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FOREWORD  

In pursuit of Uganda Vision 2040, the health sector aims at ensuring Uganda has a productive 

population that effectively contributes to socio-economic growth which will be achieved by 

provision of accessible and quality health care to all people in Uganda. The health of the 

Ugandan population is central to the socio-economic transformation of the country.  

 

The MoH Results Based Financing Mainstreaming Strategy 2021 builds on the Human Capital 

Development Component of the National Development Plan III and lays a foundation for 

movement towards Universal Health Coverage. Under the Health Financing Strategy, Results 

Based Financing (RBF) is a core intervention to transforming health purchasing from a 

traditional input-based budgeting approach to one that actively encourages performance 

improvements. In 2016, the Ministry of Health developed a National RBF Framework to guide 

the institutionalization of RBF which has been scaled up nationally through the Uganda 

Reproductive, Maternal, and Child Health Services Improvement Project (URMCHIP), with 

funding from the World Bank, Global Financing Facility (GFF), and Swedish International 

Development Agency (SIDA), and Enabling Health in Acholi sub-region project (EHA), 

funded by USAID and implemented by Enabel. With URMCHIP and EHA expected to end in 

2022 and 2023, respectively, and in accordance with the HFS, the Government of Uganda 

(GOU) decided to mainstream RBF in the UgIFT program for public financing for PHC 

beginning FY 2022/23. 

The main objective of this strategy is to institutionalize RBF as key element of financing for 

PHC in the intergovernmental fiscal transfer system, which is expected to improve the quality, 

equity, and efficiency of health service delivery. It defines the governance and institutional 

arrangements for PHC financing with a mainstreamed RBF approach; describes the envisaged 

modifications to PHC resource allocation, disbursement, use and accountability mechanisms, 

including identifying needed revisions to relevant guidelines; and outlines the implementation 

framework for RBD mainstreaming. 

 

The enhanced PHC financing with mainstreamed RBF envisaged in this strategy will contribute 

to revenue adequacy and equitable and efficient resource allocation in the health system. It will 

also strengthen capacity at national and LG levels to effectively oversee resource allocation 

and use. At the service delivery level, it will lead to greater and more equitable provision of, 

access to, and utilisation of priority services; better adherence to service standards; and 

improved quality of care. 

 

I therefore, call upon all stakeholders at sub-national, national and global level to support the 

implementation of this Strategic Plan. 

 
Dr. Diana Atwine 

PERMANENT SECRETARY 
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1 INTRODUCTION 

1.1 Contextual Background 

Uganda is in the midst of the epidemiological transition, experiencing the double burden of 

communicable and non-communicable diseases (NCDs). Reproductive, maternal, new-born, 

child, and adolescent health (RMNCAH) conditions account for over 60% of the Years of Life 

Lost (YLL) in Uganda. The Maternal Mortality Ratio has remained unacceptably high at 336 

per 100,000 live births (UBOS and ICF 2018), and Uganda accounts for 2% of the annual 

maternal deaths globally. The leading causes of maternal death are haemorrhage, obstructed 

labour, and complications from abortion, all of which are preventable. It is estimated that 3 of 

the 10 maternal deaths in Uganda occur in young women aged 15–24 years. Fertility among 

teens aged 15–19 is 132 per 1,000 women, which is the highest in Sub-Saharan Africa and 

contributes significantly to the country’s high total fertility and population growth rates (UBOS 

and ICF 2018). 

 

The country must also contend with numerous highly prevalent communicable diseases. There 

are more than 200 malaria cases per 1,000 persons annually. More than 1.4 million Ugandans 

are living with HIV, and though almost 90% are enrolled on antiretroviral therapy (ART), 

nearly a quarter are not retained in care. In Financial Year (FY) 2019/20, about one-fifth of the 

nearly 72,000 incident Tuberculosis (TB) cases went undetected. Childhood pneumonia and 

water-borne diseases are widespread. All of these conditions are preventable, and recent gains 

have stalled or even reversed during the COVID-19 pandemic (MOH 2020b).   

 

Meanwhile, the burden of NCDs is growing across all socioeconomic strata, underscoring the 

need to increase investment in NCD prevention, early detection, and management. NCDs 

accounted for a third of Uganda’s 97,600 deaths in 2016, and they are predicted to become the 

leading cause of death in Africa by 2030 (WHO 2018; Meghani et al. 2021). The country’s 

increasing NCD burden is being driven by hypertension and other cardiovascular diseases, 

diabetes, cervical and prostate cancers, among other conditions.  

 

The inadequacy of financial and human resources constrains the supply of and equitable access 

to high-quality health services. Resource constraints also prevent the health system from 

effectively responding to evolving population health needs.  

  

Historically, government financing for Primary Health Care (PHC) services has been 

channelled to public and Private Not-for-Profit (PNFP) facilities through PHC grants to Local 

Governments (LGs) for wages, operational inputs (non-wage recurrent), and capital 

development. Allocations to the PHC non-wage recurrent (NWR) and capital development 

grants have been increasing over the last three years under the Uganda Intergovernmental 

Fiscal Transfers Program for Results (UgIFT), which aims at improving the adequacy, equity, 

and effectiveness of financing for LG services. A key principle of UgIFT is to use financing 
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strategically rather than continuing to rely solely on input-based budget allocations that do not 

incentivise providers to adopt behaviours that improve performance or optimize the use of 

scarce resources. 

1.2 Health Sub-Programme Policy Context 

Under Vision 2040, Uganda aspires to attain middle-income status with a prosperous and 

healthy population (Republic of Uganda 2007). The vision sets specific health targets to be 

attained by 2040, including for improvements in life expectancy, maternal, infant, and under-

5 mortality, child stunting, and fertility rates. This is operationalized by the National Planning 

Authority (NPA) through five-year national development plans.  

 

Under the National Development Plan (NDP) III, a new framework of program-based 

budgeting (PBB) is used to plan for the delivery of common results and aligned to programs 

that cut across linked Sub-Programmes. In the NDP III, health priorities are aligned to the 

objectives of improving productivity, inclusiveness, and wellbeing of the population, under the 

Human Capital Development Program. The NDP III embraces the unmet goal of “accelerating 

movement towards Universal Health Coverage (UHC) with essential health and related 

services needed for promotion of a healthy and productive life” (NPA 2020). 

 

The National Health Policy lays out the vision and mission of the health Sub-Programme. The 

vison of the health Sub-Programme is ‘a healthy and productive population that contributes to 

socio-economic growth and national development” (MOH 2010).  

1.2.1 The UHC Roadmap  

Uganda is committed to attainment of the Sustainable Development Goals (SDGs) and has 

developed a UHC roadmap 2020-2030 that emphasizes the need to develop a mix of financing 

sources, increase public expenditure on health and social protection programs, and expand 

financial risk protection (MOH 2020a). 

1.2.2 Health Financing Strategy 

The Health Financing Strategy (HFS) provides a framework guiding health financing 

interventions to support access to quality services. Under the HFS, Results Based Financing 

(RBF) is a core intervention to transforming health purchasing from a traditional input-based 

budgeting approach to one that actively encourages performance improvements. RBF 

approaches rely on financial incentives—for consumers or providers of health services, or 

both—to encourage behaviours that enhance productivity, effectiveness, and accountability in 

the health system. Global evidence indicates that, when appropriately designed, RBF can 

contribute to improved service coverage and quality (Diaconu et al. 2021), which are necessary 

to the attainment of UHC.  
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1.3 RBF Implementation Experience 

In 2016, the Ministry of Health (MOH) developed a National RBF Framework to guide the 

institutionalization of RBF within the health Sub-Programme (MOH 2016), informed by the 

implementation experiences of previous initiatives funded by Catholic Organization for Relief 

and Development Aid (Cordaid), World Bank, CIDA, USAID, UKAid and Kingdom of 

Belgium. Several principles underpin the Framework’s approach to strengthening Uganda’s 

health Sub-Programme by overcoming low productivity and other service delivery challenges. 

These include (a) linking financing to results; (b) providing of incentives to facilities and their 

staff; (c) focusing on accountability for results; (d) promoting the use of evidence for decision 

making; (e) ensuring systematic verification of data on the quantity and quality of services 

provided; and (f) involving staff more in facility-level governance, decision-making, and 

ownership of results and accountability. 

 

Currently, the MoH has scaled up RBF in the health Sub-Programme under the Uganda 

Reproductive, Maternal, and Child Health Services Improvement Project (URMCHIP), with 

funding from the World Bank, Global Financing Facility (GFF), and Swedish International 

Development Agency (SIDA). URMCHIP aims at strengthening the health system to deliver 

accessible, equitable and quality health services, with a focus on maternal, child, and adolescent 

health services. In particular, the project is designed to increase utilization of selected services 

and improve their quality. Public and PNFP Health Centres (HC) III, IV and hospitals are 

eligible to participate in RBF under URMCHIP. After phased implementation starting in 

January 2019, 1,423 facilities1 in 131 districts and the Kampala Capital City Authority 

(KCCA)2 are participating, thereby earning quantity- and quality-based bonus payments each 

quarter.3 In the remaining four districts, 38 additional facilities participate in a similar RBF 

scheme under the Enabling Health in Acholi sub-region project (EHA), funded by USAID and 

implemented by Enabel4 (Byakika et al. 2021). 

 

With URMCHIP and EHA expected to end in 2022 and 2023, respectively, and in accordance 

with the HFS, the Government of Uganda (GOU) decided to mainstream RBF in public 

financing for PHC. Beginning in FY 2022/23, the PHC NWR grants to LGs will be based partly 

on performance. Mainstreaming requires modifying the RBF design both to reflect lessons 

from implementation experience and to align with the GOU’s Public Financial Management 

(PFM) system and processes.  

 

                                                 
1 Participating facilities include 1,315 HC III/HC IV and 108 hospitals. Additional facilities will continue to be 

enrolled during FY 2021/22. 
2 Due to its semi-autonomous status, the KCCA receives all RBF payments on behalf of its participating facilities.  
3 URMCHIP’s quantity-based payments are linked to 12 indicators: new outpatient visits for children aged 0–59 

months, first antenatal care (ANC) visits during the first trimester, fourth ANC visits during pregnancy, pregnant 

women who received a second dose of IPT, normal deliveries, caesarean deliveries, referrals for emergency 

obstetric care during labor, postnatal (PNC) visits within six days and six weeks, new and returning short-term 

contraceptive method users, new and returning long-term contraceptive method users, fully immunized children 

under one year, and birth notifications. 
4 EHA covers the Acholi sub-region, including Amuru, Gulu, Nwoya, and Omoro Districts. 
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The implementation experience in both public and PNFP sector has demonstrated that RBF 

improves utilisation of services through strengthening health systems, promoting efficiency, 

staff motivation, morale, empowering beneficiaries, and effective use of available resources 

(World Bank 2021).  

 

There is a range of evidence that RBF is contributing to performance improvements, in part by 

significantly increasing the volume of resources available to health facilities. Prior to service 

disruptions caused by the COVID-19 pandemic, most of the incentivized indicators increased 

steadily, with HC IIIs performing especially well. Utilisation of Antenatal Care (ANC), 

Postnatal Care (PNC), and Family Planning (FP) services increased the most. Quality 

assessment scores also generally rose, and there are opportunities to strengthen quality 

assessment by shifting emphasis away from structural indicators of quality to process and 

outcome indicators. A decline in absenteeism has been observed in some facilities (MOH 

2020b), and 300 – 400 facilities are ordering supplementary medicines and supplies quarterly 

from the Joint Medical Store (JMS) to address stockouts.5 Additionally, facilities have used 

part of their RBF income to purchase and repair medical equipment, and undertake community 

outreach and demand generating activities. Some facilities have also allocated a portion of 

income to their Village Health Teams (VHTs), leading to an increase in VHT activity. 

Utilization of most of the funds has been in accordance with URMCHIP and EHA Project 

Implementation manuals and Performance Improvement Plans (PIPs). 

 

Figure 1: A comparison of the utilization of services for the indicators in the incentivized package for 

RBF between financial years 2018/19 and 2019/20 

 
 

                                                 
5 An analysis is ongoing of facility orders from JMS using RBF revenue, with results expected by the end of 2021. 
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Several challenges have also arisen.6 For example, disbursements of RBF payments are often 

late due to delays in several of the reporting, verification, and budget execution steps, including 

submission of facility invoices, verification of facility invoices by LG Health Management 

Teams (HMTs), and release of RBF funds by the MOH. Payment delays are widespread, with 

LGs and facilities often receiving disbursements 90 or more days after the end of a quarter, 

compared to the expected 45 days. Verification of facility results by LG HMTs has also been 

fraught with conflicts of interest because LGs’ RBF payments are based on their facilities’ 

performance. Additionally, RBF may be concentrating effort on incentivized services at the 

expense of others, and though the RBF bonuses are perceived as adequate, overall funding to 

health facilities remains sub-optimal. Related, the URMCHIP indicators well address 

RMNCAH service gaps, and there is interest in incorporating indicators for other health areas 

as well.       

