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Executive  Summary   The  Ministry  of  Health  and  Social  Welfare  in  Tanzania,  with  financial  support  from  the  Government  of   Norway   is   piloting   a   Pay-‐for-‐Performance   (P4P)   scheme   in   Pwani   Region.   The   Scheme   is   intended   to   motivate  health  workers  at  facility  level,  as  well  as  their  managers  at  the  Council  and  Regional  level  by   providing  6-‐monthly  results-‐based  bonuses  payments  on  achieving  pre-‐defined  performance  targets  for   specific   Reproductive   and   Child   Health   (RCH)   services.     The   pilot   is   designed   to   improve   maternal   and   newborn  health  (MNH)  service  use  and  quality.   The   Ifakara   Health   Institute   (IHI)   is   undertaking   an   independent   evaluation   of   the   P4P   pilot   over   a   22   month   period   from   August   2011   to   May   2013.   The   evaluation   consists   of   three   components:   process   monitoring,  impact  assessment  and  the  costing  of  the  P4P  Pilot.     The  process  monitoring  aims  to  assess  whether  implementation  is  progressing  according  to  the  design;   identify   factors   facilitating   or   impeding   implementation   such   as   the   acceptability   of   the   scheme   to   different   stakeholders   and   systemic   issues/challenges   encountered   at   different   levels   of   implementation;   help   identify   design   features   that   may   be   improved;   and,   assess   how   P4P   affects   resource  allocation  at  facility  and  council  levels.  Process  findings  will  be  used  towards  re-‐evaluating  the   P4P  Programme  before  its  potential  national  scale-‐up.   The   first   round   of   process   monitoring   report   details   information   on   monitoring   methods   and   an   assessment   of   activities   implemented   from   the   introduction   of   the   scheme   in   January   2011   to   March   2012.     This   report   presents   the   methods   and   findings   of   the   second   round   of   process   monitoring   that   was  carried  out  from  April  to  November  2012.  It  builds  on  the  first  report,  with  a  focus  on  tracking  a  few   select  indicators  related  to  acceptability,  satisfaction,  motivation  and  fidelity  of  P4P  bonus  payments  at   the   Council   Health   Management   Team   (CHMT)   and   health   facility   level;   and   a   couple   of   facility   based   case   studies   to   better   understand   the   working   dynamics   within   a   facility:   one   exploring   the   implementation  of  the  P4P  pilot  in  the  context  of  a  faith-‐based  health  care  facility;  and  the  other  looking   into  the  consequence  of  poorly  performance  on  staff  motivation.       The  second  round  of  process  monitoring  was  informed  by  a  review  of  P4P  documents,  information  from   Pilot  Management  Team  (PMT)  coordinated  feedback  and  orientation  sessions  and  individual  interviews   and  focus  group  discussions  (FGDs)  conducted  with  informants  working  at  facility,  district,  and  regional   level,   as   well   as   with   the   PMT.     Interviews   took   place   in   a   sample   of   6   facilities   across   4   of   the   7   districts   in  Pwani  region.  The  selection  of  facilities  was  determined  by  specific  issues  being  examined,  as  well  as   ensuring  a  representation  from  each  of  the  four  districts,  level  of  care  and  ownership.  A  total  of  19  in-‐ depth   interviews,   nine   unstructured   interviews,   six   focus   group   discussions   (FGDs)   and   three   group   interviews  were  carried  out  at  facility,  district  and  regional  levels.     This  report  presents  findings  on  the  progress  of  the  implementation  of  the  P4P  pilot  and  its  context.  If   certain   features   of   the   pilot   improved   over   time,   and   whether   ongoing   changes   to   the   design   were   effectively   communicated   and   implemented   at   the   facility   level.   Specifically,   the   report   examines   the   performance   of   managers   at   national,   regional,   district   and   facility   levels;   changes   to   indicators   and   performance   targets,   and   the   Health   Management   Information   System   (HMIS)   forms;   the   status   of   bonus   payments   and   the   use   of   scorecards   to   facilitate   transparency   in   the   management   of   bonus   money  at  facility  level;  the  implications  of  systemic  constraints  on  a  facility’s  performance;  and  the  use   of  cost-‐sharing  funds  towards  alleviating  some  of  these  constraints.    
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Key  Findings   The  level  of  support  from  the  PMT  and  the  Regional  Health  Management  Team  (RHMT)  to  the  CHMT  has   increased,  and  is  perceived  to  be  of  improved  quality.  CHMT  supervision  of  facilities  varies.  Compared  to   staff   at   health   centres   and   dispensaries,   those   at   district   hospitals   have   a   more   informal   working   relationship   with   the   CHMT   members,   which   is   not   always   very   effective.   The   overall   quality   of   CHMT   supervision  appears  to  have  improved,  but  mainly  limited  to  P4P  activities.  The  RHMT  and  the  CHMTs   continue  to  be  challenged  by  delays  of  disbursement  from  the  national  level,  and  on-‐going  PMT  support   (technical  and  financial)  has  been  critical  in  ensuring  supportive  supervision.     The   overall   envisaged   role   of   the   Health   Facility   Governing   Committee   (HFGC)   is   extensive,   and   members  might  not  be  capable  of  fulfilling  all  their  responsibilities.  Following  a  formal  P4P  orientation   session  of  their  chairpersons,  HFGC  members  are  gradually  engaging  themselves  in  the  implementation   process.   The   extent   to   which   members   are   able   to   implement   their   expected   responsibilities   varies,   depending   on   a   number   of   factors,   including   age,   literacy   skills,   a   clear   understanding   of   their   responsibilities,   and   the   feasibility   of   actively   involving   themselves   in   facility   level   decision   making   processes.   Sufficient   and   timely   training   of   HFGC   members   and   periodic   ‘feedback   sessions’   is   a   pre-‐ requisite  for  the  functioning  of  the  HFGC;  and  also  for  the  PMT  to  better  understand  their  constraints   and  expectations.  HFGCs  linked  to  faith-‐based  facilities  may  face  specific  constraints  in  undertaking  their   responsibilities.   For  Pwani  region  as  a  whole,  most  of  the  indicators  have  shown  improvement  in  Cycle  3  compared  to   the   other   cycles,   though   results   for   death   audits   and   partogram   monitoring   were   not   encouraging.   Health   workers   and   most   of   the   CHMT   members   seem   to   be   motivated   and   are   proactively   implementing  strategies  to  help  them  achieve  their  P4P  targets.  However,  a  facility’s  failure  to  perform   is   a   consequence   of   a   number   of   demand   and   supply   side   factors,   many   of   which   are   beyond   their   control,  including:  health  system  constraints  coupled  with  possible  delays  in  national  disbursements  and   inadequate   alternative   financial   resources;   the   use   of   inaccurate   catchment   population   estimates   for   setting   performance   targets;   the   remoteness   of   the   facility   and   client   preference   of   more   accessible   and/or  better  equipped  facilities,  and  at  time  for  home-‐based  deliveries.   The   HMIS   forms   have   been   updated   but   there   are   continued   challenges   including   differences   in   implementation   by   districts,   limited   orientation   of   staff,   and   failure   of   the   newly   revised   forms   to   address   issues   with   old   forms.   Communication   of   information   between   various   levels   of   the   system   is   weak   and   ineffective.   Many   facilities   remain   unaware   of   changes   to   the   list   of   performance   indicators   and   targets.   Confusion   surrounds   the   newly   revised   HMIS   forms   that   many   facilities   have   yet   to   implement.     Some   facilities   are   overburdened   by   emerging   parallel   information   systems   that   respond   to   partner  requirements  and  needs.  Confusion  and  concerns  also  exist  regarding  the  proposed  changes  to   the   bonus   payment   system   at   the   health   centres   and   dispensaries,   as   well   as   informing   facilities   and   their   health   workers   of   when   bonus   payments   are   being   paid   out.   The   PMT   has   recently   introduced   a   new  ‘payment  tracking  tool’  to  address  delays  in  bonus  payments  and  promote  better  communication.   The   use   of   scorecards   is   slowly   gaining   momentum   and   they   are   proving   to   be   an   effective   tool   for   promoting   transparency   in   bonus   payments   at   the   facility   level.   It   was   suggested   that   the   same   mechanism  be  considered  for  promoting  transparency  of  other  financial  resources  to  the  facilities,  such   as  of  basket  funds  and  cost  sharing  money.    
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The   health   sector   faces   many   challenges   including   shortages   of   drugs,   equipment’s,   financial   and   technical   resources,   infrastructure   and   lack   of   transport   to   facilitate   mobile   clinics   and/supportive   supervision.  The  P4P  stakeholders  have  been  developing  novel  methods  to  overcome  these  challenges,   including   taking   steps   for   improving   routine   supportive   supervision,   looking   into   alternative   means   of   purchasing  out-‐of-‐stock  essential  drugs,  and  formal  orientation  and  involvement  of  HFGCs  and  Council   Health   Board   Committee’s   (CHBCs)   to   the   P4P   implantation   process.   The   P4P   implementation   process   is   resulting  in  strengthened  accountability  within  the  districts,  at  least  in  relation  to  the  P4P  pilot.  Health   workers   and   their   managers   are   more   responsible   and   motivated   to   perform   well   within   the   P4P   context,  with  more  frequent  and  improved  support  at  all  levels.  Chapter  Four  presents  two  cases  studies   to   better   understand   the   working   dynamics   within   a   facility:   one   exploring   the   implementation   of   the   P4P   pilot   in   the   context   of   a   faith-‐based   health   care   facility;   and   the   other   looking   into   the   consequence   of  poorly  performance  on  staff  motivation.       Facilities  are  keen  to  promote  Community  Health  Fund  (CHF)  participation  and  P4P  has  the  potential  to   stimulate   CHF   enrolment.   P4P   may   also   facilitate   increasing   use   of   cost-‐sharing   money.   Because   of   inadequate  and  unsystematic  financial  support  from  the  Government,  facilities  are  increasingly  relying   on  the  availability  of  alternative  funds,  such  as  P4P  bonus  money  and  cost  sharing  funds,  to  meet  their   emerging  needs.     P4P   bonus   payments   have   the   potential   to   motivate   health   workers   to   improve   their   performance.   However,   unequal   distribution   of   bonus   payments   between   RCH   and   non-‐RCH   staff   can   cause   confusion   and   conflict   among   staff,   possibly   result   in   a   pull   of   staff   towards   RCH   sections   and   impact   negatively   on   non-‐RCH  care.   The   faith-‐based   case   study   suggests   that   aside   from   financial   incentives,   there   are   other   motivating   factors   for   health   workers   at   this   facility,   including   a   well-‐equipped   and   functioning   facility   with   some   governance  structures  in  place.  Health  workers  are  also  beginning  to  value  the  usefulness  of  a  complete   and  quality  assured  routine  information  system  that  gives  them  an  insight  to  the  health  status  of  their   communities  and  provides  them  with  valuable  information  for  planning  at  the  facility  level.   The  process   of  verifying  timely  payments  requires  considerable  follow-‐up  and  is  time  consuming  resulting  in  delays   that  not  only  de-‐motivates  health  workers,  but  also  affects  their  planning  and  performance.  Faith-‐based   facilities  that  are  not  allowed  to  open  their  “own”  bank  accounts  (linked  to  Church  regulations)  have  yet   to   receive   their   bonus   and   this   might   altogether   prohibit   or   severely   delay   bonus   payments   to   facility   health  workers.     The  second  case  study  further  confirms  that  the  poor  performance  of  a  facility  can  be  due  to  a  number   of  reasons,  including:  use  of  inaccurate  catchment  population  size  estimates  to  set  performance  targets;   shortage  of  skilled  staff;  limited  time  to  complete  and  submit  monthly  reports;  inadequate  training  and   supportive  supervision;  and  limited  support  from  HFGC  members.   Emerging  constraints   Process  findings  reveal  a  number  of  constraints  that  need  to  be  considered  before  the  potential  national   roll-‐out  of  the  Pilot.   Round   one   process   report   summarises   several   supply   and   demand   side   concerns   that   need   to   be   addressed.   There   has   been   considerable   progress,   but   some   constraints   persist,   including   a   lack   of  
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regularity  of  P4P  meetings  at  the  national  level;  comprehensive  supportive  supervision  by  the  CHMTs  to   their   facilities;   matching   HMIS,   DHIS   and   P4P   indicators   during   routine   data   validation   and   ensuring   synchronisation  of  HMIS  and  P4P  implementation;  addressing  issues  around  target  populations  data  and   their   projections   for   councils   and   facilities,   as   well   as   the   various   supply   and   demand   side   constraints   that   effects   service   and   achievement   targets   for   the   facility   service   areas;   and   addressing   verification   issues  and  cycle  payment  delays.     Round   two   findings   point   to   some   additional   emerging   constraints   that   also   need   to   be   considered,   including  the  level  of  PMT  support  to  the  RHMT  and  CHMTs  to  effect  supportive  supervision  and  data   verification  (possibly   and  partly   due   to  delays  in   disbursement  of  funds  from  the  national   level);   and   the   level  of  implementing  partners  support  to  the  PMT  for  effecting  activities  according  to  plan.  In  the  long   run,  the  HFGCs  may  also  wish  for  a  share  of  the  bonus  sums.  Confusion  around  qualifying  criteria  for  P4P   facilities,  reporting  processes  and  bonus  payments  persists.  Frequent  changes  to  the  P4P  design,  such  as   the   revision   and   introduction   of   additional   indicators,   performance   targets   and   HMIS   forms,   coupled   with  weak  communication  between  various  levels  of  the  system,  from  the  central  to  facility  level,  leads   to   confusion   and   should   be   avoided.   Further   revision   to   the   P4P   design   must   be   administered   and   implemented  in  a  strategic  way  allowing  for  participation  with  good  communication.  Differential  bonus   payments  between  RCH  and  non-‐RCH  staff,  and  between  clinical  and  non-‐clinical  staff,  and  an  intense   focus  on  supervision  and  performance  of  P4P  indicators  linked  to  “RCH  services”,  can  impact  negatively   on  team  spirit  and  potentially  result  in  neglect  of  other  essential  primary  health  care  services.  Facilities   are   increasingly   relying   on   availability   of   alternative   funds   to   meet   their   emerging   priority   needs,   including   P4P   bonus   payments   and   cost   sharing   money   (because   of   inadequate   and   unsystematic   financial  support  from  the  Government),  and  there  is  a  growing  concern  that  some  facilities  will  be  in  a   better   position   to   meet   their   performance   targets   compared   to   others,   with   potential   equity   implications   between   facilities   in   the   district.   The   faith   based   case   study   reveals   that   the   verification   process  requires  considerable  follow-‐up  and  it  is  a  time  consuming  process  resulting  in  delays  that  not   only  de-‐motivates  health  workers,  but  also  affects  their  planning  and  performance;  also,  it  is  important   to   address   the   financial   architecture   of   church-‐run   facilities,   especially   for   those   facilities   that   are   not   allowed  to  open  their  own  bank  accounts.  The  poor  performing  health  facility  case  study  highlights  the   importance  of  adequately  orienting  ALL  facility  level  staff  to  P4P  and  the  HMIS,  with  in-‐house  refresher   training   at   periodic   intervals   to   address   emerging   constraints/issues;   there   is   no   ‘one-‐size-‐fits-‐all’   solution  and  the  level  of  training  and  support  required  will  depend  on  staff  background.   To   conclude,   the   P4P   implementation   process   has   the   potential   to   strengthen   accountability   and   quality  of  care  within  the  system;  for  promoting  improved  accountability  for  use  of  P4P  funds;  and  for   improving   use   of   facility   level   routine   information   towards   planning  –   a   first   step   in   improving   quality   of   data.     There   are   however,   several   emerging   constraints   that   need   to   considered   before   a   potential   national   roll   out.   The   most   recent   UN   resolution   that   received   wide   support   gives   weight   to   health   system  as  a  whole  and  questions  of  equity  and  universalism.  Therefore,  it  would  be  beneficial  to  have   the   results   focus   more   universal   and   equitable.     With   respect   to   P4P,   a   broader   and   more   holistic   approach  may  have  the  potential  of  strengthening  the  health  system.  Giving  money  for  health  facilities   is  probably  less  distortive  than  giving  money  to  health  workers.  Moreover,  as  already  noted  in  the  first   process   report   and   to   be   reiterated   once   again,   much   more   work   needs   to   be   done   to   decide   on   the   merits   and   constraints   of   financial   incentives   as   compared   to   other   potential   and   possibly   more   sustainable  and  therefore  preferred  incentives  towards  improving  health  workers’  productivity,  such  as   such  as  strengthened  management,  supervision  and  training  opportunities.  
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1. Introduction   The  Ministry  of  Health  and  Social  Welfare  (MoHSW),  with  support  from  the  Government  of  Norway,  is   piloting  a  Pay-‐for-‐Performance  (P4P)  scheme  in  Pwani  region.  The  Scheme  is  a  mechanism  for  increasing   the   use   and   quality   of   health   services   in   order   to   accelerate   the   reduction   of   maternal,   neonatal   and   child   morbidity   and   mortality.   The   Scheme   is   intended   to   motivate   health   workers   at   facility   level,   as   well  as  members  of  the  Council  and  Regional  Health  Management  Team  by  providing  a  payment  based   on   reaching   specific   targets.   The   purpose   of   conducting   a   P4P   Pilot   is   to   design   and   test   programme   components   of   a   sustainable   P4P   approach   that   will   inform   the   refinement   of   a   national   P4P   scheme.   The  experiences  gained  from  the  Pilot  will  be  used  to  re-‐design  the  P4P  Programme  before  its  national   scale-‐up.   The   Ifakara   Health   Institute   (IHI)   has   been   contracted   to   conduct   an   independent   evaluation   of   the   Pwani   P4P   Pilot.     The   evaluation   is   undertaken   in   close   collaboration   with   the   London   School   of   Hygiene   and   Tropical   Medicine   (LSHTM)   and   with   periodic   technical   support   from   Chr.   Michelsen   Institute   (CMI),   Norway.    The  evaluation  will  be  conducted  over  22  months,  from  August  2011  to  May  2013.   The   evaluation   of   the   P4P   Pilot   in   Pwani   region   consists   of   three   components:   process   monitoring,   impact   assessment   and   costing   analysis   (IHI,   August   2011).   Process   monitoring   involves   on-‐going   data   collection   over   a   17   month   period,   three   rounds   of   data   collection,   tracking   a   range   of   indicators   on   acceptability  and  progress  in  sampled  districts;  as  well  as  two  rounds  of  data  collection  at  regional  and   national  level.     The  process  monitoring  aims  to  assess  whether  implementation  is  progressing  according  to  the  design;   identify   factors   facilitating   or   impeding   implementation   such   as   the   acceptability   of   the   scheme   to   different   stakeholders   and   systemic   issues/   challenges   encountered   at   different   levels   of   implementation;   help   identify   design   features   that   may   be   improved;   and,   assess   how   P4P   affects   resource  allocation  decisions  at  facility  and  council  levels.     The   first   round   process   monitoring   data   collection   consisted   of   a   review   of   P4P   documents   and   individual   and   group   interviews   conducted   with   informants   working   at   facility,   district,   regional   and   national   levels.   Interviews   took   place   in   a   sample   of   5   of   the   7   districts   in   Pwani   region.   A   total   of   54   interviews   and   four   focus   group   discussions   were   conducted   at   facility,   district,   regional   and   national   levels.  The  first  round  process  monitoring  report  presents  detailed  information  on  the  methods  and  an   assessment   of   activities   implemented   from   the   introduction   of   the   scheme   in   January   2011   to   March   2012  (IHI  June  2012).     The   second   round   of   process   monitoring   builds   on   the   first   one,   with   a   focus   on   tracking   a   few   select   indicators   related   to   acceptability,   satisfaction,   motivation   and   fidelity   of   P4P   bonus   payments   at   the   Community   Health   Management   Team   (CHMT)   and   health   facility   level;   and,   two   facility   based   case   studies   to   better   understand   reasons   behind   possible   variations   in   performance   –   by   specifically   exploring  the  role  of  management,  governance  and  facility  ownership.        
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2. Method   The  second  round  of  process  monitoring  was  informed  by  two  sources  of  data:  primary  data  collection   at   district,   regional   and   national   level;   and   a   review   of   P4P   documents   produced   by   the   Pilot   Management   Team   (formed   by   the   Ministry   of   Health   and   Social   Welfare   and   Clinton   Health   Access   Initiative  (CHAI))1,  Regional  Certification  Committee  (RCC)2,  and  health  facilities3.    The  report  also  draws   on   observations   of   PMT   coordinated   feedback   sessions4   and   of   P4P   orientation   meetings   for   chairs   of   facilities  governing  committees  held  in  June  20125.   To   contain   costs   and   address   time   constraints,   round   two   process   monitoring   covered   a   sample   of   six   facilities  across  four  districts:  Kisarawe,  Bagamoyo,  Kibaha  Town  Council  and  Mkuranga.     The   selection   criteria   of   facilities   aimed   for   a   balanced   representation   from   each   of   the   four   districts,   facility   level   of   care   and   ownership,   and   was   determined   by   the   following   specific   issues   that   were   identified   during   round   one   data   collection   and   required   a   follow-‐up:   effects   of   potential   conflict   between   RCH   and   non-‐RCH   staff   regarding   criteria   used   for   bonus   payments;   effects   of   failure   to   qualify   for   cycle   one   payment   on   future   motivation   and   performance   of   health   workers;   effects   of   facility   management  styles  on  staff  motivation  and  job  performance;  and  management  and  use  of  P4P  bonus   money  at  facility  level.   Interviews   were   conducted   with   health   workers,   and   members   of   the   CHMTs,   the   RHMT/RCC   and   the   PMT.     The   interviews   were   conducted   in   two   phases:   between   April   and   July,   2012   and   October   and   November,  2012  in  all  four  sampled  districts.    Preliminary  analysis  of  data  collected  during  the  former   phase   was   carried   out   between   August   and   September,   2012.   Together   with   information   obtained   from   a   group   meeting   that   was   carried   out   with   RHMT   members   in   September   2012,   these   preliminary   findings  helped  identify  gap  areas  that  required  a  follow-‐up  in  the  second  phase  of  data  collection.   Altogether,  as  shown  in  Table  1  below,  a  total  of  19  in-‐depth  interviews,  nine  unstructured  interviews,   six   FGDs   and   three   group   interviews   were   carried   out.     The   two   phases   of   data   collection   are   hereon   collectively  referred  to  as  process  round  two.      



