The meta-analysis reported on notes the importance of considering the 

comparator or control groups of PBF schemes carefully when judging impacts: overall, 

impacts of PBF when judged against comparator interventions offering matched financing 

are more variable than when judged against a status quo control (see presentation).
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Table 2: Direction of relative PBF effect across evaluations of PBF against status quo 

Outcome Indicator Direction of relative effect and GRADE assessment for 
targeted and un-targeted outcomes 

Targeted outcomes Un-targeted outcomes 

Direction 
of effect 

Certainty of 
the evidence 

Direction 
of effect 

Certainty of 
the evidence 

Primary: Utilization and delivery Provision of HIV testing (%) ▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Provision of ART services (%) ▼ ⊕⊕⊖⊖ No evidence 

Provision of PMTCT (%) ▲ ⊕⊕⊖⊖ No evidence 

Bednet use (% of children and households 
using bednets) 

▼ ⊕⊕⊖⊖ ▬ ⊕⊕⊕⊖ 

TB adherence rate □ ⊕⊖⊖⊖ No evidence 

Child immunization: % at least one vaccine ▬ ⊕⊕⊖⊖ No evidence 

Child immunization: % fully vaccinate □ ⊕⊕⊖⊖ No evidence 

Child immunization: % receiving BCG ▲ ⊕⊕⊖⊖ No evidence 

Child immunization: % receiving DTP ▼ ⊕⊕⊖⊖ No evidence 

Child immunization: % receiving measles 
vaccine 

▲ ⊕⊕⊖⊖ No evidence 

Child immunization: % receiving polio 
vaccine 

▲ ⊕⊕⊖⊖ No evidence 

Child immunization: % receiving 
pentavalent vaccine 

▬ ⊕⊕⊖⊖ No evidence 

Mothers receiving immunizations (%) ▲ ⊕⊕⊖⊖ No evidence 

Probability of any utilization (%) ▬ ⊕⊕⊖⊖ ▬ ⊕⊕⊖⊖ 

Frequency of curative utilization (%) ▲ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

Frequency of outpatient utilization (%) ▲ ⊕⊕⊖⊖ ▬ ⊕⊕⊖⊖ 

Frequency - all visits (number of visits) ▬ ⊕⊕⊖⊖ ▬ ⊕⊕⊖⊖ 
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Frequency - elderly visits No evidence ▬ ⊕⊕⊖⊖ 

Antenatal care (% of women utilizing ANC) ▲ ⊕⊕⊖⊖ ▬ ⊕⊕⊖⊖ 

Total number ANC visits □ ⊕⊕⊖⊖ No evidence 

At least one ANC (utilization rates) ▲ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

At least two ANC (utilization rates) ▬ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

At least four ANC (utilization rates) ▲ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

ANC from qualified provider (utilization 
rate) 

▬ ⊕⊕⊖⊖ No evidence 

Delivery of iron supplementation during 
ANC (% women receiving) 

▼ ⊕⊕⊖⊖ No evidence 

Women accessing ANC in first trimester (% 
women receiving) 

▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Family planning (% using of any method) □ ⊕⊕⊖⊖ No evidence 

Family planning (% women utilizing modern 
methods) 

□ ⊕⊕⊖⊖ ▬ ⊕⊕⊕⊖ 

Family planning (% of services delivered) ▲ ⊕⊕⊕⊖ ▲ ⊕⊕⊖⊖ 

Institutional delivery (rates or coverage) □ ⊕⊖⊖⊖ ▬ ⊕⊕⊖⊖ 

Institutional delivery: C section (%) ▲ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

Institutional delivery: skilled attendance ▲ ⊕⊕⊖⊖ No evidence 

Delivery and coverage of postnatal care ▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Postnatal care (overall utilization rate) ▲ ⊕⊕⊖⊖ ▼ ⊕⊕⊕⊖ 

Postnatal care: skilled attendance (% 
women receiving) 

▲ ⊕⊕⊖⊖ No evidence 

Postnatal care: timely access (%women 
receiving) 

▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Utilization rate of consultations in children ▲ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

Utilization rate of curative consultations in 
children 

▼ ⊕⊕⊖⊖ No evidence 

Vitamin A supplementation in children 
(rate) 

▲ ⊕⊕⊖⊖ No evidence 



 21 

Primary: Health outcomes Child mortality (per 1000 children born 
alive) 

▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊕⊖ 

Neonatal mortality (rate) □ ⊕⊕⊖⊖ ▬ ⊕⊕⊕⊖ 

Incidence of sickness No evidence ▲ ⊕⊕⊖⊖ 

Child wasting (%) No evidence ▲ ⊕⊕⊕⊖ 

Unwanted pregnancy rate (targeted); 
overall pregnancy rate(non-targeted) 

□ ⊕⊖⊖⊖ ▬ ⊕⊕⊕⊖ 

Reported illness in children: anemia (%) ▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊕⊖ 

Tuberculosis treatment success rate ▲ ⊕⊕⊖⊖ No evidence 

Primary: Quality of care Background and physical assessment 
(scores general, across ANC, PNC, child care 
and for other consultations). 

□ ⊕⊖⊖⊖ No evidence 

Correct patient management by health care 
providers (scores in relation to ANC, child 
care and PNC) 

□ ⊕⊖⊖⊖ ▬ ⊕⊕⊕⊖ 

Patient counselling (scores on ANC and PNC 
related counselling) 

□ ⊕⊖⊖⊖ No evidence 

Immunizations (score for receiving any 
tetanus and nr. Of tetanus vaccinations) 

▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Women in ANC given or prescribed folic 
acid/iron 

▲ ⊕⊕⊖⊖ No evidence 

Prescription quality of care (index score 
when targeted, %women receiving correct 
prescription in case of illness for non-
targeted) 

▲ ⊕⊕⊖⊖ No evidence 

Staff knowledge and skills (scores) ▬ ⊕⊕⊖⊖ ▬ ⊕⊕⊖⊖ 

Staff responsiveness (scores) ▲ ⊕⊖⊖⊖ No evidence 

Patient knowledge (score) ▲ ⊕⊕⊖⊖ ▬ ⊕⊕⊕⊖ 

Contact time (% change) ▬ ⊕⊕⊖⊖ ▬ ⊕⊕⊖⊖ 

Waiting time (% change) ▼ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 
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Length of stay (% change) No evidence ▼ ⊕⊕⊖⊖ 

Overall composite quality of care score ▲ ⊕⊕⊖⊖ ▼ ⊕⊕⊕⊖ 

Quality family planning (score) ▲ ⊕⊕⊖⊖ No evidence 

Quality of ANC (score) □ ⊕⊕⊖⊖ No evidence 

Quality maternity care (score) ▲ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

Quality of child health care (score) ▲ ⊕⊕⊕⊖ No evidence 

Quality of outpatient services (score) □ ⊕⊖⊖⊖ □ ⊕⊖⊖⊖ 

Quality of medicine and equipment (score) ▲ ⊕⊕⊕⊖ □ ⊕⊖⊖⊖ 

Quality by department and/or service 
(score) 

▲ ⊕⊕⊕⊖ No evidence 

Primary: Unintended effects Overall impacts on free riding and task 
shifting 

No evidence ▬ ⊕⊕⊖⊖ 

Primary: Changes in resource use Human resource availability (persons 
available) 

▲ ⊕⊕⊕⊖ □ ⊕⊖⊖⊖ 

Curative health visits per health care 
professional 

□ ⊕⊖⊖⊖ □ ⊕⊖⊖⊖ 

Equipment availability (index) ▲ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

Equipment functionality (index) ▬ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

Infrastructure functionality (index) ▲ ⊕⊕⊖⊖ ▬ ⊕⊕⊖⊖ 

Medicine availability (index) ▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Vaccine availability (index) □ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

Stockout of equipment ▲ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

Stockout of medicines No evidence □ ⊕⊖⊖⊖ 

Stockout of vaccines ▲ ⊕⊕⊖⊖ No evidence 

Secondary: Provider motivation, 
satisfaction, absenteeism and 
acceptability 

Provider absenteeism (%) ▬ ⊕⊕⊖⊖ ▲ ⊕⊕⊕⊖ 

Provider motivation (score) ▬ ⊕⊕⊕⊖ ▲ ⊕⊕⊖⊖ 

Provider satisfaction (score) ▬ ⊕⊕⊕⊖ □ ⊕⊕⊖⊖ 

Secondary: Patient satisfaction and 
acceptability (satisfaction scores) 

Patient satisfaction with facility cleanliness 
(score) 

▲ ⊕⊕⊖⊖ □ ⊕⊕⊖⊖ 
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Patient satisfaction with contact time 
(score) 

□ ⊕⊖⊖⊖ ▼ ⊕⊕⊖⊖ 

Patient satisfaction with opening hours 
(score) 

▲ ⊕⊕⊖⊖ ▼ ⊕⊕⊖⊖ 

Patient satisfaction with waiting time 
(score) 

□ ⊕⊖⊖⊖ □ ⊕⊕⊖⊖ 

Patient satisfaction with privacy (score) ▲ ⊕⊕⊖⊖ No evidence 

Overall patient satisfaction with quality of 
care (score) 

▬ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Overall patient satisfaction with welcome 
and reception at facility (score) 

No evidence ▲ ⊕⊕⊖⊖ 

Patient satisfaction with staff: 
Communication (score) 

▬ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Patient satisfaction with staff: Trust (score) No evidence ▲ ⊕⊕⊖⊖ 

Patient satisfaction with staff: Attitude 
(score) 

▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Overall satisfaction (score) ▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊕⊖ 

Secondary: Impacts on overall 
financing or resource allocation 

Fees No evidence ▼ ⊕⊕⊖⊖ 

Expenditure on medicine and equipment ▬ ⊕⊕⊖⊖ ▬ ⊕⊕⊕⊖ 

Probability of payment for users No evidence □ ⊕⊕⊖⊖ 

Secondary: Impacts on 
management or information 
systems (if not a targeted measure 
of performance) 

