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MOTIVATION
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RBF IS A KEY PILLAR OF UGANDA’S HEALTH FINANCING STRATEGY

— Uganda has piloted numerous supply- and demand-side RBF initiatives since 2003

— The Health Financing Strategi 2014/15‒2024/25 prioritizes reforms to make the government’s purchasing 
of health services more strategic

— In 2016 the Ministry of Health (MOH) adopted the RBF Framework for the Health Sector

— Starting in 2018/19, RBF was scaled up under the Uganda Reproductive, Maternal, and Child Health 
Services Improvement Project (URMCHIP), funded by the World Bank, GFF, and SIDA, and the Enabling 
Health in Acholi (EHA) project, funded by USAID

— By April 2020, RBF was implemented in the entire country, channelling additional funds to local 
governments (LGs) and participating health centres (III and IV) and hospitals based on performance
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THE GOVERNMENT IS CONSIDERING HOW TO MAINSTREAM RBF

— RBF is seen as a key policy intervention in the government’s Intergovernmental Fiscal Transfers Reform 
Program, which aims to improve financing health and other services delivered by LGs

— MOH has proposed to incorporate RBF principles into the design and allocation of the primary health care 
non-wage recurrent (PHC NWR) grant, the main source of public funding for PHC facility operations

— Previously, there was minimal analysis of the RBF experience under URMCHIP, so MOH commissioned 
operations research to better understand key aspects of implementation—findings can help to build the 
case for mainstreaming and inform the design and implementation of MOH’s mainstreaming strategy

— Two studies were undertaken by MOH in partnership with ThinkWell, focused on:

— Management and use of RBF income (this study)

— Bottlenecks in RBF payment processes (forthcoming)
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THIS STUDY OFFERS A BROAD REVIEW OF RBF UNDER URMCHIP

It attempts to answer the following questions:

1. How does RBF income compare to other sources of recurrent discretionary funding for LG Health 
Management Teams (HMTs) and health facilities?

2. How do LG HMTs and facilities plan for, manage, and account for RBF funds?

3. On what inputs and activities have LG HMTs and health facilities spent their RBF income, and how 
have service outputs and quality changed during RBF implementation? 

4. From the perspective of LG HMTs and health facilities (i.e., implementers), what factors contribute to 
the effective use of RBF income, and what opportunities are there to improve implementation?

— The study contributes to evolving knowledge and learning from other recent efforts to evaluate RBF 
initiatives, including a rapid World Bank assessment of URMCHIP earlier in the COVID-19 pandemic and a 
detailed review by ThinkWell of reproductive health voucher schemes. 

— It also contributes to a growing body of work on the nature of health financing and purchasing for PHC.
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OVERVIEW OF RBF IN UGANDA AS 
IMPLEMENTED UNDER URMCHIP
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THE BASICS OF URMCHIP

— URMCHIP’s goal is to support the scale-up of essential reproductive, maternal, new-born, child, and 
adolescent health (RMNCAH) services. It aims to:

— Improve utilization of essential health services with a focus on RMNCAH services in target districts,

— Scale-up birth and registration services, and 

— Provide immediate and effective response to an eligible crisis or emergency.

— Worth USD 180 million, URMCHIP is co-financed by the World Bank, GFF, and SIDA. It was initiated as a 
five-year project in 2016 and was later extended for 18 additional months, through the end of 2022. 