                                                                                                            1



 Documents  reviewed  include:  reports  on  P4P  targets  achievement  results,  presentations  made  in  different  meetings,  letters   and  correspondences  with  different  partners   2



 Documents  reviewed  include  minutes  of  RCC  meetings  



3



 Documents  reviewed  include:  visitors’  registration  books,  letters  and  correspondences,  minutes  of  different  meetings,  score   cards  and  reports  on  bonus  distribution  at  the  facility  level   4



 PMT  organized  feedback  of  each  facility’s  performance  and  achievements  during  the  third  P4P  payment  cycles.  During  these   meetings  facility  representatives  get  an  opportunity  to  share  innovative  actions  and  challenges  reported  their  colleagues.   5



 At  the  end  of  June,  2012  process  monitoring  team  attended  PMT  organized  orientation  meetings  for  chairs  of  HFGCs  in   Bagamoyo,  Kibaha  (for  both  Kibaha  rural  and  urban),  Kisarawe  and  Mkuranga  
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Table  1:  Overview  of  sample  of  interviewees  for  Round  2  of  data  collection   Interview  method  



Interviewee  type  



Individual   in-‐ All  interviews   Depth   Interviews   Health  workers   (IDIs)    



Number   of   interviews/discussion   19   5  



Facilities  in-‐charge   7   CHMT  members   Individual   unstructured   Interviews  



7  



All   individual   9   unstructured   interviews   Health  workers  



1  



Facility  in-‐charges  



2  



Facility   administrator  



1  



CHMT  members  



1  



PMT    



4  



Focus   Group   All  discussions   Discussions   Health  workers  



6   3  



CHMT   (involved   3   between   7   and   10   participants)6   Group  Interviews  7   HFGC   (involved   2   between   4   and   5   participants)    



RHMT   (involved   5   1   participants)  



 



                                                                                                            6



 At  the  CHMT  level,  the  DMO  was  excluded  from  the  FGDs,  so  that  his/her  subordinates  could  freely  express  themselves.  



7



 For  sake  of  simplicity,  from  hereon,  these  are  also  referred  to  as  FGDs.  
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Some   of   the   questions   asked   of   district   managers   and  health   workers   at   facility   level  included   the   status   of  payment  at  facility  level  (timeliness,  transparency  in  distribution,  satisfaction,  use  of  bonus  sums  at   facility  level);  frequency  and  quality  of  supportive  supervision;  verification  procedures;  the  role  of  HFGCs   in   the   implementation   process;   and   consequences   of   P4P   implementation   process   (intended/   unintended).   Individual   in-‐depth   interviews   and   focus   group   discussions   were   conducted   by   two   trained   social   scientists  working  in  pairs  (interviewer  and  note-‐taker).  Another  research  assistant  was  responsible  for   doing  observations  during  the  FDGs  and  transcribing  all  interviews.     Data  management  and  analysis  methods   The   IDIs   and   FGDs   were   recorded   using   digital   recorders   which   were   first   transcribed   and   then   translated   from   Kiswahili   into   English.   The   translated   data   were   imported   into   NVivo   9   and   analysed   using  thematic  content  analysis.     The  analysis  was  based  on  the  following  three  broad  themes  of  context,  acceptability  and  progress:     Context:   supervision;   shortage;   structural   issues;   community   issues;   education   and   training;   politics,  culture  and  religion;  and  other  projects  in  the  area   • Acceptability:   motivation   and   team   work;   awareness;   acceptability   and   commitment;   and   accountability   • Progress:  transparency  feedback,  innovative  actions  and  health  care  users     This   coding   structure   is   similar   to   the   analytical   framework   used   in   round   one   data   analysis,   though   adjusted  to  the  content  of  the  new  dataset8.     The   validation   of   findings   was   achieved   by   triangulating   data   across   respondent   groups   -‐   health   workers   at   the   facility   levels,   HFGC   members   and   managers   at   the   district   and   regional   levels;   and   further   confirmed  by  documentary  evidence,  where  possible.         •



Analyses   were   undertaken   on   an   on-‐going   basis   during   the   second   round   of   process   monitoring,   as   transcripts  and  other  information  from  the  study  sites  became  available.     The  aim  was  to  assess  the  implementation  process  and  its  context  and  if  certain  features  of  the  pilot  had   improved   over   time,   and   whether   ongoing   changes   of   specific   components   of   the   scheme   were   effectively  communicated  with  stakeholders  and  implemented  at  the  facility  level.        



                                                                                                            8



 



 Identifying  the  main  content  following  a  review  of  six  transcripts  of  the  new  dataset  
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3. Round  Two  –  Status  of  P4P  implementation   This  chapter  presents  findings  on  the  progress  of  the  implementation  of  the  P4P  pilot  based  on  Round   two  of  process  data  collection.  Sub-‐chapter  3.1  provides  an  overview  of  the  performance  of  managers  at   national,   regional   and   district   levels   in   the   implementation   process   of   P4P,   and   the   extent   to   which   they   are   able   to   meet   their   management   roles   and   responsibilities.   The   formal   involvement   of   the   HFGC   in   the  P4P  implementation  process  and  the  extent  to  which  members  are  able  to  undertake  their  expected   responsibilities   is   examined   in   sub-‐chapter   3.2.     Sub-‐chapter   3.3   looks   into   how   on-‐going   changes   to   indicators   and   targets,   and   the   HMIS   forms,   have   been   received   at   the   health   facility   level.     Sub-‐chapter   3.4   reviews   the   bonus   payment   system   at   the   primary   health   care   level   and   the   extent   to   which   the   use   of   scorecards   has   facilitated   transparency   in   the   distribution,   use   and   management   of   bonus   sums   at   facility   level   The   implications   of   systemic   constraints   in   the   health   sector   on   the   implementation   and   performance   for   facilities   is   addressed   in   sub-‐chapter   3.4.   And   the   use   of   cost-‐sharing   funds   towards   addressing  some  of  these  systemic  constraints  and  facilitating  the  performance  of  a  facility  is  considered   in   sub-‐chapter   3.5.   Chapter   Four   presents   two   cases   studies   to   better   understand   the   working   dynamics   within  a  facility:  one  exploring  the  implementation  of  the  P4P  pilot  in  the  context  of  a  faith-‐based  health   care  facility;  and  the  other  exploring  constraints  of  a  poorly  performing  facility.  Collectively,  this  report   tries  to  provide  further  insight  into  the  P4P  implementation  process,  if  it  is  being  rolled  out  as  envisaged,   and   its   potential   in   motivating   health   workers   towards   providing   improved   quality   of   RCH   care   and   services.   Every   sub-‐chapter   starts   with   a   summary   key   findings   based   on   information   obtained   from   the   interviewees   –   health   workers   and   managers   at   various   levels   of   the   system;   and   emerging   concerns   from   the   perspective   of   the   process   monitoring   researchers.   This   is   followed   by   the   more   in-‐depth   findings.     The  P4P  design  was  modified  during  this  round  of  data  collection.  Appendix  1  provides  a  brief  overview   of  changes  to  date.      



3.1  Performance  of  managers  at  national,  regional  and  district  levels   Key  Findings:   Working   relations   between   supervisors   and   their   support   receivers   has   generally   become   more   supportive.   Level   of   support   from   PMT   and   RHMT   has   increased,   especially   to   the   CHMTs;   and   it   is   perceived   to   be  of  improved  quality.   CHMT  supervision  varies,  depending  on  the  level  of  care.  Compared  to  staff  at  health   centres  and   dispensaries,   those   at   district   hospitals   have   a   closer   and   more   informal   working   relationship   with   the   CHMT   members,   resulting   in   a   “buddy-‐like”   supervision   at   the   hospital   level   (contrary   to   the   required  formal  supportive  supervision  according  to  guidelines);  this  is  not  always  very  effective.   The  quality  of  CHMT  supervision  appears  to  have  improved,  but  it  seems  to  be  mainly  limited  to  P4P   activities.  
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Availability  of  adequate  and  timely  resources  at  council  level,  is  one  of  the  main  problems  affecting   the  CHMTs  effective  supportive  supervision.     Emerging  Concerns:   A  delay  in  flow  of  resources  to  the  regional  and  council  level  has  implications  for  managers  to  follow   up  on  their  responsibilities.   The   capacity   of   the   RHMT   and   CHMTs   to   provide  supportive   supervision   to   their   respective   councils   and   facilities,   and   of   the   PMT   to   implement   activities   according   to   Plan,   must   be   ensured   before   the   potential   national   roll-‐out   of   the   Pilot;   and   simultaneously   plan   the   gradual   phase   out   of   the   significant   technical   and   financial   support   they   are   receiving   from   the   PMT   and   the   implementing   partners.     The  dangers  of  a  targeted  approach  and  increasing  attention  being  paid  to  P4P  related  activities  at   regional,   council   and   facility   levels,   to   the   detriment   of   neglecting   other   equally   important   priorities   and  essential  services  at  all  levels  of  the  system.         This   sub-‐chapter   presents   findings   on   how   health   system   managers   at   national,   regional   and   district   levels  are  performing  in  the  implementation  process  of  P4P  pilot;  an  assessment  of  the  extent  to  which   they  manage  to  fulfil  their  expected  roles.  Special  attention  is  paid  to  the  fidelity  of  P4P  implementation   to   design   and   factors   that   either   facilitate   or   hinder   its   implementation   at   different   levels   of   the   system.   The  aim  is  to  better  understand  the  degree  of  stewardship  of  system  managers  and  how  this  impacts  on   the  implementation  process.   Consistent   supportive   supervision   from   the   RHMT9   to   their   CHMTs10,   and   from   the   CHMTs   to   the   facility   health   workers   in   their   respective   districts   is   central   to   the   effective   implementation   of   P4P   in   the   Region.     According  to  Pwani  P4P  pilot  design,  the  RHMT  is  responsible  for:  supporting  and  ensuring  the  quality  of   training  to  the  CHMTs;  advising  and  overseeing  the  process  of  signing  performance  agreements  with  the   District   Executive   Director   (DED)   and   P4P   contracts   with   qualifying   health   facilities;   overseeing   the   overall  implementation  of  the  P4P  scheme  with  support  from  the  PMT;  and  providing  feedback  on  the   health   status   of   the   district   population   to   the   CHMTs   by   developing   annual   and   semi-‐annual   health  



                                                                                                            9



Composition  of  RHMT  core:  Regional  Medical  Officer,  Regional  Health  Officer,  Regional  Nursing  Officer,  Regional  Pharmacist,   Regional  Dental  Officer,  Regional  Social  Welfare  Officer,  Regional  Laboratory  Technologist  and  Regional  Health  Secretary.   Additional  co-‐opted  members:  Regional  Reproductive  and  Child  Health  Coordinator,  Regional  AIDS  Coordinator,  Regional  Cold   Chain  Officer,  Regional  Monitoring  and  Evaluation  Officer,  Nutrition  Officer,  Health  Education  Officer  and  Community   Mobilization  Officer.   10



CHMT  composed  of:  District  Medical  Officer,  District  Health  Secretary,  District  Nursing  Officer,  District  Health  Officer,  District   Pharmacist,  District  Medical  Laboratory  Technologist  and  District  Dental  Surgeon.  
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profile   reports     based   on   the   quarterly   performance   reports   submitted   by   the   CHMTs   (MoHSW   2011,   2012)   Information   collected   from   the   RHMT   members   suggests   that   the   team   possesses   a   reasonably   good   understanding  of  their  expected  roles  in  the  implementation  of  the  P4P  pilot.  Available  evidence  from   group   interviews   conducted   with   RHMT   members   in   early   September   2012   indicates   that   in   principle,   the  RHMT  has  adequate  resources  to  allow  them  to  follow  up  on  their  responsibilities  according  to  their   annual   plans.   However,   there   are   times   when   the   RHMT   is   constrained   by   delays   in   disbursement   of   funds  from  the  national  level,  and  this  can  impact  negatively  on  their  responsibilities,  unless  they  receive   added  support  from  the  PMT.  For  instance,  the  RHMT  reportedly  failed  to  carry  out  data  verification  in   the  early  part  of  the  fourth  cycle  of  payment  (July  to  December  2012),  due  to  delays  in  Basket  Funds.   “The   RHMT   has   adequate   financial   and   technical   capacity;   and   transport   needed   in   implementing  supervision  and  data  verification  activities.  The  only  problem  is  when  funds   [from   the   government]   are   not   disbursed   on   time.   For   instance,   from   July   to   date   [November   2012]   we   could   not   do   any   data   validation   because   of   delays   in   the   Basket   Funds  that  have  not  been  released  throughout  the  country;  and  these  funds  are  essential   for  supportive  supervision  activities.”   FGD  with  RHMT  members,  November  2012     Regarding   delays   in   Basket   Funds,   available   information   from   the   Health   Basket   Fund   Coordinator   suggests  that  the  lateness  in  donor  disbursement  of  these  Funds  is  because  the  Government  of  Tanzania   (GoT)   failed   to   meet   the   basic   triggers   for   disbursement   as   contained   in   the   Basket   Memorandum   of   Understanding.  These  triggers  basically  represent  key  documents  which  GoT  is  committed  to  preparing   as  part  of  basic  good  management  of  public  funds.   “……the  existing  requirements  are  considered  most  basic  and  essential  for  assurance  that  the   funds  are  used  for  health  service  provision.  The  Basket  Partners  always  want  to  give  priority  to   prompt  disbursement  for  the  districts.  And  flexibility  is  required  at  times  -‐  where  there  has   been  a  reasonable  effort  to  prepare  the  documents,  drafts  or  incomplete  documents  have   been  accepted.  Unfortunately,  minor  correction  to  critical  and  essential  information  (such  the   funds  balances  for  the  year  ending  2010/11)  can  take  months  to  be  resolved  by  MoHSW….”     Health  Basket  Fund  Coordinator  for  the  Basket  Partners,  December,  2012.       Observations   made   during   field   visits   indicate   that   the   CHMTs   and   health   facilities   are   appreciative   of   the  considerable  managerial  work  undertaken  by  the  RHMT,  as  well  as  their  consistent  support,  in-‐terms   of   supervision   and   data   validation.11   Supervision   visits   undertaken   by   the   RHMT   to   the   CHMTs   and  
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 PMO-‐RALG,  Pwani  RC  Office,  letter  to  the  PMT  ref:  request  for  funds  for  supporting  data  validation  exercise  for  updating  the   nd DHIS  data  set  for  P4P  2  cycle  payments.    
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selected   facilities,   especially   the   district   hospitals,   were   reportedly   conducted   at   least   once   every   six   months   (once   per   P4P   payment   cycle).   Health   managers   and   health   workers   from   all   the   CHMTs   and   facilities  visited  confirmed  that  the  RHMT  had  been  very  helpful  and  supportive,  such  as  encouraging  the   district   to   identify   solutions   to   improve   performance,   assisting   with   transport   and   sharing   information   across  districts.  However,  the  CHMT  members  are  not  always  too  happy  with  the  timing  of  the  RHMT   visits,   which   is   sometimes   out   of   office   hours,   though   usually   after   they   have   already   visited   several   facilities  or  places.     “RHMT   members   have   been   very   helpful   to   us;   the   way   they   are   putting   pressure   on   us   although  sometimes  we  get  tired  because  they  may  visit  us  during  the  evening  hours;  but   in  fact  they  have  been  very  helpful  …  now  they  [RHMT]  usually  come  to  explain  to  us  if   they  have  found  something  they  think  we  need  to  change.  …  when  they  found  that  we  did   not  perform  well  on  vaccination  they  came,  sat  down  to  talk  to  us  and  we  realized  that   we  had  to    come  up  with  strategies  to  improve  the  situation.”   IDI  with  CHMT  member,  July  2012   “For  us,  they  [RHMT]  are  of  great  help.  We  don’t  have  a  car  here  but  they  come  with  their   car  and  they  take  two  or  three  people  for  supervision.  Without  them  most  health   centres   could  not  have  been  visited  at  all…  they  told  us  what  our  colleagues  from  [another  district   named]  have  done  to  meet  their  targets  because  initially  they  were  just  like  us;  also  they   help  us  to  deal  with  various  problems.”   IDI  with  CHMT  member,  July  2012       Some   CHMT   members   did   express   their   concerns   regarding   the   capability   of   RHMT   members   to   support   and   provide   the   required   technical   assistance   to   CHMT   members   who   may   occasionally   be   more   experienced  and  knowledgeable  than  their  supervisors.   “…the  regional  level  supervisors  should  come  at  the  district  level  with  good  knowledge  …   It   does   not   necessarily   mean   that   the   person   should   have   a   PhD   but   the   person   should   be   well   informed   about   the   topic   [s/he   is   supervising].   …   Focal   person   from   the   RHMT   …   should  have  a  good  understanding  …  to  a  higher  level  than  the  district  person  and  be  able   to   instruct   the   district   level   staff   instead   of   her/him   coming   here   and   having   so   low   an   understanding   of   the   topic   that   the   district   level   staff   have   to   start   instructing   the   regional  level  staff.  …this  is  not  really  supportive  supervision.”     IDI  with  CHMT  member,  July  2012     Overall,   available   evidence   points   to   a   committed   RHMT   that   has   managed   to   carry   out   most   of   its   responsibilities,  despite  some  constraints.  However,  it  remains  to  be  seen  if  the  RHMT  can  continue  to   be  committed,  able  and  motivated  in  the  absence  of  the  additional  support  they  at  times  receive  from   the   PMT   in   order   to   make   sure   that   the   Pilot   is   successfully   implemented,   especially   when   faced   with   delays  in  disbursement  from  the  national  level.    
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Opinions  differed  regarding  the  capacity  of  the  CHMTs  in  the  implementation  of  their  ‘P4P’  roles  which   includes:  supporting  all  facilities  in  their  district  to  gain  a  better  understanding  of  the  P4P  scheme  and   improving   health   workers’   knowledge   and   skills   to   achieve   their   targets;   formalizing   performance   agreements   with   the   facilities;   recording,   monitoring   and   conducting   spot   checks   as   part   of   data   validation;   supporting   facilities   to   address   shortages   of   equipment,   staff   and   drugs   and   supplies;   signing   performance   agreement   with   the   DED;   and   preparing   and   submitting   quarterly   CHMT   performance   reports  to  the  RHMT  (MoHSW  2007,  MoHSW  2011,  2012).   Information   collected   through   individual   interviews   with   health   facility   in-‐charges   indicates   that   there   have   been   some   improvements   in   the   frequency   and   quality   of   supportive   supervision,   from   both   the   CHMTs  and  the  RHMT.  However,  this  is  contrary  to  information  collected  through   separate  FGDs  with   health   workers   and   CHMT   members   which   suggests   that   the   latter   have   been   heavily   resource   constrained,  and  hence  failed  to  implement  their  roles  effectively.     Between   April   and   July   2012,   health   facility   in-‐charges,   especially   from   the   primary   health   care   facilities,   reported   more   frequent   supportive   and   respectful   supervision   visits   by   the   CHMT   members   to   their   facilities,   and   of   improved   quality.   The   approach   has   changed:   CHMTs   used   a   checklist,   they   were   listening  to  the  health  workers  and  giving  them  contacts  to  facilitate  communication.      “There   are   changes.   These   days,   they   [the   CHMT   members]   come   with   a   checklist.   It   is   not   like   in   the   previous   days   [P4P   Cycle   1   and   Cycle   2]   where   they   used   to   be   the   real   bosses;  they  were  not  listening,  but  rather  directing  you  on  what  to  do;  if  we  saw  them   coming  we  would  get  worried.  But  nowadays  when  they  come  you  discuss  with  them,  and   they  may  even  ask  if  there  is  any  staff  [member]  who  has  a  problem.  Also  staff  [members]   get   an   opportunity   to   ask   questions   on   issues   related   to   their   salaries…Yes,   CHMT   members   have   become   helpful   to   us;   you   can   sit   and   discuss   with   them.   The   DMO   may   even   give   you   his   contact,   and   if   you   have   any   problem   you   may   contact   him.   Earlier   [before   P4P],   it   was   not   possible   for   the   DMO   to   give   his   contact   to   staff,   especially   we   people  from  the  villages.“    IDI  with  Health  facility  In-‐charge,  April  2012     At   times,   the   CHMTs   been   accompanied   and   assisted   in   their   activities,   in   particular   during   data   validation,  by  representatives  from  either  the  RHMT  or  the  PMT  (especially  CHAI).  Information  from   the   visitors’   register   book   indicates   that   most   of   these   supervisory   visits   involved   between   one   and   three  people.   ”…  there  are  changes  because  every  time  we  do  our  data  validation  we  [the  CHMT]  are   being   accompanied   by   the   regional   team,   we   work   together;   they   guide   us   along   everything  that  we  do.  Sometimes  if  we  tell  them  [the  RHMT]  that  we  are  in  between  so   many   things   they   come   down   to   help   us   where   we   can   allocate   different   facilities   for   different  teams..”   IDI  with  CHMT  member,  July  2012      
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As   with   the   RHMT,   there   is   some   concern   of   the   CHMT’s   ability   to   provide   supportive   supervision   without  the  PMTs  assistance      (directly  and  indirectly  via  the  RHMT).  Information  from  FGDs  conducted   with   CHMT   members   in   October   and   November   2012   suggests   that   CHMTs   had   many   competing   priorities,  were  financially  constrained  and  lacked  adequate  transport  facilities,  and  this  can  hinder  their   supportive  supervision  efforts.     “[Routine]   supportive   supervision   is   not   done   as   it   is   supposed   to   be,   because   we   have   transport  problems.  We  have  one  car  and  it  is  used  for  many  activities.  You  may  plan  to   go   for   supervision   but   in   the   end   you   realize   that   the   only   car   has   been   assigned   to   be   used  for  a  different  activity...”   FGD  with  CHMT  members,  November  2012     Information  from  FGDs  with  CHMT  members  in  this  one  district  also  suggests  that  resource  constraints   amidst   competing   priorities   at   the   Council   level   can   result   in   a   conflicting   situation   between   various   stakeholders–  the  RCC,  the  DED  and  the  different  departments  within  the  district.  And  CHMT  members   may  have  difficulties  in  seeing  through  with  all  their  responsibilities,  whether  they  are  linked  to  P4P  or   otherwise.  In  this  particular  district,  available  information  from  FGDs  with  CHMT  members  indicates  that   the  CHMT  reportedly  failed  to  undertake  data  verification  because  the  DED  had  assigned  the  only  CHMT   car   to   another   department   [and   this   may   well   be   for   good   reasons],   but   had   to   release   it   back   to   the   CHMT   after   receiving   a   memo   from   the   RAS12   requesting   him/her   to   do   so,   a   copy   of   which   was   also   delivered  to  the  DMO13.       “Here  we  have  two  main  challenges:  one,  we  have  been  lacking  fuel  and  two,  our  [only]   car  is  under  the  control  of  the  District  Executive  Director  (DED);  our  department  might  not   be  able  to  implement  its  activities  because  the  car  might  be  in  use  by  other  departments   at  the  council  level”   FGD  with  CHMT  members,  October  2012     It  is  worth  making  a  note  of  some  related  events  that  might  help  or  further  hinder  the  CHMT  members   in   this   particular   district   in   following   up   on   some   of   their   responsibilities.   The   CHMT   department   was   able  to  re-‐open  its  Drug  Revolving  Fund  (DRF)  account14  which  they  can  presumably  use  for  P4P  related   activities.   The   DRF   at   the   CHMT   level   may   facilitate   their   support   towards   ensuring   the   availability   of   essential   drugs   in   all   facilities   in   their   district.   However,   more   recently,   evidence   from   all   four   sample   districts   indicates   that   CHMTs   are   challenged   by   the   newer   updated   version   of   EPICOR,   a   financial  
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 The  RAS  is  the  chair  to  the  RCC  and  with  authoritative  powers  over  both  the  DMO  and  the  DED.  
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 It  was  reported  that  by  following  orders  from  the  DED,  the  DMO  was  not  adequately  involving  his  CHMT  team    