 

These experiences hold numerous lessons for mainstreamed RBF, including to (1) better 

respond to evolving population health needs, incorporate incentives for services beyond 

RMNCAH; (2) given fiscal constraints, phase RBF mainstreaming, starting with HC IIIs and 

IVs; (3) ensure facilities have at least as much guaranteed funding (i.e., not linked to 

performance) as before; (4) continue to carefully apply penalties and sanctions to discourage 

gaming and misuse of funds; (5) eliminate conflicts of interest in verification processes; (6) 

update quality assessment tools; and (7) consider additional ways to incentivize VHT activities 

and improve reporting.  

 

 

1.4 Key Consideration for mainstreaming  

Beyond these lessons, additional adaptions will be needed to transition from practices under 

URMCHIP and EHA, suitable to implementation in project mode, to ones compatible with the 

GOU’s budget cycle. These adaptations are driven primarily by two important issues. First, the 

GOU’s PFM system requires pre-determining each LG’s allocation each year, in contrast with 

the URMCHIP’s quarterly assessment and payment practices linked to a single funding pool 

for the entire country. Therefore, mainstreamed RBF will not be able to respond as much in 

real time to performance; rather, allocations to LGs and facilities will largely be pre-determined 

at the start of each FY based on performance during the 12-month period prior to finalization 

of the annual budget. This could dampen behavioural responses to incentives, though the strong 

performance of many facilities despite severe payment delays under URMCHIP suggests the 

effect may be modest.  

 

Second, under the GOU’s Medium-Term Plan (MTP), although public financing for PHC 

services will increase significantly, less money will be available per LG or facility for results-

based allocations than has been the case under URMCHIP. Consequently, the portion of 

funding intended for quantity- versus quality-based allocations, as well as the per-output tariffs 

                                                 
6 Additional operational research is ongoing to better understand how LGs and facilities are using their RBF 

income and what challenges they face in planning, using, and accounting for the funds. 
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assigned to incentivized indicators, need to be reconsidered. Related, indirect implementation 

costs will no longer be covered by a dedicated, externally financed project. For critical support 

and oversight functions to be sustained, mainstreamed RBF will need to exploit potential 

economies of scale and scope with other government processes within and beyond the health 

sub programme. 

1.5 Process of Strategy Development 

The RBF mainstreaming strategy was developed in a consultative and evidence-based manner. 

This included document reviews for the lessons learnt from RBF implementation. This was 

supplemented by a midterm review of URMCHIP RBF implementation. In addition to this, 

several stakeholder consultative and validation workshops were held. The strategy was 

endorsed by the MoH RBF Steering Committee, Senior Management Committee, Health 

Policy Advisory Committee and approved by MOH Top Management. 

 

Chapter 1 presents the contextual background, RBF implementation experience and key 

considerations for RBF mainstreaming in health financing for the health Sub-Programme in 

Uganda. The remainder of this document elaborates how RBF will be mainstreamed into the 

GOU’s intergovernmental fiscal transfer system. Chapter 2 presents the mainstreaming 

strategy, followed by detailed plans and processes for mainstreaming in Chapter 3 and guiding 

principles for funds use and accountability in Chapter 4. A series of Annexes provides further 

detail regarding how mainstreamed RBF will differ from current practices for the lower-level 

PHC NWR grant and URMCHIP (Annex 1), medium-term allocation projections for the lower-

level PHC NWR grant (Annex 2), performance assessment (Annexes 3 and 4), incentivized 

indicators selected for FYs 2022/23 and 2023/24 (Annex 5), performance monitoring and 

evaluation framework (Annex 6), risk management (Annex 7), resource requirements for the 

indirect costs of mainstreamed RBF (Annex 8), and new allocation formulae for the planned 

results-based sub-grant of the lower-level PHC NWR grant (Annex 9). Additional 

implementation details will be incorporated into the Health Sub-programme Grant and Budget 

Guidelines for LGs and Health Facilities.   

1.6 Strategy Timeframe 

Mainstreaming RBF into PHC funding will start in FY 2022/2023, with preparations ongoing 

throughout FY 2021/22. The final period of performance for payments under the URMCHIP 

model will be Quarter 4 of FY 2021/22. The mainstreamed model described in this strategy 

will enter into force and guide disbursements to LGs, HC IIIs, and HC IVs starting in July 

2022.  

 

This strategy will guide implementation for the subsequent five years (FYs 2022/23 – 2026/27). 

A mid-term review for the strategy will be conducted to assess progress, document lessons, 

identify gaps and propose recommendations for improvement. An end-term evaluation will 

also be conducted to provide lessons and best practices to inform future health financing and 

other reforms. Additionally, there will be regular review of key elements of the mainstreamed 

RBF model, including the list and relative weighting of incentivized indicators, the distribution 
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of funding across LG and facility performance, and the division of facility performance funds 

between quantity and quality results. 

 

 

 

 

 

 

2 RBF MAINSTREAMING STRATEGY 

The GOU plans to mainstream RBF as a financing reform for the heath sub-programme under 

UgIFT, which aims at improving the adequacy, equity, and effectiveness of financing and 

strengthening oversight, management, and delivery of LG services, including PHC. This 

national strategy has been developed to guide mainstreaming of RBF within GOU financing 

for health services delivery. 

2.1 Objectives 

The main objective of this strategy is to institutionalize RBF as key element of financing for 

PHC in the intergovernmental fiscal transfer system, which is expected to improve the quality, 

equity, and efficiency of health service delivery.  

 

The specific objectives of the strategy are to:  

1. Define the governance and institutional arrangements for PHC financing with a 

mainstreamed RBF approach; 

2. Describe envisaged modifications to PHC resource allocation, disbursement, use and 

accountability mechanisms, including identifying needed revisions to relevant 

guidelines; 

3. Specify the criteria and process for defining the list of incentivized PHC services and 

the relative weights of incentives based on health services priority needs;  

4. Reinforce frameworks for quality assessment and performance management in PHC 

service delivery and align assessment practices with government processes; and 

5. To outline the implementation timeframe for RBF mainstreaming. 

2.2 Key Outcomes  

The enhanced PHC financing with mainstreamed RBF envisaged in this strategy will contribute 

to revenue adequacy and equitable and efficient resource allocation in the health system. It will 

also strengthen capacity at national and LG levels to effectively oversee resource allocation 

and use. At the service delivery level, it will lead to greater and more equitable provision of, 

access to, and utilisation of priority services; better adherence to service standards; and 

improved quality of care. 
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RBF mainstreaming will entail reforms to government purchasing of PHC to make it more 

strategic and, in turn, to support attainment of outcomes in the UHC Roadmap 2020 - 2030, 

including:  

 Improved adequacy, effectiveness, and equity of financing for LGs and health facilities; 

 Increased equitable access to and utilisation of services, with a focus on prioritized 

programs and health systems strengthening in general; 

 Improved quality of care through enhanced capacity at provider level for quality 

improvement and sub-programme level for regular quality assessments; and 

 Increased client satisfaction, through affordable and equitable access to quality 

services. 

A basic results chain for RBF mainstreaming into PHC financing is presented in Figure 2, 

including the principles, approaches, and strategic actions intended to enhance performance 

management and delivery of health services at the LG and facility levels. 

 

Figure 2. Basic results chain for RBF mainstreaming in PHC financing 

 

 

Importantly, health financing interventions in general, and RBF mainstreaming in particular, 

cannot address all health system challenges alone. RBF uses financial incentives and rigorous 

performance assessment to influence the behaviours of health service managers and providers. 

However, a range of issues related to governance and supply-side readiness are not under the 

direct control of LG HMTs or health facilities and so cannot be addressed entirely (or at all) by 

RBF. Examples include the insufficient numbers and inequitable distribution of health workers, 

dilapidated / inadequate infrastructure, shortages of medicines and equipment, and more. RBF 

mainstreaming will be implemented in concert with other reforms intended to address some of 

these challenges. For example, under UgIFT the government is increasing funding for the PHC 

wage grant to address health worker shortages in the least-staffed LGs. Similarly, there is 

additional funding for the conditional health development grant, enabling facility construction 

and upgrading of HC IIs to HC IIIs. In an effort to improve LG-level governance and 
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management, the size of LG conditional development grants is tied to results of the Local 

Government Performance Assessment (LGPA).7   

2.3 Targeted Health Facilities 

In the first two years, mainstreamed RBF will affect PHC funding for all public and PNFP HC 

IIIs and IVs that access PHC grants. MOH will determine at a later stage whether to extend it 

to hospitals, based on implementation experience and resource availability. This is primarily 

due to need to build onto the implementation experience gained from the URMCHIP at these 

levels. In addition, the current budget is insufficient to provide for meaningful incentives if HC 

II’s were factored in as well. The consideration for enrolment of Hospitals into RBF would be 

done after learning from the mainstreaming of RBF for the HC III’s and IV’s. 

 

 

2.4 Strategic Actions 

This mainstreaming strategy articulates needed updates to the governance, coordination, 

oversight, and implementation structures for PHC financing across all levels and key agencies. 

It defines roles and responsibilities of the MOH and other agencies. 

 

The revised PHC financing model has been adapted from the MOH National RBF Framework 

2016, building on these core principles:  

 Separation of functions (fund holder, regulator, purchaser, provider, verification); 

 Use of existing governance structures and processes; 

 Transparency and accountability; 

 Autonomous management of health facilities; 

 Payment for results 

 

The strategy calls for key actions in four areas:  

(1) Harmonization of governance, oversight, and institutional arrangements;  

(2) Resource allocation and disbursement mechanisms;  

(3) Incentivized Package; and  

(4) Quality assessment and performance management.  

 

Table 1 summarizes key changes from URMCHIP to mainstreamed RBF, and the sub-sections 

that follow provide additional details for each area. Annex 1 presents a more detailed table 

examining adherence to RBF principles across the planned reforms for RBF mainstreaming 

and prevailing practices under the PHC NWR grant and URMCHIP.  

 

                                                 
7 The Local Government Performance Assessment is also known as the Local Government Management of 

Service Delivery Assessment.  
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Table 1. Key differences between URMCHIP and mainstreamed RBF 

Aspect RBF under URMCHIP RBF mainstreamed in PHC financing 

Governance, 

oversight, and 

institutional 

arrangements 

 Above the Sub-Programme, oversight by the 

National RBF Interagency Committee  

 Within the Sub-Programme, Health Sub-

Programme Budget Working Group performing the 

role of a National RBF Steering Committee; MOH 

(Planning Department / RBF Unit) playing the 

regulator and purchaser functions  

 Within the LGs, LG Technical Planning 

Committees performing role of LG RBF Steering 

Committees, LG HMTs, and HUMCs playing 

governance roles at their respective levels and in 

support of lower levels. 

 Above the Sub-Programme, oversight by the IGFTR 

Oversight, Steering, and Technical Committees, and 

the LG Performance Assessment Task Force 

coordinated by OPM with a Health Sub-Task Force. 

 Within the Sub-Programme, National RBF Steering 

Committee, MOH (Planning Department) and 

Regional Supervisory Teams to play governance roles 

at their respective levels and in support of LGs. 

 Within the LGs, LG HMTs, and HUMCs to play 

governance roles at their respective levels and in 

support of lower levels. 

Resource allocation 

and disbursement 

mechanisms 

 RBF payments computed quarterly based on 

previous quarter’s reported and verified outputs and 

quality scores. 

 Facilities manually generate invoices, with outputs 

then verified against primary registers. 

 Payments made to enrolled (based on pre-

qualification assessment) public and PNFP HC IIIs, 

HC IVs, and hospitals that received the PHC NWR 

grants, and LG HMTs. 

 Facilities paid based on fixed tariffs for outputs, 

adjusted by quality scores and equity considerations 

 LGs paid based on their performance against a 

standardized quarterly assessment tool for 

EDHMT’s  

 Rolling payments to LG HMT and facility accounts 

as quarterly invoices are processed and approved. 

 Results-based sub-grants within lower-level PHC 

NWR grants computed annually and programmed into 

budget votes for each LG. 

 Rely on outputs as reported in National Health 

Management Information System (HMIS) database 

(DHIS-2). 

 Allocations made to all public and PNFP HC IIIs and 

HC IVs that receive lower-level PHC NWR grants 

(hospitals may be phased in at a later stage). 

 Facilities paid results-based sub-grants made up of an 

output component (with relative weights for 

incentivized indicators) adjusted by equity 

considerations and a quality component. 

 LG HMT results-based sub-grants based on LG scores 

attained on the health performance measures in the 

LGPA tool. 
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Aspect RBF under URMCHIP RBF mainstreamed in PHC financing 

 Quarterly disbursements of PHC grants, including 

results-based sub-grants, as part of routine PFM 

processes. Quality-based performance allocations to 

be determined annually in the quarter immediately 

following completion of the annual HFQAP 

assessment though disbursed quarterly. 

Incentivized services  12 incentivized indicators related to RMNCAH and 

vital registration. 

 At the outset,11 incentivized indicators related to 

RMNCAH, HIV/AIDS, malaria, and TB. The list of 

incentivized indicators will be reviewed regularly and 

updated based on resource availability and evolving 

health Sub-Programme priorities. 