— The funding is distributed across five project components:
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USD 69 million

USD 74 million

USD 10 million

USD 8 million

USD 20 million

RBF for PHC services

Health system strengthening to deliver RMNCAH services

Capacity strengthening for birth and death registration services

Institutional capacity building to management project activities

Contingent emergency response



RBF UNDER URMCHIP
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Full geographic coverage by April 2020 1400+ Health centers and hospitals

60%-40%
Intended spending split between service 
delivery improvements and staff bonuses

16
Incentivized health and civil 
registration indicators

¼-ly
Intensive reporting, invoicing, and 
verification processes leading to payment



METHODS
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SETTING & STUDY SAMPLE

11

10 of the 28 Phase I LGs, including Kampala

Region

LGs
Health Facilities 

(by ownership)

Health Facilities

(by type)

Total n
GOU PNFP HC III HC IV

Total n Total n Total n Total n

Central 10 4 118 16 42 6 145 16 15 6

Eastern 8 3 70 9 1 3 64 10 7 2

Northern 4 1 22 3 4 1 21 3 5 1

Western 6 2 51 6 10 2 53 4 8 4

Total 28 10 261 34 57 12 283 33 35 13

• 4 facilities per district; where possible, including:
• 1 HC IV
• 1 PNFP

• 10 facilities in Kampala, including 2 per division

Facility sampling

Summary of study sample



DATA COLLECTION STRATEGIES

Information type Collection strategy Sample

Revenue & expenditure 
(quantitative)

Quantitative data matrices populated by 
LG HMT and health facility personnel 
(follow-up during site visits)

10 LGs, 46 facilities 
(full study sample) for
Q3 FY 2018/19 through 
Q4 FY 2020/21

Practices & attitudes related 
to RBF implementation 
(qualitative)

Focus group discussions and key informant 
interviews with LG officials, facility 
managers, and health workers

13 KIIs and 56 FGDs in 
7 LGs and 27 facilities
Site visits in Sep/Oct 2021

Service utilization trends 
(quantitative)

Retrieval from DHIS-2 All Phase I facilities
10 incentivized indicators
FY 2015/16 to 2020/21

Quality assessment scores 
(quantitative)

Retrieval from MOH RBF Unit 
administrative records

All Phase I facilities for
Q3 FY 2018/19 through 
Q1 FY 2021/22
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Note: financial data proved extremely difficult to assemble in a complete 
fashion, due to a combination of poor and fragmented record keeping, 
reliance on paper-based records, lack of time or motivation to provide data, 
and other factors. The resource intensity of assembling facility- and LG-level 
financial data that can be used for this type of analysis highlights the need 
for significant improvements to financial reporting systems and practices.



ANALYTICAL APPROACH

QUANTIATIVE data were compiled, cleaned, and analysed in Excel to produce descriptive 
statistics, summary tables, and data visualisations

QUALITATIVE data were subjected to directed content analysis to characterize RBF-related 
planning and management practices and identify implementer attitudes
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LIMITATIONS IN STUDY DESIGN

— Purposive sampling (and missing data) may limit the representativeness of summary statistics for 
revenue and expenditure, especially for LG HMTs

— Focus on Phase I limits generalizability of findings to districts and facilities that were part of subsequent 
phases, including hospitals

— Study was not designed to isolate impacts specifically attributable to RBF, which was implemented in 
parallel to increases in government financing for PHC and a range of partner investments in supply-side 
readiness and service delivery
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FINDINGS
a) Analysis of local government and health facility revenue
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RBF SIGNIFICANTLY INCREASED FACILITIES’ DISCRETIONARY REVENUE
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Revenue source Public PNFP*

PHC NWR 31% 3%

RBF 69% 10%

User fees n/a 87%
*Only three PNFPs provided sufficient data to be included in these estimates.

RBF more than tripled:
• the amount of money under the direct control of public 

facilities for recurrent spending
• the amount of public financing to participating PNFPs

RBF accounted for between 65% and 74% 
of public facilities’ discretionary income, 
indicating facility revenue from RBF grew at 
a similar rate as PHC NWR grant funding



RBF’S CONTRIBUTION TO LG HMT REVENUE WAS MORE MODEST
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RBF provided only about a tenth of LG HMTs’ 
discretionary revenue, and only a quarter as 
much funding as the PHC NWR grant

RBF’s share revenue also fluctuated more for LG HMTs than 
for facilities: 
• Individual LG HMTs earned RBF payments in some but not 

all quarters
• While PHC NWR grant funding grew each year, RBF 

earnings by LG HMTs stabilized starting in late FY 2018/19
• Several LG HMTs had not yet received payments for the 

second half of FY 2020/21, so RBF’s share of revenue 
during that period appears especially low. 