14



 The  account  was  closed  following  a  government  decision  to  reduce  the  number  of  accounts  available  at  the  council  level,  and   credit  all  funds  from  all  the  CHMT  departments  into  a  single  account  
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accountability   tool   that   has   been   linked   with   PlanRep215   for   use   by   the   CHMTs   for   planning,   implementing   and   reporting   the   Council   Comprehensive   Health   Plans   (CCHPs).   Reports   from   CHMT   members   suggest   that   this   updated   version   was   not   properly   piloted   before   its   implementation,   and   for   various  administrative  reasons  they  are  facing  difficulties  in  accessing  their  money.     All  CHMTs  are  reported  to  be  resource  constrained,  but  the  nature  and  magnitude  of  problems  related   to   their   supervisory   role   differs   from   one   district   to   the   other,   depending   on   the   coping   strategies   adopted   by   the   respective   CHMTs.   For   instance   both   Bagamoyo   and   Mkuranga   CHMTs   had   fixed   monthly   schedules   to   collect   Health   Management   Information   System   (HMIS)   data   from   their   health   facilities.   Bagamoyo   CHMT   members   decided   to   go   ahead   with   their   supervision   visits   without   being   paid   their   field   subsistence   allowances,   hoping   that   they   would   be   reimbursed   when   the   Council   receives  its  money.     The  CHMTs  do  try  to  touch  base  with  the  facilities  once  a  month,  usually  limited  to  collecting  the  HMIS   reports.   “The   focus   of   monthly   supervision   is   to   collect   monthly   reports   which   helps   us   to   understand   the   situation   [status   of   service   provision   in   the   facility],   as   well   as   conduct   some  managerial  supervision;  this  supervision  does  not  go  very  deep;  it  is  just  done  to  get   to  know  what  takes  place  in  these  facilities...”   FGD  with  CHMT  members,  October  2012     The   CHMTs   in   all   four   sample   districts   -‐   Bagamoyo,   Kibaha   town,   Kisarawe   and   Mkuranga,   have   been   striving   to   conduct   quarterly   supervision   visits.   According   to   information   obtained   from   FGDs   with   health   workers,   the   focus   of   these   visits   has   been   mainly   on   data   verification   and   to   ensure   that   RCH   services  are  delivered.  Other  activities  reportedly  undertaken  during  these  visits  included  an  assessment   of  facility  infrastructure,  tools,  medical  equipment  and  supplies.  For  CHMT  visits  immediately  following   P4P  bonus  payments,  attention  is  also  paid  towards  verifying  the  process  of  distribution  and  use  of  P4P   bonus  payments.      “..in     my     view,   when     they   [CHMT]     come     for   supervision     and   as     my   colleagues   contributed,     they    just    check    drugs  and    how  they  are  used;  in  principle    they  check  on    how  money  was     spent,  and  for  those    staff  who    were  supposed    to    be  paid,    how  were  they    paid.  They      also   check  how  P4P  money  was  distributed,  and  if  staff  signed  when    collecting  money.  These  are   the  things  they  check.  The  other  thing  they  do  before  they  bring  money  is  they  send  a  form  [   the  score  card];    it  is  like  a  certificate  which  describes  your  performance,  and  how  much  you   should  be  given,  and  25%  is  for  facility.  In  general  this      is  what  they  do;  this  is  what  I  know.”   FGD  with  health  workers,  October  2012      
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 EPICOR  is  the  accountancy  software  used  for  the  Government  of  Tanzania’s  Integrated  Financial  Management  System  (IFMS),   for   use   at   the   council   level.   PlanRep2   is   the   Microsoft   planning   and   reporting   database,   go   be   used   by   the   local   governments   in   preparing  their  annual  council  comprehensive  health  plans  (CCHPs)  and  budgeting  (www.pmoralg.go.tz).  
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Health  workers    have  consistently  expressed  their  need  for  more  systematic  feedback    that  would  help   them  improve  their  performance.     “Activities   done   during     supervision     are   the   same   but   what   they       could     do     is   to   send     us   feedback;   this   could     help     us;   we     could     sit   and     discuss   it;   …..some   staff   [health   workers]   might    be  absent  during    the    supervision    process  but  if  there  is  feedback  they  can  use  is  to   learn  which    areas    they  need  to  correct  themselves  …  I    think    this  can  help”   FGD  with  health  workers,  October  2012       Further,   as   with   the   CHMTs,   health   workers   are   also   complaining   of   ‘inconvenient’   supervision   visits,   often   out   of   formal   working   hours,   during   late   evenings   or   the   weekends,   though   as   noted   in   a   later   section,  this  may  well  be  because  most  if  not  all  of  the  CHMT  members  are  working  at  the  hospital.  Also,   CHMTs   often   end   up   having   to   squeeze   in   several   supervision   visits   in   a   short   period   of   time   and   this   results  in  late  visits  to  some  of  the  facilities.       “The  other  challenge  which  is  not  good  is  about  the  time  of  the  supervisors  visit  to    our  facility.   Most   of   the   time   they   [CHMT]   don’t   come   during   working   hours;   they   may   come   either   on   Saturday  or  Sunday.  Imagine  you  come  to  work  in  the  morning  and  your  supervisors  come  in   the  evening  which  means  you  have  to  stay  at  the  work  place  till  night  waiting  for  them  to  do   verification.   I   would   suggest   that   let   them   come   early   during   working   hours……   for   example   the  last  [CHMT]  supervision  went  from  around  9pm  to  midnight...  Even  if  we  had  a  problem  at   home  they  wouldn’t  have  allowed  us  to  go  home;  they  would  get  very      angry  if  we  attempted   to   leave   the   facility;   they   even   used   bad   words.   ……   there   was   a   time   they   visited   here   around   8pm,  there  was  no  power  in  the  facility    and  we  had      to  get  lamps  from  home.  Even  when  they   came  for  spot  check  they  came  here  at  8pm.  It  is  better  when  they  come  in  working  hours.”   FGD  with  health  workers,  October,  2012     Thus,   overall,   while   there   have   been   reports   of   some   improvements   in   the   level   of   supportive   supervision   at   primary   health   facility   level,   most   of   these   visits   seem   to   focus   on   data   validation   and   the   distribution  and  use  of  bonus  sums,  and  less  on  overall  technical  support  which  in  turn  is  usually  related   to   helping   facilities   improve   their   P4P   performance.   There   is   a   real   danger   that   the   nature   of   performance  based  incentives  -‐  linked  to  RCH  only  -‐  might  lead  to  some  neglect  of  non-‐RCH  care.   Regarding   supportive   supervision   to   health   workers   at   the   hospital   level,   information   from   FGDs   with   health   workers   from   one   district   hospital   shows   that   RHMTs   visit   them   annually,   and   CHMT   visits   are   rare.   “I       have   never   seen   supportive   supervision   been   conducted   here.   ....   I   have   been   here   since   2009,   the   only   supportive   supervision  that  was   done  was   by   [an   NGO]   but   not   frequently.....   most   of       supportive   supervision     is   done     by     donors,   for   example   [name   of   NGO]   came   to       do       supportive   supervision     on   PMTCT,     care     and     treatment;     but   hospital     supervision   [by   CHMT]   is    very      rare;      the  matron    may    pass  here  once    per  year.  To  be  honest  we  haven’t  seen  the  
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CHMT.  RHMT  members  may  come  [to  the  hospital]  once  per  year.  …  I  think  it  is  just  because  of   laziness,   they   fear   to   receive   many   questions   on   constraints   and   shortage   of   drugs   and   of   other  things,  etc.”   FGD  with  health  workers,  October,  2012     Available  evidence  from  FGDs  with  CHMT  members  and  IDIs  with  the  hospital  In-‐Charge  in  one  district,   suggests   that   CHMTs   sometimes   failed   to   conduct   supportive   supervision   in   hospitals   located   within   their  office  compounds,  possibly  because  of  the  following  three  reasons.   One,  due  to  the  proximity  of  the  CHMT  offices  to  the  hospital  and  the  almost  daily  [informal]  interaction   with   hospital   level   health   workers   that   results   in   CHMT   members   often   forgetting   or   foregoing   their   formal   supervisory   role;   additionally,   there   are   instances   where   some   CHMT   members   are   part   of   the   hospital  staff  and  this  could  result  in  a  conflict  of  interest.    “I  think  it  is  because  of  the  closeness  of  the  district  hospital  to  the  CHMT  [offices],  which   makes   the   CHMT   [members]   to   provide   less   priority   to   the   hospital.   However,   now   they   [the   hospital   staff]   have   complained   and   we   have   planned   to   start   our   supportive   supervision  at  the  district  hospital.”   FGD  with  CHMT  members,  July  2012   “Supportive   supervision   from   the   district   to   the   hospital   does   not   happen   and   I   am   not   sure   why.   What   I   see   is   that   it   is   possibly   because   we   usually   stay   together   and   always   interact.  For  instance  the  DMO  is  always  present  in  our  morning  clinical  meetings  and  the   DMO   usually   accompanies   us   in   the   major   wards   …..and   if   there   are   problems   they   are   usually   discussed   in   front   of   them   [the   CHMTs].   However,   I   cannot   call   this   supportive   supervision   because   supportive   supervision   covers   many   things   and   not   just   discussing   patients’  problems.”   IDI  with  In-‐charge,  district  hospital,  July  2012   “We   as   a   CHMT   have   a   schedule   for   conducting   supportive   supervision   at   the   district   hospital,   but   the   fact   is   that   each   one   of   us   has   a   schedule   of   working   at   the   hospital   and   if  there  is  any  problem  we  solve  it  together  and  so  in  the  end  we  forget  to  do  a  thorough   supervision.”   FDG  with  CHMT  members,  November  2012     Two,   CHMT   members   are   at   times   thought   to   posses   limited   knowledge   and   understanding   of   issues   compared   to   health   workers   at   the   hospital   level   and   may   therefore   lack   the   capacity   to   provide   the   required   technical   support.   There   is   no   direct   evidence   to   support   this   statement,   except   for   earlier   information  from  CHMT  members  themselves  from  one  of  the  intervention  districts  (during  round  one   data   collection)     which   indicated   that   they   lacked   qualified   staff   and   most   of   their   existing   members   did   not  have  adequate  knowledge  to  enable  them  to  conduct  supportive  supervision.  
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“The  first  problem  is  the  shortage  of  health  workers  at  all  levels;  for  instance  at  the  CHMT   level   where   we   are   supposed   to   have   eight   core   members   who,   according   to   current   standards,   are   all   supposed   to   be   degree   holders   but   in   principle   we   only   have   two   CHMT   members   who   meet   the   qualification   …     The   consequence   of   lacking   proper   training   is   reflected   on   their   job   performance   because   due   to   low   technical   capacity   they   are   not   competent   during   the   implementation   of   their   roles,   they   always   depend   on   being   supported.”   FGD  with  CHMT  members,  February  2012     If  the  same  holds  for  other  sampled  districts  then  it  is  possible  that  some  CHMT  members  might  not  be   confident   enough   to   provide   supportive   supervision   to   staff   at   district   hospitals   for   fear   of   being   challenged   by   more   knowledgeable   health   workers.   If   this   is   the   case,   then   it   is   crucial  that   the   RHMT   is   technically  competent  and  as  expected,  able  to  “advise  and  provide  [frequent]    technical  backstopping”   to   the   CHMTs   (PMO-‐RALG   and   MoHSW   2008).   It   is   equally   critical   that   CHMT   capabilities   are   strengthened  so  that  they  can  adequately  and  confidently  fulfil  their  expected  roles.   Three,  it  is  plausible  that  CHMT  members  might  not  visit  the  hospitals  within  their  office  compound  as   they  will  not  receive  any  additional  allowances.   “I   think   they   believe   that   we   understand   everything   simply  because   we   are   close   to   them   or   because   we   are   located   very   close   to   them   then   they   know   that   they   will   not   be   able   to   get   paid  as  they  do  once  they  go  to  the  villages.”    



 



 



 



 



     FGD  with  health  workers,  October  2012  



  In   summary,   problems   encountered   at   the   CHMT   level   mirror   those   faced   by   the   RHMT,   except   that   CHMTs  appear  to  be  considerably  more  resource  constrained.  Clearly,  given  that  their  role  is  central  in   ensuring  appropriate  functioning  of  all  health  facilities  in  their  district,  it  is  critical  that  CHMTs  receive   appropriate   technical   backstopping   from   the   RHMTs,   and   that  their   capabilities   are   strengthened   in   this   respect.  It  is  also  worth  noting  that  the  Pilot  was  supposed  to  be  integrated  within  the  existing  Council   structure.   However,   it   appears   that   parallel   structure   are   coming   up   with   potentially   undue   priority   being   given   to   ‘P4P’   activities   at   the   CHMT   level   (such   as   releasing   the   ‘only’   car   for   P4P   activities,   a   focus  on  P4P  supervision  and  performance  targets  or  making  sure  that  RCH  drugs  are  in  stock),  as  well   as   at   the   facility   level.   Maybe   this   is   because   of   the   ‘anticipated’   bonus   payments,   but   potentially   to   the   detriment  of  other  equally  important  activities  that  need  to  be  carried  out  by  the  CHMT  as  a  whole,  or   the   comprehensive   primary   care   services   that   health   facilities   are   expected   to   be   providing   towards   universal  access  to  quality  health  care.        
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3.2  Health  Facility  Governing  Committee  (HFGC):  roles  and  responsibilities  in  the  P4P  pilot     Key  findings:    The   overall   envisaged   role   of   the   HFGC   is   extensive,   and   members   might   not   be   capable   of   fulfilling   all  their  responsibilities   Following   their   formal   orientation,   HFGC   members   are   gradually   engaging   themselves   in   the   P4P   implementation  process.   The   extent   to   which   HFGCs   are   able   to   meet   their   P4P   responsibilities   varies   from   one   facility   to   the   next,   depending   on   a   number   of   factors,   including   age,   literacy   skills,   well-‐informed   of   their   responsibilities,   and   the   feasibility   of   actively   involving   themselves   in   facility   level   decision   making   processes.   Sufficient  and  timely  training  of  HFGC  members  and  periodic  ‘feedback  sessions’  is  essential  if  the   Committee  is  to  meet  its  responsibilities;  and  also  to  understand  their  constraints  and  expectations.   HFGCs  for  faith-‐based  facilities  may  face  specific  constraints  in  undertaking  their  responsibilities.   Emerging  Concerns:   In  the  long  run,  the  HFGC  may  also  want  a  share  of  the  bonus  sums     HFGCs   may   eventually   end   up   focusing   solely   on   some   of   their   P4P   responsibilities   -‐   being   signatories  to  facility  bank  accounts,  resource  mobilisation  and  ensuring  appropriate  disbursement   of  bonus  payments.       This   sub-‐chapter   examines   the   overall   role   of   Health   Facility   Governing   Committees   (HFGCs),   and   specifically   with   respect   to   the   P4P   implementation   process,   and   in   the   process   reviews   some   of   the   challenges  committee  members  are  facing  in  fulfilling  their  P4P  responsibilities.   HFGC  roles  and  responsibilities   HFGCs  are  governing  bodies  and  to  this  extent  they  are  supposed  to  facilitate  the  smooth  running  of  the   facility  they  represent,  and  to  ensure  that  appropriate  mechanisms  are  in  place  towards  promoting  an   enabling  environment  for  the  suppliers  of  health  care,  as  well  as  promoting  quality  care  for  the  users.   Specifically,   members   of   the   HFGC   are   supposed   to:   receive,   discuss   and   approve   the   facility   annual   plans   and   budgets;   ensure   the   availability   of   drugs   and   equipment’s   in   the   facility;   identify   and   solicit   financial  resources  for  running  the  facility;  report  health  provider  employment  and  training  needs  to  the   district  council;  be  available  at  the  facility  and  liaise  with  facility  management  team  and  other  actors  to   ensure  the  delivery  of  quality  health  services;  and  to  assist  facility  management  teams  in  planning  and  
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managing   community   based   health   initiatives   within   its   catchment   area   in   the   context   of   the   Ward   Development  Committee  (WDC)  (MoHSW  2008).     With  the  implementation  of  the  P4P  pilot,  HFGC  members  are  expected  to  support  the  facility  to  meet   its  performance  targets.  Also,  committee  members  are  co-‐signatories  to  their  facility  bank  account  and   are   required   to   make   sure   that   P4P   bonus   payments   are  appropriately   disbursed   and   used   at   the   facility   level.       Additionally,   HFGCs   are   supposed   to   support   the   WDC   in   sensitising   the   community   to   join   the   Community  Health  Fund  (CHF).  Even  though  not  officially  stated  as  part  of  their  ‘resource  mobilisation’   duties,  HFGC  members  are  expected  to  advocate  for  the  implementation  of  the  CHF,  and  more  so  during   the   P4P   implementation   process.   Information   from   earlier   round   one   process   data   linked   the   establishment   of   one   HFGC   to   the   introduction   of   CHF   in   their   community;   HFGC   members   were   hurriedly  selected  by  the  village  government  council  (VGC)  on  behalf  of  the  community,  instead  of  being   elected  by  the  community  it  is  supposed  to  be  representing  and  as  per  HFGC  guidelines.      “A  letter  was  brought  that  we  were  supposed  to  form  a  committee  …this  was  done  due   to   the   introduction   of   the   CHF   so   members   were   supposed   to   be   identified   immediately   and   in   principle   we   were   supposed   to   be   selected   by   the   community   but   this   procedure   was   not   followed,   so   we   as   village   government   council   we   selected   members   on   behalf   of   the  community”.   FGD  with  HFGC  members,  February  2012     It  can  be  argued  that  the  envisaged  role  of  the  HFGC  is  extensive,  and  members  might  not  be  capable  of   fulfilling   all   these   roles.     According   to   the   HFGC   guidelines,   each   HFGC   is   expected   to   be   made   up   of   eight  to  ten  members,  and  as  summarised  in  Appendix  2,  its  composition  varies  depending  on  the  level   of  care  (URT  2001).  However,  these  guidelines  are  not  always  consistently  followed:  in  some  instances   the  membership  exceeds  the  proposed  numbers  and  the  criteria  for  their  selection  may  also  vary.     Overall,  FGDs  with  members  of  the  HFGCs  during  the  second  round  of  process  monitoring  reveals  that   two   out   of   the   three   HFGCs   were   somewhat   involved   in   planning   and   overseeing   the   management   of   their  facilities.  Only  one  had  some  information  regarding  facility  financial  resources.       Challenges  confronting  HFGCs   The   following   sections   indicate   that   the   extent   to   which   HFGCs   are   able   to   meet   their   P4P   responsibilities   varies   from   one   facility   to   the   next,   and   depends   on   a   number   of   factors,   including:   delayed   inclusion   and   orientation   of   the   HFGCs   in   supporting   the   implementation   of   the   Pilot;   misunderstandings  regarding  their  role  in  the  P4P  process  persist  post-‐orientation;  some  HFGCs  fail  to   hold   regular   meetings;   and   some   HFGCs   have   limited   involvement   in   facility   activities   and   decision   making  processes.  Even  when  well  informed,  HFGCs  do  not  always  have  the  authority  or  power  to  follow   up  on  all  of  their  responsibilities.   The   introduction   of   the   P4P   pilot   was   not   accompanied   with   a   formal   inclusion   of   the   HFGC   in   supporting   its   implementation   and   members   of   the   committee   seemed   to   have   limited   knowledge   of  
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their   P4P   roles   (IHI,   June   2012).   In   fact   when   asked,   the   only   mentioned   role   was   ‘approving   facility   payments  through  the  bank’  and  ‘overseeing  the  overall  management  of  the  facility’  (and  this  included   selecting  facility  watch  guards).       “When   we   were   selected   we   were   promised   that   we   would   be   given   training   but   until   now  none  of  us  has  been  trained  on  anything  to  enable  us  perform  our  duties  efficiently”   FGD  with  HFGC  members,  April  2012     In   May   2012,   the   HFGCs   underwent   a   formal   P4P   orientation   session   (coordinated   by   the   PMT).   Subsequently,   the   HFGC   members   became   more   aware   of   some   of   their   P4P   roles,   such   as   sensitising   women  in  the  community  for  facility-‐based  deliveries.     “…our   role   is   to   sensitize   women;   we   tell   them   about   a   right   place   for   health   care;   we   discourage   pregnant   women   to   deliver   at   home;   we   tell   them   the   disadvantage   of   delivering  at  homes;  if  you  deliver  at    home    you  can    get  a  problem  and    you  can’t  get     professional  care”.   FGD  with  HFGC  members,  July  2012       However,   results   of   a   quiz   give   to   HFGC   chairpersons   following   their   P4P   orientation   session   suggests   that  a  majority  of  them  scored  below  average  (less  than  50%).16  The  PMT  asserted  that  HFGCs  do  not  yet   have   an   adequate   understanding   of   the   Scheme   and   they   will   plan   for   ongoing   refresher   training   sessions  to  improve  their  knowledge  base  and  subsequent  performance.  These  feedback  sessions  also   revealed  some  of  the  challenges  encountered  by  HFGC  members,  including  lack  of  regular  meetings;  and   their   limited   involvement   in   facility   activities.   Process   round   two   observations   pertaining   to   one   HFGC   reveals  that  committee  members  had  difficulties  in  understanding  the   P4P  bonus  system,  and  were  not   even  aware  of  the  cash  balance  in  their  facility  bank  account,  even  though  two  members  accompanied   the  facility  in-‐charge  to  the  bank  to  withdraw  money.  Available  process  data  suggests  that  some  of  the   HFGCs   members   may   be   too   old   or   not   have   the   basic   literacy   skills   to   follow   up   on   their   specific   responsibilities.   For   instance,   during   a   P4P   orientation   workshop,   a   chairperson   of   one   of   the   committees  reportedly  failed  to  write  down  his/her  name,  contrary  to  HFGC  guidelines  which  requires   members   who   “can   read   and   write   in   Kiswahili   or   English”   (URT   2001).   HFGC   members   representing   the   faith-‐based   facility   have   limited   powers   and   are   still   struggling   with   performing   their   roles   and   responsibilities.    “Frankly  speaking  the  committee  is  capable  but  it  is  toothless  simply  because  things  are   done  at  the  top  level.  For  example  if  you  want  to  do  anything,  money  should  come  from   the  dioceses.  Therefore,  it  is  a  bit  difficult  the  way  I  see.  I  have  to  ask  the  director  on  these   issues  of  HFGC  members,  because  the  way  things  are,  the  committee  can’t  function.”     IDI  with  facility  in-‐charge,  Dispensary,  October  2012  
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 PMT  coordinated  cycle  three  feedback  sessions  in  Mkuranga  (November  2012)  
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  To   facilitate   HFGCs   involvement   as   active   participants   at   the   facility   level,   the   PMT   has   proposed   the   following  steps:  in  charges  to  hold  quarterly  or  emergency  meetings  which  should  be  minuted;  health   providers   to   involve   HFGC   members       in   the   planning   process   at   the   facility   level;   HFGCs   to   identify   community   needs   and   present   them   to   the   HFGC   meeting;   and   for   the   HFGC   to   work   on   their       responsibilities  (Cycle  3  feedback  session,  Mkuranga,  November  2012).    It  remains  to  be  seen  to  what   extent  these  recommendation  are  taken  on  board,  in  particular  by  the  faith  based  facilities  given  their   specific  constraints.     It  is  also  worth  noting  that  in  future  some  HFGC  members  may  eventually  expect  to  be  given  a  share  of   the   bonus   payment   in   return   for   following   up   on   their   P4P   roles   (further   confirmed   by   the   RHMT   in   September  2012  and  subsequently  reported  by  the  PMT).     In   short,   HFGCs   have   the   potential   to   serve   as   bridges   between   health   facilities   and   the   community.   However,   their   capacity   to   oversee   complicated   programs   and   give   advice   to   professionals   might   be   limited  based  on  the  fact  that  many  of  the  committee  members  have  limited  education  and  professional   experience.      