Quality assessment 

and performance 

management 

 Prequalification assessment  

 Quarterly facility self-assessments and CQI 

initiatives  

 Routine support supervision and mentorship by LG 

HMTs, Regional RBF Teams and MoH. 

 Quarterly verification of outputs and quality   

 LG HMT and Health Facility Quarterly Quality 

Assessment tools used in quarterly assessments. 

 Biannual independent verification of LG HMT and 

Health Facility quantity and quality outputs on a 

sample basis   

 All HC IIIs and IVs accessing PHC Grants are eligible 

 Self-assessments and CQI initiatives guided by the 

National Quality Improvement Framework and 

HFQAP 

 Routine oversight, support supervision, and 

mentorship of facilities by LG HMTs. Regional 

Supervisory Teams, based in the Community Health 

Departments of Regional Referral Hospitals, providing 

additional support and oversight. MOH RBF Unit will 

continue to play this role during a transition period and 

overall MoH technical supervision and mentorship. 

 Quarterly data quality audits and feedback by MoH to 

LGs and LGs to health facilities  

 Annual facility quality assessments using the Health 

Facility Quality of Care Assessment Program 

(HFQAP) tools with internal verification by Regional 

Supervisory Teams, once functionalized.  

 LGPA health assessment to serve as performance 

assessment of LG HMTs.  
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Aspect RBF under URMCHIP RBF mainstreamed in PHC financing 

 External verification of HFQAP results to be done as 

part of the LGPA exercise. 
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2.4.1 Harmonization of governance, oversight, and institutional arrangements  

There are governance, oversight, and institutional arrangements for PHC financing both within 

and above the health sub-programme. RBF mainstreaming presents the opportunity to 

streamline these arrangements and align them with existing GOU structures. 

 

Above the Health Sub-Programme level, oversight functions will be aligned to the 

institutional and implementation arrangements for the Intergovernmental Fiscal Transfer 

Reform Program (IGFTRP). Key roles will be played by the following bodies: 

 The IGFTRP Oversight Committee will continue to provide policy guidance for the 

design and implementation of all aspects of Intergovernmental Fiscal Transfer 

Reforms, including RBF mainstreaming. 

 The IGFTRP Steering Committee, which oversees UgIFT, will provide strategic 

direction and final approval for the PHC grant allocation formulae and the LGPA 

manual, assessment tools and annual results. 

 The IGFTRP Technical Committee will continue to oversee and coordinate, at the 

technical level, joint planning, reporting, and monitoring of reforms at the LG level, 

as well as review and verification of the LGPA. It will also ensure timely funds 

releases to LGs and provide targeted technical support, such as for implementation 

of grant allocation formulae to ensure equitable resource allocations across LGs.   

 The Office of the Prime Minister (OPM) will continue to coordinate the LGPA Task 

Force, which oversees the LGPA. Critical assessment and verification functions for 

PHC financing will be incorporated into the LGPA. 

 

At Health Sub-Programme level, the MoH will continue to fulfil its mandated oversight 

functions, which include work planning, budgeting, performance management, and liaising 

with other ministries, departments, and agencies (MDAs) to address implementation 

bottlenecks. In addition, it will be responsible for identifying, providing, and approving 

technical assistance for institutionalization of RBF, as well as undertaking advocacy and 

resource mobilization efforts. It will also establish mechanisms to institute penalties or 

sanctions for LGs and health facilities that do not comply with reporting requirements for 

service outputs. 

  

A Health Sub-Task Force under the LGPA Task Force will oversee implementation of this 

strategy and update relevant operational guidelines. Under the oversight of OPM, it will also 

be responsible for ensuring rigorous completion of health facility assessments, verification, and 

joint review and reconciliation of results among the external verification agent, LGs, and MOH. 

 

At the regional level,  

As part of the ongoing restructuring efforts under the coordination of the Ministry of Public 

Service, the capacity of the Community Health Departments at the Regional Referral Hospitals 

will be strengthened through the recruitment and deployment of regional RBF Officers to beef 

up the regional supervisory structure.  
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In the short term the RSS will comprise of the following: 1. The head of the Community Health 

Department (CHD) at the RRH 2. RBF Officer recruited and deployed through the UGIFT 

Reform program to build the capacity of the RRH to oversee and coordinate the mainstreaming 

of RBF at regional level 3. Any other officer as shall be seconded to beef up the CHD 

The Regional Supervisor Structure (RSS) will be responsible for overseeing the conduct of 

support supervision prescribed in the support supervision strategy for the health sub-program, 

in addition to mentorship and any other RBF mainstreaming activities.  

 

Specifically, in regards to the mainstreaming of RBF, the RSS will be responsible for: 

Strengthening the Capacity Building for RBF mainstreaming, conduct of mentorships in the 

region, the conduct of the sampled verification of health facility outputs, ably supported 

through the regional capacity for verification built under the URMCHIP. Additionally, the 

Regional Supervisory Teams will provide support supervision, mentorship, and performance 

monitoring and review to LG HMTs and facilities, as well as liaise with relevant stakeholders 

and partners to address implementation bottlenecks in their respective regions. Related, they 

will support the planning of activities for performance improvement to be incorporated into 

LGs’ annual PIPs and facilities’ annual work plans.  

 

At the LG level, the LG Technical Planning Committee will execute their role as defined in 

the Local Government Act (1995) and PFM guidelines. The LG HMTs will provide guidance 

and oversight functions as defined in the Health Sub-Programme Grant and Budget Guidelines 

for LGs and Health Facilities.  

 

At the health facility level, the Health Unit Management Committees (HUMCs) will exercise 

their oversight functions in line with the MOH guidelines. It is the responsibility of the facility 

in-charge and management to manage human resources effectively and efficiently, ensure that 

the health facility has all the necessary systems (e.g., quality improvement initiatives, 

performance review meetings) and infrastructure for providing high-quality, equitable services 

for both incentivized and non-incentivized services. Responsibilities and authorities of facility 

leadership regarding the planning and use of PHC NWR funds will be further elaborated in the 

revised Health Sub-Programme Grant and Budget Guidelines for LGs and Health Facilities. 

Health workers will continue to be responsible for providing client-centred care in line with 

the client charters, service delivery standards, and other guidelines.  

 

At the community level, VHTs will carry out their functions as per the MOH VHT guidelines. 

The MOH encourages LGs and facilities to facilitate the work of VHTs and timely reporting. 

The LG HMTs and facilities will continue to engage their communities through the channels 

defined in the Health Sub-Programme Grant and Budget Guidelines for LGs and Health 

Facilities and LG Client Charters. 

2.4.2 Resource Allocation for PHC  

This strategy articulates how resources will be allocated in the PHC NWR grants to LGs, HC 

IIIs, and HC IVs. During the budget development process for FY 2022/23, the Health Sub-
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Programme Grant and Budget Guidelines for LGs and Health Facilities will be revised 

accordingly, with further updates to be made in subsequent years as needed. The new approach 

may be extended to hospitals at a later stage, depending on implementation experience and 

available resources.  

 

Beginning in FY 2022/23, the lower-level PHC NWR grant will comprise three sub-grants, an 

input-based sub-grant for LG HMTs, an input-based sub-grant for PHC facilities (HC IIs, IIIs 

and IVs), and a results-based sub-grant for LG HMTs, HC IIIs and IVs. Key considerations 

that have informed the revised approach to resource allocation include the following: 

1. The input- and results-based sub-grants will be balanced to ensure that equity and 

predictability of health facility funding are not jeopardized; 

2. Basic facility operations will not be disrupted by variations in results-based allocations; 

and 

3. The formulation of results-based payments will ensure the results-based sub-grants can 

be accommodated under the current MTP allocations. 

 

During budget development each year, a funding envelop for the lower-level PHC NWR grant 

will be defined. It is to this pool of funds that the resource allocations rules defined in this sub-

section will be applied. How total lower-level PHC NWR funding will be divided across the 

various sub-grants and eventual budget holders in the medium term is summarized in Table 2 

and depicted in Figure 3. Annex 2 presents additional details regarding projected medium-term 

allocations. 

 
Table 2. Medium-term PHC NWR grant allocations (UGX billions) 

Grant component  
FY 2021/22 

(approved) 

FY 2022/23 

(projected) 

FY 2023/24 

(projected) 

Inputs-based sub-grant – LG HMTs  9.4 10.5 11.7 

Inputs-based sub-grant – facilities  53.1 59.5 66.3 

Results-based sub-grant  -- 33.2 38.2 

 Grand total 62.4 103.2 116.2 

     

     

Budget holder Grant component 
FY 2021/22 

(approved) 

FY 2022/23 

(projected) 

FY 2023/24 

(projected) 

LG HMTs 

Inputs 9.4 10.6 12.0 

Results -- 3.2 3.6 

Total 9.4 13.9 15.6 
     

HC IIs Total (inputs only) 14.7 16.6 18.8 
     

HC IIIs & HC IVs 

Inputs 38.4 43.6 49.1 

Results (quantity) 0 25.8 29.1 

Results (quality) 0 3.2 3.6 

Total 38.4 72.6 81.8 
     

 Grand total 62.4 103.2 116.2 
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Figure 3. Division of lower-level PHC NWR grant by sub-grant and budget holder 

 
 

The approach described here fully aligns with the existing PFM cycle by allowing all 

allocations to individual votes to be determined at the budget development stage for a given 

FY, minimizing the risk of poor budget execution or the need for numerous supplementary 

allocations to LGs during the year. It also enables effective pooling of results-based funding at 

the national level to be allocated across LGs each year based on their performance, rather than 

managing individual pools of funds for each LG throughout the year. Additionally, relying on 

routine PFM processes for all disbursements reduces the risks of payment delays arising from 

late submission and processing of performance data. This also avoids changes to warranting 

and release processes that would be necessary if results-based disbursements were calculated 

within the same FY as implementation. Finally, the approach reduces administrative burdens 

by eliminating the need for LGs and facilities to continually prepare and submit invoices. 

Instead, mainstreamed RBF will depend on routine data and performance assessment 

processes. Additional details regarding performance assessment are described below and 

summarized in Annex 3 (LG HMTs) and Annex 4 (health facilities). 

 

An important trade-off from full alignment with the PFM cycle is that there will be a longer-

than-ideal period between performance and payments, which could dampen the effect of 

incentives on behaviours. Over the life of this strategy, MOH will seek ways to reduce this time 

lag, including streamlining performance assessment and engaging with MOFPED to determine 

what PFM accommodations can be made for a more responsive payment system. In the 

meantime, some factors may help to limit any harms from the time lag. For example, many 
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facilities have performed well under URMCHIP despite the payment delays, suggesting the 

immediacy of payments may not be the most important driver of performance. Additionally, 

as described below, the time lag will be shortest for payment of quality bonuses, which will 

most directly incentivize health worker performance.  

 

Input-based sub-grants 

In the medium term, allocations to the input-based sub-grants will maintain or increase the 

approved FY 2020/21 budget allocations for the lower-level PHC NWR grant. Consistent with 

historical practice, the value of input-based allocations to LG HMTs will be equal to 15% of 

the input-based allocations for the PHC facilities (HC IIs, HC IIIs, and HC IVs) they oversee. 

Allocations across LGs and facilities of the input-based sub-grants will follow the existing 

allocation formulae for the lower-level PHC NWR grant. 

Results-based sub-grant 

Additional funds will be allocated to a results-based sub-grant for LG HMTs, HC IIIs and IVs. 

The results-based sub-grant will be divided as follows: 

 10% will be divided among LG HMTs based on their results.  

 20% will be divided among LG HMTs for onward distribution to facilities based on 

the latter’s quality results.  

 70% will be divided among facilities based on their quantity results.  

 If the computed allocation for aggregate quantity results exceeds available 

resources, all facilities’ allocations will be reduced proportionally to fit within the 

budget ceiling.  

 If the computed allocation for aggregate quantity results is less than available 

resources, the difference will be shifted to the pool of funds to be allocated based 

on quality results.8  

 

 

The pool of funds for LG HMT results will be divided among LGs based on their health 

assessment scores from the most recent LGPA, scaled by their shares of the total OPD visits at 

HC IIIs and IVs receiving lower-level PHC NWR grant funding. For example, in FY 2022/23 

LG HMTs will receive a results-based allocation based on how they score on the LGPA health 

assessment conducted during FY 2021/22 and total OPD visits during calendar year 2021. In 

effect, LG HMTs will compete for results-based allocations, while scaling will ensure these 

allocations also factor in differences in workload across LGs.  

 

The pool of funds for facilities’ quantity results will be allocated based on reported outputs for 

the most recent 12-month period available prior to finalization of the Indicative Planning 

Figures (IPFs) for the next FY. IPFs are codified in the Second Budget Call Circular (BCC 2), 

issued by February 15 each year. Inputs to the IPFs for the health Sub-Programme must 

                                                 
8 Allocation formulae are defined in Annex 8. 



 | P a g e  

 
18 

therefore be finalized by January. Given current HMIS reporting timelines, the quantity-based 

allocations for FY 2022/23 will be determined during January 2022 using reported outputs for 

December 2020 through November 2021.  