RBF, 11%

PHC NWR 
grant, 43%

Other gov't 
transfers, 46%

Other government transfers include funds from UgIFT,
special allocations for the COVID-19 response, and more.
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FINDINGS
b) Management practices for RBF revenue

19



GOVERNANCE AND OVERSIGHT
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— Governance and oversight responsibilities were well delineated

— CAOs played a critical role as accounting officer for RBF (and other) funds and as chairperson of 
the District Technical Planning Committees, which functioned as the RBF Steering Committee

— HUMCs played the primary oversight role at each facility, though there were not always sufficient 
resources to facilitate their activities

KEY FINDING
Institutional arrangements for RBF generally conformed 
to relevant guidelines, with some variation



PLANNING AND BUDGETING
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— LG: DHOs either led planning process personally or delegated to the LG RBF focal person, with participation from other 
members of the HMT

— Facility: In-charges led planning or deputized the facility RBF focal person, with participatory approaches for development 
of performance improvement plans (PIPs)

KEY FINDING Planning roles were well defined

— All facilities reported developing PIPs, which were usually incorporated into annual work plans (whereas LGs’ were often standalone)

— Guidelines for planning, budgeting, and managing funds were fragmented across numerous documents, including the PFM Act, LG 
financial guidelines, procurement guidelines, PHC grant and budget guidelines, and the RBF implementation manual

KEY FINDING
Most facilities undertook integrated planning for RBF and PHC NWR 
funding, sometimes hindered by differing rules

— The 60%-40% spit between service improvements and bonuses was universally mentioned as a key guideline

— For service improvements, facilities based their allocations on their PIPs and needs otherwise identified, such as through 
community feedback collected by HUMCs, SWOT analyses, feedback from the LG HMT during verification, and others

KEY FINDING Facilities based allocations of RBF revenue on guidelines and needs



CAPACITY BUILDING AND SUPPORT FOR MANAGING RBF INTERVENTIONS
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— LG HMT members recalled early support from the MOH RBF Unit, and some benefited from 
routine visits by regional RBF officers

— Respondents at less than half of facilities recalled receiving support and training for RBF, and 
even fewer had received support in the last six months

— Trainings and support supervision covered a wide range of skills and topics, including those 
related to administration (e.g., accountability, budgeting, requisitioning) and program  
implementation (e.g., quality assessment tools, performance management, work planning)

— High turnover rates for trained staff were a key capacity challenge

KEY FINDING
Training was concentrated in the early stages of implementation, with too 
little ongoing support in the subsequent periods



PROCESS FOR RBF FUND FLOWS AND SPENDING
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— Challenges from chronic payment delays were widespread, and LG HMTs and facilities were discouraged that their efforts 
to improve the speed of invoicing and verification did not translate into timelier payments

— Once they received payments, implementers often faced cumbersome requisitioning processes to spend on service 
delivery improvements—in contrast, staff bonuses were usually transferred shortly after facilities received funds

KEY FINDING Fund flows to implementers were not smooth

— Communication—whether between the center and LGs, within LGs, or within individual facilities—was ad hoc, and only at 
facilities was there some confidence that information about funds receipt and use would be shared with staff

— Implementers felt the MOH finance department did not communicate sufficiently about RBF payments, and efforts by the 
MOH RBF Unit varied by region

— In part due to payment delays, recipients sometimes struggled to identify inflows as coming from RBF or to match funds to 
the corresponding period of performance 

KEY FINDING The flow of information about payments was also poor and often relied on informal channels



ACCOUNTABILITY FOR RBF RESOURCES
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— The RBF implementation manual, LG financial regulations, and the PFM Act were the basis for 
financial accounting, reporting, and audit practices