Facility or managerial autonomy ▲ ⊕⊕⊖⊖ ▲ ⊕⊕⊖⊖ 

Facility governance ▬ ⊕⊕⊖⊖ ▼ ⊕⊕⊖⊖ 

Quality of management ▬ ⊕⊕⊖⊖ ▼ ⊕⊕⊖⊖ 

Secondary: Equity-consideration: 
Evidence of differential impact on 
different parts of the population 

Equity of child immunization delivery 
(wealth related) 

▲ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

Equity in ANC delivery (wealth related) ▼ ⊕⊕⊖⊖ No evidence 

Equity in institutional delivery (wealth 
related) 

▬ ⊕⊕⊖⊖ ▼ ⊕⊕⊖⊖ 
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Equity in institutional delivery (by 
educational status of mother) 

▬ ⊕⊕⊖⊖ □ ⊕⊖⊖⊖ 

 

Based on Diaconu et al. (2020) (8)  Direction of effect key 

▲        Desirable 

▼        Non-desirable 

▬        Neutral 

 □         Uncertain 

 

Certainty in evidence key 

⊕⊕⊕⊖        Moderate 

⊕⊕⊖⊖        Low 

⊕⊖⊖⊖        Very low 
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PBF effects on quality of care and availability of resources 

Overall, PBF effects on care quality that relate to processes (e.g. appropriate delivery of 

ANC) are positive for those outcomes relating to targeted service delivery areas (e.g. 

immunization, antenatal care, child and maternal care – See Table 2); patient-facing quality 

of care – such as staff responsiveness towards patients – is also noted to be positively 

impacted. Evidence on other elements of process care quality (patient background 

examination, patient counselling and correct management) are uncertain overall given the 

state of current evidence. Contact times do not appear to be significantly affected by PBF 

introduction and effects on waiting times are noted to be undesirable (i.e. waiting times 

increase on average in PBF implementing facilities). Additionally, we note PBF to potentially 

have positive effects on elements of structural care quality – specifically availability of 

medication, vaccines and equipment. This may be due to schemes either directly offering 

increases in such supplies or allowing health facilities to invest incentive payments into 

mitigating potential stock outs. It is worth noting that equipment items refer mainly to 

consumables and minor medical devices; laboratory devices and equipment were not 

provided as part of schemes.  

PBF effects on facility and managerial autonomy and governance 

Across schemes, facility autonomy – i.e. managerial autonomy to make decisions for the 

local facility – is noted to increase, however effects more generally on governance are not 

significant. In relation to the latter, evaluations particularly focused on whether PBF 

increased the likelihood of community engagement with health facilities (defined as 

participation at joint committees), however no meaningful effect was noted. 

Secondary effects, sub-group analysis and cost-effectiveness 

In terms of secondary effects, the review notes mixed effects on health worker variables, 

such as motivation. Equity effects are also uncertain, as are effects on user fees.  

Analysing by design type within PBF (leaving aside other RBF models), schemes adjusting 

both for quality of service and equitable delivery of services appeared to perform best, 

particularly in relation to service utilization outcomes. Similarly, schemes employing 

payments per output with a quality adjustment, or combining a payment per output and 

target payment, appeared to outperform the simpler payment per output and target 

payment designs.  

Cost effectiveness analyses identified in the review were too few and too varied to analyse, 

and this area requires more attention. In the few studies reporting costs, annual 

expenditure per capita ranged from $7 to $10.   

DFF schemes and their effects 

Evidence on DFF and its implementation is relatively scarce, given limitations in reporting on 

how payments are made (15). A systematic review from 2018 summarizes available 

evidence on prospective provider payment mechanisms such as capitation, global budgets 

and DRG, and their effects on health expenditure, service utilization and care quality (13). In 
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general, the review concludes that such mechanisms can effectively reduce administrative 

and health system expenditure on health, as well as lower demand-side expenditure. Mixed 

designs – where facilities implement a mixed capitated budget and PBF intervention – are 

noted to be particularly effective (see Section 4). However, where evaluations have 

considered multiple health system levels, it is clear that cost-shifting may have taken place, 

with more patients being potentially referred to secondary care levels. In relation to 

utilization of services, outcomes appear generally positive, with length of stay reducing as a 

result of introduction of either DRG or capitation, re-admission rates falling as a result of 

DRG. The review concludes there is no real effect on the generic utilization of health 

services at primary care level in response to either capitation or global budgets. Quality 

indicators generally also respond positively to introduction of such mechanisms, however 

effects appear to be country specific and further evaluations are needed. 

Following a search of bibliographic and grey literature (see methods section), we proceed to 

summarize key insights on DFF design and implementation across three countries where 

evaluations are publicly available: Papua New Guinea, Kenya and Tanzania; we discuss 

comparisons between PBF and DFF schemes evaluated concurrently in Section 3. 

DFF design 

Table 3 summarizes central elements of DFF design across the above three countries, 

highlighting that in all cases, DFF was considered a promising intervention given existing 

perceptions of health financing inefficiencies and distortion of fund use at centralized or 

district levels  (12,16–19). Additionally, across settings, user fee removal or standardization 

reforms had recently been implemented, however facilities were noted to still charge fees 

to meet operational expenses as these exceeded what DFF could cover.  

The set-up of independent facility bank-accounts is a core element of DFF, and additionally, 

across all countries, the preparation of annual and then quarterly work plans and budgets 

(according to pre-agreed budget items) presented a core activity of the intervention. 

Notably, DFF could only be used to fund specific expenditure items, in all cases excluding 

procurement of medications and/or major equipment items, including laboratory supplies. 

Across settings, the need to ensure cost-savings and quality control via pooled procurement 

mechanisms was cited as a reason for this. To support DFF implementation, increased 

support and training for budget preparation was usually made available in the form of direct 

support from district health management teams and/or district level accountants. All plans 

and budgets were prepared jointly by health facility in charges and communities, usually via 

existing joint health facility community committees. 
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Table 3: DFF scheme design across Papua New Guinea, Tanzania and Kenya 

Source: Based on review of studies on Tanzania (17,20) , Kenya (19,21) and Papua New 

Guinea (12,16,22) 

DFF implementation 

Across all three countries, challenges with the implementation of DFF became evident early 

on. For example, in Papua New Guinea the main challenge was the timely release of funds 

to health facilities; in 2015, Cairns (23) identified that of 18 implementing provinces, only 3 

were transferring agreed amounts on time. While spending and transfers of funds had 

increased steadily over time, implementation of the program was still found to be 

challenging; during a World Bank led health financing assessment in 2017, the picture 

looked bleaker with only 11% of quarterly funds due during the assessment period having 

been released (16). Similar to earlier assessments (24), the WB assessment additionally 

indicates that disbursement of funds was inconsistent overall, with only specific facilities 

benefitting from timely funding or receiving all funds as pre-agreed (16).  

Tanzania Kenya Papua New Guinea

Policy and service 

landscape

User fees regulated, but facilities still charging to 

make up for operational expenses; decentralization 

desired - fiscal,  administrative and for decision-

making to ensure responsiveness to population 

needs

User fee reduction since 2004, however facilities 

continue to charge to meet operational expenses;  

Challenges with ensuring service equity, particularly 

for rural facilities

Low health spending per capita, low contact levels of 

population with health service and high inequity; 

increased bureaucracy and inefficiency in health 

service (including high concentration of services at 

secondary/tertiary care due to limited quality and 

utilization at primary level). Overall emphasis on 

user fee reduction and trying to achieve this when 

facilities continue to informally charge to meet 

operational expenses. 2014 World Bank 

assessment included DFF as a priority strategy to 

trial, potentially alongside contracting out

Problem areas to be 

tackled by DFF

Poor quality of care at facility level, high user fees 

still charged despite these having regulated and 

removed (e.g. for HIV/AIDS, TB), delayed transfers 

of funds from districts to facility

Poor quality of care, infrastructure, supply of 

medications and low staff morale at facility level; 

Fund transfer from national to district and facility 

levels incurs additional transaction costs and high 

proportion of budget retained at district level

High service coordination costs at district level; 

Limited funding trickling down to facility level; Facility 

ownership of service delivery currently undermined 

by excessive district and central management 

Scale of implementation Pilot in Bukoba and then expanded to 7 regions Pilot in Coast Province, 7 district
One province: Bougainville, then expanded to 

national as part of reform

Time period Started 2017/18 2005-2007 and further scaled
Pilot start unclear, but 2014 onward for national 

implementation

Funder Health Basket Fund (Joint donor financing) DANIDA and Ministry of Health AUSAID NZAID

Mechanism

Facility Management Team and Governance 

Committee (with community representation) prepare 

annual workplans and budgets; community 

mobilization conducted to check plan corresponds to 

priorities, endorsed plan submitted to district; DHMT 

reviews and approves fund transfer;

Initial pilot: Health facility committees prepare 

workplans and budgets per agreed expenditure 

items quarterly, submit this to district level. DHMT 

supervises and approves budgets and workplans, 

District Health Accountant oversees financial 

management; Provincial accountants receive 

reports, submit to DANIDA; each quarterly report 

forms basis of next disbursement. 

Initial pilot: Facility prepares annual budget with 

costs included in pre-agreed budget items (which 

track back to pre-agreed national allocation); health 

facility committee reviews, then province reviews, 

once agreed, funds are released quarterly; to 

ensure liquidity, quarters 1-2 released automatically, 

then quarter 3 released on evidence of liquidation of 

all funds form Q1 (and so forth). 

Expenditure categories Unclear

Salaries, utilities, supplies and services, 

communications, travel allowances and fuel, printing 

and advertising and office supplies,  special 

materials (insecticide, oxygen, food rations), routine  

maintenance of facility and assets 

Non-medical supplies and equipment, infrastructure 

maintenance, utilities, casual staff and outreach.

Support items

Training of trainers approach, assistant 

accountants, supportive supervision and mentoring, 

accounting tools and frameworks

Reporting templates and district and province level 

accountancy support

Financial management framework: integrated 

accounting system (annual budget template, 

cashbook, payment and expenditure vouchers, 

liquidation template); guidelines on approval of 

expenditure; provincial authority support for opening 

bank accounts and accountants at province level to 

support management of scheme.