 

The funding pool for facilities’ quality results will be divided in two stages9. In the first stage, 

the funds will be divided among LGs based on the average LG HFQAP scores on the most 

recent HFQAP assessment. The quality-based funding allocations will be appropriated directly 

under the higher LG votes as a pool fund to be apportioned across the corresponding health 

facilities during budget execution. For example, in FY 2022/23 each LG’s allocation for facility 

quality will be based on facilities’ most recent HFQAP score as of January 2022. LGs will 

receive quarterly disbursements of the allocations for quality for distribution among their HC 

IIIs and IVs. In effect, LGs will compete annually for quality-based funding allocations that 

their facilities can subsequently use to incentivize staff. 

 

In the second stage, LGs will distribute quality bonuses to their facilities in proportion to each 

health facility scores on HFQAP conducted during the same year. In effect, facilities will 

compete within their LGs for quality bonuses.  

 

Distribution of staff incentivizes/bonuses to individual staff members will be determined at 

facility level (see Chapter 4).  

 

Budgeting and utilization of funds 

Once all computations are complete for the coming FY, the MOFPED will communicate to the 

LGs the IPFs for the PHC NWR grants for each LG and health facility. LGs will in turn 

communicate the IPFs and expected quarterly disbursements to their respective health 

facilities, in line with the PFM Act. They will also communicate the amount of funds that their 

facilities can earn based on their HFQAP scores. LGs and health facilities will budget and use 

funds in accordance with the Health Sub-Programme Grant and Budget Guidelines for LGs 

and Health Facilities. 

 

During the FY, PHC NWR funds will be released together as a single transfer to LG HMT and 

health facility accounts each quarter, combining the input- and results-based amounts. All PHC 

NWR funds will be subject to a single set of guidelines that afford facilities considerable 

autonomy over the use of their NWR funds. 

2.4.3 Incentivized Package  

For FY 2022/23 and 2023/24, 12 output indicators have been selected through a consultative 

process to be factored into the quantity-based allocations within the results-based sub-grant 

(Annex 5). The selection process was guided by current resource constraints—selecting too 

                                                 
9 The formulae to be used in determining the size of each LG’s quality bonus pool based on their facilities' HFQAP 

scores are defined in Annex 9. Methods for intra-LG division of quality bonus pools across facilities will be 

specified in the Health Sector Grant and Budget Guidelines for LGs and Health Facilities. 
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many indicators would overly dilute the incentives—and the need to keep the incentives 

sufficiently simple so that health workers and LG HMT members will easily understand them. 

Additionally, a range of criteria informed indicator selection, including (1) performance 

relative to policy goals; (2) potential for significant public health impact; (3) health Sub-

Programme priorities; (4) implementation experience under URMCHIP; (5) responsiveness to 

emerging population health needs beyond RMNCAH; (6) balance between preventive and 

curative interventions; and (7) data availability in the HMIS. As a result of the selection 

process, some URMCHIP indicators have been retained or modified and others dropped, while 

a handful of new indicators have been introduced. 

 

Because total quantity-based allocations will be constrained by a fixed budget envelope each 

year, the incentivized indicators will be assigned weights rather than the tariffs that have 

become familiar under URMCHIP. The weights will also be set based on the criteria described 

above. Based on the total budget envelop, the effective unit tariff for each incentivized indicator 

will then be computed and specified in the Health Sub-Programme Grant and Budget 

Guidelines for LGs and Health Facilities each year. 

 

The selection of quantity indicators and their relative weights are at the core of the incentives 

created by RBF. Consequently, they will be reviewed annually through a consultative process 

led by the MOH Planning Department and involving all relevant MOH programs and 

departments. Any modifications will be codified in future years’ Health Sub-Programme Grant 

and Budget Guidelines.  

2.4.4 Quality assessment and performance management 

Effective performance management is critical to RBF mainstreaming within PHC financing. 

LG HMTs are responsible for ensuring the delivery of high-quality PHC services in accordance 

with standards of care and annual work plans and budgets. They are also charged with 

improving the delivery of all services, regardless of whether they are incentivized, as well as 

ensuring that all facilities have functional Quality Improvement (QI) committees as per the 

MoH National QI Framework and Strategic Plan (2020 - 2025). LG HMTs will manage 

performance through planning and management, support supervision, mentorship, and QI 

activities. Support supervision and mentorship will be implemented per the MOH Support 

Supervision Strategy (2020 - 2025).  

 

The results-based sub-grant for LG HMTs is designed to reward those that effectively manage 

health service delivery across the facilities they oversee. The LGPA, conducted annually will 

assess LG HMT performance. LGPA health scores are based on (1) service delivery results, 

(2) performance monitoring and improvement, (3) human resource management and 

development, (4) monitoring and supervision of health services, (5) investment management, 

and (6) environmental and social safeguards. Assessments that inform LG HMTs’ results-based 



 | P a g e  

 
20 

allocations for one FY will be conducted during Quarter 2 of the previous year to allow 

sufficient time to factor findings into the IPFs for the following year.10 

 

Health facilities are responsible for delivering high-quality services in accordance with 

available guidelines and protocols. They are also tasked with continuous quality improvement 

(CQI), including (but not limited to) using a portion of their PHC NWR allocation for quality-

enhancing investments, such as in infrastructure, equipment, and essential medicines and 

supplies.  

 

Quality will be assessed annually using the HFQAP Facility Assessment Tool, whose 

application is led by the MOH Standards, Compliance, Accreditation and Patient Protection 

Department (SCAPP-D). Use of HFQAP aligns with the National QI Framework and Strategic 

Plan (MOH 2021). HFQAP scores are based on performance against standards for (1) 

leadership and governance, (2) human resources, (3) health financing, (4) health information, 

(5) availability and management of medicines, supplies, and equipment, (6) health 

infrastructure, (7) RMNCAH services, (8) community-based, clinical, surgical, and emergency 

services, (9) diagnostic services, and (10) client-centred care and safety.  

 

HFQAP will be conducted annually during Quarter 1 (Jan – March) of the FY. The results will 

inform disbursement of the results-based sub-grants in two ways. First, the scores will be the 

basis for intra-LG distribution of the funding pool for quality bonuses during Quarter 2 of the 

current year. Second, the scores will factor into the inter-LG allocation of funds for quality in 

the subsequent year’s budget. For example, HFQAP scores generated in Quarter 1 of FY 

2022/23 will determine the division of the quality bonus pool in each LG’s FY 2022/23 budget 

across that LGs’ facilities. The Regional Supervisory Teams will conduct internal verification 

of HFQAP scores through random sampling, as well as work with SCAPP-D, LG HMTs, and 

facilities to rectify any discrepancies.  

 

As elaborated in the HFQAP manual, assessment findings will inform annual planning and 

CQI priorities at the LG and facility levels, as well as guide LG supervision and mentorship 

activities geared toward performance improvement. LG HMTs are responsible for ensuring 

that facilities address gaps identified by HFQAP in their work plans and implementation.  

 

To ensure rigorous external verification of facility outputs and quality, MOH will work with 

OPM to add a module to the health section of the LGPA manual that reviews HFQAP results 

at a random sample of facilities. Findings will inform ongoing improvements to MOH’s 

internal verification processes. MOH will propose revisions to the LGPA manual beginning in 

FY 2022/23.  

  

                                                 
10 Methods for calculating performance-based allocations to LG HMTs using LGPA health scores will be 

described in the Health Sector Grant and Budget Guidelines for LGs and Health Facilities. 
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3 MAINSTREAMING ROLL-OUT PLAN & IMPLEMENTATION PROCESSES 

Mainstreaming RBF requires that several preparatory steps be undertaken prior to and during 

the first year of implementation, some of which have already been completed or are ongoing. 

The preparatory steps are summarized in Table 3. 

 
Table 3. Preparatory steps for mainstreaming RBF in PHC financing 

Activity Timeline Responsibility 

Strategy development workshop 1 February 2021 MOH Planning 

Conduct HFQAP for use in FY 

2022/23 allocations 

June – September 2021 MOH SCAPP-D 

Strategy development workshop 2 September 2021 MOH Planning 

Strategy finalization October 2021 MOH Planning 

LGPA, scores from which to be used 

in FY 2022/23 allocations 

October – December 2021 OPM 

Compile HMIS data for the most 

recent 12-month period for use in FY 

2022/23 allocations 

January 2022 MOH Planning 

Update Health Sub-Programme Grant 

and Budget Guidelines for LGs and 

Health Facilities 

By January 2022 MOH Planning 

Digitalization of output reporting and 

linking with OTIMS 

By April 2022 MOH Planning & 

MOFPED 

Stakeholder engagement and 

orientations* 

February – March 2022 MOH Planning & 

MOFPED 

Final performance quarter eligible for 

payments under URMCHIP 

April – June 2022  

First disbursements under 

mainstreamed RBF 

July 2022 MOFPED 

Update LGPA health assessment, 

including to align with desired LG 

HMT performance and development 

of new modules for external 

verification of facility outputs and 

HFQAP results 

By August 2022 MOH Planning & 

MOH SCAPP-D 

*Key stakeholders will include political leadership, administrative and technical staff, 

health facility managers, development partners and their implementing partners, civil 

society organisations (CSOs), and HUMCs. 

 

Implementation will also involve numerous routine activities. RBF mainstreaming into PHC 

financing will initially be implemented at LG level for LG HMTs and all public and PNFP HC 

IIIs and IVs that receive PHC NWR grants. Based on learnings and experience at these levels, 

MOH will consider extending implementation to other levels of service delivery (e.g., general 

hospitals). The following activities will occur each year:  

1. Budget conferences 

2. Facility reporting 

3. Facility assessments 

4. Development of annual workplans and budgets 
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5. Service Delivery 

6. Supervision and mentorship  

7. Performance management 

8. Computation and disbursement of PHC NWR grant allocations 

9. External verification 

10. Community feedback 

 

The timing and responsibilities for these activities are summarized in Table 4, with additional 

details provided in the sub-sections below.  

 

Table 4. Key PHC financing activities, timelines, and responsibilities 

Activity Timeline Responsibility 

Budget disbursement (all PHC NWR 

components) 

Q1, Q2, Q3, Q4 MOFPED 

Internal verification of facility outputs Q1, Q3 Regional 

Supervisory Teams 

HFQAP Q1 MOH SCAPP-D 

Budget conference Q1 (end Sep) MOFPED 

LGPA Q2 OPM 

Finalization of LG HMT and facility 

allocations for BCC 2  

Q3 MOH Planning 

Dept & MOFPED*   

Development of annual workplans and 

budgets for subsequent year 

Q3 (Mar 15th) LG HMT & Facility 

In Charges 

Performance review and planning 

meetings 

Q1 and Q3 MoH PFP-D 

Facility outputs reported to LG HMTs Monthly (by 7th day of the 

subsequent month) 

Facility In Charges 

Facility outputs inputted into HMIS Monthly (by 15th day of 

the subsequent month) 

LG Health Officers 

Support supervision and mentorship,  Quarterly LG HMT supported 

by Regional 

Supervisory Teams 

Data quality assessments and feedback Quarterly  MoH – Division of 

Health Information 

 

LG Health Officers 

Communication of expenditure limits 

for PHC grant to LGs and facilities 

Quarterly (by 10th day of 

the quarter’s first month) 

MOFPED 

Financial reporting Quarterly (by 30th day of 

subsequent quarter) 

LG Health Officers 

& Facility In 

Charges 
*MOH and MOFPED will collaborate to automate as much of this activity as possible.  

3.1 Budget Conferences 

Annual orientations and engagements will be mainstreamed into the LG budget conferences 

undertaken after the first BCC, with details further communicated in the Health Sub-
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Programme Grant and Budget Guidelines for LGs and Health Facilities. These orientation 

meetings are important for ensuring that key stakeholders understand the RBF approach as a 

reform to PHC financing to improve equity, efficiency, quality, and utilization of services.  

3.2 Facility Reporting  

During service delivery, all health facilities will accurately document all the services provided 

in the HMIS tools as per the MOH HMIS manual. Each month, each facility is required to fill 

out and submit HMIS reports (105, 106B, 108) summarizing their outputs. This data is 

aggregated into the national HMIS using the DHIS2 software and will be used to compute the 

quantity-based component of the results-based sub-grants. LG HMTs are required to undertake 

data quality assessments (DQAs) to continually ensure data completeness and integrity as per 

the MOH DQA manual.   

3.3 Facility Assessments 

Facility Outputs (Quantity) 

Facility quantity incentives will be determined from data for incentivized indicators as reported 

in the HMIS. To automate calculation of quantity-based allocations within the results-based 

sub-grants, MOH will work with MOFPED to link HMIS to the Online Transfer Information 

Management System (OTIMS). If automation is not in place for the first year of 

implementation, the MOH will be responsible for aggregating the HMIS data and submitting 

to MOFPED for computation of facility allocations. For the FY 2022/23 allocations, 

computations will be completed by the end of Q2 of FY 2021/22 using results reported in HMIS 

for FY 2020/21. 

