QUALITY OF CARE IN
PERFORMANCE-BASED
INCENTIVES PROGRAMS
MOZAMBIQUE CASE STUDY

March 2016
This case study was funded by the United States Agency for International Development under Translating Research into Action, Cooperative Agreement No.
GHS-A-00-09-00015-00. This study is made possible by the support of the American People through the United States Agency for International Development
(USAID. The findings of this study are the sole responsibility of Thinkwell, LLC and do not necessarily reflect the views of USAID or the United States Government.

CONTENTS
ii

Acronyms

1

Background

3

Country Snapshot

3

Quality of Care in Mozambique

4

Introduction of Performance-based Financing

5

Performance-based Financing Quality Assessment Approach

7

Assessing Quality within Performance-based Financing Programs

8

Checklist Design

9
11

Impact of Paying for Quality
Challenges and Lessons Learned

ACRONYMS
CCT

Conditional Cash Transfer

CDC

US Centers for Disease Control and Prevention

DDS

Direcção Distrital de Saúde, or district directorate of health

DPS

Direcção Provincial de Saúde, or provincial directorate of health

EGPAF

Elizabeth Glaser Pediatric AIDS Foundation

IMM

Iniciativa Maternidade Modelo

IMQ

Instrumento da Melhoria da Qualidade

MOH

Ministry of Health

P4P

Pay for performance

PBI

Performance-based incentives

PBF

Performance-based financing

PCI

Prevention and Control of Infections

PEPFAR President’s Emergency Plan for AIDS Relief
TRAction Translating Research into Action
USAID

ii

U.S. Agency for International Development

Quality of Care in Performance-Based Incentives Programs

BACKGROUND

P

erformance-based incentives (PBI) schemes are a
financing approach used by health systems around
the world to improve health system performance,
and increasingly so in low- and middle-income countries.
PBI programs provide payments to facilities or health
providers for achieving pre-determined performance
targets. Facilities and providers are assessed using
checklists to determine their performance score, and
payments are calculated based on quantity and quality
scores. PBI differs from traditional health financing
approaches that tend to pay for inputs into the health
system, rather than outputs.
PBI programs set performance targets related to the
health objectives prioritized by national, regional, and
local governments. For example, these programs could
target maternal and child health, HIV, or tuberculosis
outcomes, among many others. PBI programs aim to
increase demand for and use of health services, and to
improve both the quantity and quality of health services
provided. PBI as a health financing approach is relatively
new, and much can be learned from the roll-out and
scale-up of PBI in low and middle-income countries
over the last decade. Initially, the programs focused on
increasing utilization rates for health services, with less
attention paid to incentivizing improved quality of care or
in understanding the unintended consequences of these
programs on quality of other services. PBI programs with
a quality component often assess structural indicators
of quality. However, few programs focus on process or
outcome indicators, which are a more robust measure
of quality of care (see box on page 5 for more details
on quality indicators). More recently, however, countries
have recognized the need to include better quality of care
performance targets within PBI programs.

ALTERNATIVE TERMS FOR PBI1
Alternative terms are used to describe variations of this
financing concept, including:
n Results-based financing (RBF)
n Performance-based financing (PBF)
n Pay for performance (P4P)
n Conditional cash transfer (CCT).
These terms are often used interchangeably, though there
are (in some cases slight) differences in their definitions.2
As Mozambique’s program is named a PBF intervention,
the term PBF will employed throughout this case study.

As part of a global review of quality of care in PBI programs,
the USAID|Translating Research into Action (TRAction)
Project and ThinkWell have produced a series of five case
studies examining how and to what extent quality has been
incentivized within PBI programs in the Democratic Republic
of the Congo, Malawi, Mozambique, Nigeria, and Senegal.
The subject of this case study is a Performance-Based
Financing (PBF) pilot program in Mozambique, funded by
the US Centers for Disease Control and Prevention (CDC)
and implemented by the Elizabeth Glaser Pediatric AIDS
Foundation (EGPAF). This program is the largest and longestrunning PBF program in Mozambique and is one of the only
PBF programs globally with a clinical focus on HIV/AIDS and
tuberculosis outcomes. Data for this case study was gathered
through document reviews and in-depth interviews with 3 PBF
field coordinators, 2 verifiers from the Provincial Directorates
of Health (DPS), 1 rural hospital provider, and 1 rural health
center provider in Nampula and Gaza provinces.