— Spending was documented with activity reports and receipts, which were reviewed by the 
internal auditor (reporting to the LG accountant)

— Practices considered helpful for accountability included

— Spending reviews by HUMCs

— Dedicated bank accounts for RBF

— Standard approval processes

— Posting of financial information on public notice boards

KEY FINDING
A range of practices were seen to promote 
accountability for use of RBF funds



FINDINGS
c) Analysis of local government and health facility spending of RBF revenue
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FACILITY SPENDING OF RBF REVENUE BY EXPENDITURE CATEGORY
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Health workforce – incentives

• Health worker incentives, medicines and supplies, 
and infrastructure were the top spending categories, 
accounting for nearly 70% of RBF funds use

• The distribution of spending across categories varied 
over time, with relatively more going to medicines 
and supplies at the beginning of implementation

• Facility-level spending patterns varied considerably 
(e.g., share spent on EMHS ranged from 0% to 60%)
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STAFF INCENTIVES: COMPLIANCE AND PRACTICES

• At about half of the sampled facilities, a committee 
determined individual staff bonuses (RBF, Performance 
Evaluation, Awards and Sanctions, RBF Resource 
Allocation, HUMC)

• Only in one facility did the in-charge and RBF focal 
person determine bonuses themselves

• Numerous consideration were described for 
determining individual bonuses, including:

Share of quarterly RBF revenue 

spent on staff incentives
Compliant

Share of 

observations 

(n = 195)

Up to 40% Yes 53%

More than 40% up to 50% Nearly 31%

More than 50% up to 75% No 12%

More than 75% No 3%

Notes: 

• Columns may not total to 100% due to rounding.

• Some instances of non-compliance may be due to under-reporting of 

spending on categories other than staff incentives
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How staff bonuses were determined 

• Timeliness
• Participation
• Motivation
• Teamwork
• Attendance
• Workload

• Cadre
• Gross pay
• Equality within departments
• Grouping of staff based on RBF 

implementation roles
• Contribution to RBF results

Frequency of compliance



LG HMT SPENDING ON RBF REVENUE BY EXPENDITURE CATEGORY
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33%

Other

Fuel, transport and per diems

Audit

MPDSR

QI meetings

Staff incentives

LG HMT meetings

Monitoring & support supervision

Performance reviews

Verification & validation

Sampled LGs’ use of aggregate RBF income, by spending category

• Four core LG HMT activities consumed more than 
75% of RBF revenue: verification and validation, 
performance reviews, monitoring and support 
supervision, and meetings

• One LG HMT reported distributing staff incentives, 
even though there was no provision in the RBF 
implementation manual for bonuses at the LG level



FINDINGS
d) PHC service trends during RBF implementation
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UTILIZATION OF INCENTIVIZED SERVICES INCREASED FASTER DURING RBF
IMPLEMENTATION THAN THE PRECEDING PERIOD
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THERE WAS NO CLEAR EVIDENCE OF PERVERSE INCENTIVES
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• During study design, stakeholders raised concerns 
about RBF inducing over-provision of C-sections and 
long-term family planning methods due to their 
generous tariffs relative to alternative services

• The utilization data do NOT support these concerns

• Long-term methods users grew rapidly during RBF 
implementation, but not as fast as short-term 
methods users – RBF likely contributed to growth in 
contraceptive use generally (a desirable outcome) 
without systematically biasing providers to steer 
clients to long-term method

• C-sections as a share of all deliveries grew steadily 
but did not accelerate during RBF implementation, 
and the share remains well below 10%



QUALITY SCORES STEADILY IMPROVED BEFORE LEVELING OFF
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Distribution of Phase I facility quality scores, by quarter
Between Q3 of FY 2018/19 and Q1 of FY 2021/22:

• Median verified score rose from 78 to 92 out of 100

• Lowest score increased from 56 to 62

• Gap between highest- and lowest-scoring facilities 

shrank from 44 points to 37 points

Improvement slowed considerably after FY 2019/20, as 

the median score approached 90. This is consistent 

with the idea that some quality improvements are 

beyond a facility’s control, even with the additional 

funding from RBF.