3.3  Indicators,  performance  targets  and  the  HMIS       Key  findings:   For  Pwani  region  as  a  whole,  most  of  the  indicators  have  shown  improvement  in  Cycle  3  compared   to  the  other  cycles;  results  for  death  audits  and  partogram  monitoring  were  not  encouraging.   Health   workers   and   most   of   the   CHMT   members   seem   to   be   motivated   and   are   proactively   implementing   strategies   to   help   them   achieve   their   P4P   targets.   A   number   of   demand   and   supply   side   factors   shape   a   facility’s   ability   to   meet   its   performance   targets:   systemic   constraints,   remoteness,   targets   set,   client   preference   of   better   equipped   facilities   and/or   home-‐based   deliveries.   The   HMIS   forms   have   been   updated   but   there   are   continued   challenges   including:   differences   in   implementation  by  districts;  limited  orientation  of  staff;  failure  of  new  forms  to  address  issues  with   old  forms  and  weak  communication.     Weak   communication:   information   regarding   new   and/revised   P4P   indicators   and   targets,   as   well   as   revised  HIMS  forms,  was  not  effectively  communicated  to  the  CHMTs  and  health  facilities  staff.   Emerging  concerns:   Some   reporting   confusion   persists   and   reporting   processes   need   to   be   simplified   and   streamlined,   with  clear  qualifying  criteria  for  ‘P4P’  facilities.    
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The   revision   and   introduction   of   the   new   HMIS   registration   forms   together   with   an   appropriate   software  must  be  administered  and  implemented  in  a  strategic  way  allowing  for  participation  with   good  communication.   The  revision  of  performance  targets  needs  to  consider  the  various  supply  and  demand  side  factors   that  are  beyond  the  facilities’  control  and  can  affect  their  performance.     Estimates  used  to  calculate  respective  catchment  population  sizes  are  often  inaccurate  and  need  to   be  revisited  as  these  estimates  are  used  for  setting  performance  targets.     Frequent  changes  of  the  P4P  design  leads  to  confusion  and  should  be  avoided.     This   sub-‐chapter   provides   an   overview   of   changes   to   indicators   and   targets,   and   the   HMIS   forms,   and   summarises   challenges   encountered   in   effecting   these   changes,   as   well   as   in   meeting   performance   targets.   Overview  of  changes  to  indicator  and  targets     Performance  indicators,  which  were  designed  to  accelerate  the  attainment  of  MDGs  4  and  5  by  focusing   on  RCH  services,  were  set  according  to  the  level  of  care.  According  to  the  original  P4P  design,  a  total  of   sixteen  indicators  were  supposed  to  be  introduced,  of  which  nine  were  applicable  for  dispensaries  and   health  centres,  ten  for  all  hospitals  and  up-‐graded  health  centres,  five  for  the  CHMTs  and  three  for  the   RHMT     (MoHSW,   201).   However,   as   detailed   in   the   first   process   report,   for   various   reasons   a   number   of   indicators   were   dropped   for   Cycle   1.   According   to   the   revised   Cycle   1   list,   facilities   were   assessed   for   eight  indicators,  CHMTs  for  two  indicators,  and  the  RHMT  for  only  one  performance  indicator  (IHI  June   2012).  During  Cycle  2,  three  additional  facility  level  indicators  were  added  back  to  the  revised  Cycle  1  list   of   P4P   indicators:   postnatal   attendance,   ANC   HIV   testing17   and   Couple   Year   of   Protection.   Following   recommendations  of  the  Advisory  Committee  (February  2012)18,  vaccine  targets  for  OPV0,  Measles  and   PENTA3   vaccine   were   set   at   90%,   in   line   with   national   targets,   irrespective   of   prior   performance.   Additional   CHMT/RHMT   supportive   supervision   indicators   were   supposed   to   be   introduced   (refer   to   Appendix  1).  19   Regarding   health   workers   perception   of   the   of   the   choice   of   facility   level   P4P   indicators,   reports   were   generally   consistent   with   information   noted   earlier   and   reported   in   the   first   process   report     -‐   health   workers  had  no  particular  objection  as  these  indicators  were  pretty  much  in  line  with  the  services  the   providers  are  offering  (IHI  June  2012).      
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Revised  from  the  original  indicator  that  was  based  on  the  number  of  HIV+  women  attending  the  ANC  and  who  receive  the   more  efficacious  PMTCT  regimen.   18



 Refer  to  first  process  report  (IHI,  June  2012,  p25)  
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 The  RHMT  is  supposed  to  perform  quarterly  supportive  supervision  visits  in  each  council  and  the  target  for  these  proposed   indicators  is  100%  coverage;  the  CHMT  is  also  expected  to  undertake  quarterly  supportive  supervision  visits  to  each  facility  and   the  target  set  for  this  indicator  is  100%,  (MoHSW,  2012).  
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Cycle  3  performance  against  targets     As   indicated   in   Figure   1   below,   for   Pwani   region   as   a   whole,   most   of   the   indicators   have   shown   improvement  in  Cycle  3  compared  to  the  other  Cycles.20  The  graph  masks  the  disparities  in  performance   of  CHMTs  and  facilities  between  and  within  districts.   Accordingly,  available  data  indicates  that  for  Pwani  region  as  a  whole,  payments  increased  from  53%  in   cycle   2   to   63%   in   cycle   3   of   the   maximum   available   (as   more   facilities   and   CHMTs   raised   their   indicators   above   the   half   payment   threshold).     Death   Audit   payments   was   completely   unearned   in   Cycle   3.21   Facilities  are  apparently  not  discussing  deaths  and  not  filling  Form  A;  and  they  are  not  sending  reports  to   their   CHMT   and   consequently   the   CHMTs/RHMTs   have   no   records.   Cycle   3   results   for   partogram   monitoring   were   also   not   very   encouraging.   Only   Tumbi   hospital   was   paid   for   this   indicator.   The   PMT   made   some   recommendations   during   the   feedback   session   for   improving   the   practice   of   partogram   monitoring  and  death  audits  in  the  P4P  participating  facilities.       Figure   1:   Performance   indicators,   Pwani   region:   baseline,   cycle   one,   two   and   three.   (Source:   CHAI-‐ Cycle  three  feedback  report,  November  2012)22   Average performance per Indicators Coverage -Pwani region (baseline, cycle one, two and three)
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 PMT  Presentation  on  Cycle  3  Results  of  P4P  Pilot  Progress,  Mkuranga,  November  2012   Death  Audit  in  Cycle  3  was  evaluated  for  completeness,  identification  of  factors,  and  appropriate  plan  of  action   22  Baseline  (January  2010-‐December  2010),  Cycle  1  (January  2011-‐June  2011),  Cycle2  (July  2011  –December  2011),  Cycle  3   (January  2012-‐June  2012)   21
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Recent  process  monitoring  observations  suggest  that  the  use  of  partograms  during  Cycle  4  appears  to   have  improved  and  are  reportedly  being  used  more  holistically  than  during  the  previous  Cycles.  Health   workers’   testimonies   during   round   two   indicates   some   improvements   at   a   couple   of   hospitals   after   relevant   staff   received   training   on   how   to   use   and   fill   in   the   partograms.   Health   workers   from   these   hospitals   are   reportedly   also   making   more   of   an   effort   to   make   good   use   of   the   partogram   and   they   have  been  meeting  every  morning  to  discuss  deaths  audits  and  partograms.   “In   maternity   ward,   when   we   send   a   report,   we   get   feedback.   For   example   in   the   partogram   form:   on   where   we   filled   well   and   where   we   didn’t   fill   well;   which   issues   we   have   not   included  at  all;  what  was  supposed  to  be  there;  and  so  we  meet  and  discuss  on  those  issues   as  a  department.”     FGD-‐Health  worker,  October  2012   “In   addition   we   have   also   strengthened   morning   clinical   meetings   where   we   have   presentations   of   reports   from   the   nurses   and   doctors   from   the   different   sections;   and   in   case   there   is   any   problem   we   discuss   it;   and   after   that   we   go   for   a   ward-‐round,   and   we   discuss   about   death   audits   and   partograms.   These   are   the   strategies   that   I   think   can   help   us   to   reduce  deaths.”   IDI  with  In  charge  in  a  district  hospital,  July  2012   A  review  of  Cycle  3  results  during  the  PMT  feedback  session  in  Mkuranga  (November  2012)  revealedthat   Cycle  3  P4P  list  included  some  ‘new’  facilities  which  had  not  performed  well.  The  PMT  was  somewhat   confused  on  the  status  of  these  facilities,  if  they  qualify  as  ‘P4P  facilities  ‘  and  whether  they  should  be   included  in  the  Cycle  3  list.  It  will  be  difficult  and  tedious  to  address  reporting  and  documentation  issues   on   a   larger   scale.   As   much   as   possible,   it   is   best   to   simplify   and   streamline   reporting   processes,   with   clear  qualifying  criteria  in  place.     Overview  of  ongoing  challenges  and  strategies  used  to  meet  targets.     As   reported   in   round   one   process   report   (IHI   June   2012),   there   is   some   dissatisfaction   regarding   the   process   of   target   setting.   Some   facilities   reported   that   targets   are   set   at   a   very   high   level   because   inaccurate  catchment  population  estimates  have  been  used  to  derive  their  targets,  and  despite  all  their   efforts,   they   fail   to   meet   the   required   performance   standards.   For   these   reasons,   one   facility   reportedly   scored  zero  in  both  Cycle  1  and  2.  Also,  remote  facilities  serving  scattered  populations  are  challenged  by   the  fact  that,  women  will  often  opt  for  the  facility  that  is  closest  to  their  home,  even  if  they  are  not  part   of  the  catchment  population.      “The  problem  I  see  in  the  catchment  population,  the  statisticians  have  divided  areas  and   each   facility   has   its   own   population  to  serve.  There  is  a  dispensary  which  is  called  Mtuli…   its   catchment   area   includes   Madaula,   and   many   patients   do   not   opt   to   go   to   that   dispensary  because  of  the  distance.  It  is  in  the  forest  and  the  road  is  very  rough;  that  is   why  people  opt  to  go  to  Chalinze  health  centre.  As  a  result  you  may  judge  that  person  is   not   performing,   while   the   performance   depends   on   the   size   of   the   population…….a   number  of  [the  facility]  patients  are  taken  by  Chalinze  health  centre’’   IDI  with  CHMT  member,  July  2012  



29    



  Furthermore,   there   is   a   tendency   for   patients   in   search   of   better   quality   of   care   to   bypass   lower   facilities,   and   this   results   in   some   primary   facilities   to   lose   their   catchment   clients.   Preference   to   use   TBAs  and  deliver  at  home  is  yet  another  obstacle  that  continues  to  affect  the  performance  of  the  health   workers.     As  noted  in  process  round  one  report  and  further  elaborated  in  sub-‐chapter  3.5,  some  facilities  remain   constrained  by  systemic  issues,  including  cold  storage  facilities  for  vaccines,  and  this  can  at  times  result   in   under-‐reporting   of   services   being   provided.     For   example,   St.Magdalena   dispensary   in   Mkuranga   offered  vaccine  services  but  because  the   facility  did  not  have  a  refrigerator,  they  used  the  vaccines  of  a   nearby   facility,   Vianzi   dispensary.   For   this   reason,   their   vaccine   coverage  was   included   in   Vianzi’s   report,   and   thus   St.   Magdalena   missed   out   on   their   vaccines   points.   Similar   problems   were   faced   by   another   two   /three   facilities   in   Mkuranga   district.   During   the   Mkuranga   feedback   session   in   (November   2012),   the  PMT  requested  the  CHMT  representative  to  make  sure  that  the  affected  facilities  get  their  money   back  after  deducting  the  relevant  amount  from  those  facilities  that  were  ‘overpaid’.     On  the  whole,  process  observations  in  the  sample  districts  indicate  that  changes  to  the  P4P  indicators   and   targets   have   not   been   well   communicated   with   the   affected   dispensaries,   health   centre   and   hospitals.   When   respondents   were   asked   if   they   were   aware   of   any   changes   to   the   P4P   design,   the   majority   claimed   they   were   not   informed   of   any   changes;   a   few   facilities   continued   to   use   the   old   ‘unrevised’  HMIS  forms  and  assumed  that  their  performance  is  being  assessed  as  before  (in  Cycle  1).     “I   haven’t   heard   about   any   new   changes;   maybe   the   information   came   out   when   I   was   not  present”   IDI  with  Hospital  Matron,  April  2012   “No  changes  have  been  done  to  P4P  indicators”     IDI  with  In  charge,  dispensary,  April  2012   “No,  I  am  not  informed  anything  about  new  revised  HMIS  or  indicators  ”   IDI  with  In  charge  at  dispensary,  October  2012   “..we   don’t   know   if   there   are   new   changes,   we   haven’t   being   informed,   there   are     phones.   CHAI  could  call  us  instead  of  passing  information  to  the  DMO’s  office”    FGD  with  heath  workers,  Health  Centre,  October  2012    “I   haven’t   heard   if   there   are   new   changes,   but   what   I   have   heard   is   that   there   is   a   difference  between  Non  RCH  and  RCH  staff  in  Kisarawe  hospital;  why  have  we  not  been   informed?”     FGD  with  health  workers,  Health  centre  October  2012    
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Health   workers   and   most   of   the   CHMT   members   seem   to   be   motivated   and   are   proactively   trying   to   come   up   with   potential   solutions   to   help   them   achieve   their   P4P   targets.   Information   from   health   workers   suggests   that   women   are   increasingly   cared   for   and   sensitized   to   seek   ANC   services.   Some   women  have  been  given  mosquito  nets  and  some  facilities  planned  to  reward  TBAs  with  TSh.  5,000  for   bringing  a  pregnant  woman  to  the  facility.  Other  facilities  were  also  planning  to  meet  up  with  the  village   leaders  and  request  their  assistance  to  sensitise  communities  to  the  P4P  scheme  and  the  usefulness  of   seeking  timely  facility-‐based  care.     “What   we   do   is   to   make   sure   vaccines   are   offered.   We   have   a   mobile   clinic   for   immunisations   which   is   offered   in   the   community;   it   is   done   well   because   staff   are   very   motivated  because  of  the  bonus  they  got.”     IDI  with  In  charge  in  a  HC,  April  2012   “Sometimes   we   offer   mosquito   nets   to   pregnant   women   -‐   we   get   mosquito   nets   from   our   donors  -‐  we  have  been  doing  this  to  motivate  pregnant  women  to  come  to  the  facility”   IDI  with  health  facility  In-‐Charge,  July  2012       Overview  of  the  HMIS  system     As  reported  in  the  first  process  report  that  while  health  workers  were  appreciative  of  the  revised  HMIS   system   that   was   introduced   in   July   2011,   they   had   some   concerns   and   recommendations   towards   improving   the   new   HMIS   forms   (IHI   June   2012).     Subsequently,   these   forms   were   revised   and   an   updated  version  was  reportedly  distributed  to  the  CHMTs  in  September  2012  (during  Cycle  4),  though   facilities  received  the  forms  at  different  times.     The   CHMTs   from   Bagamoyo,   Kisarawe   and   Mkuranga   had   reportedly   received   the   new   revised   HMIS   forms  from  the  MoHSW  in  September  2012  and  these  were  then  immediately  distributed  to  facilities  in   Bagamoyo  and  Mkuranga  districts.  The  CHMT  in  Kisarawe  district  however,  decided  not  to  distribute  the   forms  to  the  facilities  till  January  2013  in  order  to  ‘ensure  consistency  in  data  recorded  during  the  fourth   cycle   of   P4P   implementation’.   However,   recent   process   researchers’   visits   show   that   a   facility   in   Bagamoyo  was  still  using  the  unrevised  version  and  the  In-‐Charge  was  not  aware  of  the  updated  version.   Another  facility  in  Mkuranga  was  using  the  updated  version,  but  health  workers  were  taken  by  surprise   as  they  had  not  been  pre-‐informed  that  they  will  be  receiving  a  revised  version  of  the  HMIS  form  and   further  had  not  been  oriented  to  the  changes  made.     Moreover,  the  distribution  and  use  of  the  updated  HMIS  forms  was  done  haphazardly  –  in  one  district   for  example,  the  forms  were  delivered  to  the  facility  but  the  facility  in-‐charges  were  not  informed  that   these  were  the  updated  version  of  2011  HMIS  forms.  As  a  result,  process  monitoring  researchers  noted   that  out  patient  department  (OPD)  staff  in  the  district  hospital  were  using  the  new  updated  HMIS  forms,   while  the  RCH  staff  were  using  the  old,  unrevised  2011  HMIS  forms  and  were  not  aware  of  the  revised   versions.     Also,   available   information   from   some   of   the   health   workers   indicated   that   the   ‘updated’   revisions   have   failed  to  address  all  the  weaknesses  of  the  2011  HMIS  forms.    
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“The   bad   thing   is   that   they   [MoHSW]   have   changed   the   HMIS   forms,   they   have   already   printed  these  out  and  yet  there  are  things  which  are  forgotten  in  the  [updated]  forms.”       FGD  with  CHMT  members,  October  2012     According  to  health  workers  interviewed,  in  order  to  accommodate  the  recording  of  some  information,   a   lot   of   data   has   been   squeezed   into   a   set   space   using   small   fonts   size,   all   too   congested   and   quite   difficult  for  health  workers  to  read  and  accurately  record  relevant  information.     “We  communicated  with  the  Ministry  of  Health  even  this  morning  and  we  told  them  about   those   errors   [congested   forms   with   small   font   sizes   and   inadequate   space   for   recording   monthly   and   annual   data,   as   well   as   mismatch   between   the   HMIS   and   the   DHIS   system],   and  this  brings  a  lot  of  confusion  to  health  workers...”     FGD  with  CHMT  members,  October  2012     Additionally  health  workers  reported  that  the  changes  were  only  made  in  the  register  books  but  not  in   the   computer   software   (District   Health   Information   System   (DHIS))   which   means   that   the   computer   system  does  not  match  with  the  newly  revised  HMIS.  Moreover,  the  summary  forms  for  Family  Planning   do  not  have  adequate  spaces  for  recording  annual  data.23      “Sometimes   the   tools   are   changed   without   us   being   informed.   You   may   find   there   are   changes  been  made  to  the  system,  but  in  the  hard  copy  we  still  have  the  same  [old  unrevised   forms].  It’s  one  of  the  challenges  that  we  face.    For  example,  on  the  third  edition  [of  changes]   there   are   many   things   which   have   been   added,   but   in   the   system   they   have   not   yet   been   changed.”   FGD  with  CHMT  members,  October  2012     Moreover,  process  researchers  were  informed  that  some  partners  have  put  in  place  their  own  registers   for   use   in   the   facilities   where   they   are   supporting/implementing   specific   projects   to   help   ‘partners’   capture   information   they   want   to   monitor   and   which   is   not   covered   in   the   2011   HMIS   forms.   Such   parallel   reporting   systems   were   reported   to   be   unnecessary,   as   well   as   creating   additional   work   for   health  workers  who  are  already  time  constrained.      



                                                                                                            23



 The  forms  are  supposed  to  have  12  spaces  for  recording  twelve  months  summary  data  and  one  space  for  recording  annual   summary  data.  But  the  ‘updated’  version  is  the  reverse  of  the  requirements:  one  page  for  recording  the  twelve  monthly  data   (January-‐December)  and  twelve  pages  which  for  the  annual  summary  data.    
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“There  is  a  problem  related  to  how  the  registers  are  designed,  some  data  do  not  appear  in   them   and   we   have   many   donors   [who   request   certain   data]   ...   they   [the   donors]   ...   brought   certain  books  to  fill  in  data  they  want.”       FGD  with  health  workers  2012   Several   CHMT   members   were   of   the   opinion   that   to   avoid   confusion,   concerned   stakeholders   should   be   first  consulted  and  more  time  should  be  given  to  assess  what  has  been  implemented.     “I   think   it   is   not   good   to   have   continuous   (abrupt   /immediate)   changes.   I   think   it   is   not   a   good   idea   to   change   things   within   a   very   short   timeframe.   We   are   still   in   a   pilot   ...     so   we   have  to  assess  within  specific  period  of  time,  from  there  we  can  get  impact;  but  what  they   are  doing  they  can’t  get  impact  within  very  short  time;  today  they  say  this,  tomorrow  they   say  other  things,  after  a  month  they  change…  ”     FGD  with  CHMT  members,  October  2012     Overall,  according  to  the  CHMT  members,  frequent  changes  to  the  design  lends  to  much  confusion  and   is  not  advisable.    