1

USAID Health Systems Strengthening Program. Performance-Based Incentives: A Primer for USAID Missions. 2010. Available at: http://pdf.usaid.gov/pdf_
docs/Pnadx747.pdf

2

Musgrove, Philip. The World Bank. Financial and other rewards for good performance of results: a guided tour of concepts and terms and a short glossary.
2011. Available at: https://www.rbfhealth.org/sites/rbf/files/RBFglossarylongrevised_0.pdf
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COUNTRY SNAPSHOT
QUALITY OF CARE IN MOZAMBIQUE
Mozambique has a population of more than 26 million, with
about 65% of the population living in rural areas. Despite
much of the recent success in terms of economic growth
and reduction in poverty levels, health outcomes remain
poor.3 Mozambique has one of the highest HIV prevalence
rates (11.5%) and maternal and under-five child mortality
rates in the world, at 480 deaths per 100,000 live births and
90 deaths per 1,000 live births respectively. Mozambique’s
national health system is centralized and predominately
public, and most financial decisions (e.g., planning,
procurement, and human resources) are made at the national
level. Although there are several challenges that contribute to
Mozambique’s poor health outcomes, quality of care remains
one of the largest. Access to quality health services is severely
limited, not only because of low population density and
distance to health facilities in rural areas, but also because
of the scarcity of trained and motivated human resources.4
In 2007, Mozambique’s National Directorate of Public Health
conducted a facility-level analysis that revealed poor quality
of care, including problems related to long wait times, lack
of welcoming reception, poor privacy, lack of confidentiality,
mistreatment of clients, and inadequate infrastructure and
supplies.5 In response, Mozambique’s Ministry of Health
(MOH) launched the National Committee on Quality and
Humanization of Health Care in 2009. A similar facility-level
survey, conducted in 2012, revealed only marginal quality
improvements, predominately in infrastructure and supplies.

KEY TAKEAWAYS ON QUALITY
OF CARE FROM MOZAMBIQUE’S
PBF PROGRAM
1. Self-reporting of quality checklist scores from each
facility has streamlined the verification process.
2. Results show that facility performance on the three
checklists is highly variable.
3. The resources required to complete and verify three
checklists is too high. Revisions to one checklist are
currently being piloted in one province.

More recently, in 2014, the Maternal and Child
Health Integrated Program completed the Quality and
Humanization of Care Assessment, which measured the
coverage and quality of interventions that address direct
causes of maternal and neonatal deaths.2 The results
showed that performance on quality standards increased
on average across all facilities, from 36% in 2009 to 67%,
predominantly due to improved respectful maternity care
practices.6 However, the findings concluded that quality
of care overall remains well below the World Health
Organization’s recommended standards for maternal and
newborn care.

3

United Nations Development Program. Human Development Report 2015: Work for Human Development Mozambique. 2015. Available at: http://hdr.undp.
org/sites/all/themes/hdr_theme/country-notes/MOZ.pdf

4

United States Agency for International Development. Maternal and Child Health Integrated Program. Quality and Humanization of Care Assessment: A Study
of the Quality of Maternal and Newborn Care Delivered in Mozambique’s Model Maternities. 2013. Available at: http://www.mchip.net/sites/default/files/
Mozambique%20QHC%20Report.pdf

5

Health Sector Strategic Plan 2007–2012. [Mozambique] Ministry of Health. 2007.

6

United States Agency for International Development and Jhpiego. Humanizing and Transforming Maternal and Neonatal Care in Mozambique-the Model
Maternity Initiative. [Abstract]. Available at: http://www.globalmnh2015.org/portfolio/humanizing-and-transforming-maternal-and-neonatal-care-inmozambique-the-model-maternity-initiative/
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INTRODUCTION OF PERFORMANCEBASED FINANCING

FIGURE 1. Geographic coverage of Mozambique’s
performance-based financing program