Actors

DHMT and County Health Management Team 

conduct supportive supervision and mentorship, 

review fidelity of implementation 

(respectively);Facility teams and governance 

committee; financial assistants at district level

Provincial health management team oversees 

province and has support of provincial accountant; 

same structure replicated at district; Facility 

Management Nurse works specifically on 

community outreach and strengthening planning 

capacity of health facility committees; health facility 

committees

Health facility committees main ones to approve 

plans, budgets and reports (no allowances given); 

Province CEO and accountants to monitor scheme 

and ensure accountability – have the option to 

withhold funds if needed

Capacity building 
For reporting and budgeting and community 

mobilization

For reporting, budgeting, and community 

engagement
For budget preparation and auditing

Supervision Enhanced mentorship and supervision as previous As per routine + for accounting As per routine + for accounting

Accountability
Enhanced community involvement in planning, 

enhanced reporting

Health facility committees and financial reporting 

enhanced; blackboards showcase expenditure to 

community

Enhanced mechanisms for auditing, including 

increased meeting frequency for facility committees

Domains

Mechanism

Context
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Similarly, in Kenya, irregularities were noted. Opwora (19) identified that DFF funds should 

have only reached facilities with a qualified health worker in charge, nonetheless, funds had 

been released to health posts manned by community health workers as well. Overall 

spending across the program was high (82%), with only few isolated occasions of 

mismanagement (e.g. facility fake receipts, in charge absconding with funds). Waweru (18) 

noted that over time, problems with timely disbursement continued, principally due to the 

bureaucratic management of the scheme: e.g. districts only sent off budgets for approval to 

national levels once all facilities had submitted budgets and similarly, all funding 

agreements had to be signed off in Nairobi prior to funds being made available. Further, 

Opwora (21) additionally identified irregularities in implementation: only some districts 

followed the initial rationale of allowing facilities and relevant governance structures to 

identify budgets; in other cases, district teams set up the budgets and allocations and 

allowed facility committees the opportunity to request changes. Where such instances were 

queried, district and facility teams noted this alternative implementation was due to known 

conflicts of interest in how funds would be spent at facility level. 

Waweru (18) identifies that some facilities required additional support for setting up 

budgets and appropriately accounting – such ‘community based accountants’ were 

therefore hired in Kenya as part of the DFF program. Overall, this smoothed 

implementation, however CBAs quickly started working with the province level accountants 

directly, thus bypassing district health management teams and treasury agents which had 

initially been tasked with financial oversight of the scheme and thus creating friction with 

them (see Table 3).  National level policy makers noted that the bypassing could be viewed 

both as a boon or bane, given the point of DFF was to keep district level management 

minimal. 

Implementation of DFF in Tanzania is ongoing, however insights to date are promising. 

While initial challenges in timely fund disbursement were noted (20), USAID programming in 

the country has provided a sound overarching framework for DFF implementation (25). Pre-

requisites to DFF implementation here included pooling donor funding (via the Health 

Basket Fund) and also set-up of local health facility accounts which would allow for facilities 

to receive funds as planned; further support activities are outlined in Table 3 and include for 

example the introduction of standard reporting and accounting tools and systems at facility 

levels, thus ensuring uniform processes across implementing facilities. 

DFF impacts 

Limited robust evaluation data on effects of DFF in Papua New Guinea exist. Available 

surveys and analyses suggest that overall, the introduction of DFF has not significantly 

affected user fees (these continue to be charged as pre-DFF). While total expenditure on 

health services can be linked to higher utilization (26, 33), it is unclear whether this change 

is attributable to DFF implementation services (16,24, 29-30).   
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In Kenya, evaluations also note little to no impact on user fees; these usually represented 

about 40% of budgets, so overall reduction in user fees was not generally not considered 

possible. On average, DFF funds represented another 40%  of facility budgets (21). However, 

given improvements in clinic working environment at facilities (including equipment and 

consumables), and higher predictability of funding for staff, increases in staff attendance 

were noted. In turn, patients recognized these as valuable indicators of care quality, and 

increases in service utilization were also observed; further, given higher staff availability, 

staff were able to provide additional outreach services (ibid). Waweru (18), notes that 

78.6% of patients noted improvements in facility cleanliness, reduced waiting times and 

improvements in treatment quality, including staff courtesy. Despite medications being 

outside the purview of DFF, improvements in medicine availability were noted (this may be 

due to concurrently implemented DANIDA programs).  

Evidence to date suggests that DFF in Tanzania has been able to secure similar impacts as in 

Kenya, however more comprehensive evaluation efforts are ongoing. 

 

Comparison of PBF and DFF effects 
Across evidence reviewed for the scope of this brief, five evaluations comparing PBF and 

DFF-like interventions were identified (5–7,27,28).  It is important to understand that 

interventions named as DFF across these evaluations do not reflect the type of DFF that has 

been implemented in health systems (see above sections). In effect, the intent of evaluators 

has been to isolate the effect of the conditionality of payment (i.e., PBF) while still 

considering the potential effect of a net resource increase (as is likely provided by PBF 

schemes); to that end, evaluation designs purposefully compare PBF implementing facilities 

to facilities receiving a matched financing (which varies at every payment period, unlike in a 

DFF approach), thus ensuring the net resource increase effect is null. Further, in these cases 

– particularly Benin and Cameroon, DFF facilities received similar ancillary support as PBF 

intervention facilities did as well – including for example, signature of contracts with 

facilities, quarterly quality and quantity verification mechanisms (which DFF designs would 

not usually include) and additional monitoring and supervision.  

Table 4 offers an overview of these evaluations and summarizes comparative intervention 

effects. As Table 4 illustrates, the comparative effects of PBF versus DFF are mixed, with 

neither intervention clearly ‘dominating’ in comparison to the other; most evaluations in 

fact note that the two interventions have similar impacts overall.  

 

Mixed DFF and PBF designs 

Both the Cochrane review mentioned above (8) and the systematic review on prospective 

provider payment mechanisms (13) identify two interventions consisting of a DFF and PBF 

mix. Specifically, Yip (29) and Sun (30) focus on identifying impacts of a mixed capitation and 

PBF scheme financed by the National Cooperative Medical Scheme on prescription 

indicators and process of care measures.  
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In the case of Yip (29) the mixed intervention was compared to fee for service financing 

arrangements. Within the DFF/PBF intervention, facilities would be paid 70% of annual 

budgets up front (determined based on number of enrolees), with 30% being withheld until 

after performance verification. At the point of verification, the amount withheld was 

adjusted according to average performance within the implementing district: for facilities 

providing better care than average, the 30% was proportionally adjusted upwards. For 

facilities that performed less than average, income was withheld. Overall, effects of the 

intervention were promising: 6-6.6% reduction in antibiotic prescriptions were secured 

across health posts and clinics respectively, with impacts being higher for conditions where 

antibiotics are unnecessary (colds). The evaluation identifies no significant effects on patient 

satisfaction, or task-shifting of health providers to other potentially incentivized services. 

There are also no significant effects indicating under-provision of care, a common concern 

for capitation designs (13). 

In the case of Sun (30), a mixed capitated global budget and PBF intervention was compared 

to a capitated budget. In the mixed intervention, facilities received 80% of quarterly budgets 

at quarter start, then submitted performance reports in the first month of the next quarter. 

Following verification, a payment for the remaining 20% would be disbursed to facilities, 

provided quality of care had not been breached; effectively facilities would never receive 

bonuses under this design but could avoid penalties provided they minimized instances of 

irrational prescribing. In the global budget intervention, facilities received 80% of annual 

budgets at the start of year, with 20% withheld until final year assessment. Facilities were 

not told that the remaining funds could be lower than the 20% withheld based on quality of 

care indicators. Sun et al (ibid) identify that the incremental effect of PBF in the mixed 

intervention helps equalize existing baseline differences: PBF seemed in this case to add 

pressure on reducing irrational prescribing, however overall the instances of such activities 

are still high. Effects of PBF were highest in the county that had most to lose from the 

implemented penalty system. There was no general effect of the mixed intervention on 

reducing out of pocket expenditure, and in fact, in facilities implementing the mixed 

intervention, compensatory behaviours were noted and patient expenditure increased by 

up to 20%. 
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Table 4: Evidence across evaluations comparing PBF to DFF interventions  

 

 

 

 

Health service utilization and delivery Health outcomes Quality of care Facility autonomy

Benin Lagarde 2015 Payment per output modified by quality score 

(quality score index with 124 quality criteria 

bounded between 0-1) 

Matched financing equivalent to PBF and 

similar managerial autonomy as for PBF.

DFF desirable: Consultations logged per 

staff in PBF group lower than in DFF.

NA Unclear: Process quality of care across 

diverse RMNCH areas increases, but 

equipment quality decreases in 

comparison to DFF; PBF facilities had 

overall 10.1% more financial resources 

than comparator.

Similar across groups.

Cameroon de Walque 2017 Payment per output modified by quality and 

equity considerations (bonus, but if verification 

identified discrepancies, potential for income 

withheld). Limited managerial autonomy, 

Matched financing equivalent to PBF and 

managerial autonomy to use funds facility as 

desired (including staff hire).

Unclear: DFF group sees 2 additional 

deliveries/month, but similar effects 

observed on ANC quality. For 

immunizations, family planning, HIV 

testing, PBF group outperforms DFF, but 

no effects no important effects on PTMCT 

or ART delivery.

Not assessed. Unclear: Equipment availability higher in 

the DFF groups, but no important effects 

and differenes on vaccine availability or 

medicaation availability. Family planning 

supplies predominantly avaailable in PBF 

facilities, no important effects onn 

malaria treatment.

By design similar.

DRC Huillery 2017 Payment per output Matched financing equivalent to PBF, 

calculated based on number of health care 

workers available.

DFF desirable: limited effects on 

likelihood of having BCG vaccination, 

reduction in postnatal care utilization and 

other items.