 

The Regional Supervisory Teams will conduct internal verification of outputs reported in the 

HMIS semi-annually, during Q3 (covering Q1 and Q2) and Q1 of the subsequent year 

(covering Q3 and Q4). Verification will entail a re-count of the incentivized indicators in the 

primary registers of sampled facilities. These will be compared with the outputs reported in the 

HMIS (as extracted from DHIS2). Regional Supervisory Teams will submit findings from the 

facility verification to the MOH, which will compile them into a national report and submit to 

MOFPED during Q2.  

 

Based on the internal verification findings by the regional supervisory teams, penalties will be 

applied to the districts and health facilities in an effort to enhance data quality. The LG HMTs 

should therefore make all efforts to institutionalize rigorous data quality assurance processes 

as health facilities in an effort to avoid penalties potentially being applied to the LG’s and 

health facilities. For facilities, penalties will be applied to their results-based sub-grant 

allocation if verification detects a variance of greater than +5% (over-reporting) for any 

incentivized indicator. For LG HMTs, penalties will be applied to their results based sub-grant 

allocation if verification detects a variance of greater than +5% (over-reporting) for four (4) or 

more incentivized indicators aggregated across the sampled facilities they oversee. Imposing 
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penalties on LG HMTs is meant to reinforce their responsibility for ensuring the completeness 

and integrity of HMIS data reported by their facilities.  

 

External verification of facility outputs will be conducted as part of the annual LGPA. In FY 

2022/23, MOH will work with OPM to update the LGPA manual to include the necessary 

guidance. Findings from external verification will guide improvements to MOH’s internal 

supervisory and verification processes.  

Facility Quality 

Facility quality incentives for a given FY will be determined based on HFQAP scores 

conducted during Q1 of the previous year, led by MOH SCAPP-D. When SCAPP-D mobilises 

members of the Regional Supervisory Teams to conduct HFQAP, they will be assigned to 

assess LGs and facilities other than those they routinely support. Over time, MOH will consider 

options to strengthen quality incentives. For example, as average HFQAP scores rise, MOH 

could introduce more stringent standards to encourage even the best performers to continue 

improving. Additionally, if performance is consistently weak in certain areas, or if new quality-

related policy priorities emerge, MOH could re-weight the HFQAP modules or only use a 

subset in computing the results-based sub-grant allocation for each facility. 

 

The Regional Supervisory Teams will conduct internal verification of HFQAP scores through 

random sampling. They will be deployed to LGs and facilities other than those they routinely 

support and those for which they were the initial quality assessors. External verification of 

HFQAP results will be conducted as part of the annual LGPA. Findings from external 

verification will guide improvements to MOH’s internal supervisory and verification 

processes. 

3.4 Development of annual workplans and budgets 

LG HMTs and health facilities will be required to prepare integrated, evidence-based annual 

workplans and budgets in line with the Health Sub-Programme Grant and Budget Guidelines 

for LGs and Health Facilities. Workplans will include activities and investments to improve 

performance and address gaps identified during the LGPA, HFQAP, and routine support 

supervision. The Regional Supervisory Teams will support LG HMTs to guide the planning 

and budgeting process. The LG HMT work plan will be approved by the LG Council. Each 

facility’s work plan will be approved by the HUMC and then the LG Council. LG HMTs and 

facilities will only spend PHC NWR grant funds on planned and approved activities. 

3.5 Service Delivery 

Facilities will provide services in accordance with an integrated delivery model. All 

incentivized services are part of the Uganda National Minimum Healthcare Package 

(UNMHCP); facilities will not neglect non-incentivized UNMHCP services.11 

                                                 
11 MOH is in the process of reviewing and updating the UNMHCP to develop a new Uganda National Essential 

Healthcare Package. The same principles of integrated service delivery will apply when it is adopted.  
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3.6 Supervision and Mentorship 

Supervision and mentorship are important for capacity building and CQI. They will be carried 

out at least quarterly based on the MOH–LG supervision schedule and on individual facility 

needs, augmented by the Regional Supervisory Teams. At the LG and health facility levels, 

meetings will be held at least monthly to monitor progress. The emphasis of supervision and 

mentorship will align with performance gaps identified through HFQAP. 

3.7 Performance Management 

Service delivery monitoring and evaluation (M&E) is important for determining whether 

workplans are being implemented as planned and whether expected outputs are being achieved. 

Quarterly support supervision and mentorship activities will identify performance gaps, 

monitor implementation of annual work plans, and track funds absorption.  

 

Additionally, accurate reporting will be an essential part of the financing model for PHC. M&E 

will occur through the established national mechanisms and structures, including data 

collection, reporting, analysis, and performance reviews at all levels. Performance reviews at 

all levels will be undertaken at least quarterly to identify good practices for scale up or key 

bottlenecks to address.  

 

Quantity indicators will be reported and monitored through the HMIS. Consequently, a robust 

mechanism to ensure data quality in terms of timeliness, completeness, and accuracy is 

essential. The Regional Supervisory Teams will undertake semi-annual internal verification to 

validate outputs reported in the HMIS, identify opportunities to improve data quality, and 

determine any penalties to be imposed on the quantity incentives. Internal verification will 

cover all LGs with a sample of facilities in each one.  

 

A core LG HMT function is to ensure data quality. Therefore, as part of routine support 

supervision and mentorship, LG HMTs will institutionalize processes to ensure the quality of 

facility-reported data. The results-based sub-grants to LG HMTs will be subject to penalties 

when HMIS data across the LG’s facilities are insufficiently reliable.  

 

Oversight and support to improve LG HMT performance will be guided by the results of the 

LGPA, conducted during Quarter 2 of each FY. Findings will inform LG HMT work plans and 

follow up actions by the centre. As described above, the LGPA will also become the 

mechanism for external verification of facility outputs and HFQAP results.    

3.8 Computation and Disbursement of PHC NWR Grant Allocations 

RBF mainstreaming in PHC financing will start with a transition period from the current project 

mode under URMCHIP and EHA. Results-based allocations for the first year of mainstreamed 

RBF, FY 2022/23, will be determined based on facility outputs during FY 2020/21 and HFQAP 
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and LGPA scores for FY 2021/2212 following the formulae defined in Annex 9. Allocations 

for FY 2023/24 will be based on facility outputs during FY 2021/22 and HFQAP and LGPA 

scores for FY 2022/23. To reduce manual processes, MOH and MOFPED will collaborate to 

link DHIS2 to OTIMS for automated computation of quantity-based allocations.  

 

All results and penalties will be compiled in time to inform annual budget preparation during 

Quarter 2 and finalized to factor into the IPFs specified in the BCC 2, issued during Quarter 3. 

Per routine PFM processes, quarterly disbursements of PHC NWR grant funds will be 

communicated as cash limits set by MOFPED. The methodology for computing lower-level 

PHC NWR grant allocations to LG HMTs and facilities will be detailed in the Health Sub-

Programme Grant and Budget Guidelines for LGs and Health Facilities. Resource allocation 

formulae for the results-based sub-grant are presented in Annex 9. 

3.9 External Verification 

External verification of the health facility quantity and quality results will be conducted 

annually as part of the LGPA, overseen by OPM. External verification will provide an objective 

assessment LG HMT and facility performance, including outputs, compliance with the 

implementation guidelines, accountability, and transparency.  

 

Embedding external verification steps in the LGPA will reduce costs because OPM already 

contracts a firm to conduct the assessments, so MOH will not need to separately contract its 

own firm. LGPA results will be jointly reviewed by MOH, OPM, and selected LGs to 

determine how best to improve LG HMT and facility performance and MOH’s internal 

supervisory and verification processes.  

3.10 Community Feedback 

Community feedback will be obtained through existing modalities, which include suggestion 

boxes, the mTrac SMS complaints hotline, HUMCs, and client satisfaction surveys. 

Additionally, HFQAP will continue to include client exit interviews and to assess both whether 

facilities have community feedback mechanisms and how effectively they respond to feedback 

to improve service delivery.  

  

                                                 
12 A small number of facilities receiving the PHC NWR grant in FY 2022/23 will not yet have an HFQAP score. 

They will be assigned the national average (mean) score to compute their allocations.   
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4 USE OF FUNDS 

4.1 Funds Utilisation  

Financial management will be guided by the GOU financial management regulations, including 

the accounting policies and procedures as provided in the Uganda Public Finance Management 

Act 2015, Public Finance Management Regulations 2016, Local Governments Act, Local 

Government Financial and Accounting Regulations, and Local Governments Financial 

Management Manuals. Use of PHC NWR funds by LG HMTs and health facilities will be 

guided by the Health Sub-Programme Grant and Budget Guidelines for LGs and Health 

Facilities. 

 

Social accountability for funds use will be enhanced through the current practice of displaying 

funds received and expenditures at LG Health Officers and health facilities, and through the 

promotion of client charters. 

4.1.1 Staff Motivation  

One of the core tenets in RBF regards the incentives of the health workers at the different health 

facilities as part of the motivation strategy.  Consequently, it is proposed that the quality 

incentive of the results-based sub-grant will be utilized as non-cash incentives for health 

workers at the HC IIIs and IVs.  Health facilities will have autonomy to determine how to 

incentivize staff provided their use of funds is in line with the PFM Act and Public Service 

Standing Orders or instrument. The MoH will specifically seek clearance with the Ministry of 

Public Service in regards to the staff incentive scheme proposed. 

4.1.2 Procurement 

Any procurement by LG HMTs and health facilities using PHC NWR funds will be in 

accordance with the regulations and guidelines set forth by the Public Procurement and 

Disposal of Public Assets Authority (PPDA).  

 

Adhering to the principles of RBF would entail giving facilities the flexibility to procure any 

necessary inputs or upgrades using PHC NWR funds. Due to prevailing laws and regulations, 

it will not be feasible at the outset of RBF mainstreaming to grant public facilities the flexibility 

to purchase health commodities beyond what they receive from the National Medical Store 

(NMS). PNFP facilities will continue to procure commodities via the Joint Medical Store 

(JMS). However, ensuring the continuous availability of essential medicines and supplies is 

critical to improving health system performance. Therefore, MOH will continue to explore 

ways to ensure timely and reliable supplies of health commodities at facility level, including 

the possibility of increasing facility autonomy with respect to procuring commodities in the 

future. Options for future consideration include directing a portion of results-based funds to 

NMS to supplement facilities’ credit lines and authorizing facilities to purchase supplementary 

commodities from JMS or other pre-qualified suppliers.  
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4.2 Financial Reporting & Auditing 

LG HMTs and health facilities will adhere to routine financial reporting and internal auditing 

requirements and procedures, which are defined in the LG Financial and Accounting 

Regulations.  

 

External audits will be conducted by the Office of the Auditor General in accordance with the 

International Standards on Auditing. 
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Annex 1: Comparing adherence to RBF principles between the planned RBF mainstreaming and prevailing practices for the lower-level 

PHC NWR grant and URMCHIP 

RBF Principles 

and Good 

Practices 

Sub principles and good practices URMCHIP  

 

Existing PHC NWR System for 

lower-level facilities (HC II, HC 

III, HC IV) 

Proposed RBF Design 

Mainstreamed into the lower-

level PHC NWR grant and 

overall PFM system 

1. Results 

focus/strategic 

purchasing 

during (i) 

budget 

formulation, 

(ii) budget 

execution, and 

(iii) budget 

evaluation 

 Budget formulation process reflects a 

careful mix of capitation and output-

based payments and targeted 

consideration for priority outcomes, 

quality of care, and equity. 

RBF under URMCHIP 

provides quality-adjusted 

output-based payments for 

selected RMNCAH services 

There is a hospital grant and a 

lower-level grant, which includes 

LG HMT, HC II, HC III, HC IV 

 

Each of these grants has a fixed 

and a variable component.  

 

The variable component of the 

lower-level grant is divided 

among LGs and facilities using a 

resource allocation formula that 

factors in population inclusive of 

refugees (60%), infant mortality 

(10%), poverty headcount (20%), 

and population in hard to 

reach/hard to stay areas (10%).  

The lower-level PHC NWR grant 

will be redesigned to have an 

input-based sub-grant for LG 

HMTs, an input-based sub-grant 

for HC IIs, HC IIIs, and HC IVs, 

and a results-based sub-grant for 

LG HMTs, HC IIIs, and HC IVs.  

 

The input-based sub-grants will 

be divided among LGs and 

facilities according to the same 

fixed- and variable-allocation 

rules that were previously used 

for the entire lower-level PHC 

NWR grant. 

 

The results-based sub-grant will 

be divided among LG HMTs, HC 

IIIs, and HC IVs. 10% of the sub-

grant will be for LG HMT 

performance, 10% for facility 

quality results, and 80% for 

facility outputs. 

 

 A financial reward/sanction system is 

used to shape performance 

Facilities earn bonus 

payments based on 

incentivized outputs, which 

are adjusted for quality 

scores (including penalties 

for especially poor quality). 