  3.4  Transparency  in  bonus  payments  and  health  worker  motivation   Key  findings:   Bonus   payments   have   the   potential   to   contribute   to   staff   motivation   towards   improved   quality   of   care.   Unequal  distribution  of  bonus  payments  between  RCH  and  non-‐RCH  staff  can  cause  confusion  and   conflict   among   staff,   and   can   possibly   attract   staff   towards   RCH   sections   with   negative   consequences  for  non-‐RCH  care.   Weak   communication   has   resulted   in   confusion   and   concerns   regarding   proposed   changes   to   the   bonus  payment  system  at  the  health  centres  and  dispensaries   The   use   of   score   cards   is   slowly   gaining   momentum   and   scorecards   are   proving   to   be   an   effective   tool  for  promoting  transparency  in  bonus  payments  at  the  facility  level;  and  it  was  suggested  that   the  same  mechanism  should  be  used  to  promote  transparency  of  other  financial  resources  (basket   funds  and  cost  sharing  money)  at  facility  level.   Facilities   are   increasingly   dependent   on   P4P   money   to   meet   their   emerging   needs;   use   of   money   varies  from  one  facility  to  the  next,  but  is  usually  used  to  address  systemic  constraints.   Delays  in  bonus  payments  can  negatively  affect  a  facility’s  planning  and  performance.  
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The   PMT   has   recently   introduced   a   new   ‘payment   tracking   tool’24   to   address   delays   in   bonus   payments  and  promote  better  communication.   Emerging  concerns:   The   divisive   nature   of   payments   between   RCH   and   non-‐RCH   staff,   and   between   clinical   and   non-‐ clinical  staff  can  impact  negatively  on  team  spirit  and  overall  quality  of  care.   “Communication”  at  various  levels  of  the  system  appears  to  be  a  problem  across  board  –  and  the   mode  of  communication  needs  to  be  reviewed.       This   sub-‐chapter   provides   an   overview   of   the   role   of   bonus   payments   towards   promoting   motivation   amongst   health   workers,   and   the   use   of   scorecards   in   promoting   transparency   in   the   distribution   and   use  of  bonus  payments  at  facility  level.     Bonus  payments,  motivation  and  team  work   One   of   the   aims   of   the   pay   for   performance   scheme   is   to   improve   the   quality   of   health   care   by   motivating  health  workers  through  bonus  payments  (MoHSW  2011,  2012).   Available  information  from   health   workers   from   process   round   one   and   two   visits   indicates   that   after   receiving   their   bonus   payments,   health   workers   are   more   inclined   to   work   as   a   team   and   to   treat   patients   well   and   with   respect.       “It   [bonus   payments]   has   increased   motivation   at   the   working   places   -‐   that   is   if   health   workers   perform   well   they   get   paid   more;   hence   they   [health   workers]   improve   quality   and  standard  of  their  services,  and  so  it  has  brought  positive  changes”      FGD  with  hospital  health  workers,  October  2012   “It   is   through   team   work   that   we   prepare   reports.   Before   [P4P]   the   exercise   of   filling   forms  was  done  by  this  nurse  alone,  but  since  P4P  implementation  has  started,  we  work   together;   if   she   is   not   at   RCH   the   other   staff   will   take   care   of   it;   we   don’t   want   to   lose   mothers  who  seek  RCH  services.....”   FGD  with  health  workers  at  health  centre,  2012   “Workers   are   motivated   because   of   the   bonus   payments   they   expect   to   get   once   they   achieve  the  targets....”   IDI  with  DMO,  July  2012    



                                                                                                            24



 The  new  tool  includes  information  on  the  district  name,  facility  name,  account  number,  the  bank  where  the  money  has  been   deposited,  when  the  facility  received  the  money,  etc.  
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“Staff  have  changed  they  don’t  use  insulting  words  to  patients,  there  is  improvement….”     Hospital  Matron,  April  2012   Table  2:  Distribution  of  P4P  money  in  facilities  (revised  allocation)   Facility  Type    



Operations    



Staff  payments  



Hospital  (RCH)    



10%    



60%  (RCH)  30%  (Non-‐RCH)    



Health  Centre    



25%    



75%  (Non-‐clinical  staff  receive  a  50%  share  of  clinical  staff)    



Dispensaries    



25%    



75%  (Non-‐clinical  staff  receive  a  50%  share  of  clinical  staff)    



RHMT    



0%    



100%    



CHMT    



0%    



100%    



Source:  MoHSW  2012,  Revised  P4P  pilot  design       There  are  however,  some  de-‐motivating  factors  linked  to  the  bonus  payment  system,  especially  at  the   hospital   level,   and   more   recently   at   the   primary   health   care   level.   The   unequal   distribution   of   bonus   payments   between   RCH   staff   and   non-‐RCH   staff   (refer   to   Table   2   above),   has   lead   to   conflicts   among   health  workers.  This  was  observed  in  the  first  round  of  process  data  collection,  and  again  during  FGDs   conducted  between  October  and  November  2012  when  disagreements  between  the  two  categories  of   workers  -‐  RCH  and  non-‐RCH  staff  -‐  regarding  the  division  of  bonus  payments  were  reiterated.  RCH  staff   is   satisfied   with   existing   the   bonus   payment   system   (unequal   distribution   as   per   design),   with   the   argument  that  they  have  a  bigger  role  to  play  in  achieving  P4P  targets.   “…the   way   I   see   it   everyone   is   defending   her/his   position.   RCH   is   a   preventive   component   while  they  [other  hospital  departments,  the  theatre  staff]  are  in  the  curative  component.   It   means   that   if   we   RCH   staff   don’t   put   much   effort   into   our   work   then   many   patients   will   go   for   a   caesarean;   many   problems   including   maternal   deaths   will   occur.   ….   …complaints   started   when   P4P   started.   Everyone   wants   to   be   appreciated   with   what   s/he   does   but   what  I  see  it  that  we  are  losing  trust  because  of  the  money.”   FGD-‐  health  workers,  November  2012     Non-‐RCH   staff   were   upset   and   argued   that   comparatively   much   more   money   is   being   offered   to   RCH   staff.   They   were   also   distressed   with   the   fact   that   compared   to   doctors,   some   nurses   are   receiving   bigger  bonus  sums.   “…   the   distribution   of   bonus   payments   has   complications;   they   are   biased   and   staff   in   departments   are   complaining.   Let   me   give   an   example:   labour   ward   and   theatre   staff       complain   that   they   are   not   favoured   …   how   come   doctors,   who   spend   much   of   their   night   doing   an   operation   get   thirty   six   thousand,   just   like   cleaners   and   assistant   nurses?   This   division  is  biased”    
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FGD  Hospital  health  workers,  November  2012     RCH  staff  in  one  facility  was  unhappy  with  the  fact  that  additional  RCH  health  workers  had  been  added   to   their   original   list   of   ‘RCH   staff’.   This   reduced   the   total   amount   of   bonus   money   received   by   individual   RHC  staff.   Most  of  the  CHMT  members  sympathised  with  the  non-‐RCH  staff  and  believed  that  the  existing  gap  in   bonus   sums   between   the   two   categories   of   workers   should   be   reduced.   Many   of   them   were   of   the   opinion  that  every  staff  has  his/her  role  to  play  in  service  provisions  and  should  be  equally  treated.     “They   [implementers]   should   motivate   all   health   workers   …   every   staff   should   get   what   s/he  is  supposed  to  get.”     FGD  with  CHMT,  November  2012   “I   am   asking   myself   if   P4P   has   been   adopted   from   another   country   where   RCH       departments   have   doctor,   cleaners   -‐   everything   is   done   under   RCH   -‐     but   in   our   country     we  depend  on  each  other;  if  there  is  no  doctor  at  RCH  any  doctor  can  support  RCH  work.   There  was  a  time  we  asked  about  why  RCH  are  paid  more  …..  ”     FGD  with  CHMT,  November  2012    “Everybody  wants  to  be  considered;  the  ambulance  driver  will  say  that  I  am  driving      the   pregnant  women  …  the  cleaner  will  say  that  I  wash  patients  bed  sheets  …  everyone  has     his/her  roles  to  play.  “   FGD  with  CHMT,  November  2012     A  few  CHMT  members  however,  believed  that  all  indicators  are  RCH  related  and  most  of  the  work  is   done   by   the   RCH   staff.   It   would   therefore   be   unfair   if   non-‐RCH   staff   were   paid   the   same   as   RCH   staff.       Recent  changes  to  system  of  bonus  payments  in  health  centres  and  dispensaries   According   to   the   original   P4P   design,   RCH   and   non-‐RCH   staff   in   primary   health   care   facilities   were   to   receive   an   equal   share   of   the   bonus   payments,   and   this   was   the   case   in   the   first   two   cycles   of   payment.   The  Advisory  Committee  meeting  held  in  February  2011,  proposed  changes  where  each  non-‐clinical  staff   member   should   receive   50%   of   the   individual   amount   allocated   for   clinical   staff   members   (PMT   2012,   MoHSW  2012)  (see  Table  2  above).   Process   round   two   reports   from   some   facilities   indicate   confusion   and   concerns   regarding   proposed   changes   to   the   bonus   payment   system   at   the   health   centres   and   dispensaries.   These   changes   were  
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communicated   via   the   PMT   feedback  sessions  and  most  of  the  participants,  CHMT  members  and  health   workers,   remained   unaware   and/or   unclear   of   changes   to   the   pilot   design.   However,   changes   to   the   bonus   distribution   system   were   also   communicated   to   the   facilities   when   the   payments   were   being   made,   though   in   some   instances,   the   responsible   CHMT   members   informed   the   RCH   staff   instead   of   the   facility  in-‐charge  who  was  left  to  pacify  the  non-‐clinical  workers.  Failure  to  follow  appropriate  reporting   procedures,  not  only  undermines  the  in-‐charge,  but  also  frustrates  the  administration  that  is  eventually   responsible  for  the  organization  and  the  well-‐being  of  the  facility’s  health  workers.     Moreover,  as  reported  in  the  first  process  report  and  supported  by  feedback  from  facilities  and  districts,   changes   to   the   bonus   payment   system   at   the   primary   care   level   has   the   potential   of   creating   some   discontent  amongst  staff,  especially  in  dispensaries  that  are  increasingly  relying  on  ‘non-‐clinical  workers’   for  ‘emergency  support’.  The  proposed  changes  could  also  potentially  jeopardise  the  once  existing  ‘team   spirit’.     For   example,   reports   from   one   health   centre   where   the   new   system   of   payment   is   now   in   place,   suggests  some  concerns  regarding  the  abrupt  changes  to  the  bonus  system  and  the  potential  negative   impact   on   team   spirit,   morale   and   performance   of   their   health   workers.   Relationships   between   the   different  categories  of  workers  are  not  as  harmonious  as  before.  The  cleaners  and  watchmen  who  are   usually  responsible  for  alerting  the  nurse  when  a  pregnant  woman  in  need  of  assistance  arrives  during   the  middle  of  the  night,  are  now  quite  reluctant  to  get  the  nurse  –  they  are  not  RCH  or  clinical  staff!     In   facilities   where   the   old   system   continues,   there   are   continued   reports   of   team   spirit   amongst   the   health  workers  and  a  sense  of  responsibility  and  recognition  that  they  need  to  work  together  towards   submitting  their  monthly  report  on  time.        ''…there  is  more  cooperation  in  report  preparation  than  before.  …  everyone  is  now  devoting   his/her  time  in  preparing    P4P  reports…''   IDI  with  In  charge,  July  2012     Thus,  while  bonus  payments  may  have  the  potential  to  contribute  to  staff  motivation  towards  improved   quality  of  care,  the  divisive  nature  of  payments  between  RCH  and  non-‐RCH  staff,  and  between  clinical   and  non-‐clinical  staff  can  lead  to  unnecessary  conflicts  in  working  relationship  and  potentially  backfire   on  team  spirit  and  overall  quality  of  care.     Scorecards  and  transparency  in  distribution  and  use  of  bonus  payments  at  facility  level   Scorecards   were   introduced   during   the   first   cycle   of   payment   to   facilitate   transparency   in   P4P   bonus   payments  at  facility  level.     Scorecards   provide   all   the   relevant   details   to   ensure   that   bonus   payments   are   made   according   to   the   design25.   The   list   of   staff   eligible   for   P4P   bonus   payments   is   prepared   by   the   PMT   with   support   from   the  
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   Includes  information  on  facility  target  achievement  per  indicator  under  the  respective  payment  cycle,  the  proposed  target   per  indicator  for  the  next  payment  cycle,  total  amount  of  bonus  payment  earned,  total  amount  of  money  due  for  staff  bonus  
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respective  facilities.   Scorecards  are  submitted  to  the  facilities  with  copies  sent  to  the  CHMT  to  facilitate   their  follow  up  of  bonus  payments  and  their  use  at  the  facility  level.  In  principle  the  scorecards  have  to   be  posted  on  the  facility  wall  to  be  visible  to  all  staff.     The   mechanism   for   distributing   bonus   payments   varies   from   one   facility   to   the   next.     The   use   of   scorecards  is  slowly  gaining  momentum  and  scorecards  are  proving  to  be  an  effective  tool  for  promoting   transparency  in  bonus  payments  at  the  facility  level.   In   health   facilities   where   the   system   of   scorecards   is   used,   staff   were   reportedly   satisfied   and   acknowledged   how   it   facilitated   transparency   and   efficiency   –   unlike   other   sources   of   funds   that   the   facility   might   be   receiving,   score   cards   were   openly   displayed   and   health   workers   were   aware   of   how   much   P4P   money   was   distributed   to   each   staff   member,   and  for   use   at   the   facility   level.   Health   workers   even  recommended  it  to  be  used  as  an  accountability  tool  for  other  payments  supposedly  received  by   the   facility   (from   the   district   council);   for   example,   for   the   disbursement   and   use   of   basket   funds   and   cost  sharing  funds  at  the  facility  level.   “To  know  how  much  you  are  supposed  to  receive  is  simple.  You  just  take  your  calculator   then  check  if  what  you  were  given  is  what  you  calculate  by  using  the  information  in  the   scorecard.   You   don’t   need   to   go   and   ask   your   fellow   how   much   money   s/he   got,   everything  is  transparent.”       FGD  with  health  workers  in  a  Health  Centre,  October,  2012   “The   distribution   of   bonus   payment   in   the   facilities   was   done   in   a   transparent   way   because  staff  discussed  about  distribution  and  how  much  should  an  individual  take.”   IDI  with  CHMT  member,  April  2012   “Yes,  the  truth  is  that,  these  are  procedures  which  are  used  in  P4P  money.  Everything  is  done   in   a   transparent   way.   We   know   how   much   the   facility   gets,   how   much   for   facility   staff   and   how  much  supposed  is  to  be  used  for  drugs.    To  be  honest  it  is  difficult  to  get  such  information   for  other  [funding]  sources;  except  for  P4P.”    FGD  –Health  Workers  in  a  Health  Centre  -‐October  2012     “if     you     go   to   the     council   you   get     a   description     which     shows     how   much   [non-‐P4P]   money   Is   [supposed  to  be]  allocated  for  the    hospital,  health  centre  and    dispensary  .  They  just    display   that  description  on  the  notice  board,  it  is  open  for  everyone    to  see…..  But    we  don’t    know  if     that    money    enters    into    the  facility  or    not;  we  just  see  it    on  the  [CHMT]    notice  board  that   [name  of  health  facility]  has    got    this  amount.    ….  Apart    that    there  are  some    money  [cost-‐ sharing   money]   which   we   collect   from   patients;   some   of   that     money     should     be     deposited     into  facility  bank  account?...”    FGD-‐  Health  Workers  in  a  HC  -‐  October  2012    



                                                                                                                                                                                                                                                                                                                                                            payments,  total  amount  of  money  due  for  facility  improvement,  number  of  RCH  staff,  number  of  non-‐RCH  staff,  payment  per   RCH  staff  member  and  payment  per  non-‐RCH  staff  member  
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  There   are   some   facilities   that   reportedly   distributed   the   bonus   payments   without   following   the   scorecard  system.  Health  workers  were  simply  informed  of  how  much  they  had  scored  and  their  dues,   but   were   not   given   the   opportunity   to   see   the  scorecard.   This   caused   some   mistrust   and   health   workers   the  fairness  of  payments  made  to  different  staff  members.     “We  want  to  see  the  guideline  [score  card],  because  you  may  find  that  those  who  do  not   link   directly   to   mother   and   child   health   were   paid   the   same   amount   of   money   as   the   RCH   staff  were  paid;  but  it  becomes  difficult  to  know  whether  distribution  was    done  in  right     way  or  not    because  we  haven’t  seen    the  guidelines  [score  card  ]”     FGD-‐Hospital  health  workers  October  2012     The   use   of   bonus   money   at   the   facility   level   depended   on   the   specific   needs   of   the   facilities.   The   six   facilities  visited  had  already  received  cycle  one  and  two  payments.  Some  used  their  bonus  money  to  buy   drugs,   others   used   it   for   purchasing   equipment   and   a   few   used   it   towards   facility   maintenance.   The   HFGC   members   and   the   facility   staff   visited   during   round   two   reportedly   participated   on   collectively   deciding  how  to  spend  the  facility  P4P  bonus  payments.  In  the  private  facility,  decisions  regarding  the   use  of  the  second  round    of  payments  were  made  by  the  facility  management  team.26   Timeliness  of  Bonus  Payments   Facilities   which   had   not   received   their   bonus   payments   asserted   that   the   delay   was   affecting   their   performance.   Interviewed   health   workers   noted   that   they   wished   to   have   P4P   money   for   purchasing   essential  drugs  so  as  to  be  able  to  improve  their  performance  in  the  next  round.   Delays  in  bonus  payments  have  been  quite  common  and  this  affects  the  planning  process  at  the  facility   level,  which  is  of  great  concern  for  the  CHMTs  and  the  facility  health  workers  (refer  to  appendix  3  for   status  of  bonus  payment  cycles).  This  also  suggests  that  facilities  are  becoming  increasingly  dependent   on   P4P   money   to   meet   some   of   their   essential   needs.   Payment   delays   have   also   led   to   disappointments   among  health  workers  who  lose  trust  in  the  project.     There  seem  to  be  several  reasons  for  these  delays.  Most  of  them  were  related  to  the  payment  processes   as  detailed  in  the  first  process  report  (IHI,  June  2012).  For  example,  money  for  one  facility  was  deposited   into  a  wrong  bank  account.  Other  facilities’  accounts  were  dormant  and  needed  to  be  reactivated.  Some   facilities  had  no  signatories.  And  a  sampled  faith  based  facility  was  not  allowed  to  open  its  own  facility   bank   account.   The   CHMTs´   perception   was   that   the   whole   exercise   of   opening   bank   accounts   and   withdrawing  money  is  quite  cumbersome  and  slow.  HFGC  members  are  signatories  to  the  account  and   must   be   involved   in   the   process   of   opening   the   account   and   approving   withdrawals.   However,   occasionally   there   is   no   money   to   pay   for   HFGC   members   transport   to   and   from   the   bank.   Furthermore,  
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 Note,  this  private  facility  does  not  have  a  HFGC  that  includes  community/  user  representation.  All  facilities  have  Facility   Management  Committee  which  is  composed  of  health  professionals  from  the  facility.    
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according  to  the  some  CHMTs,  some  facilities  still  do  not  hold  an    account  because  they  did  not  have  any   money   to   open   an   account   with.   According   to   some   of   the   CHMT   members,   the   process   of   bonus   distribution   needs   to   be   revisited   and   simplified:   the   verification   process   needs   to   be   simplified   and   money  should  go  directly  to  the  respective  facility  staff,  rather  than  the  present  practice  of  crediting  it   to  their  facility  bank  account.  This  does  not  however  solve  all  the  problems  as  the  share  of  the  facility   money  would  still  need  to  be  deposited  into  the  facility  account.     “There  are  things  which  need  to  be  done  vertically,  I  mean  the  distribution  of  P4P      bonus,   it   takes   time   and   too   many   steps.   Imagine   involving   someone   as   a   signatory   [HFGC   member]  while  you  are  not  paying  him,  this  has  to  be  re-‐checked.”   FGD-‐CHMT  member,  October  2012   “I   want   to   say   on   the   delay   of   bonus   payment;   we   get   money   late   and   this   is   a   disturbance;  this  is  because  of  procedures  set,  too  many  verifiers.  It  is  a  challenge.  I  would     suggest    that    once  the    cycle    come  to  an  end    let  them  pay  staff  as  soon  as    possible;  but   you  may    find  starting    another  cycle    without    being  paid  for  the  previous    cycle.”   FGD-‐CHMT  member,  November  2012   “I   would   suggest   that   let   them   [CHAI]   go   with   time,   people   should   be   paid   on   time,   reports   should   be   collected   on   time.   If   there   is   a   delay   in   depositing   the   money   labour   wards   are   affected.   They   depend   on   that   money   to   buy   equipment’s   like   gloves.   Some   time  money  can  delay  for  two  months”.     FGD-‐Health  workers  in  a  Health  Centre,  October  2012     Poor  communication  was  also  observed  in  relation  to  bonus  payments.  Some  CHMT  members  did  not   know   when   the   money   was   deposited   into   the   facility   accounts.   Staff   payments   were   also   badly   communicated.  Some  heard  from  the  DMOs  that  their  money  had  been  deposited  into  their  accounts.   Others  were  informed  by  their  colleagues  who  already    received  their  money.  Some  health  workers  said   they  got  the  information  from  council  district  accountants.   “I   can’t   remember   when   the     information     reached   the     council     about     money     being   deposited     into   their   account   but   I   first   heard   it   from   the   accountant;   not   sure   whether   CHAI  communicated  with  DMO...”   IDI  with  CHMT  member,  July  2012     To   address   the   delays   in   bonus   payments   and   promote   better   communication,   the   PMT   has   recently   introduced  a  new  ‘payment  tracking  tool’27  to  help  facilities,  CHMTs,  and  the  PMT    to  track  and  follow  
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 The  new  tool  includes,  inter  alia,  information  on  the  district  name,  facility  name,  account  number,  the  bank  where  the  money   has  been  deposited  and  when  the  facility  received  the  money.  
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the  money  (PMT  Cycle  3  Feedback  Session,  November  2012)..  This  form  is  supposed  to  be  filled  in  within   three   weeks   of   receiving   the   bonus   payment   and   then   to   be   submitted   to   the   CHMT.   All   queries   (e.g.   linked  to  the  account  number,  or  delay  in  payment,  etc.)  should  be  submitted  to  the  CHMT  who  in  turn   will   liaise   with   the   PMT.   All   facilities   in   Pwani   region   will   be   given   the   new   form,   in   addition   to   the   scorecard.  The  new  payment    tracking  tool  is  supposed  to  be  officially  used  for  cycle  three  payments  and   beyond  (i.e.  from  now  onwards,  though  in  early  November,  facilities  In  Mkuranga  were  still  waiting  for   Cycle  3  payments  that  were  due  in  September  2012).    