DFF desirable: PBF facilities have slight 

increased likelihood of child mortality and 

reductions in height and weight scores for 

under 5s observed.

Unclear: PBF effects on process quality 

compared to DFF are mixed, but overall 

8% reduction in correct medical 

prescriptions, increases in length of stay 

following delivery and overaching quality 

score is lower. Equipment availability is 

also relatively lower, though infrastructure 

functionality higher compared to DFF.

Not assessed quantitatively.

Nigeria Kandpal 2018 Payment per output modified by quality and 

equity considerations (bonus)

Facilities receive half of funds that PBF 

facilities receive, and there is autonomy to 

spend as desired (no allowance to pay staff).

"Of the 8 quantity indicators included in 

the IE, DFF achieved larger adjusted DiDs 

on 4, however, PBF achieved statistically 

greater improvements in skilled birth 

attendance and the related institutional 

delivery rate. PBF may have also done 

better on modern contraceptive 

prevalence rate but DFF likely achieved 

better results on immunization and ITN 

use."

Not assessed. Unclear: document notes similar impacts. Not assessed quantitatively.

Zambia Friedman 2016 Payment per output modified by quality and 

equity score

Matched financing equivalent to PBF and 

additional equipment (same as the PBF).

Unclear: Immunization service delivery 

and utilization 40% higher in PBF groups, 

increases of 8% in curative visits in over 5 

year olds, but decrease in under 5. 

Generally neutral impacts on ANC in 

comparison to DFF but negative effects 

relative to DFF for family planning 

utilization.

PBF desirable: 10.5% reduction in sickness 

in under 5s.

PBF likely desirable: Slight positive effects 

on procedural care quality in general, 

except for family planning where effects 

are 40% higher compared to DFF; 75% 

more equipment available, however 

significantly less medicines available 

(relative effect -160%).

PBF desirable: autonomy scores are 46% 

higher in PBF facilities compared to DFF.

Comparative intervention effectsCountry Evaluation reference PBF design DFF design
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Global Fund experiences of PBF 
In this section, we examine the Global Fund’s experience of supporting PBF programmes, 

drawing mainly from our four case study countries (Haiti, Cote d’Ivoire, DR Congo and 

Benin), and to a lesser extent the global key informants. For more details, please consult the 

full case studies, which are in a companion paper. For reasons of space, the findings are 

synthesised at a high level here. 

Design of the projects 

 

GF engagement and partnerships 

In all four of the case studies, the Global Fund engaged with PBF through a World Bank- 

developed project. Although the degree of involvement by the Global Fund in the design 

process varied across the settings, the model was essentially determined by the World Bank 

in negotiation with national partners, with the Global Fund contributing to expansion of the 

model to new areas of the country for the agreed indicator package as a whole.  

 
The degree of national ownership varied across the settings, which we discuss further under 

sustainability, but it is important to note that in several settings, such as Benin, the PBF 

model itself appears to have been largely externally driven.  This is one factor in its early end 

in 2017 (31), as well as the existence of parallel schemes (in that case funded by the Belgian 

Technical Cooperation - BTC), and the failure to harmonise across them by the different 

development partners (32). 

 
In terms of funding modalities for the Global Fund, PBF was usually funded either through 

Resilient and Sustainable Systems for Health (RSSH) grants or RSSH components within 

other grants and was administered separately from wider PBF funds but on a jointly 

programmed basis, although for the DRC, it was funded through a Trust Fund. Table 5 gives 

a summary of key details of the programmes across the four settings. 

 In Benin, the GF provided a $34m stand-alone HSS grant to add 19 districts to the WB 
programme in 2015, with funding flowing through the PBF Project Management Unit 
(PMU) as PR. Funds were not pooled and remained in separate bank accounts, but were 
jointly programmed. The programme ended in 2017 for the entire country, including the 
World Bank/Global Fund/GAVI programme as well as the BTC PBF programme. 

 In DRC, the GF was involved in design discussions from the start of the World Bank-
funded Programme de Développement de Services de Santé / PDSS (one of the several 
PBF programmes in country). A Trust Fund with the World Bank in Washington DC was 
set up but this took two years to establish, and only disbursed effectively for two 
months before its end in 2018. $10 million was initially invested but only $5.4 million 
was finally disbursed. Board approval was needed because of lack of direct access to 
accounts and records by the OIG and Secretariat. The grant supported PBF in 7 out of 13 
PDSS provinces.  

 In Cote d’Ivoire, the Global Fund contributed a relatively small amount, as in DRC - $3 
million over three years from 2017 to 2019 to support the PBF project in 3 districts. The 
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funding was part of the RSSH component of NFM1 and NFM2 under the malaria grant. 
Funds flowed through the Programme National pour la Lutte contre le Paludisme / PNLP 
as PR, then on to the Global Fund’s PMU and to the World Bank’s PMU, which managed 
the PBF programme, in coordination with the PBF Technical Unit of the Ministry of 
Health.  

 In Haiti, the GF provided a grant for 2015-2017, building on a long experience in Haiti 
with performance based contracting and latterly PBF, led by USAID and the World Bank. 
Support to the PBF using the same design and structures of the WB was included under 
an HIV/TB grant, which was meant to cover an additional 50 facilities to the 292 already 
funded by the WB and USAID focusing on maternal and child health. Initially, the PBF 
component was budgeted at $1.7 million (2.6% of the total grant), however 
disbursement was low - about $600,000 for all expenditures, and mainly focusing on 
rehabilitation of facilities after Hurricane Matthew in 2016. The PBF component only 
started in 2017, paying for TB/HIV and quality indicators, so was short-lived. The 
Principal Recipient of the HIV/TB grant under which the PBF was funded was the NGO 
Population Services International (PSI). However, to avoid duplication of PBF 
management structures, funds for PBF under this grant were transferred to the PMU of 
the WB in charge of PBF, although they remained in a separate bank account. 
 

Relationships with the World Bank were generally constructive, with a recognition of the 

expertise developed by the World Bank in PBF, but with some frustration on the Global 

Fund side about the lack of detailed information sharing and substantive involvement in 

management of the programme and oversight of results, which we return to below.  

 

Programme design 

The PBF programmes themselves had a relatively standard approach, derived from 

experience over the last decade of developing PBF. Table 5 provides a summary. The overall 

model was very similar, but indicators selected varied according to setting, and there was 

some variation in payment systems (e.g. some countries have an equity bonus and others 

not), as well as in use of funds (e.g. unusually, funds could not be used to purchase drugs in 

Cote d’Ivoire and the proportion for health workers ranges from 50 to 70% of PBF funds), 

and in verification (most systems have three levels of verification, but in DRC there were 

four). 

Table 5: Summary of some features of PBF case studies supported by the Global Fund 

 Benin DRC Cote d’Ivoire Haiti 

History of the project3 

Period of 
implementation 

2012 – 2017 
 

2014 - ongoing 2015 - ongoing 2013 - ongoing 

Coverage  2012-2015: 8 out of 
34 districts in the 
country (WB) 

140 zones in the 
(old) provinces of 
Katanga, 
Équateur, 

2015-2017 pilot 
in 4 districts 
2017-2019: 
extended to 19 

3 departments, 
later extended  

                                                        
3 Note than in many of the case study settings, this is not the only PBF project existing in the country. This table 

and the case studies below refer to the PBF project the GF contributed to. 
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2015-2017: 
additional 19 
districts (GF), 3 
districts (GAVI). 
Remaining districts 
supported by a 
separate PBF/HSS 
project of the BTC. 

Bandundu and 
Maniema 

districts (out of 
86) 
2019-2021: 
plans to scale 
up to entire 
country - 
additional 31 
districts in 2019 
(to 50 districts), 
additional 23 
districts in 2020 
(73 districts in 
total), 
additional 13 
districts in 2021 
(86 districts in 
total) 

Funding (WB) $11 million  
 

$226.5 million $35.8 million 
(2015-2019) 

$90 million 
(2013-2018) 

PBF design features 

Facilities covered Public and private 
not-for-profit 
(PNFP) facilities 

Public and 
private not-for-
profit (PNFP) 
facilities (agrées) 

Public and some 
private not-for-
profit (PNFP) 
facilities 

Public and 
private not-for-
profit (PNFP) 
facilities 

Indicators 
covered 

28 indicators at 
health centre level 
and 14 indicators at 
hospital level, 
including malaria 
diagnosis and 
treatment, TB 
detection, TB 
treatment, HIV 
screening and ARV 
treatment 

22 indicators at 
health centre 
level and 24 
indicators at 
hospital level. 
Include HIV 
screening, ARV 
provision to 
pregnant women 
and to the 
general 
population, 
treatment of 
HIV+ mother’s 
and newborn, TB 
screening, and TB 
treatment.  

26 indicators at 
health centre 
level and 28 
indicators at 
hospital level, 
including TB 
detection and 
treatment, HIV 
screening and 
ARV treatment, 
but no malaria 
indicators. 

16 indicators at 
health facility 
level, including 
HIV screening 
and ARV 
treatment, and 
5 at hospital 
level. 

PBF payment 
calculation 

Fixed payment per 
output, modified by 
a facility quality 
score 

Fixed payment 
per output, 
modified by a 
facility quality 
score with an 
equity bonus 
element to 
compensate for 
remoteness 

Fixed payment 
per output, 
modified by a 
facility quality 
score 

Fixed payment 
per output, 
modified by a 
facility quality 
score 
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Use of PBF funds Max 50% health 
workers 
Min 50% facility 
operational costs 

Max 50% health 
workers 
Min 50% facility 
operational costs 

Max 50% health 
workers  Min 
50% facility 
operational 
costs – 
excluding drugs 

Max 70% health 
workers 
Min 30% facility 
operational 
costs 

Verification  Quantity: an 
international 
agency 
Quality: district 
health management 
teams (peers for 
hospitals) 
Community 
monitoring through 
contracted local 
NGOs. 