EGPAF initiated financial decentralization with the
introduction of sub-grants to provincial and district health
authorities in 2009. These grants provided financial
support to integrate HIV clinical services within primary
care services, and to increase local capacity to manage
funds. Over an 18-month period, the Direcção Distrital de
Saúde (DDS, or district directorates of health), and Direcção
Provincial de Saúde (DPS, or provincial directorates of
health) demonstrated significant improvement in fund
management, but failed to improve HIV care and treatment
outcomes. In January 2011, EGPAF initiated a PBF program
with the objective of improving the quality and quantity of
HIV and maternal and child health clinical services. The
program is funded by CDC with financing from the U.S.
President’s Emergency Plan for AIDS Relief (PEPFAR).
Within the institutional arrangement of the pilot program in
Mozambique, EGPAF serves as the purchasing agent or fund
holder, which contracts with public health facilities to provide
health care services and disburses funds according to the
PBF contract. EGPAF and provincial governments jointly
conduct verification for the quantity of services provided
through quarterly visits to each PBF facility. Quality is verified
by the provincial government, though EGPAF is often involved.
The program has no counter-verification process. When
beneficiary health facilities receive quarterly PBF bonuses,
40% is allocated for investment into the health facility, and
60% is distributed to all health facility staff as salary topups. Salary top-ups or incentives are distributed based on
pre-determined criteria, including years of service, level of
education, and attendance, among others.
Interestingly, a recent political economy analysis showed
that EGPAF and CDC primarily engaged the provincialand district-level health offices (DPS and DDS) in the
planning and implementation of the PBF program.7
The involvement of the MOH was minimal; even with a
number of sensitization campaigns and capacity-building

7

4

Nampula

Gaza

Maputo

workshops, the MOH remains uninformed and weary of the
PBF program. MOH lacks a sense of ownership and has
no champions at the central level working to expand PBF
beyond the two pilot provinces (see Figure 1). Currently, the
PBF program is continuing in a total of 142 health facilities,
65 in the province of Nampula and 77 in Gaza, equal to
31% and 57% population coverage respectively.

ThinkWell. Performance-based financing in Mozambique: a policy analysis of provincial and national scale-up. 2016. Unpublished, forthcoming.
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PERFORMANCE-BASED FINANCING QUALITY
ASSESSMENT APPROACH
The package of services under the PBF scheme are linked
to performance across 21 clinical indicators, categorized
into five groups: prevention of mother-to-child transmission
of HIV, pediatric HIV, adult HIV care and treatment,
tuberculosis, and maternal and child health. The majority of
these indicators are drawn from the Mozambique national
reporting system. The program assesses quality of care
at health facilities using three separate checklists. Two are
national-level quality checklists for disease prevention and
control and maternal health indicators, respectively, and
the third checklist was developed by EGPAF and focuses on
HIV/AIDS care and treatment (see Table 1).
The three quality checklists vary considerably in terms of
the number of indicators, service types, and means of
assessment (see Figure 2). The Prevention and Control of
Infections (PCI) tool focuses on cleanliness and sanitation
protocols in use across the core service areas of a health
facility—outpatient consultations, vaccinations, maternity,
and laboratory. Measurement methods for the PCI consist
of a checklist and direct observations. The Iniciativa
Maternidade Modelo (IMM) checklist has fewer indicators

CATEGORIES OF QUALITY INDICATORS
Structural: Assesses the characteristics of a care
setting, including facilities, personnel, and policies related
to running the facility and care delivery.
Process: Determines if the services provided to patients are
consistent with routine clinical care and current guidelines.
Output: Evaluates patient health, prescription rates, and/
or patient satisfaction as a result of the care received.

than PCI and uses a variety of assessment methods, but
is focused solely on maternal and newborn care. The
Instrumento da Melhoria da Qualidade (IMQ) checklist
consists of predominately process indicators, such as
adherence to the care protocols for antiretroviral therapy
and coinfection of tuberculosis and setting follow-up
procedures in place. The measurement methods range from
direct observation of home visits for antiretroviral therapy
patients to register review and checklist observations.

TABLE 1. Mozambique’s performance-based financing program quality checklists
CHECKLIST

DEVELOPED BY

AREA OF FOCUS

NO. OF INDICATORS

NO. OF SECTIONS

Prevention and Control of
Infections (PCI)

MOH

Hygiene and sanitation

179

13

Iniciativa Maternidade
Modelo (IMM)

MOH

Maternal and child health

81

9

Instrumento da Melhoria
da Qualidade (IMQ)

EGPAF

HIV/AIDS care and treatment

26

11

Note: MOH = Ministry of Health, EGPAF = Elizabeth Glaser Pediatric AIDS Foundation.
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FIGURE 2. Composition of the quality of care checklists
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Note: There are three types of indicators: structural, process, and output (see box on page 5). The three quality checklists utilized by Mozambique’s PBF program
do not contain any output indicators.
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ASSESSING QUALITY WITHIN
PERFORMANCE-BASED
FINANCING PROGRAMS
Step 1: Self-evaluation
On a semiannual basis, each health facility is instructed by
the DPS to conduct an internal evaluation of quality using
the three checklists and self-report their scores. Once the
self-evaluation score reaches 60% or above for any of the
three checklists, as per the national standards, the health
facility qualifies for an external assessment. If, however, a
health facility scores below 60% in the self-evaluation for all
of the quality checklists, it will not be externally assessed
nor receive a quality bonus for those two quarters.