3.5    Health  system  constraints  and  the  P4P  Pilot  implementation  process.     Key  findings:   The   health   sector   faces   several   systemic   constraints   that   need   to   be   addressed   for   successful   implementation  of  the  Pwani  P4P  pilot  and  its  potential  national  roll  out.   P4P   stakeholders   have   been   developing   novel   methods   to   overcome   health   system   challenges,   including:  taking  steps  for  improving  .routine  supportive  supervision;    getting  permission  to  privately   purchase   out-‐of-‐stock   essential   drugs;   and   formal   orientation   and   involvement   of   HFGCs   and   CHBCs   to  the  P4P  implantation  process.   The   P4P   implementation   process   is   resulting   in   strengthened   accountability   within   the   districts,   at   least   in   relation   to   the   P4P   pilot;   health   workers   and   their   managers   are   more   responsible   and   motivated  to  perform  well  within  the  P4P  context.   Emerging  concern:   An   intense   focus   on   P4P   services   may   result   in   the   neglect   of   other   essential   health   care   services     (the  non-‐targeted  care)     There   are   several   systemic   constrains   within   the   health   sector   that   need   to   be   overcome   in   order   to   implement  P4P  successfully.  As  detailed  in  the  first  process  report  (IHI  June  2012)  and  also  discussed  in   the   preceding   chapters   of   this   report,   these   constraints   are   largely   linked   to   shortages   of   drugs,   equipment’s,   financial   and   technical   (health   workers   and   managers   with   relevant   skills)   resources,   infrastructure   (cleanliness,   space,   privacy,   water   and   sanitation,   housing),   and   lack   of   transport   to   facilitate  mobile  clinics  and/supportive  supervision.  The  list  is  long  and  was  also  a  subject  of  discussion   at  the  recent  PMT  coordinated  feedback  session  in  Mkuranga  (November  2012).     Observations   made   by   process   monitoring   researchers   indicate   that   the   P4P   stakeholders   have   been   developing  novel  methods  of  overcoming  health  system  challenges.   •



To   strengthen   knowledge   and   skills   of   health   workers,   the   MoHSW   has   decided   to   include   a   mentoring  and  coaching  component  within  routine  supportive  supervision,  though  this  still  needs  to   be  effectively  implemented  (MoHSW  2010,  v/c  CHMT  member,  July  2012)  
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•



To  date,  supportive  supervision  at  the  CHMT  level  has  not  been  guided  by  a  checklist  that  is  focused   on  P4P  services.  To  facilitate  the  CHMTs  supervision  of  targeted  RCH  services,  the  Bagamoyo  CHMT   has   been   requested   to   review   and   improve   upon   the   quality   of   existing   supportive   supervision   guidelines  (CHMT  member,  July  2012).  



•



MoHSW/   Medical   Stores   Department   (MDS)   issues   related   to   drug   procurement   and   logistics   has   meant   that   health   facilities   often   run   short   of   essential   medicines.   Following   up   on   the   RHMT’s   advice,   and   after   getting   the   DED’s   approval,   some   districts   have   identified   alternative   options   for   making  sure  that  they  have  all  the  P4P  drugs  in  stock28.  For  instance,  in  July  2012,  Bagamoyo  CHMT   reported  that  they  had  requested  the  MSD  to  supply  them  with  a  list  of  all  the  required  drugs  that   are  not  in  stock.  This  list  enabled  them  to  get  an  approval  from  the  DED  to  procure  all  out-‐of-‐stock   medicines   from   a   private   supplier.   However,   during   their   October   and   November   field   visits,   the   process   researchers   were   informed   by   the   CHMT   that   for   some   unknown   reason,   the   MSD   has   decided   to   stop   issuing   out   of   stock   notification   of   specific   items   missing   from   their   stores.   Thus   facilities   and   CHMTs   are   no   longer   able   to   justify   their   requests   to   purchase   drugs   and   other   required  medical  supplies  from  sources  other  than  the  MSD.   “In  order  to  help  our  facilities  improve  the  achievement  of  their  P4P  scores,  we  decided  to   ask  the  MSD  to  give  us  a  list  of  all  out  of  stock  drugs.  We  then  sought  the  approval  of  the   director   [District   Executive   Director   (DED)]   to   allow   us   to   include   them   in   our   budget   under   the   CCHP   [Council   Comprehensive   Health   Plan]   and   procure   drugs   such   as   SP,   magnesium   sulphate   ….the   drugs   were   procured   through   the   DMO’s   office   [through   the   pharmacist];  we  keep  them  at  the  district  level  and  when  the  facilities  request  them  we   supply  them.”     IDI  with  CHMT  Member,  July  2012  



  •



As  already  noted  in  an  earlier  chapter,  in  order  to  facilitate  the  P4P  implementation  process,  address   emerging  service  related  issues,  facilitate  and  coordinate  flow  of  information  between  the  different   stakeholders   at   the   district   level   –   CHMTs,   facilities   and   the   communities,   and   strengthen   accountability  mechanism,  the  PMT  formally  included  and  oriented  chairpersons  of  the  HFGCs  and   CHSBs   on   the   P4P   scheme.   The   HFGC   chairpersons   were   sensitised   to   their   P4P   roles   and   responsibilities,   including   their   commitment   and   participation   in   overseeing   and   improving   the   delivery   of   quality   services   in   their   respective   areas;   as   well   as   sensitising   community   members   to   enrol   into   the   CHF   scheme   as   cost-‐sharing   money   can   be   used   towards   addressing   systemic   constraints  (and  this  is  further  elaborated  in  sub-‐chapter  3.6).   All   along   the   implementation   of   the   P4P   pilot,   health   workers   at   facilities   have   changed   their   attitude   and   now   they   are   motivated   to   identify   constraints   to   their   performance,   as   well   as   potential   solutions,   including   reporting   and   seeking   assistance   from   the   relevant   authorities.   This   has  been  presented  in  different  ways  but  the  following  quotes  summarize  the  message:  
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 Process  researchers  do  not  know  if  steps  are  also  being  taken  to  make  sure  that  drugs  not  related  to  P4P  services  are  in  stock   –  something  that  might  underline  the  disparity  between  P4P  related  health  problems  and  “other  health  problems”.  
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“….  It  is  easy  for  the  CHMT  member  to  follow  on  each  indicator  which  is  different  from  the   general   checklist   under   which   it   was   not   so   easy   to   find   out   what   the   facility   is   lacking.   Before  they  were  not  reporting  that  they  were  lacking.  For  instance  in  one  case  they  did   not   have   the   vaccines   or   gas,   because   most   of   the   facilities   do   not   have   electricity   so   they   rely  on  gas.  They  did  not  see  the  importance  of  providing  immunizations  so  if  they  ran  out   of  gas  they  would  just  take  their  vaccine  to  the  next  facility.  But  now  they  don’t  do  this   because  by  taking  your  vaccine  to  another  facility,  you  may  be  providing  an  opportunity   to  your  colleague(s)  to  score  high  at  your  expense.  …now  they  [health  workers]  don’t  do   that;  they  report  the  shortages  to  us  which  is  different  from  the  past  where  they  used  to   stay   quiet   and   you   think   there   is   gas   in   the   facilities,   while   in   fact   the   gas   has   run   out   since  a  month  ago”     IDI  with  CHMT  member,  July  2012   “…   now   they   put   a   lot   of   pressure   on   us   [CHMT],   for   everything   that   they   lack   in   the   facilities  they  will  tell  us.  For  instance  “we  don’t  have  SP”  because  they  need  to  improve   their   performance   on   IPT2   which   is   used   for   prevention   of   malaria   to   pregnant   women   and  this  is  important  for  them  to  be  paid  more.”     IDI  with  CHMT  member,  July  2012     Process   evidence   to   date   suggests   that   the   implementation   process   is   beginning   to   strengthen   accountability,   at   least   in   relation   to   the   P4P   scheme,   at   different   levels   of   the   system   within   the   districts.   Health   workers   and   their   managers   are   more   responsible   and   aware   of   their   responsibilities,   in   order   to   perform   well   and   reach   their   P4P   targets.   The   CHMTs   are   under   increasing  pressure  to  make  sure  that  facilities  have  the  essential  ‘RCH  commodities’  in  stock.  This   is  good.  There  is  however  the  danger  that  an  intense  focus  on  P4P  services  may  result  in  the  neglect   of  other  essential  health  care.    



  3.6    Cost-‐sharing  money:  addressing  systemic  constraints  at  facility  level.     Key  messages:   Because   of   inadequate   and   unsystematic   financial   support   from   the   Government,   facilities   are   increasingly  relying  on  the  availability  of  alternative  funds,  such  as  cost  sharing  funds,  to  meet  their   priority  needs.   Facilities   are   keen   to   promote   CHF   participation   and   P4P   has   the   potential   to   stimulate   CHF   enrolment.   P4P   may   facilitate   increasing   use   of   cost-‐sharing   money   though   at   present   there   is   limited   information  regarding  the  actual  collection  and  use  of  cost-‐sharing  money  in  the  sampled  facilities   and  districts.    
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Emerging  concern:   Facilities  with  access  to  more  cost-‐sharing  funds  (because  of  improved  CHF  and/  or  NHIF  coverage   and   membership)   may   be   in   a   better   position   to   meet   their   performance   targets,   but   with   potential   equity  implications  between  facilities  in  the  district.     This   section   presents   a   brief   overview   of   the   potential   of   cost-‐sharing   funds,   CHF   in   particular,   in   addressing   systemic   constraints   at   facility   level,   and   in   enabling   facilities   towards   providing   improved   quality  of  care.   Process  monitoring  observations  suggest  that  because  of  delays  in  flows  of  government  resources29  to   and  within  the  districts,  facilities  are  increasingly  relying  on  locally  generated  funds,  including  P4P  bonus   sums,   National   Health   Insurance   Fund   (NHIF)   reimbursements   and   the   CHF   premiums   as   well   as   user   charges  to  address  many  of  the  shortages  they  face,  such  as  the  lack  of  essential  drugs  and  equipment,   and   to   enable   facility   maintenance.   Thus,   since   the   inception   of   the   P4P   pilot,   facilities   are   keen   to   increase  their  CHF  membership30  because  this  added  resource  also  helps  them  meet  their  performance   targets.  This  is  positive  given  that  the  national  strategy  is  to  achieve  30%  CHF  coverage  by  2015  (Health   Sector   Strategic   Plan   III).   Also,   increasing   membership   can   potentially   increase   resource   availability   at   facility   level,   especially   in   relation   to   the   matching   fund,   although   there   are   challenges   getting   these   funds  due  to  extensive  data  requirements.31  There  is  some  concern  that   facilities  with  a  better  CHF  (and   possibly  NHIF)  coverage  and  membership,  and  with  access  to  more  cost-‐sharing  funds  may  be  in  a  better   position   to   meet   their   performance   targets   and   subsequently   earn   bonus   payments,   with   potential   equity   implications.   As   noted   earlier   in   Section   3.2,   HFGCs   are   central   in   advocating   for   increased   CHF   membership   as   they   are   responsible   along   with   the   health   workers   and   the   WDC   for   mobilising   the   community  to  join  the  CHF.     Figure   2   below   shows   how   according   to   the   CHF   operational   guidelines,  CHF   and   Out   Of   Pocket   (OPP)   money  is  expected  to  flow  into  the  system:  from  individuals  to  facilities  and  districts,  and  then  district   should   get   matching   grants   from   the   NHIF   for   the   facilities   that   have   reached   the   minimum.32   According  
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   Delays  in  both,  the  Other  Charges  (OC)  and  basket  funds;  till  recently,  basket  funds  have  been  the  most  predicable  source  of   support  to  the  health  facilities;  process  findings  from  health  workers  interviewed  in  the  first  round  of  data  collection  suggests   that  the  flow  of  OC  funds  is  usually  irregular  and  often  short  of  the  expected  amount.       30



   The  alternative  health  financing  mechanism  in  Tanzania  includes  the  following  insurance  schemes  (World  Bank,  2011):  the   National   Health   Insurance   Fund   (NHIF)   that   is   mandatory   for   civil   servants   –   now   also   opening   up   for   other   members;   Social   Health   Insurance   Benefit   (SHIB)   implemented   by   the   National   Social   Security   Fund   (NSSF)   that   is   voluntary   and   all   NSSF   contributing   members   (private   and   parastatal   employees)   can   apply   for   SHIB   membership   (recently   the   Scheme   has   also   opened   up   to   public   sector   employees);     the   Community   Health   Fund   (CHF)   for   rural   household   members   employed   in   the   informal   sector   and   membership   is   voluntary;   and   Tiba   kwa   Kadi   (TIKA)   for   individuals   in   urban   areas   employed   in   the   informal   sector  and  membership  is  voluntary  (Bylaws  have  just  been  passed  this  year  and  Kibaha  TC  for  example  is  trying  to  implement   the   Scheme   (v/c   Kibaha   TC   DMO)).   Insurance   coverage   in   Tanzania   is   still   very   low.   Only   18%   of   Tanzania’s   population   was   covered   by   any   form   of   health   insurance   in   2011,   with   only   9.8%   of   the   population   contributing   to   the   CHF/TIKA   funds   (SPOTLIGHT,  issue  11.  June  2012).     31



 v/c,  Jo  Borghi,  IHI/LSHTM  



32



 Note  that  in  many  districts  contracts  have  been  made  with  referral  facilities  to  allow  CHF  members  to  have  free  referral  care   (v/c  with  Dr  Jo  Borghi,  IHI/LSHTM).  According  to  CHF  operational  guidelines,  80%  of  the  facility  collections  should  remain  with  
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to  the  Guidelines,  Councils  can  decide  on  how  best  to  make  use  of  available  cost-‐sharing  money  at  the   district  level  (URT  2001).     Figure  2:  Flow  of  CHF  and  OOP  money  from  individuals  to  facilities  and  districts.      
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.       Generally,  the  CHF  is  not  a  standardized  scheme.  It  works  differently  in  different  districts  depending  on   the  governing  bylaw  and  at  the  discretion  of  the  CHSB  members.33  Further  process  information  reveals   that  even  though  districts  are  supposed  to  receive  a  matching  grant,  which  is  a  government  subsidy  of   the   amount   of   CHF   revenue   collected,   most   districts   fail   to   provide   the   extensive   information   requested   of  them  by  the  NHIF,  and  subsequently  do  not  receive  the  expected  matching  grant.    According  to  one   of   the   DMOs   interviewed,   80%   of   the   facility’s   CHF   money   is   kept   in   the   district   CHF   account   and   20%   is   returned  as  petty  cash  fund  to  the  facilities  to  be  credited  into  the  respective  facility  bank  account.  The   HFGC  is  then  expected  to  oversee  and  approve  the  management  and  use  of  these  funds  at  the  facility   level,   possibly   to   address   their   priority   needs.   According   to   the   CHF   operational   guidelines   (MoHSW,  
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   v/c  Gemini  Mtei,  Health  Financing  Senior  Researcher,  IHI  
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undated),   the   balance   of   80%   of   the   facility   collections   that   remains   with   the   district   can   be   used   by   the   DMO,   with   the   approval   of   the   CHSB,   to   purchase   medical   equipment’s   and   supplies   on   behalf   of   the   wards/facilities  in  the  ward  health  plans  and  indent  list  received  from  the  facilities.  The  CHSB  can  decide   to  support  any  facility  in  the  district  if  they  have  a  strong  reason  for  doing  so.  In  order  to  procure  these   goods,   the   DMO   who   is   the   secretary   of   the   CHSB,   is   expected   to   follow   the   same   tendering   procedures   followed  by  the  Councils.        “As  a  district  we  have  a  CHF  account  because  there  is  a  guideline  that  indicates  that  all   the   CHF   money   should   be   deposited   into   a   district   CHF   account.   So   all   the   65   facilities   deposit  their  CHF  money  into  this  account.  Since  every   facility   was   supposed   to   have   its   own  P4P  account  we  then  decided  that  these  accounts  can  also  be  used  for  CHF  money.   However,  there  is  particular  percentage  of  CHF  money  which  is  supposed  to  be  sent  to  the   district  for  being  deposited  into  a  district  CHF  account.”   IDI  with  CHMT  member,  July  2012   The  P4P  implementation  process  may  facilitate  increased  use  of  cost  sharing  resources,  as  facilities  are   motivated   to   use   these   funds   to   achieve   their   performance   targets.   Process   monitoring   researchers   tried,  but  failed  to  get  relevant  information  on  the  actual  use  of  ‘pooled’  CHF  money  at  the  Council  level,   or  the  extent  to  which  these  guidelines  are  respected.  If  the  practice  is  as  per  the  Guidelines,  than  this   strategy   of   ‘pooling’   CHF   funds   to   potentially   address   the   needs   of   other   facilities   in   the   district   can   facilitate  redistribution  and  promote  equity  between  the  facilities.34  However,  there  is  reportedly  some   dissatisfaction   regarding   ‘risk   pooling’   at   the   district   level.   Maybe   it   might   result   in   limited   incentives   for   facilities  to  step  up  their  collections  if  they  are  not  going  to  reap  the  benefits  (especially  for  those  with   the   potential   of   increasing   their   membership).     To   address   their   concerns,   the   CHSBs   have   been   given   the   mandate   to   explore   and   come   up   with   alternative   initiatives   that   would   be   acceptable   to   the   facilities  -‐  it  is  a  changing  scenario.     Overall,   access   to   a   proportion   of   their   CHF   collections   (20%   and   possibly   more   with   recent   ongoing   changes)   gives   a   facility   some   flexibility   in   procuring   ‘emergency’   drugs   and   other   important   medical   equipment’s   and   supplies,   including   repairing   solar   power   systems   (to   facilitate   smooth   night-‐time   deliveries  as  in  the  case  of  one  health  centre),  especially  in  instances  when  district  tendering  procedures   can  be  tedious,  time  consuming  and  delayed;  and  when  existing  ‘emergency  systems’  are  not  delivering.     Thus  increasing  CHF  participation  and  subsequent  CHF  resources  is  to  the  advantage  of  the  facilities  and   this   is   further   confirmed   by   a   number   of   recent   studies,   including   the   Euro   drug   tracking   study   (Euro   Health  Group,  2007).     “..for   instance   like   in   the   repair   of   the   solar   power,...the   district   council   were   informed   through  a  letter  to  either  the  DMO  or  the  director  (DED)  but  they  failed  to  repair  it…  DMO   told  them  [the  facility  administration]  that  ‘but  you  guys  you  do  have  some  money  why   don’t   you   use   it?’   So   after   that   the   facility   in-‐charge   informed   us   that   the   district   commissioner   asked   us   to   fix   this   solar   panel   and   I   went   to   the   DMO   who   asked   us   to   use   our  money.  Because  the  facility  in-‐charge  cannot  withdraw  this  money  alone  he  ended  up  
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 Note:  the  money  that  is  kept  at  the  district  is  used  for  bulk  purchasing  of  medical  equipment’s’  and  supplies,  etc.,  if  there  are   requests  from  different  CHF  facilities  based  on  their  CHF  money  in  balance  with  the  CHMT.  However,  as  pointed  out,  the  CHSBs   can  decide  to  fund  any  facility  if  they  have  a  good  enough  reason  for  doing  so;  the  potential  for  redistribution  is  there.  
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calling   us   where   we   discussed   and   agreed   that   this   is   our   problem   so   we   assessed   the   cost,  we  identified  the  electrician  to  fix  and  we  fixed  it..”   FGD  with  HFGC  member,  December  2011     “…  sometimes  if  we  don’t  get  our  supplies  from  the  MSD  we  use  our  cost  sharing  money;   you   cannot   let   a   midwife   assist   a   delivery   case   without   gloves   so   even   if   you   have   requested  them  [gloves]  from  the  MSD  and  they  don’t  have  them  in  the  end  we  need  to   find  an  alternative  way  to  get  them.  Cost  sharing  money  has  been  helping  us  when  the   government  fund  is  delayed”              IDI  with  hospital  matron,  April  2012      “Apart  from  an  emergency  drugs  ordering  system  [the  cost  sharing  funds  at  district  level   is   used   for   emergency   procurement]   we   also   have   some   percentages   of   the   CHF   money   which  is  left  at  the  facility  level  and  facilities  can  use  that  money  to  buy  drugs  if  they  run   out  of  stock….”    IDI  with  CHMT  member,  July  2012     Several   health   workers   and   managers   are   reportedly   concerned   about   the   sustainability   of   the   CHF,   given   the   low   rates   of   participation   to   the   Scheme.   To   improve   their   CHF   membership,   facilities   need   to   deliver  the  promised  CHF  package.  CHF  members’  are  reportedly  not  satisfied  with  the  fact  that  often   they  have  to  pay  for  services  such  as  purchase  of  medicines  from  the  private  shops  which  they  expect  to   receive  for  free  from  the  facilities.  Thus  community  members  may  often  opt  for  paying  fee-‐for-‐services   received,   even   if   these   are   more   regressive   and   eventually   end   up   paying   more   than   they   might   have   under  the  CHF.35       “…To  me  I    think  CHF    has  dropped  because…  imagine    a  person    contributes  five  thousand   shillings  and  yet    is  told    to  buy      drugs.  Remember      this  is  a  village.  If    you  tell  one  person     he   will   tell   his   fellow       that     I   paid   5   thousand     shillings     but   there     is     no   drugs   at   the     facility…his    fellow  will    not  contribute  his    five    thousand    shillings  but    rather,  will  opt    to     pay   one   thousand   (out   of     pocket)     even   though     the   money     will     be   accumulated     to   10,000    it  is    okay    with    him.  Therefore  CHF    is    not  working.”    FGD  with  health  centre  health  workers,  October  2012      
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 The  issue  is  that  drugs  are  often  out  of  stock  and  they  have  to  be  paid  for  from  pharmacies  at  additional  costs.      
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The   amount   of   CHF   premium   paid   by   members   that   appears   to   range   from   Tsh   5,000-‐20,000   per   household36  was  considered  to  be  too  small  to  enable  facilities  to  manage  the  high  costs  of  drugs  and   other  important  medical  supplies.  On  the  other  hand,  increasing  the  premium  may  make  it  beyond  the   reach  of  many  community  members.     “...   part   of   our   strategies   aimed   at   improving   the   provision   of   health   services   is   to   increase   the   sources   of   our   incomes;     for   instance   currently   the   families   contribute   TSh   5,000   and   a   family   of   10   people   enjoy   free   services   for   full   year,   therefore   we   have   realized  that  we  are  operating  under  loss…”     IDI  with  CHMT  Member,  April  2012     “….when   the   drug   revolving   fund37   started,   the   hospitals   were   given   capital   funds   to   procure   drugs   from   the   MSD.   Initially   we   were   asked   to   make   sure   that   we   charge   our   clients   at   the   cost   price   [what   we   paid   to   MSD];   we   were   not   supposed   to   include   any   profit   margin   in   the   sense   that   if   you   spent   TSh   5   to   get   an   aspirin,   you   were   supposed   to   sell   it   at   TSh   5.   Later   on   the   politics   got   in   and   they   wanted   us   to   sell   it   at   50%   of   the   cost   of  drugs.  Selling  the  drugs  at  a  subsidized  price    to  other  groups  [  those  who  are  supposed   to  be  exempted,  e.g.  pregnant  women  and  children  under  five]…you  will  find  that  in  the   end  you  have  sold  the  drug  at  TSh  2.5  or  less  and  this  amount  is  expected  to  be  used  to   pay  for  another  supply  of  drugs…so  in  the  end,  the  revolving  fund  has  failed.”   IDI  with  facility  in-‐charge,  February  2012     As  noted  earlier,  process  researchers  were  not  very  successful  in  getting  any  information  regarding  the   actual  collection  and  use  of  CHF  and  out-‐of-‐pocket  money  in  the  sampled  facilities  and  districts.  There  is   even  less  information  relating  to  membership  to  the  NHIF  and  the  extent  to  which  it  facilitates  or  not   the  P4P  implementation  process.  However,  there  are   indications  of  the  potential  of  CHF  contribution  in   contributing   towards   solving   some   systemic   problems   at   the   facility   level   and   possibly   facilitating   the   successful  implementation  of  the  P4P  scheme.    
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 The  number  of  household  members  entitled  to  be  covered  varies  from  one  district  to  the  other.  