Quantity: 
provincial EUPs 
(purchasing 
structures 
established by 
the programme) 
Quality: health 
zones 
Community 
monitoring 
through 
contracted local 
NGOs 
External counter-
verification by an 
international 
agency 

Quantity: an 
international 
agency 
Quality: district 
health 
management 
teams 
Community 
monitoring 
through 
contracted local 
NGOs. 

Quantity: an 
international 
and two 
national NGOs 
Quality: district 
health 
management 
teams 
Community 
monitoring 
through 
contracted local 
NGOs. 

Global Fund’s involvement 

Period 2015-2017 2018 2017-2019 2015-2017 

Funding  $34m stand-alone 
HSS grant (Round 9) 

n/a $3 million 
(NFM1 & NFM2 
malaria grant) 
to cover 3 
districts  

$1.7 million 
originally 
budgeted, less 
than $600,000 
spent (HIV/TB 
grant) to cover 
50 facilities 

Cash flow Through WB’s 
project 
implementation 
unit (PR). 
Separate bank 
accounts for WB 
and GF-supported 
districts/activities 

Trust fund to the 
WB 

To PR (National 
Malaria Control 
Programme) 
and then to the 
PBF unit of the 
MoH 

To PR (PSI) and 
then to the 
WB’s Project 
Management 
Unit in charge 
of PBF (separate 
bank account) 

Impact evaluation 

Progress Only in 8 WB-
supported districts 
Midline: focus on 
HWs performance 
Endline: no HH 
survey carried out 

Yes, in all 
provinces 
Midline: 2018, 
focus on 3 new 
provinces 
(former 
Bandundu 
province), facility 
survey only 

Planned. No 
information 
available 

Planned. No 
information 
available 
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Endline: planned 
for 2020, 
postponed due 
to COVID-19 

Design of IE’s 
arms 

Four arms, based 
on different 
combinations of 
two attributes 
(PBF/no PBF, 
autonomy/no 
autonomy). 
Payment for non-
PBF facilities 
calculated as 
average of what 
received by PBF 
facilities (see par. 
1.9 for further 
detail) 
“Autonomy”: use of 
funds regulated by 
procedures manual 
(different and more 
complex than 
normal PFM 
procedures). “No 
autonomy”: district 
teams had to check 
and validate 
facilities’ 
expenditures. 
Verification 
procedures, 
business plans for 
use of funds and 
coaching support 
provided in the 
exact way in all 
arms. 

Four arms 
planned, 3 have 
been 
implemented: 
PBF, PBF+use of 
vignettes for 
quality scoring, 
DFF/control arm.  
In the 
control/DFF arm, 
funding provided 
to facilities based 
on an average of 
quarterly 
payment made to 
PBF facilities in 
the same zone. 
No verification to 
control facilities, 
not asked to 
provide 
management 
plans or follow 
rules for use of 
funds. 
 

No information 
available 

Three arms: 
PBF+technical 
assistance and 
coaching, 
technical 
assistance and 
coaching (no 
PBF), control. 
No information 
on how control 
is designed (DFF 
or pure control). 

 

In relation to the expectations of the Global Fund in engaging in these programmes, this was 

not always fully explicit but included different elements which we return to below, such as: 

 An experimental interest to learn about the model as one approach to PfR, by investing 
in it 

 Taking advantage of the existence of well-development models as a possible vehicle for 
HSS 

 Seeing the PBF programmes as an approach to donor harmonisation (the Global Fund 
was not the only partner ‘buying in’ – a number of other international agencies have 
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also invested in different settings, such as GAVI, USAID and UN agencies, as outlined in 
the case studies). 

 

Implementation of the projects 
There are detailed analyses available of the implementation issues faced by the PBF 

programmes, which are not simple to manage. These are referenced in the full case studies 

and typically include: complexity of payment systems (which are hard for staff and 

managers to follow); delays in reimbursements due to the verification processes; challenges 

managing performance at higher levels (payments to district and province for supervision, 

for example), perceived poor allocation of funds by facilities in some cases (e.g. in DRC, 

where 20% of the funds were withheld to purchase drugs, thus reducing facility autonomy in 

their use to protect this area); and difficulties in getting facilities to good starting levels of 

quality (e.g. the need for additional input-based budgets for capital investment). 

Specifically related to the Global Fund, one challenge has been the lack of fit between the 

PBF model and its budget categories, and those usually used by the Global Fund. A PBF 

programme typically budgets for transfers to facilities, management costs and verification 

costs, and transfers to facilities depend on outputs and their quality, broadly, which makes 

budget prediction complex. In Cote d’Ivoire, the three-year Global Fund budget was 

expended before the end of the second year, for example, due to health facilities ‘over-

performing’.  

Reporting is equally challenging. PBF generates reports on number of services delivered and 

quality scores for facilities, which do not match the indicator set of the Global Fund, which is 

more focused on higher-level indicators (such as the number of health workers per 

population, the percentage of staff receiving a training, or the number of outpatient visits 

per person per year, or coverage indicators such as the proportion of population/sub-

populations receiving testing or treatment). That challenge and the perceived lack of 

detailed information from the World Bank/PMU may explain why the Global Fund 

commissioned two additional studies in Benin on the PBF programme (see case study for 

details).  

Verification, monitoring and surveillance  
In general, there is a limited role for the Global Fund PRs, CCMs and LFAs to play in relation 

to PBF programmes, given that the latter already have clearly defined approaches and 

internal structures (indeed, separation of functions is one of the selling features of PBF for 

some). All PBF schemes define a purchasing agency (independent or embedded in an 

existing national structure), linked by contracts to health facilities and supervisory levels, 

with a fund-holder and also clearly defined verification functions, as described above. CCMs 

do not appear to have been closely involved in the programme development and the 

element of community engagement was also limited, as we note below.  

PRs in these case studies varied – they included the PBF PMU (in Benin), no PR in DRC 

(where the funding flowed through the Trust Fund), an international NGO in Haiti, and the 

malaria programme in Cote d’Ivoire. The role of a distinct PR when funds are being directly 
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transferred to a PBF management unit needs consideration to ensure value added beyond 

fund transfers. 

One of the concerns about PBF is that verification costs can be very high – for example, in 

Benin, they absorbed roughly 30% of the budget, with an additional 20% going to 

management, leaving just 50% to be transferred to support facilities (33). Although some 

countries (such as Zimbabwe) have moved to risk-based PBF verification4, this was not done 

in any of the case study countries. If additional Global Fund verification were to be added 

(e.g. by the LFA), the overall balance of funding improvements to care versus 

accountability/risk reduction could be even more skewed. 

In Haiti, the indicators included in the GF’s Performance Framework with relation to the PBF 

module of the grant were not linked to the PBF indicators. Instead, they referred solely to 

the accuracy and consistency of reporting on three indicators (number of new TB cases 

detected positive with microscopy, number of pregnant women screened for HIV and 

syphilis, number of HIV+ pregnant women that receive ARV at the health facility. 

Consistency was defined in the PBF Manual as there being less than a 5% difference 

between reporting/invoices and registries, as examined during quantitative verification. This 

is not uncommon in PBF schemes but can result in providers being penalised for work done, 

but not fully reported as required (34) – i.e. can again focus too much on penalties/control 

over supporting and enabling services to be delivered. 

Another example is the case of Benin where the Global Fund’s performance framework 

included high level impact/outcome indicators, which were impossible to monitor every 6 

months. It also included indicators beyond the scope of the PBF project (e.g., proportion of 

the general government budget allocated to the Ministry of Health, or rate of base budget 

consumption of health budget). Therefore, almost fictitious outcome indicators had to be 

calculated every 6 months to be included in the Global Fund’s performance reporting. 

Overall effects on improving performance at health facilities 
As for the wider picture above, the results in the case study programmes are mixed and 

existing studies have not focused to a large extent on the indicators of interest to the Global 

Fund. 

Benin 

In relation to utilisation of care and quality of care, the RCT endline analysis in Benin 

(conducted in World Bank, not Global Fund, districts) did not find significant differences in 

terms of service utilisation and quality of care between groups, although there had been 

some benefits at midline in some of the quality of care indicators (35). 

A Global Fund study (36) across all districts in Benin found that PBF results were weak and 

that there was no significant improvement in the utilisation of services. A subsequent 

mixed-methods analyses addressed the observed heterogeneity in performance between 

facilities and districts. It showed that some key issues played an important role in explaining 

                                                        
4 i.e. where facilities with low error rates are moved onto less frequent verification regimes, which reduces 
costs and delays 
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performance, including: geographic and financial accessibility to health services, effective 

engagement with the local communities, capacity of providers to ‘innovate’ their service 

delivery practices and –importantly- skills of health workers and leadership and coaching 

capacity of the DHMTs (37). 

Given that one of the rationales for PBF is to reduce financial barriers for users, the results 

on reduction of user fees have been quite disappointing in general – for example, there was 

no reduction in Benin.  

In relation to autonomy, this was difficult to implement and there was no significant 

difference between PBF and comparator sites in Benin. 

An area of concern for equity is that facilities in low-density rural areas struggle to earn 

funds in PBF models – this was found in Benin and has been noted elsewhere (34). 

DRC 

In DRC, an early midline study in one province found some improvement in utilisation (of 

ANC and family planning services), and some improvements in quality (e.g. for under-five 

consultations and availability of FP supplies), as well as a reduction in absenteeism. There 

was also some improvement in client satisfaction and fee reduction, but no change for 

management indicators or community engagement, and mixed effects on provider 

satisfaction. 

Cote d’Ivoire 

In Cote d’Ivoire, there is no quantitative assessment of impact but a recent qualitative paper 

states that “PBF in Cote d’Ivoire was found to have increased data availability and quality [of 

data], facility-wide and disease-specific inputs [e.g., equipment and materials], provider 

motivation and management practices in contracted facilities and for incentivised services, 

but had limited success in improving process and outcome measures of quality, as well as 

community involvement and the provision of non-incentivised services” (38). 

In terms of health workforce, staff reported that PBF bonuses increased their income by 

more than 30%. Findings of the study show that HWs demonstrated increased working 

hours to address increased demand and outreach to communities, as well as decreased 

absenteeism. Certain health workers also highlighted that PBF made them feel empowered. 