The PHC NWR grant historically 

has lacked financial rewards or 

sanctions. 

The division of the lower-level 

PHC NWR results-based sub-

grant across LGs and facilities 

will be based on facility outputs, 

facility quality, and LGPA health 

assessment scores. The 
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RBF Principles 

and Good 

Practices 

Sub principles and good practices URMCHIP  

 

Existing PHC NWR System for 

lower-level facilities (HC II, HC 

III, HC IV) 

Proposed RBF Design 

Mainstreamed into the lower-

level PHC NWR grant and 

overall PFM system 

 

LG HMTs earn bonus 

payments based on the 

performance of the facilities 

they oversee. 

allocations for FY 2024/25 will 

be the first to factor in penalties 

for over-reporting of outputs. The 

first penalties will be based on 

reporting in FY 2022/23.   

 Budget and service delivery 

performance is a primary 

consideration for resource allocation 

decision 

Bonus payments are 

determined entirely by 

reported and verified outputs 

and quality results. 

PHC NWR allocations have 

historically been based on inputs. 

Service delivery performance by 

facilities and LG HMTs will 

determine allocation of the lower-

level results-based sub-grant, 

which applies to LG HMTs, HC 

IIIs, and HC IVs.  

 Additional financial performance 

incentives for health facility 

personnel  

Facilities are allowed to 

distribute up to 40% of their 

RBF revenue to staff 

members 

Facilities have not previously 

used PHC NWR funds to directly 

reward staff performance. 

It is proposed that facilities will 

be allowed and encouraged to use 

a portion of their results-based 

sub-grant funding for non-cash 

staff incentives to be determined 

at the facility level.  

 

 Additional financial performance 

incentives for the LG HMT 

LG HMTs are allowed to 

distribute RBF funds to staff 

members 

LG HMTs have not previously 

used PHC NWR funds to directly 

reward staff performance. 

It is proposed that LG HMTs will 

be allowed and encouraged to use 

a portion of their results-based 

sub-grant funding for non-cash 

staff incentives to be determined 

at the LG HMT level.  

2. Autonomy of 

health 

facilities in 

budget 

formulation, 

execution, and 

evaluation 

 

 What is the level of autonomy 

accorded to the facility? health 

facilities in the PBF areas retain all 

their income at the level of their 

structures and do not transfer a 

percentage of their revenues to the 

central level 

Facilities retain their RBF 

revenue and use it for staff 

rewards (up to 40%) and for 

purposes laid out in their 

Performance Improvement 

Plans (PIPs) (at least 60%).  

Facilities use PHC NWR funds in 

accordance with the Health Sub-

Programme Grant and Budget 

Guidelines. The have limited 

discretion in the use of funds. 

It is proposed that facilities will 

exercise greater discretion than in 

the past regarding use of PHC 

NWR funds, to be elaborated in 

the updated Grant and Budget 

Guidelines. 

 Does autonomy include provision of 

performance bonuses to staff? 

Yes No It is proposed that facilities will 

be allowed and encouraged to use 

a portion of their results-based 
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RBF Principles 

and Good 

Practices 

Sub principles and good practices URMCHIP  

 

Existing PHC NWR System for 

lower-level facilities (HC II, HC 

III, HC IV) 

Proposed RBF Design 

Mainstreamed into the lower-

level PHC NWR grant and 

overall PFM system 

sub-grant funding for non-cash 

staff incentives to be determined 

at the facility level.  

 

3. Unified 

budget 

framework 

 There is a single unified budget 

(public and donor resources) for all 

funding sources at the facility level 

No No Only in terms of public and donor 

resources flowing through the 

PHC NWR grant. There will still 

be other flows of donor funds to 

facilities that are not necessarily 

on budget, and many on-budget 

sources will continue to be 

earmarked rather than fungible. 

 Budget execution and reporting 

guidelines (both public and donor 

resources) are harmonized  

Yes No Only in terms of public and donor 

resources flowing through the 

PHC NWR grant. There will still 

be other flows of donor funds to 

facilities that are not necessarily 

spent or reported on in a common 

or harmonized way. 

 Budget performance 

evaluation/review is unified  

Yes Yes Only in terms of public and donor 

resources flowing through the 

PHC NWR grant. There will still 

be other flows of donor funds to 

facilities that are not necessarily 

evaluated or reviewed in a 

common or harmonized way. 

4. Financial 

management 

capacity at 

health facility 

level right from 

budget 

formulation, 

 Alignment of budget planning, 

execution and evaluation with then 

overall national PFM cycle and 

laws/protocols.  

No. Although there is some 

alignment of planning in 

terms of PIPs and annual 

work plans, disbursements of 

URMCHP RBF funds are 

completely separate from 

routine disbursements of the 

public budget, and there is 

Yes.  Yes, there will be a single annual 

planning and budgeting process 

for the entirety of PHC NWR 

funding, including the inputs- and 

results-based sub-grants. 

Similarly, all PHC NWR grant 

funding will be subject to the 

same disbursement, budget 
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RBF Principles 

and Good 

Practices 

Sub principles and good practices URMCHIP  

 

Existing PHC NWR System for 

lower-level facilities (HC II, HC 

III, HC IV) 

Proposed RBF Design 

Mainstreamed into the lower-

level PHC NWR grant and 

overall PFM system 

execution, and 

evaluation 

 

no systematic expenditure 

reporting. 

execution, and reporting and 

evaluation rules and processes. 

 Financial reporting and payment 

timelines. Are these generally 

adhered to? 

No, there are delays in the 

invoice and payments 

process. 

 

Timeliness of financial 

reporting varies. 

From central to LGs yes, but 

there are delays in some LGs 

before funds reach facilities. 

 

Timeliness of financial reporting 

varies. 

Disbursements and financial 

reporting will follow existing 

PFM guidelines and processes. 

 

Adherence is to be seen. 

 Adequacy of FM management 

capacity (especially documentation, 

accounting, and reporting) in terms of 

human resources and systems 

There is clear documentation 

of FM rules and processes. 

 

LGs generally have 

dedicated personnel for FM, 

capacity varies. 

 

Facilities lack human 

resource capacity for FM, 

which has not previously 

been their core mandate. 

There is clear documentation of 

FM rules and processes. 

 

LGs generally have dedicated 

personnel for FM, capacity varies.  

 

Facilities lack human resource 

capacity for FM, which has not 

previously been their core 

mandate. 

There may be too little FM 

capacity at the LG level if/when 

many Sub-Programmes 

mainstream RBF and required 

additional capacity. 

 Well-defined planning and financial 

management protocols 

Yes, FM of URMCHIP 

funds is subject to PFM 

guidelines. 

Yes, FM of PHC NWR funds is 

subject to PFM guidelines. 

Yes, all funds will be subject to 

PFM guidelines, with specific 

guidelines further elaborated in  

the Health Sub-Programme Grant 

and Budget Guidelines. 

 Availability of facility FM 

management protocols 

Yes Yes, financial management 

protocols are specified in the 

Health Sub-Programme Grant and 

Budget Guidelines. 

Yes, financial management 

protocols will continue to be 

specific in the Health Sub-

Programme Grant and Budget 

Guidelines.  

 Adequacy of procurement capacity 

and practices 

LG capacity and practices 

are generally adequate. 

 

Historically only micro-

procurements have been possible 

with PHC NWR funding 

amounts. 

 

It is proposed the facilities have 

greater autonomy to procure 

needed inputs. 
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RBF Principles 

and Good 

Practices 

Sub principles and good practices URMCHIP  

 

Existing PHC NWR System for 

lower-level facilities (HC II, HC 

III, HC IV) 

Proposed RBF Design 

Mainstreamed into the lower-

level PHC NWR grant and 

overall PFM system 

Facilities vary. In some 

cases, facilities procure 

things they ought not to. 

 Integration of RBF or PHC NWR 

financial management (budgeting, 

execution, accounting, and reporting) 

within the overall FMS 

No Yes Yes, strategy envisages this 

5. Verification of 

results (both 

quantity and 

quality) 

 

 Robustness of quantity of care 

assessments 

Moderate; relies on self-

assessment and then 

verification by LG HMTs 

who have incentives to over-

report outputs. 

Routine data collection is 

inconsistent. 

Main assessments will rely on 

routine data reported in the 

HMIS, which will be verified 

through random sampling semi-

annually by Regional Supervisory 

Teams and then counter-verified, 

also through random sampling, as 

part of the LGPA health 

assessment exercise.  

 Robustness of quality-of-care 

assessments 

Moderate; relies on self-

assessment and then 

verification by LG HMTs 

who have incentives to over-

state quality. 

HFQAP is in the early stages of 

institutionalization. 

Main assessments will rely on the 

annual HFQAP, which will be 

verified through random sampling 

by Regional Supervisory Teams 

and then counter-verified, also 

through random sampling, as part 

of the LGPA health assessment 

exercise. 

 Use of existing performance 

verification arrangements including 

active counter verifications and 

independent/external agencies 

Yes (arrangements created 

for URMCHIP)  

n/a Verification will be the remit of 

the nascent Regional Supervisory 

Teams. Counter verification will 

be embedded in the existing 

LGPA exercise. 

 Penalties for falsification of records 

or misreporting data, or any other 

activities 

Yes, the URCHMIP 

implementation manual 

spells out penalties, but no 

history of execution 

n/a Starting in year 3 of 

implementation (FY 2024/25), 

LG HMTs and facilities will be 

subject to penalties for over-

reporting of service outputs. 
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RBF Principles 

and Good 

Practices 

Sub principles and good practices URMCHIP  

 

Existing PHC NWR System for 

lower-level facilities (HC II, HC 

III, HC IV) 

Proposed RBF Design 

Mainstreamed into the lower-

level PHC NWR grant and 

overall PFM system 

6. Governance, 

accountability, 

and 

management 

arrangements  

 

 Explicit contracting between 

government and facilities is central to 

clarifying accountability relationship 

between the Principal (govt/MoH) 

and the Provider (health facility) 

Yes No Not under the proposed approach 

in the strategy. 

 Extent of separation of functions - 

fundholder, payer, purchaser, 

regulator, and provider.  

MOFPED is the fundholder 

and payer 

MOH is the purchaser and 

regulator 

LGs and eligible PNFPs are 

the providers 

MOFPED is the fundholder and 

payer 

MOH is the purchaser and 

regulator 

LGs and eligible PNFPs are the 

providers 

MOFPED will be the fundholder 

and payer 

MOH will be the purchaser and 

regulator 

LGs and eligible PNFPs will be 

the providers 

 Oversight structures with active 

roles at national, cross-Sub-

Programme and sub national 

structures in oversight (e.g., National 

RBF Interagency Committee, the 

HSBWG at the MoH, D/CHMT, 

DTPC and the HUMCs/HMBs) 

HSBWG is the National 

RBF Steering Committee; 

LG Technical Planning 

Committees serve as LG 

RBF Steering Committees; 

MOH RBF Unit; LG HMT 

and HUMC for LGs and 

facilities, respectively 

IGFTR Oversight, Steering, and 

Technical Committees; Health 

Sub-Program Working Group; 

MOH management structures LG 

HMT and HUMC for LG and 

facilities, respectively 

IGFTR Oversight, Steering, and 

Technical Committees; Health 

Sub-Program Working Group; 

MOH, MOH Regional 

Supervisory Teams; LG HMT 

and HUMC for LG and facilities, 

respectively 

 Dedicated Results based 

performance management capacity 
at national and sub national level 

(RBF unit/sub national coordinators) 

MOH RBF Unit with 

regional focal persons. 

LG HMT RBF focal 

persons; facility RBF focal 

persons 

n/a MOH unit with regional focal 

persons hinged on regional 

structures 

 Community participation in health 

facility governance is a core 

consideration even in performance 

assessment 

Communities are represented 

on HUMCs, which oversee 

and support facilities, 

including endorsing PIPs. 

Communities are represented on 

HUMCs, which oversee and 

support facilities, including 

endorsing PIPs. 

HFQAP and LGPA both assess 

community participation in health 

facility governance. 

7. Promotion of 

Public-Private 

partnerships 

through co-

financing 

 Inclusion of the private for profit and 

PNFP sector in the funding 

arrangements. To what extent are 

these facilities included in the RBF 

initiative?  

PNFPs are eligible to 

participate 

PNFPs receive PHC NWR grant 

funding if they meet criteria set 

out in the Health Sub-Programme 

Grant and Budget Guidelines.  

PNFPs will continue to 

participate if they meet the 

eligibility criteria in the Health 

Sub-Programme Grant and 

Budget Guidelines 
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RBF Principles 

and Good 

Practices 

Sub principles and good practices URMCHIP  

 

Existing PHC NWR System for 

lower-level facilities (HC II, HC 

III, HC IV) 

Proposed RBF Design 

Mainstreamed into the lower-

level PHC NWR grant and 

overall PFM system 

service 

delivery 

 

 Other managed market’ principles 
to healthcare e.g., (i) increased 

competition between providers; (ii) 

increase freedom of choice for clients 

between service providers; and (iii) 

incentives for clients. 