Step 2: External assessment
External assessment of the PCI and IMM quality checklist
scores is conducted by the DPS or the Training Institute,
a medical education facility. These assessments are
pre-arranged (i.e., announced) with the facility. The
external assessment of the IMQ checklist is conducted
collaboratively by EGPAF and the DPS offices. Due to the
required time and resources to verify the IMQ checklist at
the facility (approximately two to three days), the verification
is conducted remotely (in EGPAF and DPS offices) and
consists of verifying that the health facilities have applied
the instrument correctly.

If there is more than a 10% discrepancy between the quality
score reported by the health facility through self-evaluation
and the score calculated by the external assessors, or
if external assessors calculate a score below 60%, the
payment related to that particular tool is canceled for those
two quarters.

Step 3: Quantity verification
The calculation of the quality bonus depends on the
quantity payment that the health facility earns for each
quarter. Health facilities submit monthly aggregated reports
on the number of services performed for each of the 21
key health indicators. EGPAF gathers the monthly reports
into quarterly reports and then conducts quarterly visits to
verify the reported numbers with the facility’s register. The
quantity payment is simply a multiplication of the verified
number of services performed with the corresponding price
for each indicator.
The quality bonus for each of the three quality checklists is
expressed as a share of the quantity payment, and added
on top of the quantity payment in the final invoice, as
demonstrated in Table 2. The larger the quantity bonus, the
larger the quality bonus. Quality scores are applied for two
quarters because they are reported and verified every six
months. If a health facility forfeits the quantity payment in a
particular quarter due to misreporting, it automatically loses
the quality payment for that quarter as well, regardless of
the percentage scored.

TABLE 2. Calculation of the final performance-based financing bonus for health facilities
Quantity bonus

= Sum (Price × Quantity of services)

Equity factor (%)

+ (10%-30%) × Quantity bonus

Quality: HIV services (% score)

+ (% score) × 20% × Quantity bonus

Quality: Maternity care (% score)

+ (% score) × 30% × Quantity bonus

Quality: Prevention and control of infections (% score)

+ (% score) × 30% × Quantity bonus

Total payment

= Sum (Quantity+Equity+ Quality)
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CHECKLIST DESIGN
The MOH heightened its focus on improving quality of care
with the launch of the National Committee on Quality and
Humanization in 2010. The PCI and IMM quality checklists
were developed by the MOH according to national
standards and international best practices. The design
process for these two checklists is not well documented,
and is not well understood by the key informants from
EGPAF, the DPS, or DDS. During the initial stages of the
PBF program, the DPS and DDS requested to use these
two national quality checklists as part of the PBF program
because facilities already had to complete them to comply
with MOH standards.

A health worker examines a pregnant woman during an antenatal care
consultation a health center in Chimoio, Manica, Mozambique.
Photo credit: Arturo Sanabria, Photoshare

The bonuses for the quantity and quality of services are
combined in the final invoice submitted to EGPAF. An equity
weight ranging from 10% to 30% is applied to facilities in
rural and hard-to-reach areas to provide them with additional
resources to operate in those areas. Informants reported that
for each facility, the DPS estimates three to four hours to
complete external verification of the PCI and IMM checklists.
Verification of the IMQ checklist as it is designed could
take a full two to three days, with direct observations of
antiretroviral therapy home visits, verification of correct use of
care protocols (a sample of ten from the register), and other
provider behavior and community indicators.

8
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The IMQ checklist was introduced to the PBF program
in 2013 and is not based on a pre-existing MOH tool.
In August 2013, the National Committee on Quality and
Humanization launched a national HIV quality improvement
program to address quality of care issues that are specific
to HIV. The IMQ checklist was designed by a consortium of
stakeholders including EGPAF and CDC. Although the IMQ
checklist has significantly fewer indicators than the PCI and
IMM, the indicators are complex and require a high level of
effort to achieve and to verify. After the pilot phase, EGPAF
Gaza decided to drop the IMQ checklist altogether, whereas
EGPAF Nampula decided to modify the tool and pilot a new
version until January 2016. In designing the new checklist,
EGPAF Nampula formed a committee of provincial-,
district-, and central-level government representatives
and international partners. The committee used existing
PBF quality tools as a model; hence, the revised checklist
resembles existing quality checklists, primarily from World
Bank-funded PBF programs. Following the pilot period,
DPS and EGPAF Nampula will review the monitoring data
and conduct provider interviews to assess how the revised
checklist is working.