However, the study notes that health workers explicitly mentioned that they prioritised 

service delivery and reporting for the services that are under PBF. One final limitation, 

outside of the purview of PBF, was that health workers remained constrained by their initial 

level of knowledge. 

Another issue concerned the overly centralised health system with very little or no decision 

space and autonomy for facilities. There are many restrictions on how funds received by 

facilities can be used and most of the revenues from user fees must be sent back to the 

central level MoH. In addition, health facilities cannot hire or fire health workers. 

Haiti 

There is little information publicly available about the implementation of PBF and the results 

of the programme. Preliminary results presented by the World Bank based on the pilot 
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project implemented in the North-eastern Department showed significant increases in 

service utilization and quality scores (39).   

Sustainability 
There is the issue of sustainability of the PBF programme itself and, separately, of the Global 

Fund’s investment in it. None of these grants are ongoing from the Global Fund perspective, 

having ended for a combination of reasons including the PBF programme itself ending, the 

grant coming to an end, other donor funding stepping in, and re-prioritising this area 

between the Global Fund and the World Bank.  

In relation to the programme, national engagement is uncertain in a variety of ways: 

 In Benin, the programme ceased in 2017, which is understood to relate to the lack of 
national buy-in from the start and the existence of two PBF programmes, which 
development partners failed to harmonise over time (the BTC model and the World 
Bank/GF/GAVI model). 

 In DRC, multiple models have been tested over time, with adaptation driven by external 
funders working in a relative ‘policy vacuum’ (2). In this context, PBF is functioning 
largely as a donor harmonisation tool: GAVI also aimed to invest in PBF via trust funds 
managed by the World Bank, while USAID, UNFPA and UNICEF aligned support with the 
PDSS, which is due to end in 2021 but may be extended.  

 In Cote d’Ivoire, PBF is ongoing but from 2017 onwards there has been a shift in focus 
toward a universal health insurance (UHI) model, led by Ministry of Social Affairs. Scale 
up is planned for both PBF and UHI, but it remains unclear how they will dovetail in 
practice. 

 In Haiti, World Bank, USAID as well as Canada Development Cooperation are still 
supporting PBF, however there is concern that the support promised by the government 
to PBF never materialised as the country moved from one emergency to the next.  

 

Integration with overall PHC financing 

Understanding the underlying provider payment mechanisms to health centres and the 

intersection of the PBF mechanisms with the overall financing of primary health care is 

important to the question of sustainability. PBF aims to increase the resources available to 

manage front-line services and the freedom to deploy them appropriately, but system 

constraints continue to hamper that in the case study countries. For example: 

 In Benin, facilities receive multiple funding streams – from the budget, insurance, 
exemptions reimbursements, user fees and PBF -  with different requirements for each, 
which makes resource management complex and constrained.  

 There is also an underspend of PBF funds (the facility portion) as staff are concerned 
about being held accountable if funds are wrongly used. The PBF manual has complex 
requirements, which fall on top of the ‘regular’ national ones. Some work-arounds have 
been found, such as using the funds to purchase of drugs which can then be sold to 
provide funds to the facility.  

 In Cote d’Ivoire, there is limited financial autonomy at facility level, with user fees not 
being retained and banking done at district level. Behind this is likely a wider political 
economy of unwillingness to decentralise, which challenges the underpinning of PBF. 
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 The question of how PBF fits into the broader health financing strategic direction of 
travel is raised by the Cote d’Ivoire case study, where the development of a health 
insurance model has been running somewhat in parallel to PBF. 
 

Other systemic issues 

It is also important to understand how PBF interacts with other health systems issues (10), 

including human resources for health. As evident from the proportions going to health 

workers, toping up pay is one of the functions of PBF, particularly in under-funded and 

poorly functional health systems. In DRC, given the substantial gaps in health workers on 

payroll and the dependence of staff on user fees (this being the largest source of income for 

them in a World Bank survey of 2014 (40)), PBF is important to motivate and retain staff – 

not just at front line facilities but also in higher level supervisory roles. However, the Global 

Fund has expressed concern about the proliferation of health worker incentive payments of 

various kinds and at different system levels, with PBF adding to the mix. In addition, it 

should be noted that the results of RCTs on PBF in a variety of settings in relation to health 

worker indicators (motivation, satisfaction and absenteeism, for example) have been 

surprisingly mixed, and there is also a possible missed opportunity to engage more actively 

with CHWs.  

PBF aims to boost community engagement in the health system, primarily through the 

Health Management Committees, which are involved in the preparation of the business 

plans (or management plans) and overseeing resource use of the facility. The organisation of 

regular meetings with the health committees is one of the score criteria generally included 

in the PBF quality check list (41). In addition, the programme has a “community verification” 

component, which aims to assess patients’ satisfaction on the services received and the 

level of fees paid. This information is fed back to purchasers but overall, it is not clear how 

well acted on this information is, and many country-level studies report disappointing 

results for PBF in relation to strengthening the engagement of communities and ensuring 

their awareness of entitlements (41).  

Another area where systems benefits may be generated by PBF is in relation to demand for, 

and therefore improvements in quality and use of health data. PBF payment systems 

incentivise reporting and data completeness for targeted services, however, in the case 

studies the data collection for PBF continued to be distinct from the HMIS, thus adding to 

workload and failing to benefit the routine data systems. 

PBF also influences and is influenced by governance arrangements - such as the 

accreditation systems for facilities, decentralisation (as highlighted above), roles and 

responsibilities at different levels of the system – and service delivery, such as the health 

benefit package (and how this dovetails with PBF indicators (42)). It also commonly affects 

the availability of essential drugs, and is influenced by rules on pharmaceutical procurement 

and supply chain systems. In short, the sustainability of PBF (and its effects) require analysis 

of its interaction with all components of the health system and the wider systems for health 

(including community health systems, the private sector and informal providers). 
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Considerations & lessons learned from Global Fund experiences with PBF to date 

Ability and flexibility of existing Global Fund grant mechanisms to support PBF 

The case studies show that there is flexibility within existing Global Fund grant mechanisms, 

which have been used to support PBF, albeit at a small scale to date. This small scale relates 

more to the debates on role, partnerships and effectiveness than grant mechanisms, 

although the issues of lack of match of budget categories and reporting has been a 

challenge, and the nature of the PBF model has left less space for engagement of Global 

Fund structures, such as the CCM, the LFA and even to some extent the PR at country level.  

If regular budget templates do not apply, the executive grants management committee 

needs to approve the grant and the Board would also take a look at the model. This is 

feasible and has been done for other grants such as the recent DLI programme in Laos. So 

PBF is fundable by the Global Fund but requires an added level of approval, which can deter 

busy FPMs. 

In relation to risks, the verification controls built into the PBF model are extensive – 

potentially too much so, as discussed above. The Office of the Inspector General (OIG) can 

have access to data, and although PBF provides output-based funding, there are generally 

guidelines on allocation of funds at facility level, as well as the usual national PFM controls, 

such that risk of fraud is low. A more substantial risk is of underuse of funds due to these 

multiple restrictions and fear or penalties. 

Role of partnerships 

As highlighted, all PBF investments to date have taken the form of partnerships with the 

World Bank, which has thrown up challenges of fund pooling, joint engagement in design 

and management, and information flows. The Trust Fund experience in DRC was frustrating, 

however the framework agreement signed with the World Bank in 2019 allows for parallel 

funding (both having full control over their programmes, but coordinated), joint funding 

(funding different parts of the same programme, integrated in-country) and funding of PfR 

(DLIs). This should make the partnership smoother. However, the history of engagement of 

the World Bank in PBF and its expertise mean that the Global Fund would potentially remain 

an ‘outsider’ in discussions on more technical issues of design and adaptation. 

The need for relevant expertise within GF, and where to get it  

The PBF model is complicated, and to be effective in designing and managing PBF grants 

requires Global Fund staff to have time to engage in the details. To date, that expertise has 

been out-housed to the World Bank, in settings like Benin. If the Global Fund is to support 

PBF longer term and on a larger scale, it would need to develop a pool of experts with time 

to support FPMs.  

Even within the PBF ‘expert’ field, there are different views on important issues, such as 

how indicators are chosen and how the payments attached to them should be set, given 

that these are not generally based on actual service delivery costs but reflect a range of 

wider considerations (see Annex 2). 
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As highlighted above, PBF is a health system intervention, not just a health financing one, so 

it is important to engage not just with the technical details of the programme itself (choice 

of indicators, how the payments are set, contracting, roles, verification, coaching and 

support to providers and supervisors, overall governance and review of PBF, etc.), but also 

how it fits within and interacts with the wider health system (health policies, including on 

decentralisation, market regulation and how to reach vulnerable populations; health 

financing strategies, reforms on purchasing and pooling, and costing of services; PFM issues; 

remuneration and management of health staff; pharmaceutical and supply chain 

management policies; health information systems; and service delivery strategies, including 

minimum care packages). Whether for PBF or DFF, the pool of in-house experts would need 

to grow, as well as links with externals to advise on specific grants, on overall policy, and to 

support research and evaluation. 

Community engagement and human rights 

As noted above, PBF includes mechanisms for community engagement, though these have 

not been particularly effective, from existing evidence, and the focus has remained at the 

facility level.  

However, there has been some experimentation with community-based PBF in recent years. 

This is not the focus of our work, and these programmes remain under development and 

small, but given the focus of the Global Fund on community health services and reaching 

target populations, we highlight a recent review which may be of interest (43,44). Within 

facility-based PBF, some providers may choose to cascade smaller payments to CHWs to, for 

example, accompany pregnant women to deliver at the facility but this is a local decision, 

rather than a part of the PBF design. 