Nothing in the design to 

directly induce competition; 

clients are free to choose any 

public/PNFP facility they 

can physically access; not 

incentives for clients 

Nothing in the design to directly 

induce competition; clients are 

free to choose any public/PNFP 

facility they can physically 

access; not incentives for clients 

Nothing in the design to directly 

induce competition; clients are 

free to choose any public/PNFP 

facility they can physically 

access; not incentives for clients 

8. Coverage of 

services and 

geographical 

areas and 

level of 

funding 

 Types of health services covered 

(RMNCAH&N, Infectious Diseases 

and NCDIs) 

RMNCAH and CVRS All PHC services in the 

UNMHCP (implicit rationing) 

Results-based sub-grant based on 

list of RMNCAH, infectious 

disease, and NCD indicators. 

 

Input-based sub-grant still 

theoretically meant to cover all 

PHC services in the UNMCHP 

 Coverage – number of districts, 

municipalities and cities covered 

URMCHIP: 131 districts 

plus KCCA 

 

EHA: 4 districts 

All All 

 Number and proportion of public and 

private facilities involved 

disaggregated by level of care (HCIII 

– NRH) 

URMCHIP: 

1,315 HC III/HC IV 

108 hospitals 

 

EHA: 

38 HC III/HC IV 

All public and PNFP facilities 

eligible to receive PHC NWR 

funds 

All public and PNFP eligible to 

receive PHC NWR funds 

 Total level of funding expended per 

year on RBF and or PHC NWR 

 FY 2021/22 (approved): 

UGX 62.4 billion 

FY 2022/23 (projected): 

UGX 103.2 billion 

 

FY 2023/24 (projected): 

UGX 116.2 billion 
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Annex 2: Projected medium-term allocations for the lower-level PHC NWR grant 

This is currently being undertaken based on the considerations alluded to earlier in the strategy. 

This will be completed in January 2022, in time before the BCC2. 

 

The results-based sub-grant will be divided as follows: 

 10% will be divided among LG HMTs based on their results based on the scores 

attained on the Health Performance Measures as per the Local Government 

Performance Assessment  

 20% will be divided among LG HMTs for onward distribution to facilities based on 

the latter’s quality scores obtained following the last Health Facility Quality of Care 

Assessments undertaken for all HC III’s and IV 

  70% will be divided among facilities based on their outputs achieved by the 

respective health facilities period December 2020 to November 2021, factoring in 

the relative weights of the indicators 
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Annex 3: Overview of performance assessment for LG HMTs 

No Issue   

A Assessment process  

1.  Timing   Annually during Q2  

2.  Assessment team  Firm hired by OPM to conduct LGPA 

3.  Assessment method  Application of LGPA manual 

4.  Compilation of the 

Report/Results 

 

 Firm to compile report and submit to OPM and MOH 

B Independent verification of results/quality Assurance 

1.  Timing:  On a rolling basis immediately following LGPA 

2.  IVA team  Firm hired by OPM to externally verify LGPA 

3.  Verification method  Application of LGPA protocol 

4.  Compilation of the 

report/results 
 IVA to compile report and submit to OPM and MOH 

C Approval of the results  

1.  Review and reconciliation 

of Results 
 Integrated into LGPA review and reconciliation of 

results conducted by the Health Sub-Task Force with 

MOH, OPM, the LGPA firm, and LGs 

2.  Grievance redress window To be defined 

3.  Approval of results   MOH submits and presents verification findings and 

agreements from the Health Sub-Task Force to the 

Fiscal Decentralization Technical Committee for 

approval 

4.  Submission of results on 

OTIMS 
 MOH to submit results on OTIMS 

D Impact/use  

1.  Grants to be impacted on  Results-based sub-grant of the PHC NWR grant LG 

HMTs 

2.  Determining the share 

between basic 

performance elements 

 In FY 2022/23, about 60% of PHC NWR funding for 

HC IIIs and HC IVs (including portions for LG 

HMTs) will be in the inputs sub-grant and about 40% 

in the results-based sub-grant. Of the results-based 

sub-grant funds, 10% will be allocated to LG HMTs 

based on their LGPA health assessment scores 

3.  Performance improvement 

support 
 Regional Supervisory Teams to provide routine and ad 

hoc support to LG HMTs to improve performance 

 LGPA results to inform LG PIP  

 MOH to support selected LGs in developing and 

implementing PIPs 

E Implementation and roll-out plan 

1.  Basic design (process and 

indicators) and roll-out 

plan. 

 LGPA is already a routine government process 

 By August 2022, MOH to propose any needed 

revisions to the health assessment module 
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Annex 4: Overview of performance assessment for health facilities 

No Issue  Quantity (outputs) Quality 

A Assessment process   

1.  Timing   Facilities report outputs to LG HMTs each 

month, by the 7th day of the subsequent month 

 LG HMTs review outputs monthly and input 

them into HMIS by the 15th day of the 

subsequent month 

 Regional Supervisory Teams conduct internal 

verification of facility outputs semi-annually 

(Q1 and Q2 outputs verified in Q3, Q3 and Q4 

outputs verified in Q1 of the subsequent year)  

 Annually during Q1 

 Regional Supervisory Teams to conduct 

internal verification immediately following 

assessment through random sampling; they will 

be assigned to LGs and facilities other than 

those they routinely support or those for which 

they served as the primary quality assessors 

2.  Assessment team  Facility In Charge oversees monthly reporting 

 LG biostatistician oversees monthly inputting 

into HMIS 

 MOH Standards, Compliance, Accreditation 

and Patient Protection Department (SCAPP-D) 

oversees assessment and mobilises qualified 

personnel to serve as assessors. 

3.  Assessment method  Routine reporting in HMIS  Application of the Health Facility Quality of 

Care Program (HFQAP) Facility Assessment 

Tool 

4.  Compilation of the 

report/results 

 

 Extraction from HMIS software (DHIS2)  MOH SCAPP-D compiles scores and national 

report 

B Independent verification of results/quality Assurance  

1.  Timing:  Q2 as part of LGPA exercise  Q2 as part of LGPA exercise 

2.  IVA team  Firm hired by OPM to conduct LGPA  Firm hired by OPM to conduct LGPA 

3.  Verification method  Audit of HMIS data against primary registers at 

randomly sampled facilities 

 Re-application of HFQAP Facility Assessment 

Tool at randomly sampled facilities 

4.  Compilation of the 

report/results 
 Integrated in LGPA results reporting to OPM 

and MOH 

 Integrated in LGPA results reporting to OPM 

and MOH 
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No Issue  Quantity (outputs) Quality 

C Approval of the 

results 

  

1.  Review and 

reconciliation of 

results 

 Integrated into LGPA review and reconciliation 

of results conducted by the Health Sub-Task 

Force with MOH, OPM, the LGPA firm, and 

LGs 

 Integrated into LGPA review and reconciliation 

of results conducted by the Health Sub-Task 

Force with MOH, OPM, the LGPA firm, and 

LGsth 

2.  Grievance redress 

window 

Defined in health Sub-Programme budget 

guidelines 

Defined in health Sub-Programme budget 

guidelines 

3.  Approval of results   Primary results approved by LG HMTs (HMIS 

data cannot be altered after the 15 of the 

subsequent month) 

 MOH submits and presents verification 

findings and agreements from the Health Sub-

Task Force to the Fiscal Decentralization 

Technical Committee for approval 

 Primary results approved by MOH SCAPP-D 

 MOH submits and presents verification findings 

and agreements from the Health Sub-Task 

Force to the Fiscal Decentralization Technical 

Committee for approval 

4.  Submission of results 

on OTIMS 
 MOH and MOFPED to collaborate to link 

HMIS software (DHIS2) to OTIMS  

 Discrepancies of greater than +5% (over-

reporting) detected during verification to 

trigger penalties, which MOH will compile and 

submit to MOFPED 

 MOH to submit scores on OTIMS 

D Impact/use   

1.  Grants to be 

impacted on 
 Results-based sub-grant (quantity component) 

of the PHC NWR grant to health facilities 

 Results-based sub-grant (quality component) of 

the PHC NWR grant to health facilities 
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No Issue  Quantity (outputs) Quality 

2.  Determining the 

share between basic 

performance 

elements 

 In FY 2022/23, about 60% of PHC NWR 

funding for HC IIIs and HC IVs (including 

portions for LG HMTs) will be in the inputs 

sub-grant and about 40% in the results-based 

sub-grant. Of the results-based sub-grant funds, 

80% will be allocated to facilities based on 

their outputs 

 In FY 2022/23, about 60% of PHC NWR 

funding for HC IIIs and HC IVs (including 

portions for LG HMTs) will be in the inputs 

sub-grant and about 40% in the results-based 

sub-grant. Of the results-based sub-grant funds, 

10% will be allocated to facilities based on their 

quality scores 

3.  Performance 

improvement support 
 LG HMTs to include data quality assurance 

and monitoring as part of routine quarterly 

support supervision and mentorship to facilities 

 In LGs with data quality issues as detected in 

the LGPA to include remedies in annual LG 

PIPs 

 Verification findings to inform strengthening of 

MOH’s internal reporting and verification 

processes 

 LG HMTs to include quality improvement as 

part of routine quarterly support supervision 

and mentorship to facilities 

 All facilities’ annual workplans to include 

activities to address gaps as identified in the 

HFQAP assessment 

 Verification findings to inform strengthening of 

MOH’s implementation of HFQAP  

E Implementation and roll-out plan  
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No Issue  Quantity (outputs) Quality 

1.  Basic design 

(process and 

indicators) and roll-

out plan. 

 Reporting of outputs to HMIS is already a 

routine activity for health facilities and LG 

HMTs 

 Indicators are defined in the RBF 

mainstreaming strategy 

 Regional Supervisory Teams to be 

strengthened to conduct semi-annual internal 

verification 

 By August 2022, MOH to develop new module 

for LGPA to include external verification of 

facility quantity and to discuss with OPM the 

resource implications of expanding the scope 

of the exercise 

 Annual implementation of HFQAP Facility 

Assessment Tool is already part of MOH’s 

National Quality Improvement Framework and 

Strategic Plan 

 MOH to adjust timing from Q3 to Q1 to ensure 

availability and recency of results prior to 

LGPA 

 Regional Supervisory Teams to be strengthened 

to conduct internal verification 

 By August 2022, MOH to develop new module 

for LGPA to include external verification of 

HFQAP findings and to discuss with OPM the 

resource implications of expanding the scope of 

the exercise 
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Annex 5: Incentivized indicators and weights for facility results-based sub-grants 

No Indicator 
Service 

category 

Baseline 

coverage (FY 

2019/20 unless 

otherwise noted) 

Rationale HMIS code(s) Weight 
Change from 

URMCHIP* 

1 

Number of pregnant 

women who 

attended their 1st 

ANC visit within the 

first trimester 

Prevention  

Early attendance of ANC 

contributes to 

achievement of goal-

oriented ANC, key to 

good pregnancy 

outcomes for mother and 

child 

 

105-AN01b 
3.2 Retained 

2 

Number of pregnant 

women who 

completed their 4th 

ANC visit 

Prevention 

42%  

 

ANC 4 coverage 

(MOH 2020b) 

Completion of four ANC 

visits signals high quality 

and continuity of ANC 

services  

 

105-AN02 
4.2 Retained 

3 

Number of pregnant 

women who 

received a third dose 

of IPT (IPT3) 

Prevention 

60% 

 

IPT2 coverage 

for pregnant 

women (MOH 

2020b) 

A full course of IPT 

reduces the impact of 

malaria on pregnancy 

outcomes 

 

105-AN010 
1.2 Modified 

4 

Number of children 

under 1 year 

immunised for 

measles-rubella  

Prevention 

82% 

 

Measles coverage 

under 1 year 

(MOH 2020b) 

Measles-rubella 

immunisation rates are 

lagging, plus this service 

serves as a proxy 

indicator for full 

immunisation of children 

under 1 year. 

105-CL16 4.2 Modified 
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No Indicator 
Service 

category 

Baseline 

coverage (FY 

2019/20 unless 

otherwise noted) 

Rationale HMIS code(s) Weight 
Change from 

URMCHIP* 

5 

 

Number of newly 

diagnosed cases of 

tuberculosis 

Curative 

82% 

 

TB case detection 

rate (MOH 

2020b) 

Case finding through 

screening and contract 

tracing is critical to 

limiting the spread of TB 

and connecting infected 

persons to treatment  

 

106a - TB08 
2.5 New 

6 

Number of infants 

exposed to HIV who 

had a 2nd PCR test 

within 9 months. 

Prevention  

Screening for paediatric 

HIV cases contributes to 

elimination of mother-to-

child transmission and 

allows for early treatment 

initiation if needed 

 

105-OE06 
1.0 New 

7 

Number of 

institutional 

deliveries, excluding 

caesarean sections. 