IMPACT OF PAYING FOR QUALITY
A very low percentage of PBF facilities receive quality
bonuses. A total of 12 of 65 (18%) PBF facilities in
Nampula and 24 of 77 (31%) in Gaza received at
least one quality bonus for one or more checklists
between January 2014 and September 2015. Only 2
of 142 facilities received quality bonuses for reaching
a 60% threshold on all three quality checklists in the
same quarter. Overall, facility scores are inconsistent.
Figures 3 and 4 show the average quality score
across PBF facilities per province from January 2014
to September 2015.
In Nampula, the average score for the PCI
checklist is declining (see Figure 3). The number
of facilities reaching the 60% threshold is also
declining — there were eight facilities that achieved
the threshold for PCI in January 2014, compared
to three in September 2015. The IMQ checklist
scores remain consistent, although on average
only five facilities achieved 60% or above on the
IMQ checklists over the same time period. Note
that these are not the scores from the revised IMQ
checklist currently being piloted. The IMM checklist
average score increased from 63% to 77% between
October 2014 and January 2015, which was a
result of higher scores overall and three additional
facilities reaching the threshold target.
In Gaza, the average scores for both the PCI and
IMM checklists are relatively similar and generally
increased over time (see Figure 4). The number
of facilities receiving the quality bonus for the PCI
checklist increased from 2 to 18 facilities from
January 2014 to September 2015. Aside from the
performance data, frequent and formal assessments
on the quality of care external to the checklists is
lacking. There was a recent evaluation that assessed
the impact of PBF on 18 of 21 quantity indicators,
but due to the lack of data in the control regions,
quality of care was not included.

FIGURE 3. Quality of care checklist performance in Nampula (2014-2015)
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FIGURE 4. Quality of care checklist performance in Gaza (2014-2015)
85%
IMM

PCI

80%

75%

70%

65%

60%

55%
Jan
2014

Apr

Jul

Oct

Jan

Apr

Jul

Oct

2015

Mozambique Case Study

9

10

Quality of Care in Performance-Based Incentives Programs

CHALLENGES AND LESSONS LEARNED
A number of challenges and lessons learned were discussed
by key informants, which are detailed as follows:
Completing three quality of care checklists is
burdensome. Completing the quality checklists consumes
a significant amount of staff time due to the number
and complexity of the 286 indicators. Health facilities,
particularly rural facilities, have limited human resources to
allocate to completing the quality checklists, and ensuring
proper equipment and registers are ready for external
verification. Annual review processes could be instituted
to evaluate and revise each checklist based on the health
facility’s performance, adherence, and feedback.
Performance data from the quality checklists is
not transparent. DPS does not provide facilities with
information, such as performance graphs or tracking
reports, or specific guidance on how to improve their quality
scores. The majority of health facility staff are unaware of
which quality components they are not performing well on.
Using existing data to provide feedback to facilities may help
providers and managers better plan and achieve improved
quality scores.

One checklist does not fit all. The three standardized
checklists are uniformly applied to each facility. Many
facilities that do not have maternity wards are not eligible for
the IMM quality checklist bonus and no adapted checklist
is available, so those facilities are simply not eligible for the
30% bonus associated with that checklist. Moreover, the
PCI checklist measures hygiene and sanitation for a variety
of services including laboratory, blood bank, maternity,
vaccination, and tuberculosis in addition to general services
and consultations. Small rural clinics or specialized hospitals
are penalized for not providing these services, making the
achievement of 60% difficult or, in many cases, impossible.
Providers and patients define quality differently. Key
informants discussed the dichotomy between what patients
consider important for quality and what providers perceive
as quality of care. Patients prioritize availability of staff,
provider competence, and shorter wait times as important,
whereas providers focus on equipment, commodities, and
cleanliness. The current quality checklists define quality
similar to how providers prioritize items, but the health
system should also be responsive to the priorities of its
beneficiaries and measure those processes and outcomes
as well. Determining what aspects of care are most
important to patients and families will help providers and
health facility management improve quality care.

Mozambique Case Study

11

University Research Co., LLC
7200 Wisconsin Avenue, Suite 600
Bethesda, MD 20814
www.urc-chs.com

For more information on the TRAction Project:
www.tractionproject.org  tracinfo@urc-chs.com