In relation to human rights, no evidence has emerged of coercive behaviour of providers 

linked to PBF (the rewards are generally too low in any case to make that likely). More 

relevant to consider are the equity implications, which are mixed but not without risk – PBF 

generally shifts at least some funds to PHC services which are used by poorer households 

and so, if done well, has a progressive impact, but funds will still follow well-

functioning/well-endowed infrastructure, at least at first, and so complementary measures 

are needed to ensure equitable distribution.  
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Discussion  
 

Rationale for GF’s support to PBF and DFF 
Why is the Global Fund interested in PBF and possibly DFF?  A number of issues arose from 

discussions and documentation, which are summarised in Table 6, along with our 

judgements of the risks and requirements of the different approaches. 

Table 6: Global Fund support to PBF and DFF, examined 

 Assessment for PBF Assessment for DFF 

Potential rationale for Global Fund 

To increase 
absorption of 
grants, 
especially in 
COEs 

Low absorption is also a risk for 
PBF, given complexity of its set-
up and also checks on 
disbursement; equally, there is 
risk of overspend, as found in 
Cote d’Ivoire 

Absorption should be higher as there 
are fewer restrictions, although 
reporting requirements still need to 
be fulfilled for next tranche of funds 
to be released, which requires a 
minimum capacity 

To improve 
operational 
efficiency – 
move away 
from input-
based funding 
and tracking of 
activities 

Simplified model in some 
respects but not likely to 
reduce GF time requirements, 
given the complexities 
highlighted in our report 

Once established, would require less 
staff time as it operates through 
public finance and oversight 
mechanisms, however, the upfront 
investment of time in ensuring 
system readiness is substantial 

To address 
financial 
barriers – 
increase access 
for key 
populations to 
essential 
services 

In principle, PBF and DFF can both substitute for user fee income at 
facility level; results from impact assessments have not been so strong 
thus far in this domain however. Also does not address barriers 
external to health facilities (e.g. travel costs). 

To strengthen 
health systems 

PBF can strengthen health 
systems if the health system 
blockages are focused on 
getting finance to facilities and 
allowing some local decision 
space in their use, and if the 
broader environment is 
favourable. However, RCT-
based findings on facility 
autonomy are mixed and the 
PBF system itself can be quite 
controlling/micro-managing 

DFF can strengthen health systems if 
the health system blockages are 
focused on getting finance to 
facilities and allowing some local 
decision space in their use, and if the 
broader environment is favourable. 
Facilities would still be subject to 
PFM rules, which can be constraining 
for small primary facilities without 
specialist finance/management staff 
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with its checklists and 
penalties. 

 

Strengths, 
advantages of 
approach 

Existing model which has 
developed mechanisms for 
channelling funds and verifying 
results – considerable 
experimentation and reflection 
on results and mechanisms 
over past decade to develop 
current model 

DFF can contribute to developing 
core public financing and reporting 
systems – more integrated approach 
and less risk of fragmentation. 

Can provide an integrated approach for development partners to 
support – aid harmonisation tool 

Can provide essential (relatively small in volume but key to functioning) 
flexible resources to facilities to support integrated care packages and 
improve service delivery 

 

Weaknesses, 
risks, 
limitations 

Facility based approach – less focused on community-based activities, 
though some outreach can be budgeted by the facilities 
 

Effectiveness is varied and depends on suitability to context (see 
below), design and implementation – so no panacea 

Can add to fragmentation of 
health financing flows (adding 
to budgets, exemptions, health 
insurance payments, user fees, 
other donor inputs etc.) 

Less risk of this, as DFF is a form of 
budget transfer, and so supports a 
core public function. 

Can reduce efficiency if, for example, drugs are purchased at facility 
level with higher costs/lower quality, compared to pooled procurement 

 

Health system 
prerequisites 
and factors 
influencing 
PBF/DFF 
success 

Willingness to decentralise and allow financial autonomy to facilities – 
facilities need to have bank accounts and be able to plan and use 
resources with some flexibility; importance of trust 

Stability and sufficiency of funding support for programme 

National engagement, and coherence of approach with health financing 
direction of travel 

PFM strengthening – budgeting and accounting/fund management 
skills at all levels (including facility level), reliable fund flows, simplified 
and regular reporting, reduction in fragmentation of funding flows from 
different sources. Important for both, but especially for DFF 

Health staff and managers are in place, and have skills and supervision 
support to provide good care and to manage the programme 

Availability (provided centrally or available to purchase by facilities) of 
quality-controlled, safe, essential, good value medicines and supplies 
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Robust health information systems and population data which can be 
the basis for monitoring (ideally for PBF too, although in practice many 
programmes operate parallel data collection, which is not ideal for HSS) 

Well planned and distributed infrastructure (matched to population 
need and uptake), with adequate connection to transport, IT, banking, 
communications etc. 

Defined essential service package and clear roles for each level in 
relation to service delivery, linking to community health services 

 

Global Fund 
prerequisites 
(assuming 
Global Fund is 
partnering with 
local lead) 

Would need to adjust budget categories to include funding of essential 
services 

Need to review Global Fund indicators to reflect facility-level changes in 
coverage, quality, outcomes, fee reduction, quality of facility 
management & community engagement 

Produce guidelines to support FPMs 

Develop in-house expert pool with time to support these grants and 
their assessment 

Re-orientation within organisation to clarify understanding of PBF/DFF 
potential, including to leverage better performance at relatively low 
risk (shift focus from attempted risk reduction by checking input 
payments to focusing on programmatic efficiency and effectiveness; 
flagging up that one of attractions of PBF is the separation of 
functions/checks and balances, which can increase the likelihood that 
delivery is occurring and that issues are flagged). 

 

Performance of PBF versus DFF/comparators 
As indicated in the literature review above, results for PBF have been mixed and 

interpretation is complicated by varieties of (a) scheme design and funding; (b) study design; 

(c) context; (d) comparator; (e) targeted versus untargeted effects; (f) the sheer number of 

indicators covering multiple domains and (g) the continued differing views on what PBF is 

aiming to achieve and how. It is therefore hard to give a simple verdict to the question of 

‘does it work?’ but the evidence to date suggests some benefits for some utilisation, 

outcome and quality indicators, but less so for provider motivation, health facility 

governance, financial access and equity (Error! Reference source not found.). However, the 

reality is that the picture is very varied, for the reasons given above. When adjusted for 

additional resources (in five studies), PBF performs somewhat better than input-based 

controls for some quality and autonomy measures, but less well for utilisation and with no 

difference in general on health outcomes (Error! Reference source not found.). 

Challenges for Global Fund in supporting PBF 
The challenges for the Global Fund in supporting PBF – and many of which would also apply 

to DFF – include the following: 

 Its funding model (45) does not include financing of service delivery; it is are more 

focused on system strengthening (in the RSSH domain) than direct inputs 
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 Much of the Global Fund support is commodities-based, which is not incompatible with 

PBF but means that the level of support for this component is likely to be limited, and 

indeed if pharmaceutical supply chain management and other health system elements 

are operating effectively in-country, the need for flexible resources at the facility level 

will also be reduced (at present, PBF is partially filling gaps left by poor HR and supply 

chain systems in many LMICs). 

 More challenging for the Global Fund is that PBF withholds funds if services are not 

delivered, quality standards are not met, and/or reporting falls short in some way, which 

can have the effect of penalizing populations for the failings of their health providers. As 

payments are usually largely based on volume, low-density (often remote, rural) areas 

may struggle to generate the needed revenue to cover facility functioning. Both of these 

are potentially inequitable, although the programme can be adjusted, for example 

through equity bonuses or indeed more tailored support to different areas (most 

schemes have been national but there is scope to make them more flexible to sub-

national variations in need/epidemiology etc.). 

 In terms of its partnership model, relying on the World Bank has some advantages in 

transferring risks, however, for the Global Fund to add value, it needs to engage more 

actively to contribute to the evolution of the model, which grew out of a focus on MCH 

but could potentially be augmented to more fully address communicable diseases. 

 The understanding of risk in the Global Fund would need to be challenged – PBF reduces 

some financial risks through its separation of functions, direct transfers to the facility 

level, and verification systems. The shift from inputs and activities to focusing on 

outputs does not therefore necessarily imply an increase in financial risk, indeed it might 

reduce it (as receipts for inputs are easy to manufacture, for example) and might 

improve performance, which should arguably receive much higher focus than 

expenditure. 

PBF and DFF both support a package of services; while individual three-disease indicators 
within PBF could potentially be ‘bought’ by a funder, in practice the Global Fund has chosen 
to support whole packages in geographic areas. This however is compatible with the Global 
Fund’s Strategic Objective 2, to “support reproductive, women’s, children’s, and adolescent 
health, and platforms for integrated service delivery.” 

Reflections on DFF, and its comparison with PBF 
Although DFF is being contrasted with PBF at present by many funders, it shares many 

features and prerequisites with PBF (Error! Reference source not found.). The foundation 

for DFF is that providers can directly receive, manage and account for funds, ideally with a 

join accounting/pooling mechanisms for all funding sources. The payment calculations come 

next and can vary over time, ideally shifting towards pre-payment and systems which 

control costs. For example, in Tanzania the payment formula is 50% based on capitation, 

and 50% other calculation based on other elements to reflect equity/remoteness and other 

factors, including performance (according to key informants) (clearly, a capitation approach 

relies on reasonable catchment population data, which can be a significant challenge in 

COEs.) 
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Although the label is recent, DFF-type of transfers have existed for some time in a number 

of countries – for example, in Uganda, which provides budget allocations direct to facilities, 

and other settings where mechanisms were put in place to compensate facilities for loss of 

user fees (e.g. in Burundi).  

The main difference between DFF and PBF is the element of direct conditionality for PBF – 

there is direct adjustment for payments if indicators of various sorts are not met, whereas 

for DFF, there is a higher level of trust, and performance is managed as a whole, using 

standard health system frameworks. In that sense, DFF may match better to the Global Fund 

approach, which is ‘performance-informed’ in general (meaning that grant performance is 

assessed but penalties for poor performance are less direct and immediate), more than 

performance-related in its grants. However, as performance is less tightly managed with DFF 

than PBF, support for it potentially entails a higher risk appetite, the upside of which is a 

more integrated and potentially more sustainable system. 