FINDINGS
e) Implementer perspectives on RBF implementation
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RBF’S IMPACT ON PHC AND ITS ENABLERS IN THE EYES OF IMPLEMENTERS
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Increased client volumes

Improved service quality

Increased availability of essential 
medicines, equipment, and supplies

Upgraded infrastructure

“I have seen that the infrastructure has been 
stepped up and improved, a lot of 

rehabilitation has been done. I have seen 
fences and improvement of security, the 

assets, and buildings at the health facilities. 
All of that is because of the RBF funds.”

“Health facility in-charges 
have learnt and now 

understand how to plan and 
account for money. Previously 

this capacity was weak.”

Invigorated health workforce

Better reporting and data management

More regular and timely referrals

Strengthened financial planning and management



IMPLEMENTERS’ PROPOSALS TO IMPROVE RBF IMPLEMENTATION
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— Improve timeliness of verification and payments

— Further harmonize RBF with other routine reporting and PFM processes

— Improve and routinize communication at the time of disbursement

— Increase transparency and fairness in distribution of staff bonuses

— Sustain or increase facility autonomy, including procurement flexibility

— Continue addressing capacity gaps 

— Increase funding for RBF to enhance operating budgets and expand VHT roles

— Expand the incentivized service package

— Allow more private providers to participate

“What has not worked well majorly is delay 
in disbursement of funds. It brings 
everything to a standstill and some 

backsliding because there are some activities 
to have to be facilitated by RBF funds, and if 

there is delay, it means no work done.”

“VHTs play a very big role in both 
community and health facility by 

facilitating their activities, and that is a 
practice that needs to be maintained.”



KEY TAKEAWAYS AND RECOMMENDATIONS
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KEY TAKEAWAYS
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— RBF significantly increased discretionary revenue for health facilities, less so for LG HMTs

— Facilities spent most of their RBF revenue on staff incentives, medicines and supplies, and infrastructure, while LG HMTs used the 
funds mainly for core oversight functions

— Data on revenue and expenditure were difficult to collect due to fragmentation and lack of accounting systems and capacity

— Institutional arrangements generally conformed to guidelines, with planning roles well defined, and most facilities attempted to plan 
holistically for RBF and other resources

— The flow of RBF funds and information faced numerous challenges

— A range of practices were seen to promote accountability, though implementation varied

— Utilization of incentivized services increased significantly during RBF implementation, as did quality scores, and there was no 
evidence of perverse incentives from generous tariffs for C-sections and long-term family planning methods

— Bonuses played a critical role in motivating health workers, especially where allocations were perceived to be fair and transparent

— Autonomy, including procurement flexibility, were considered key enablers of improved performance



RECOMMENDATIONS
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— Continue increasing financing for PHC facilities

— Develop a transparent, evidence-informed process for regularly reviewing and updating RBF performance criteria

— Deepen engagement with privately owned health facilities

— Closely monitor health worker motivation and morale following the end of URMCHIP

— Improve timeliness of payments in any future strategic purchasing initiative

— Sustain or enhance facility autonomy, including to purchase essential medicines and supplies

— Harmonize facility revenue streams to enhance planning, implementation, and accountability

— Invest in better systems and capacity to track revenue and spending

— Increase the interoperability of key health and financial information systems



OPPORTUNITIES FOR ONGOING LEARNING
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— Continually monitor the payment system to deter, detect, and address undesirable behaviors stemming 
from financial incentives

— Undertake further analysis to more precisely estimate RBF’s contribution to health system performance 
(requires additional data and more sophisticated statistical techniques)

— Unpack the experiences of public facilities that ordered essential medicines and supplies from JMS

— Design a robust implementation research agenda for RBF mainstreaming, both to understand its effects on 
the health system and to identify and address operational bottlenecks
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