37



 Drug  revolving  funds  exist(ed)  the  hospital  level  and  not  at  primary  health  facilities  
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4. Case  studies   4.1      Exploring  P4P  implementation  in  the  context  of  faith-‐based  health  care  facility.38     Key  findings:   A  financial  bonus  is  not  the  only  motivating  factor  for  health  workers  at  this  facility;  a  well-‐equipped   and  functioning  facility  with  some  governance  structures  in  place  is  equally  important.     Health   workers   value   receiving   regular   and   timely   feedback   regarding   their   on-‐going   performance   and  potential  areas  for  further  improvement.   Health   workers   are   beginning   to   value   the   usefulness   of   a   complete   and   quality   assured   routine   information  system  that  gives  them  insight  to  the  health  status  of  their  catchment  communities  and   provides  them  with  valuable  information  for  planning  at  the  facility  level.   The  facility  faces  some  obstacles  in  opening  its  “own”  bank  account  (linked  to  Church  regulations)   and  this  might  altogether  prohibit  or  severely  delay  bonus  payments  to  facility  health  workers.   Emerging  concerns:   The  process  of  verifying  that  timely  payments  are  made  into  the  right  account  requires  considerable   follow-‐up,  which  is  time  consuming  and  frustrating  for  the  health  workers.     Considerable  delays  in  earned  performance  payments  can  result  in  dissatisfaction.   Supportive  supervision  from  the  Council  needs  to  be  more  systematic  and  constructive.       Generally,  health  workers  at  the  mission  dispensary  under  scrutiny  would  have  benefited  from  a  more   ‘hands-‐on   and   in-‐depth’   P4P   orientation/   training   and   consistent   supportive   supervision.   This   would   have   helped   them   to   better   understand   the   aims   and   objectives   of   the   Pilot,   the   application   of   performance  indicators  and  targets  and  the  appropriate  completion  of  the  HMIS  forms,  partograms  in   particular.    It  would  have  also  helped  their  supervisors  understand  the  constraints  faced  by  the  health   workers  and  how  best  to  support  them  during  the  implementation  phase.     “The   partograms   …   [they]   are   not   user   friendly   to   our   people.   …here   we   don’t   have   a   nurse   midwife   and   they   are   the   ones   who   know   how   to   use   the   partograms.   …we   need   more   training…”  April  2012.    
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To  maintain  staff  anonymity,  all  quotations  are  unmarked.  
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  Intrinsic  and  extrinsic  staff  motivation   As   noted   by   some   health   worker’s,   money   is   not   the   only   motivating   determinant.   Health   workers   believe  that  a  well-‐equipped  facility  and  an  enabling  environment,  including  adequate  supervision  and   appropriate  use  of  available  information  is  equally  important  in  ensuring  provision  of  quality  care.    “I   don’t   think   that   the   removal   of   money   will   demotivate   our   staff   to   work   …   we   are   servants   of  God……”  April  2012.    “The   most   important   thing   is   that   …   they   [health   workers]   are   given   equipment’s,   their   working   environment   is   improved   and   to   make   sure   they   are   responsible.   That   is   more   important  than  giving  them  money”  April  2012.   “..[let  the  health  workers]  know  the  importance  of  working,  it  is  better  than  asking  them  to   work  because  they  can  expect  to  get  something  {i.e.  just  working  for  the  sake  of  money}.”   April  2012.       Faith   based   facilities   do   not   exclusively   rely   on   the   government   system   for   their   supply   of   drugs   and   equipment.  Even  though  the  dispensary  has  faced  some  shortages  in  the  past,  in  particular  of  vaccines   because  the  facility  lacked  a  refrigerator  for  storing  them,  the  situation  appears  to  have  improved  over   time.     “We  usually  prepare  our  request  [for  drugs]  and  send  it  to  the  director  of  medical  services  who   approves  it  …  there’s  a  company  called  [name  of  company]  that  supplies  drugs  to  faith-‐  owned   facilities.   So,   we   do   not   take   our   drugs   from   the   government   system;   we   get   them   from   a   different  system”  April  2012.     Supportive  supervision   Facility   staff   also   pointed   out   the   importance   of   supportive   supervision,   including   regular   and   timely   feedback  to  keep  them  informed  of  the  quality  of  their  work,  and  areas  in  need  of  further  improvement.   It  is  essential  that  health  workers  and  their  supervisors  continue  to  learn  from  each  other  and  remain   motivated.     Health   workers   at   the   facility   were   not   satisfied   with   the   level   of   CHMT   supervision   they   had   been   receiving:   more   of   an   “emergency   supervision”,   mechanical   and   focused   on   quick   ‘data-‐checks   of   performance   indicators’   rather   than   the   expected   coaching   and   mentoring   session.   For   example,   they   would  like  to  know  if  their  monthly  forms  are  of  acceptable  quality;  or  where  and  how  they  can  further   improve  their  performance.  Lack  of  appropriate  supportive  supervision  from  the  CHMTs  appears  to  be  a   common  complaint  running  across  most  facilities,  including  in  public  facilities.   “Most  of  the  time  they  [CHMT]  come  for  data  verification,  and  once  you  see  them  you  know   that   they   are   looking   for   something   ….…..   the   supportive     supervision   should   be   done   in   a   friendly  manner”  October  2012.    
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 “People  at  the  council  have  to  give  us  feedback  based  on  our  report.  We  don’t  know  to  what   extent  submitted  reports  are  of  acceptable  quality,  because  we  haven’t  received  any  feedback.   If  we  would  have  been  given  feedback  we  could  have  known  where  we  need  to  improve.  But   we   get   feedback   from   P4P   through   the   score   cards39,   and   through   these   cards   we   are   struggling  to  improve  more”  October  2012.     P4P  and  the  HMIS   Through  P4P  and  use  of  the  new  HMIS  forms,  dispensary  staff  has  reportedly  learnt  the  importance  of   keeping  accurate  and  complete  records  as  this  data  is  provides  them  with  an  insight  to  the  health  status   of  their  catchment  population.  Most  important,  they  are  beginning  to  appreciate  the  value  and  potential   use   of   the   data   they   are   collecting   –   a   first   step   in   motivating   health   workers   towards   completing   relevant  forms  and  promoting  a  quality  routine  information  system.     “…..the   importance   of   statistical   data   …   now   people   are   paying   more   attention   to   data.   …   this   scheme   helps   even   in   identifying   the   leading   health   problems   in   your   area.   You   can   identify   them  once  you  have  this  information...”  April  2012.   “I  have  observed  changes.  Before,  the  workers  did  not  understand  the  importance  of  statistical   data   but   now   they   know   its   importance.   I   see   every   worker   is   now   better   in   his/her   job   compared  to  the  situation  before,   whereby  a  person  could  attend  a  patient  and  then  let  the   patient   go   without   registering   the   service   he/she   has   received,   but   …   now   they   write   down   all   the  information  because  it  helps  in  planning.”  April  2012   Existing   evidence   suggests   the   first   signs   of   making   use   of   accessible   data   for   planning   at   the   facility   level;   towards   appropriate   allocation   of   their   resources   and   working   towards   ensuring   availability   of   essential  drugs  and  other  services.      “…for   example   through   using   data   you   know   that   malaria   outbreaks   occurs   at   a   certain   period   each   year.   This   can   help   us   when   we   press   order   for   drugs.   Also   the   statistical   data   will   help  us  to  plan  our  budget  …  and  it  helps  us  …  to  improve  health  services.”  April  2012.     Bank  accounts  and  P4P  payments   The   dispensary   has   earned   the   first,   second   and   third   round   of   P4P   bonus   payments   but   process   monitoring   information   from   October   and   November   2012   suggests   that   the   facility   and   the   health   workers  have  yet  to  receive  these  payments.    



                                                                                                            39   A  scorecard  is  provided  to  every  P4P  participating  health  facility  and  it  includes  information  on  facility  performance  on  P4P   indicators.  This  information  should  be  posted  in  a  place  that  is  accessible  to  all  health  workers.  The  scorecards  are  reportedly   proving  to  be  a  useful  tool  promoting  transparency  within  the  facility.    
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The   facility   is   not   allowed   to   run   its   own   bank   account.   They   are   required   to   use   the   central   dioceses   account  (and  the  diocese  manages  all  facility  funds  which  according  to  the  health  workers  contributes  to   some   of   the   constraints   they   face   at   the   facility   level).   This   practice   is   contrary   to   P4P   requirements   and   the   ‘facility   agreement’   that   all   P4P   participating   facilities   have   signed   i.e.   facilities   have   to   open   their   own  bank  accounts  where  P4P  bonus  sums  due  to  them  will  be  deposited.  This  is  a  dilemma  that  many   faith  based  facilities  may  face  and  needs  to  be  resolved  in  the  long  run.     “The  church  still  needs  us  to  use  their  central  bank  account.  …  I  followed  all  the  procedures.  I   prepared  all  the  paper  works.  I  went  to  the  bank.  I  followed  all  the  procedures  but  failed  to   progress  when  the  forms  reached  the  high  level  of  the  church,  at  the  dioceses.  We  were   informed  that  we  have  to  use  the  dioceses’  medical  bank  account  and  our  money  will  have  to   be  deposited  into  this  account.  However,  I  still  believe  that  we  need  to  have  a  facility  bank   account  because  most  of  the  weaknesses  we  see  are  contributed  by  the  fact  that  our  facility   does  not  have  its  own  bank  account.  But  this  is  the  church’s  system  they  found  to  be  suitable.”     April  2012.   Recent   communication   from   the   PMT40   reveals   that   a   verbal   agreement   has   been   reached   with   the   Church,   and   the   dioceses   will   soon   permit   their   facilities   to   open   their   own   bank   accounts.   This   is   a   preferred   option   to   the   alternative   of   having   their   financial   records   audited   as   a   pre-‐condition   to   receiving  bonus  payments.     Health   workers   are   quite   distressed   that   while   colleagues   from   their   neighbouring   facilities   having   already  received  their  bonus  payments  they  have  not  yet  received  theirs,  and  without  any  explanation   from   the   diocese   for   this   delay.   According   to   the   interviewees,   facility   bonus   payments   have   already   been   credited   into   the   dioceses   account.   They   have   therefore   also   been   following   up   with   the   DMO   regarding  their  bonus  sums.   “..s/he  [the  director]  said  that  money  that  has  been  deposited  is  a  very  small  amount.  I  told   the  director  that  this  is  our  money”  April  2012.   “…  we  need  to  write  a  letter  to  request  the  church  to  give  us  that  money.”  April  2012   “….this   may   cause   people   to   start   to   think   that   their   money   has   been   taken   [by   ?   ]   and   causes   them  to  stop  working.”  April  2012.    “…   we   sent   a   letter   [to   request   the   payment]   to   the   DMO   on   [date]   to     remind     [him/her]   about  payments.  I  took  a  copy  of  the  letter  and  sent  it  to  our  in-‐charge  of  the  dioceses  …  and  a   third   copy   was   sent   to   the   [PMT]…   and   ...   Also   we   were   given   a   certificate   for   fast   performance;   the   certificate   gives   us   hope.   …   We   wish   to   follow   the   procedures   of   having   a   facility   account   but   we   have   to   use   the   dioceses   account.   I   can’t   go   against   the   church’s   protocols   .The   church’s   protocol   does   not   match   with   what   we   were   contracted.     So   the   situation   of   not   getting   our   money   is   demoralising   us…   we   don’t   get   money   in   cycle   one,   cycle   two  etc.  So  why  did  they  give  us  certificates….?”  October  2012.  
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However,  information  from  the  PMT41  indicates  that  the  dioceses  had  just  started  to  receive  the  facility’s   bonus  payments  from  the  NHIF  because  they  had  initially  shared  wrong  account  details.  The  NHIF  was   expected  to  make  the  payments  in  installments.     Generally,  the  process  of  ensuring  that  facilities  provide  correct  details  and  in  turn  receive  their  timely   payments  requires  continuous  follow-‐ups  and  it  is  a  time  consuming  activity.      



4.2  Case  study  of  a  poorly  performing  health  care  facility42   Key  findings:   Poor   performance   of   a   facility   can   be   due   to   a   number   of   reasons,   including:   use   of   inaccurate   catchment  population  size  estimates  to  set  performance  targets;  shortage  of  skilled  staff;  no  time  to   fill   in   and   submit   monthly   reports;   inadequate   training   and   supportive   supervision;   and   limited   support  from  HFGC  members.     Emerging  concern:   Orientation   to   P4P   and   related   HMIS   training   of   ALL   staff   at   the   health   facility   must   be   sufficient,   with  in-‐house  refresher  training  at  periodic  intervals  to  address  emerging  constraints/issues,  and  to   orient   new   staff;   there   is   no   ‘one-‐size-‐fits-‐all’   solution   –   the   level   of   training   and   support   required   will  depend  on  staff  background.     The   health   facility   under   scrutiny   failed   to   perform   and   achieve   its   targets   in   cycle   one   and   two.   The   facility  did  not  earn  any  bonus  payments  in  the  first  two  payment  cycles.    Several  reasons  were  linked  to   their  poor  performance,  and  these  are  discussed  in  the  following  sections.   Catchment  population  size  and  target  setting   Health  workers  are  quite  puzzled  with  their  performance  assessment.  Judging  by  their  own  experience   of  the  services  they  have  been  providing,  interviewed  health  workers  believe  that  their  facility  should  be   performing  quite  well  on  most  if  not  all  indicators.  They  perceive  that  their  poor  performance  might  be   partly  linked  to  the  high  performance  targets  that  are  set  for  each  of  their  indictors,  which  in  turn  are   based   on   estimates   used   for   their   catchment   population   size   (in   addition   to   incomplete   monthly   reports   as  detailed  in  the  following  paragraph).     “I   don’t   know   which   criteria   they   use.   The   population   is   9191   [the   catchment   population]   in   which  59  %  are  children  under  one  year.  The  way  I  was  offering  vaccines  to  children  I  thought  I  
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am   approaching   90%   of   the   target,   but   for   sure   I   fail   to   understand.   I   thought   we   were   progressing   well   on   perinatal,   and   I   have   been   offering   measles   vaccine.   I   don’t   know   how   they  come  up  with  these  results.”  July  2012     Shortage  of  skilled  staff  and  documentation   During  the  first  two  P4P  payment  cycles  (January-‐June,  2011  and  July-‐December,  2011)  the  dispensary   was  severely  under  staffed.  During  this  period  they  failed  to  submit  their  monthly  reports  on  time,  partly   because   they   were   staff   constrained   with   only   one   nurse,   but   also   because   of   limited   training   and   capability  to  appropriately  fill  in  the  reports.  Thus,  not  all  services  provided  were  adequately  captured   on  the  forms.     “The  problem  was  in  documentation;  staff  [health  workers]  was  doing  the  work  but  they  were   not  documenting  their  work.  They  claimed  to  be  too  busy  ….for  example  we  attended  ten  to   fifteen  patients  but  it  is  not  documented  anywhere  …...  But  now  we  document  everything  we   are  doing.”  July  2012.     Facility  workers  were  beginning  to  lose  their  enthusiasm  for  work,  for  despite  all  their  hard  work  they   had  failed  to  earn  any  bonus  payments.   “Obviously   the   motivation   must   be   low.   Staff   [health   workers’]     have   seen   their   fellow   staff   in   the  other  facilities  getting  money.”  July  2012.   In   response   to   their   constraints,   the   CHMT   decided   to   send   a   trained   clinician   and   an   additional   medical   attendant   to   the   facility   which   now   has   three   skilled   health   workers   altogether.   This   has   reportedly   improved   the   facility’s   data   recording   and   reporting   procedures,   as   well   as   their   performance.   Information  from  process  visit  made  in  July  2012  indicates  some  improvements  in  the  facility’s  mid-‐term   P4P  performance  assessment.   “Yes,   they   gave   us   this   report   [he   was   showing   P4P   mid-‐term   evaluation   report];   this   report   shows  our  performance  from  January  to  May  [2012];  June  is  a  last  month  [meaning  that  the   cycle   will   be   completed   by   the   end   of   June].   The   performance   is   as   follows…[over   50%   performance  in  four  out  of  six  indicators]…”  July  2012   The  facility  has  improved  its  overall  target  achievement  considerably,  from  0%  to  80%,  and  was  eligible   for  Cycle  3  bonus  payments  (P4P  Cycle  3  achievement  and  payment  results,  PMT).   Supportive  supervision  and  training   Available  evidence  from  those  interviewed  suggests  inadequate  supportive  supervision  and  training  of   the  facility  health  workers.  It  is  important  to  note  that  the  level  of  training  and  support  needed  will  vary   depending  on  staff  background  –  some  will  require  more  assistance  than  others.  Additionally,  the  new   in-‐charge  has  yet  to  receive  any  orientation  on  P4P.    
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“No,  I  haven’t  received  P4P  training  [in-‐charge  is  new  in  the  position]      ….even  two  days  ago   there   was   a   one   day   refresher   course,   but   only   for   normal   staff,   the   in-‐   charges   were   not   allowed,  and  even  that  training  I  didn’t  attend”  July  2012.   Generally,  supportive  supervision  seem  to  be  revolving  around  identifying  existing  weaknesses  in  filling   in  the  HMIS  reports  appropriately,  and  less  on  ‘how  to’  correctly  fill  the  books,  something  that  health   workers  at  the  Facility  were  very  much  in  need  of.     “It  was  about  how  to  fill  these  books;  we  had  little  understanding  that  is  why  he  came  to  train   us.  …  You  can  be  trained  but  still  it  can  be  difficult  to  understand.”  July  2012   Health   workers   at   this   facility   receive   limited   support   from   the   HFGC.   Process   field   visit   in   July   2012   suggest  that  the  HFGC  is  not  very  familiar  with  the  whole  concept  behind  P4P,  and  is  not  very  involved  in   facility  level  activities.   “Few   of   them   [HFGC   members]   [have   an   understanding   of   P4P].   Our   [HFGC]   chairman   is   the   one   who   attended   the   feedback   meeting….   we   do   explain   to   other   members   but   they   don’t   have  a  deep  understanding  of  P4P.”  July  2012.   The   PMT   is   taking   steps   towards   engaging   the   HFGC   members   in   the   P4P   initiative.   Process   visits   undertaken  in  October  2012  noted  some  positive  signs  in  this  respect  -‐  the  HFGC  had  started  to  organize   meetings  and  assist  in  solving  some  of  the  facility’s  problems.      