At a higher system level, PBF programmes promote separate purchasing, fund-holding and 

verification agencies (separation of functions), which likely reduce some risks but also 

increase costs and increase dependence on external organisations (note the role of 

international organisations in verification of PBF across the case studies). If the country is 

moving towards a purchaser/provider split and individual-based coverage, for example 

through health insurance, then a PBF model may develop some of the needed capacities.  

In many countries, mixed provider payment systems have been found best to manage 

advantages and disadvantages of any single approach, and in the longer term, LMICs will 

also likely move to systems which mix predictable base payments which fit to known 

population distribution and needs, with a smaller performance-related element. In that 

sense, DFF can be foundational for PBF – or indeed vice versa, where the latter has helped 

to establish the prerequisites (not just banking but also planning and financial management 

capacities at health facility level and supportive national PFM systems). Verification can and 

should be embedded in every payment mechanism, but has to be cost-effective and based 

on national auditing and observed risks (e.g. analysis of data for outliers, which prompt 

investigation and controls, which is more cost-effective than the universal verification which 

many PBF schemes practice). This raises the issue of trust. Many PBF programmes have 

been developed in COEs, where systems are weaker and there is limited trust (2). 

In Tanzania, the DFF is funded through the basket fund to which different donors contribute, 

illustrating that DFF can also be part of a harmonised approach across donors. 

As for PBF, the role of the Global Fund in relation to DFF could be to push the model to 

adapt – for example, potentially funding innovations on the demand side, such as 

supporting district innovation hubs, working on more tailored strategies to meet local 

priorities, such as targeting hard to reach populations.  

PBF sounds like a quick return on your investment – you pay the money and get the results. 

However, the reality is more complex, with considerable system prerequisites and the need 

to invest in the system as a whole, as indeed for DFF, which faces similar design and 

interaction questions to PBF above, such as: 
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 Estimating funding amounts needed by facilities, taking into account the degree of 

subsidies from other sources (e.g. for salaries and drugs) and the funds which are 

required at facility level 

 Determining reporting, verification and performance review approaches 

 Agreeing and enforcing policies on charges to users 

 Determining and enforcing any rules on staff benefits from the funds, and on how funds 

can be used 

 Ensuring skills at facility level to manage the funds 

 Ensuring that there is sufficient legal autonomy (and the practical/logistics set up) for 

facilities to be able to operate as autonomous financial units (e.g. having bank accounts) 

In Tanzania, the Global Fund has supported lump sum allocations to facilities for facility 

improvement plans, using a star rating system determined by the HSS team in the MoH, 

along with a central fund to support capital investments. This was included in an RSSH 

component within a malaria grant. A TB grant provided funds to facilities in high burden 

regions to improve on their results through locally determined priorities. The Ministry of 

Finance is the PR, MoH the lead implementer and the local government the co-

implementer, with all funds respecting PFM systems. Although these models are not the 

same as DFF in that they focused on quality improvement more than routine operational 

costs, they show the ability of the Global Fund to support similar approaches, and early 

results, according to key informants, showed good results in the facilities which received 

funding. 

Recommendations  

This brief review suggests that the Global Fund should continue to invest in this area, in an 

experimental and gradual way, working in partnership with national and international 

partners to ensure that PBF or DFF builds national systems sustainably and holistically, 

alongside wider investments in RSSH. Needed actions by the Global Fund if it pursues this 

area of investment would include: 

1. Re-orientation within the organisation to clarify the understanding of PBF/DFF’s 

potential, including to leverage better performance at relatively low fiduciary risk 

(shifting focus from attempted risk reduction by checking input payments to focusing on 

programmatic efficiency and effectiveness, and highlighting that one of attractions of 

PBF is the separation of functions/checks and balances, which can increase the 

likelihood that delivery is occurring and that issues are flagged) 

2. Producing guidelines to support FPMs in developing these grants, to reduce the time 

and complexity involved for them and their perception of risk 

3. Adjusting budget categories to include funding of essential services 

4. Identifying areas where the Global Fund can add value, such as in extending the focus 

within PBF packages on communicable diseases (the model started with a very clear 

RMNCH focus) and potentially on the outreach and community aspects 

5. Developing an in-house expert pool with time to support these grants, their operational 

model from the Global Fund perspective and their assessment 
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6. Encouraging innovations and documenting their process and impact using simple 

internal tools. We have had a limited time and were asked to focus on four PBF case 

studies but it is clear that a number of Global Fund grants have experimented with a 

wider range of output-based funding5, using national systems, and these may also 

furnish good practices  

                                                        
5 For example, a performance-based contracting model which has been used since 2016 in Ukraine for opioid 
substitution therapy, with encouraging results 
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Annexes 

Annex 1. List of key informants consulted 

 

 Name Title/organisation Country(ies) of 
reference 

1 Gilles Cesari FPM Benin - GF Benin 

2 Jacqueline Papo Public Health and M&E Specialist -  
Central Africa Team, Africa and the 
Middle East Department, Grant 
Management Division - GF 

Benin 

3 Bruno Meessen Professor, ITM-Antwerp (now Health 
Financing Expert – WHO Geneva) 

Benin 

4 Maud Juquois Senior Health Economist (former TTL 
Benin) - WB 

Benin 

5 Matthieu Antony Consultant, AEDES Benin 

6 Nicolas Farcy FPM DRC - GF DRC 

7 Alex Rowe Senior Specialist, Human Resources 
for Health, RSSH Team, TAP 
Department - GF 

DRC 

8 Erin Ferenchick Primary care technical advisor, 
RSSH/RMNCAH Team - GF 

DRC 

9 Hadia Samaha (former) DRC TTL - WB DRC 

10 Nicolas de Borman CEO, Bluesquare DRC / Cote d’Ivoire 

11 Gail Steckley FPM Cote d’Ivoire (now Regional 
Manager, Southern and Eastern 
Africa) - GF 

Cote d’Ivoire 

12 Emre Ozaltin Senior economist, Former TTL Cote 
d’Ivoire - WB 

Cote d’Ivoire   

13 Isidore Sieleunou Independent consultant Cote d’Ivoire 

14 Jose Castillo Former FPM Haiti (now Access to 
Funding) - GF 

Haiti 

15 Giulia Perrone Former FPM Haiti (now Regional 
Manager, Latin America and the 
Caribbean) - GF 

Haiti 

16 Sunil Rajkumar Senior economist, TTL Haiti - WB Haiti 

17 Helene Barroy Senior Health Financing Specialist - 
WHO, Geneva  

DRC, Cote d’Ivoire, 
global 

18 Joe Kutzin Head of Health Financing, WHO Global 

19 Sai Pothapregada Head of country risk management, 
GF 

Global 

20 Harinder Janjua Organisational planning and 
prioritisation, Executive Director’s 
Office, GF 

Global 

21 Shevone Corbin Program Finance & Controlling, GF Global 



56 
 

22 Aneta Wierzynska Ethics office, anti-corruption and 
impact, GF 

Global 

23 Kiraz Bulut Country team lawyer for 
performance-based funding and 
innovative financing, GF 

Global 

24 Andrew Kennedy Focusing on domestic resource 
mobilisation across portfolio 

Global 

25 Alex Shields Tracy Advisor, Domestic and Innovative 
Financing, GF 

Global 

26 Michael Borowitz Chief economist, GF Global 

27 Olga Bornemisza  Senior Advisor, Health Systems 
Strengthening, GF 

Global 

28 Benjamin Loevinsohn Senior Technical Coordinator for 
Health Systems Strengthening, GF 

Global 
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Annex 2. Debate on pricing of indicators for PBF – excerpt from Collectivity PBF CoP 

This lightly adapted excerpt illustrates the ongoing debate in the PBF community about 
technical issues within the field: 

‘One of the challenges is for this discussion is, in my view, the multiple roles that pricing of 
indicators could play. There is probably no one optimal approach and we need to work from 
the context, but it is good to be explicit as to what the indicator prices are trying to do. For 
example, they can be trying to do one or more of the following: 

- covering the full cost of services (where there are no subsidies received - rarely the case, 
but possible) 

- covering the cost of user fees, where the focus is on replacing these (in which case, starting 
information on actual fee receipts at start would be important)  

- covering the non-salary recurrent costs at facility level (a common scenario in settings 
where primary care receives no operating budget), in which case we need to understand 
their operating cost structure  

- providing top-up incentives of underpaid staff (in which case, health staff remuneration 
relative to comparable careers and living costs are key, with PBF aiming to fill the gap on 
average) 

- incentivising greater efforts for harder to reach populations (here issues of coverage, 
distribution of marginalised populations, costs of services in remote areas play into 
calculations) 

- Incentivising quality improvements (in which case baseline assessments of quality gaps and 
what is needed to address them in terms of cost would be key)  

- Incentivising staff effort on under-performing services, in which case, prices should be 
weighted to those services which are most demanding in terms of staff effort (with evidence 
to support that), as well as signalling those which are most lagging relative to national 
targets. 

- Promoting the most important services or elements of services from a public health point 
of view, in which case the cost-effectiveness of each element in the package would 
determine its pricing weight 

This list is not exhaustive, but it illustrates the point that we need to be clear what the 
starting point for each PBF scheme is, in terms of the problem identification and therefore 
the rationale for the weighting of the indicators. Some explicit discussion of this for each 
scheme, as well as a description of who was engaged in the decisions, would be a good 
starting point for learning more about pricing. 

In each setting, there are also important pragmatic and policy decisions relating to the 
overall budget, its balance across the levels of the system and the service package, its equity 
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implications (for different areas), whether local pricing is to be allowed, the frequency of 
revision, and balancing the need for iteration/adaptation against the costs and complexity 
of renegotiation. Underlying market structures need to be taken into account and overall 
caps are likely to be needed for budget predictability. The process also needs to aim for 
transparency (not easy in light of the complexities set out above) and legitimacy in the eyes 
of provider and clients. 

None of this is simple, nor is it the only answer - many other complementary measures may 
be needed to address the starting health system challenges’. 

Source: Sophie Witter response to discussion strand on cost-effectiveness of PBF, 24/10/20 

 