5. Discussion   The  Pay  for  Performance  scheme  has  been  rolled  out  in  all  seven  districts  of  Pwani  Region.  In  contrast  to   poor   performance   during   the   first   and   the   second   cycles,   for   Pwani   region   as   a   whole,   most   of   the   indicators   have   shown   improvement   in   cycle   3,   though   results   for   death   audits   and   partogram   monitoring  were  not  encouraging.     The  implementation  process   has   the  potential  to  strengthen  accountability  and  quality  of  care  within   the  system,  at  least  in  relation  to  the  P4P  pilot.  Health  workers  and  their  managers  at  national,  regional,   district  and  facility  levels  are  more  responsible  and  motivated  to  perform  well  within  the  P4P  context.   The  overall  quality  of  the  RHMT’s  and  the  CHMTs’  supervision  to  staff  at  health  centres  and  dispensaries   appears  to  have  improved,  though  the  CHMTs  supervision  of  health  workers  at  the  hospital  level  needs   to  be  formalised  and  strengthened.    HFGC  members  are  also  gradually  engaging  themselves  in  the  P4P   implementation  process,  though  still  having  difficulties  in  following  up  on  their  expected  responsibilities.   Regional  and  in  particular  council  managers,  as  well  as  facilities,  remain  challenged  by  delays  in  flow  of   resources   from   the   national   level.   Technical   and   financial   support   from   the   implementing   partners   during   the   pilot   phase   has   been   critical   in   ensuring   supportive   supervision   at   various   levels   of   the   system,  as  well  as  ensuring  that  activities  are  carried  out  according  to  plan.  Close  consideration  needs  to   be  given  to  building  the  capabilities  of  the  managers,  as  well  as  ensuring  adequate  and  timely  flow  of   financial   and   technical   support   at   all   levels   of   the   system,   including   to   the   facilities,   so   that   they   can   follow  up  on  their  expected  roles  and  responsibilities.  Sufficient  and  timely  training  of  HFGC  members  



55    



with   regular   ‘feedback   sessions’,   as   well   as   periodic   refresher   trainings   of  ALL   facility   level   staff   to   the   HMIS  system,  is  essential  for  addressing  emerging  constraints.     The   health   sector   faces   many   challenges.   A   facility’s   failure   to   perform   maybe   a   consequence   of   a   number  of  demand  and  supply  side  factors,  many  of  which  are  beyond  their  control,  including  shortages   of   skilled   health   workers,   drugs   and   supplies   and   weak   infrastructure   and   referral   systems;   possible   delays  in  national  disbursements  and  inadequate  alternative  financial  resources;  the  use  of  inaccurate   catchment   population   estimates   for   setting   performance   targets;   the   remoteness   of   the   facility;   and   client   preference   of   more   accessible   and/or   better   equipped   facilities,   and   at   times   for   home-‐based   deliveries.   It   is   therefore   important   to   address   issues   around   target   populations   data   and   their   projections  for  councils  and  facilities,  as  well  as  the  various  supply  and  demand  side  constraints  when   setting  performance  targets.     The   P4P   stakeholders   are   proactively   implementing   strategies   to   help   them   achieve   their   P4P   targets.   Because  of  inadequate  and  unsystematic  financial  support  from  the  Government,  facilities  are  becoming   increasingly   dependent   on   the   availability   of   alternative   funds,   such   as   P4P   bonus   payments   and   cost   sharing  funds,  to  meet  their  emerging  needs.  Facilities  are  keen  to  promote  CHF  participation  and  P4P   has   the   potential   to   stimulate   CHF   enrolment.   P4P   may   also   facilitate   increasing   use   of   cost-‐sharing   money.  At  the  same  time,  there  is  a  growing  concern  that  some  facilities  will  be  in  a  better  position  to   meet   their   performance   targets   compared   to   others,   with   potential   equity   implications   between   facilities  in  the  district.   Generally   health   workers   are   satisfied   with   the   choice   of   indicators.   Where   appropriately   used,   scorecards   are   proving   to   be   an   effective   tool   for   promoting   transparency   in   bonus   payments   at   the   facility   level.   The   same   mechanism   may   well   be   considered   for   promoting   transparency   of   other   financial   flows   to   the   facilities.     However,   confusion   surrounds   qualifying   criteria   for   P4P   facilities   and   reporting  processes,  of  on-‐going  changes  to  the  list  of  performance  indicators  and  targets,  of  proposed   changes  to  the  bonus  payment  system  at  the  primary  health  care  level,  and  the  updated  HMIS  forms.   Frequent  changes  to  the  P4P  design,  coupled  with  weak  communication  links  between  various  levels  of   the   system,   have   resulted   in   considerable   confusion.   Further   revisions   to   the   P4P   design   must   be   administered  and  implemented  in  a  strategic  way  allowing  for  participation  with  good  communication.     The  effective  national  roll  out  of  the  HMIS  is  a  prerequisite  to  the  potential  national  phased  scale  up  of   the   P4P   scheme.   Stronger   management   of   the   HMIS   at   the   national   level   is   central   to   ensuring   synchronisation  of  the  HMIS,  DHIS  and  P4P  indicators  and  a  system  that  is  responsive  to  the  needs  of   the  users  at  facility,  district,  council  and  national  level,  as  well  as  ensuring  a  constant  availability  of  the   HMIS  forms  at  the  facility  level.     The  present  process  of  verifying  timely  payments  requires  considerable  follow-‐up.  It  is  time  consuming   and   results   in   delays   of   cycle   payments   that   not   only   de-‐motivates   health   workers,   but   also   affects   their   facility’s  planning  and  performance.    Overall,  the  process  of  data  verification,  and  the  quality  and  extent   of  verification  by  the  RHMT  and  CHMT  at  the  facility  level,  remains  a  grey  area.    Close  attention  needs  to   be   paid   to   assess   and   understand   the   verification   process,   the   extent   to   which   it   ensures   reliable   and   valid  facility  level  data,  and  the  feasibility  and  sustainability  of  scaling  this  up  in  a  potential  national  roll   out.    
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A   number   of   faith-‐based   facilities   may  not  be  able  to   open   their   “own”   bank   accounts   (linked   to   Church   regulations)   and   this   will   have   implications   for   their   earned   bonus   payments;   as   well   as   for   the   ability   of   HFGCs   linked   to   faith-‐based   facilities   to   follow   up   on   their   responsibilities.   It   is   important   to   address   the   financial  architecture  of  faith-‐based  facilities.     The   P4P   implementation   process   has   the   potential   to   motivate   health   workers   to   improve   their   performance.   However,   differential   bonus   payments   between   RCH   and   non-‐RCH   staff,   and   between   clinical   and   non-‐clinical   staff,   and   an   intense   focus   on   supervision   and   performance   of   P4P   indicators   linked  to  “RCH  services”,  can  impact  negatively  on  team  spirit  and  potentially  result  in  neglect  of  other   essential  primary  health  care  services.  Aside  from  financial  incentives,  there  seem  to  be  other  factors  for   inspiring   health   workers,   including   a   well-‐equipped   and   functioning   facility   with   some   governance   structures  in  place,  as  well  as  a  complete  and  quality  assured  routine  information  system  that  provides   them  with  valuable  information  for  planning  at  the  facility  level.     To   sum   up,   process   findings   suggest   that   the   P4P   implementation   process   has   the   potential   to   strengthen   accountability   and   quality   of   care   within   the   system;   for   motivating   health   workers   to   improve   their   performance;   for   promoting   improved   accountability   for   use   of   P4P   funds;   and   for   improving   use   of   facility   level   routine   information   towards   planning  –   a   first   step   in   improving   quality   of   data.    There  are  however,  several  issues  that  need  to  be  considered  before  the  potential  national  roll-‐ out   of   the   Pilot.   Process   monitoring   findings   reiterate   the   need   to   revisit   the   P4P   concept,   and   to   consider   a   broader,   a   more   holistic   and   a   “rights”   based   approach   towards   strengthening   the   health   system.   Some   forward   thinking   that   is   in   line   with   the   most   recent   UN   resolution   that   gives   weight   to   health   system   as   a   whole   and   the   post   MDG   2015   discussions   at   the   global   level   that   are   focused   on   issues  of  equity  and  universalism.   The   third   and   final   round   of   process   monitoring   will   address   information   gap   areas,   with   a   focus   on   trying  to  understand  which  factors  or  combination  of  factors  of  the  P4P  scheme  are  the  most  motivating   for  health  workers  and  managers  in  well-‐performing  districts  and  facilities.  Attention  will   also  be  paid  to   the   style   of   management   and   supervision,   as   well   as   the   roles   and   responsibilities   of   the   various   stakeholders   in   the   successful   implementation   of   a   potential   national   roll-‐out.   The   overall   aim   is   to   contribute  to  a  better  understanding  of  the  bottlenecks  and  possible  unintended  consequences  in  the   implementation  of  P4P;  and  highlight  some  of  the  critical  issues  that  need  to  be  considered  before  the   national  roll  out.    
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7. Appendices    



Appendix  1:  Changes  to  the  P4P  pilot  design43       Design   Feature  



Original  



Revised  



Comment  



Staff   Payment  



All  funds  were  to  be  evenly   distributed  among  all  full-‐time   staff  in  dispensaries  and  health   centers  



 Pay  clinical  staff  twice  the   amount  to  be  paid  to  non-‐clinical   staff  such  as  drivers,  cleaners,   etc.    (i.e.  non-‐clinical  staff  to  be   paid  50%    of  the  original  amount)  



Changes  followed  complaints  from   clinical  staff  for  receiving  the  same   amount  of  payments  as  non-‐clinical   staff    (e.g.,  drivers,  gardeners  and   guards  ).   When  process  monitoring  researchers   were  in  the  sample  districts,  third   round  bonus  payments  were  not  yet   paid  out  and  health  workers  and   CHMT  members  were  unaware  of  the   proposed  changes;  however,  changes   started  to  be  communicated  to  health   workers  through  the  CHMT  members   from  mid-‐November  2012  onwards.    



Target   Setting   Formula  



Dispensaries  assessed  and   remunerated  on  basis  of   services  provided  i.e.  received   large  amounts  of  bonus   payments  per  indicator    for   fewer  RCH  services    



Indicator   Changes  



Data  Submission  Guideline  -‐   RHMT  data  submission  indicator   RHMT  evaluated  on  the  timely   has  been  removed.   submission  of  data  received   from  the  CHMT,  to  the  MoHSW   at  the  national  level.  



The  new  HMIS  allows  for  online   submission  at  the  district  level,  by   passing  the  role  of  the  region  in  data   submission.  The  system  appears  to  be   working  well  although  power-‐cuts  and   poor  internet  connectivity  have  been   reported  as  emerging  challenges  



 



Monthly  CHMT  supportive  supervision   visits  to  facilities;  quarterly  RHMT   supervision  visits  to  hospitals,  health     centers    and  selected    dispensaries.    



 



Dispensaries  evaluated  and   remunerated  on  basis  of  ALL   services  they  are  supposed  to  be   providing  i.e.  zero  performance   for  services  not  provided;  total   bonus  sums  to  dispensary   dependent  on  proportion  of   expected  services  provided  (and   not  fixed).  



Adding  supportive  supervision  as   an  indicator  to  be  tracked  in  the   HMIS  with  a  target  of  100%   coverage  



Same  as  above.  



Same  comment  as  for  ‘target  setting’.   PMTCT:  indicator  not   applicable  to  health  facilities   not  receiving  HIV  positive  



Such  facilities  to  be  evaluated  by   the  percentage  of  ANC  clients   tested  for  HIV  with  target  



Same  comment  as  for  ‘target  setting’  
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pregnant  women  &bonus  sum   divided  between  the  remaining   indicators.  



achievement  set  at  100%,  with  no   option  for  half  payment  or  75%-‐ 99%.  



Partogram   Evaluation   (changes  in   scoring)  



A  complete  partogram  defined   as  one  in  which  all  selected  25   elements  were  completely  and   correctly  filled  out.    The  target   was  for  80%  of  all  births  to  use   a  complete  and  appropriately   filled  out  partogram.  



A  complete  partogram  defined  as   a  partogram  in  which  at  least  80%   of  the  25  data  elements  were   completely  and  appropriately   filled  out.    The  target  remains  at   80%  of  births  to  use  a  partogram   that  is  at  least  80%  complete.  



Revised  due  to  the  low  results  at   baseline  and  many  challenges   associated  with  proper  filling  and   completion  of  the  partogram  (do  not   know  if  the  cycle  3  evaluation  was   based  on  revised  standards).      



HFGC  – formally   incorporated   into  the  P4P   process  



 



HFGC  members  trained  on  all   P4P  indicators  -‐    targets  and   goals;    and  their  roles  and   responsibilities  i.e.  to  work  with   facility-‐in-‐charge  and  be  fully   involved  in  services  provided  in   their  facilities,  and  not  only  be   signatories  for  withdrawal  of    P4P   money;  specifically  encouraged   to  sensitize  pregnant  women  (  in   facilities  &communities  to  join   CHF).  



The  training  was  noted  to  be  useful  -‐   participants  had  become  increasingly   aware  of  P4P,  though  recent  PMT     Cycle  3  feedback  sessions  indicate  that   less  than  half  the  HFGC  members’  are   adequately  informed  of  P4P  and   stresses  the  need  for  ongoing   trainings.    



  Appendix   1:   Composition  of   Health   Facility  Governing   Committees   (HFGCs)   at   different   levels   of  care.    



Hospital  



Health  Centre  



Dispensary  



Members  



Service  users  (3)  



Service  users  (3)  



Service  users  (3)  



 



Health   Committee  (1)  



Centre   Dispensary  committee  (1)  



District  Council    (1)   Voluntary  agency  (1)   NGO    (1)   4)



CHSB    (1)  



Private  for  profit  (1)  



Private  not  for  profit  (1)  



Private  not  for  profit  (1)  



Representative   of   ward   development   committee   (1)  



WDC  (1)   Health  Centre  In  charge  (1)    



Medical  Officer  in  charge     (1)     DMO  /MOHSW    (1)  



TOTAL  NUMBER  



10  



Private  for  profit  (1)  



8  



Dispensary  in  charge  (1)   Village   Government   Committee    (1)    



8  



NGO:  Non  Governmental  Organisation;  CHBS:  Council  Health  Services  Board;  DMO:  District  Medical  Officer;  MoHSW:  Ministry   of  Health  and  Social  Welfare;  VGC:  Village  Government  Committee;  WDC:  Ward  Development  Committee  
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Appendix  3:  Bonus  payments  –  an  update   Planned   implementation   period  and  payment   month    



Actual  implementation   period  and  payment   month  



On  basis  of   Report  on   completion  of  HMIS   2010   baseline  data  and   baseline  data     signature  of  contract   with  CHAI    



Payments  made   between  Dec.  2011  and   Feb  2012  (together  with   Cycle  1  payment)  



Cycle  Period  



Cycle  1    



January  –  June  2011,   payment  by  Sept.   2011  



Payments  made   between  Dec.  2011  and   Feb  2012  



Some  of  the  ‘known’  delays  –  a  cascade  of   events   Delays  in  HMIS/P4P  trainings  (RHMT/CHMT   trained  in  Feb  and  June  2011;  facility  level   TOT  trainings  in  3rd  quarter  of  2011  instead  of   first  half  of  2011  (recommendations  to  all   facility  in-‐charges  were  presented  towards   the  end  of  Cycle  2  in  the  month  of   November),  and  so  also  consequent  delays  in   signing  of  facility  P4P  contract   Delays  in  timely  routine  data  collection:   delays  in  reporting  2010  baseline  data;  delays   in  new  HMIS  registers  not  in  place  till  July   2011  (therefore  completion  of  task  delayed);   delays  in  the  completion/  submission  of  new   monthly  summary  reports  to  the  CHMT;   delays  in  data  entry  at  the  CHMT  level;  and   delays  in  data  validation  process  as  a  result  of   irregular  supervision  visits.       Delays  in  opening  of  bank  account  by   facilities    



July  –  December   2011,  payment  by   Mar  2012  



Payment  delayed  to     June  2012  



Cycle  3  



January  –  June  2012,   payment  by  Sept.   2012  



Payments  to  facilities  in   some  districts  made  in     October    2012  according   to  one  report;  however,   Mkuranga  participants   were  advised  by  the   PMT  during  their   Delays  in  processing  relevant  performance   November  feedback   data.   session  that  bonus   payments  will  be   credited  into  all   performing  facility   accounts  within  “the   coming  weeks”.      



Cycle  4  



July  –  Dec  2012,     payment  by  Mar  2013  



Cycle  2  



 



 



61    



 



8.  P4P  Evaluation  Team   Dr  Salim  Abdulla,  Principal  Investigator   Process  Monitoring   Masuma  Mamdani,  Co-‐PI   Anna  Elisabet  Olafsdottir,  Senior  Researcher   Iddy  Mayumana,  Researcher   Irene  Mashasi,  Researcher   Ikunda  Njau,  Research  Assistant   Impact  Evaluation   Josephine  Borghi,  Co-‐PI   Edith  Patouillard,  Senior  Researcher   Peter  John,  Researcher    



62    



























[image: P4P Process Round Two Report-Dec-IHI-FINAL.pdf]
P4P Process Round Two Report-Dec-IHI-FINAL.pdf












[image: One Round Versus Two Round Elections : An ...]
One Round Versus Two Round Elections : An ...












[image: One Round Versus Two Round Elections : An ...]
One Round Versus Two Round Elections : An ...












[image: P4P and Gender: Literature Review and Fieldwork Report]
P4P and Gender: Literature Review and Fieldwork Report












[image: P4P and Gender: Literature Review and Fieldwork Report]
P4P and Gender: Literature Review and Fieldwork Report












[image: P4P and Gender: Literature Review and Fieldwork Report]
P4P and Gender: Literature Review and Fieldwork Report












[image: A Two-Period Model with Portfolio Choice ...]
A Two-Period Model with Portfolio Choice ...












[image: Final AV Technical Report Period 2_GY14.pdf]
Final AV Technical Report Period 2_GY14.pdf












[image: SKBN CU Protection Report # 1 - 2015 Period covered: 16 December ...]
SKBN CU Protection Report # 1 - 2015 Period covered: 16 December ...












[image: Guam Early Intervention Report Period January 1, 2013 ...]
Guam Early Intervention Report Period January 1, 2013 ...












[image: Round two of Farm Finance loans available to NSW producers]
Round two of Farm Finance loans available to NSW producers












[image: Round two of Farm Finance loans available to NSW producers]
Round two of Farm Finance loans available to NSW producers












[image: data collection]
data collection












[image: Data collection system]
Data collection system












[image: Period bits layout https://github.com/buybackoff/Period]
Period bits layout https://github.com/buybackoff/Period












[image: b_attachment_b_ANNEX-B-DATA-COLLECTION-FORM.pdf ...]
b_attachment_b_ANNEX-B-DATA-COLLECTION-FORM.pdf ...












[image: SEMESTER 1 SEMESTER 2 Period1 Period 2 Period 3 Period 4 ...]
SEMESTER 1 SEMESTER 2 Period1 Period 2 Period 3 Period 4 ...












[image: Name: Period]
Name: Period












[image: Outsourcing a Two-Level Service Process - Simon Business School]
Outsourcing a Two-Level Service Process - Simon Business School












[image: Outsourcing a Two-Level Service Process - Simon Business School]
Outsourcing a Two-Level Service Process - Simon Business School












[image: Outsourcing a Two-Level Service Process]
Outsourcing a Two-Level Service Process












[image: 10. PROBATIONARY PERIOD]
10. PROBATIONARY PERIOD















P4P Process Round Two Report Data collection period






Process findings will be used towards re-â€�evaluating the .... run, the HFGCs may also wish for a share of the bonus sums. ... importance of adequately orienting ALL facility level staff to P4P and the HMIS, with in-â€�house refresher ...... equipment's and supplies, including repairing solar power systems (to facilitate smooth ... 






 Download PDF 



















 790KB Sizes
 0 Downloads
 310 Views








 Report























Recommend Documents







[image: alt]





P4P Process Round Two Report-Dec-IHI-FINAL.pdf 

P4P Process Round Two Report-Dec-IHI-FINAL.pdf. P4P Process Round Two Report-Dec-IHI-FINAL.pdf. Open. Extract. Open with. Sign In. Main menu.














[image: alt]





One Round Versus Two Round Elections : An ... 

According to Duverger, voters in a one round plurality system will vote only for the two .... euros (or Canadian dollars) minus the distance between the elected ...














[image: alt]





One Round Versus Two Round Elections : An ... 

According to Duverger, voters in a one round plurality system will vote only for the two .... the candidate who is closest to her own position. But what if I ... In our setup, if every voter were to vote sincerely for the candidate that is closest to














[image: alt]





P4P and Gender: Literature Review and Fieldwork Report 

Aug 17, 2011 - 18 Agriculture includes crops and livestock production, forestry and fisheries. ...... In India, although women have traditionally managed milk ...














[image: alt]





P4P and Gender: Literature Review and Fieldwork Report 

Aug 17, 2011 - Information and Communication Technology. IDS. Institute of .... agricultural inputs, extension services, education and social capital. > As a result ..... 57. Tanzania. 151. 53. Ethiopia. 171. 89. Uganda. 157. 73. Rwanda. 167. 66.














[image: alt]





P4P and Gender: Literature Review and Fieldwork Report 

Aug 17, 2011 - Annex 2: Proposed partners for the P4P Global Gender Strategy . .... competitive players in agricultural markets in a sustainable way, ... Women lack access to and control over resources, most notably land but also income,.














[image: alt]





A Two-Period Model with Portfolio Choice ... 

May 20, 2014 - ... University of Economics and Business, E-mail: [email protected]. ... its zero-order portfolio solution component coincides with DS, while its higher-order solu- ... The bond yields one unit of period-2-consumption and serves














[image: alt]





Final AV Technical Report Period 2_GY14.pdf 

Final AV Technical Report Period 2_GY14.pdf. Final AV Technical Report Period 2_GY14.pdf. Open. Extract. Open with. Sign In. Main menu.














[image: alt]





SKBN CU Protection Report # 1 - 2015 Period covered: 16 December ... 

Jan 16, 2015 - South Kordofan State. Time, Date. Location. Nature of attack on civilians & weapons used. Human causalities. Animals/crops destroyed. Homes.














[image: alt]





Guam Early Intervention Report Period January 1, 2013 ... 

Jan 1, 2013 - Indicator 1 and 8C did not meet the 100% compliance target requirement. Requirements .... required in the IDEA, Part C, Transition regulations.














[image: alt]





Round two of Farm Finance loans available to NSW producers 

Mar 11, 2014 - Ms Hodgkinson said the loans are helping farm businesses experiencing financial hardship. â€œWhile there has been welcome rain across much ...














[image: alt]





Round two of Farm Finance loans available to NSW producers 

Mar 11, 2014 - The NSW package is managed and administered through the NSW Rural Assistance Authority and applications close on Friday 4 April.














[image: alt]





data collection 

Land type: â€“ Public land or Private ... Planning Sustainable Cities â€” Global Report on Human Settlements 2009 ... access to energy and resources. â€¢ access to ...














[image: alt]





Data collection system 

272607221 A * 9/1996 vookket 411-1. , 87, 60 A * 12/1996 ... 9/1998 Schiltz et a1. . . . . . . ..... systems, however, are merely special purpose notebook computers ...














[image: alt]





Period bits layout https://github.com/buybackoff/Period 

base period of 7 (111 in bin) is eternity, used for static/constant values. Milliseconds since zero (1/1/0001 12:00:00 AM, 0-315,537,897,599,999), takes 49 bits.














[image: alt]





b_attachment_b_ANNEX-B-DATA-COLLECTION-FORM.pdf ... 

Grade 9. Grade 10. Grade 11. Grade 12. Non-Graded Classes. TOTAL. Q4. Enrollees ... MAPEH. INDUSTRIAL ARTS. Animal Production. AGRI-FISHERY ARTS.














[image: alt]





SEMESTER 1 SEMESTER 2 Period1 Period 2 Period 3 Period 4 ... 

Period 4. Period 1. Period 2. Period 3. Period 4. GRADE 9. ENG1Da. CGC1Da. FSF1Da. BTT10. ENG1Db. CGC1Db. PPL10Fa. ALC10a. ENG1La. CGC1Pa.














[image: alt]





Name: Period 

Period: ______. FULL Name of Topic Completed. Due Date of Assignment (Do NOT write the date it was assigned). Geometry Example Equations with variables on both sides: decimals & fractions_. Due: Aug 28 th. ___. Algebra 2 Example Evaluate functions fr














[image: alt]





Outsourcing a Two-Level Service Process - Simon Business School 

Nov 29, 2011 - This paper studies outsourcing decisions for a two-level service process in which the first ...... equaterra.com/fw/main/Benchmarking-243.html.














[image: alt]





Outsourcing a Two-Level Service Process - Simon Business School 

Nov 29, 2011 - The customer request could be a call to a technical support center or to ...... interactions among kâˆ— and staffing levels help to explain the overall ...














[image: alt]





Outsourcing a Two-Level Service Process 

Nov 29, 2011 - This paper studies outsourcing decisions for a two-level service process in ... in India, offers the technical support services of gatekeepers.














[image: alt]





10. PROBATIONARY PERIOD 

Mar 25, 2008 - Employee Status. All original and promotional appointments to regular positions are tentative and subject to a trial period known as a probationary period. During the probationary ... conclusion of the six-month probationary period, th


























×
Report P4P Process Round Two Report Data collection period





Your name




Email




Reason
-Select Reason-
Pornographic
Defamatory
Illegal/Unlawful
Spam
Other Terms Of Service Violation
File a copyright complaint





Description















Close
Save changes















×
Sign In






Email




Password







 Remember Password 
Forgot Password?




Sign In



















Information

	About Us
	Privacy Policy
	Terms and Service
	Copyright
	Contact Us





Follow us

	

 Facebook


	

 Twitter


	

 Google Plus







Newsletter























Copyright © 2024 P.PDFKUL.COM. All rights reserved.
