Curative 

59% 

 

Share of 

deliveries in 

health facilities 

(MOH 2020b) 

Institutional deliveries 

with skilled birth 

attendance are key to 

reducing maternal and 

neonatal deaths, which 

remain high  

105-MA04b1 (with 

108-SP01 subtracted 

out) 

30 Retained 

8 

 

Number of 

caesarean sections 

(HC IV only) 

Curative 

51% 

 

Share of HC IVs 

offering CEmOC 

services 

(MOH 2020b) 

Access to C-sections and 

related emergency 

obstetric care are critical 

to reduce maternal 

morbidity and mortality 

 

108-SP01 
50 Retained 
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No Indicator 
Service 

category 

Baseline 

coverage (FY 

2019/20 unless 

otherwise noted) 

Rationale HMIS code(s) Weight 
Change from 

URMCHIP* 

9 

Number of women 

who attended PNC 

visit at 6 days 

Preventive  

Timely PNC helps to 

reduce neonatal 

mortality; currently 

performing very poorly 

105-PN01b 4 Retained 

10 

Number of new 

acceptance and re-

attendance for 

modern FP methods 

(oral contraceptives, 

injectables, IUDs, 

implants, tubal 

ligation, vasectomy) 

Prevention 

42% (2016) 

 

Contraceptive 

prevalence rate 

(modern 

methods) (UBOS 

and ICF 2018) 

High fertility rate and 

low contraceptive 

prevalence undermine 

health of the mother and 

pregnancy outcomes 

105-FP01–14; 

105-MF01–02  
10 Modified 

11 

Number of new 

Number of new 

acceptance and re-

attendance for 

modern FP methods 

(oral contraceptives, 

injectables, IUDs, 

implants, tubal 

ligation, vasectomy) 

 

Prevention 

42% (2016) 

 

Contraceptive 

prevalence rate 

(modern 

methods) (UBOS 

and ICF 2018) 

High fertility rate and 

low contraceptive 

prevalence undermine 

health of the mother and 

pregnancy outcomes 

105-FP01–14; 

105-MF01–02  
2.5 Modified 
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Annex 6: Performance monitoring and evaluation (M&E) framework 

KEY RESULTS INDICATORS EXISTENCE 

OF 

INDICATOR 

BASELINE                                     

What is the 

current 

value?  

PERFORMANCE TARGET  

What is the target value? 

DATA 

SOURCE  

How will it be 

measured? 

FREQUENCY 

How often will 

it be 

measured? 

RESPONSIBLE 

Who will 

measure it? 

REPORTING  

Where will it 

be reported? 

Value (FY) FY 

2022/23 

FY 

2023/24 

FY 

2024/25 

FY 

2025/26 

FY 

2026/27 

OUTCOME INDICATORS 

Intermediate 

Outcome 1: 

Improved 

health services 

delivery quality 

Client 

satisfaction 
index (%) 

Routine 17 

(2019/20) 

36 48 60 72 84 Survey reports Annually MoH SCAPP 

department 

AHSPR, 

Evaluation 
reports 

  Availability of 

41 basket of 

EMHS at health 
facilities (%) 

Routine 85 

(2017/18) 

90 90 90 90 90 DHIS2 Annually MoH M&E unit AHSPR, 

Evaluation 

reports 

Intermediate 

Outcome 2: 

Improved 

health services 

utilization 

Percentage of 
pregnant 

women who 

attended 1st 
ANC visit in 

1st trimester 

Non routine, 
requires 

computation 

from routinely 
collected data 

TBC           DHIS2 Annually MoH M&E Unit, 
Health 

information 

division 

AHSPR, 
Evaluation 

reports 

  Percentage of 
pregnant 

women who 

attended 4th 
ANC visit 

Non routine, 
requires 

computation 

from routinely 
collected data 

42 
(2017/18) 

52 54 56 58 60 DHIS2 Annually MoH M&E Unit, 
Health 

information 

division 

AHSPR, 
Evaluation 

reports 

  Percentage of 

pregnant 

women who 
received IPT3 

Non routine, 

requires 

computation 
from routinely 

collected data 

30 

(2017/18) 

66 78 90 95 100 DHIS2 Annually MoH M&E Unit, 

Health 

information 
division 

AHSPR, 

Evaluation 

reports 

  Number of TB 
cases notified in 

health facilities 

per 100,000 
population 

Routine 152 
(2017/18) 

173 173 179 179 179 DHIS2 Annually MoH M&E Unit, 
Health 

information 

division 

AHSPR, 
Evaluation 

reports 

  Percentage of 

HIV exposed 
infants who 

received their 

2nd DNA PCR 
test at 9 months 

Routine TBC           DHIS2 Annually MoH M&E Unit, 

Health 
information 

division 

AHSPR, 

Evaluation 
reports 
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KEY RESULTS INDICATORS EXISTENCE 

OF 

INDICATOR 

BASELINE                                     

What is the 

current 

value?  

PERFORMANCE TARGET  

What is the target value? 

DATA 

SOURCE  

How will it be 

measured? 

FREQUENCY 

How often will 

it be 

measured? 

RESPONSIBLE 

Who will 

measure it? 

REPORTING  

Where will it 

be reported? 

Value (FY) FY 

2022/23 

FY 

2023/24 

FY 

2024/25 

FY 

2025/26 

FY 

2026/27 

  Percentage of 

children who 
received 

measles-rubella 

vaccination at 9 

months of age 

Routine 88 

(2017/18) 

92 94 95 96 97 DHIS2 Annually MoH M&E Unit, 

Health 
information 

division 

AHSPR, 

Evaluation 
reports 

  Percentage of 

deliveries that 
was conducted 

in health 

facilities 

Routine 62 

(2017/18) 

70 72 74 76 78 DHIS2 Annually MoH M&E Unit, 

Health 
information 

division 

AHSPR, 

Evaluation 
reports 

  Percentage of 
caesarean 

sections among 

institutional 
deliveries 

Routine             DHIS2 Annually MoH M&E Unit, 
Health 

information 

division 

AHSPR, 
Evaluation 

reports 

  Percentage of 

mothers who 

attended 

postnatal 

services at 6 
days following 

delivery 

Routine TBC           DHIS2 Annually MoH M&E Unit, 

Health 

information 

division 

AHSPR, 

Evaluation 

reports 

  Modern 
contraceptive 

prevalence rate 

among women 
and girls of 

reproductive 

age  

Routine 35 
(2019/20) 

41 43 45 47 49 UDHS 5 years interval MoH M&E Unit, 
Health 

information 

division 

AHSPR, 
Evaluation 

reports 

Intermediate 

Outcome 3: 

Improved 

efficiency in 

health services 

delivery 

Health workers 

attendance rate 

Routine             IHRIS Annually MoH M&E Unit, 

Health 

information 

division 

AHSPR, 

Evaluation 

reports 

  Average 
number of 

deliveries 

conducted by a 
midwife per 

year 

Non routine, 
requires 

synthesis 

            DHIS2 Annually MoH M&E Unit, 
Health 

information 

division 

AHSPR, 
Evaluation 

reports 
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KEY RESULTS INDICATORS EXISTENCE 

OF 

INDICATOR 

BASELINE                                     

What is the 

current 

value?  

PERFORMANCE TARGET  

What is the target value? 

DATA 

SOURCE  

How will it be 

measured? 

FREQUENCY 

How often will 

it be 

measured? 

RESPONSIBLE 

Who will 

measure it? 

REPORTING  

Where will it 

be reported? 

Value (FY) FY 

2022/23 

FY 

2023/24 

FY 

2024/25 

FY 

2025/26 

FY 

2026/27 

Intermediate 

Outcome 4: 

Improved 

equity in 

financing of 

primary health 

care services 

Incidence of 

catastrophic 
health 

expenditure (at 

10% of HH 

total income) 

(%) 

Non routine, 

requires periodic 
surveys 

15 

(2019/20) 

10 8 6 5 4 Survey reports Biannually MoH M&E unit AHSPR, 

Evaluation 
reports 

Intermediate 

Outcome 5: 

Improved 

adequacy in 

primary health 

care financing 

Percentage 
growth of total 

PHC NWR 

grants as 
compared to the 

previous 

financial year 

Non routine             MTEF Annually MoH M&E Unit, 
Health 

information 

division 

AHSPR, 
Evaluation 

reports 

OUTPUT INDICATORS 

Output 1: 

Harmonized 

governance, 

oversight, and 

institutional 

arrangements 

for RBF 

implementation 

          MoH M&E unit AHSPR, 
Evaluation 

reports 

  Number of 

stakeholder 
orientation 

workshops held 

or trainings 
provided 

Routine from 

program reports  

NA           Activity 

reports 

Quarterly, 

Annually 

MoH national 

Planning Dept 

AHSPR, 

Evaluation 
reports 

  Number of 

RRHs with 
functional 

regional 

supervisory 
structures 

Non routine   8 10 12 14 14 RRH reports, 

regional 
supervisory 

structures 

reports 

Annually MoH M&E Unit AHSPR, 

Evaluation 
reports 
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KEY RESULTS INDICATORS EXISTENCE 

OF 

INDICATOR 

BASELINE                                     

What is the 

current 

value?  

PERFORMANCE TARGET  

What is the target value? 

DATA 

SOURCE  

How will it be 

measured? 

FREQUENCY 

How often will 

it be 

measured? 

RESPONSIBLE 

Who will 

measure it? 

REPORTING  

Where will it 

be reported? 

Value (FY) FY 

2022/23 

FY 

2023/24 

FY 

2024/25 

FY 

2025/26 

FY 

2026/27 

Output 3: 

Resources 

allocated to 

health facilities 

and local 

governments on 

the basis of 

performance 

RBF allocation 

formula 
developed for 

the health 

facilities and 

LG HMTs 

Non routine NA 1 1 1 1 1 Sub-

Programme 
grant and 

budget 

guidelines 

Annually MoH M&E Unit Evaluation 

reports 

  The health Sub-

Programme 

budget and 
grant guidelines 

revised to 

provide 
guidance on the 

allocation, 

planning and 
use of RBF 

funds, including 

IPFs for input 
and result based 

components of 

PHC NWR 

Non routine NA Yes Yes Yes Yes Yes Review of the 

Sub-

Programme 
grants and 

budget 

guidelines 

Annually National RBF 

Unit, M&E unit 

AHSPR, 

Evaluation 

reports 

Output 3: 

Priority health 

services 

incentivized on 

the basis of 

evolving 

population 

needs 

Established 

package of RBF 

incentivised 
indicators for 

health facilities 

Non routine NA Yes Yes Yes Yes Yes Existence of 

the benefit 

package 

Annually MoH Planning, 

M&E unit 

AHSPR, 

Evaluation 

reports 

  Whether 

revision was 
made on RBF 

incentivized 

indicators 

Non routine NA           Existence of 

the benefit 
package 

Annually National RBF 

Unit, M&E unit 

AHSPR, 

Evaluation 
reports 
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KEY RESULTS INDICATORS EXISTENCE 

OF 

INDICATOR 

BASELINE                                     

What is the 

current 

value?  

PERFORMANCE TARGET  

What is the target value? 

DATA 

SOURCE  

How will it be 

measured? 

FREQUENCY 

How often will 

it be 

measured? 

RESPONSIBLE 

Who will 

measure it? 

REPORTING  

Where will it 

be reported? 

Value (FY) FY 

2022/23 

FY 

2023/24 

FY 

2024/25 

FY 

2025/26 

FY 

2026/27 

Output 4: 

Quality 

assessment and 

performance 

management 

strengthened 

Percentage of 

verified health 
facilities in 

which there was 

a variance of 

more than 5% 

in any of the 

sampled 
indicators 

during output 

verification by 
the regional 

supervisory 

teams 

Non routine NA 20 15 10 5 0 Verification 

reports of the 
regional 

supervisory 

teams 

Annually National RBF 

unit, M&E  unit 

AHSPR, 

Evaluation 
reports 

  Percentage of 

local 

governments in 
which a health 

facility over 

reported service 
utilization 

outputs for the 

RBF 
incentivized 

indicators 

Non routine NA 20 15 10 5 0 Verification 

reports of the 

regional 
supervisory 

teams 

Annually M&E unit, 

Health 

information 

AHSPR, 

Evaluation 

reports 

  Percentage of 
health facilities 

with 5 stars 

HFQAP quality 
scores 

Routine             HFQAP 
assessment 

reports 

Annually MoH 
Planning,/M&E 

unit 

AHSPR, 
Evaluation 

reports 

  Percentage of 

health facilities 

with less than 2 
stars HFQAP 

quality scores 

Routine             HFQAP 

assessment 

reports 

Annually MoH Planning, 

M&E unit 

AHSPR, 

Evaluation 

reports 

  Average local 
government 

performance 

assessment 
health 

assessment 

score 

Routine 35 
(2017/18) 

50 55 60 65 70 LGPA 
assessment 

reports 

Annually OPM AHSPR, LGPA 
sydnthesis 

report, 

Evaluation 
reports 
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KEY RESULTS INDICATORS EXISTENCE 

OF 

INDICATOR 

BASELINE                                     

What is the 

current 

value?  

PERFORMANCE TARGET  

What is the target value? 

DATA 

SOURCE  

How will it be 

measured? 

FREQUENCY 

How often will 

it be 

measured? 

RESPONSIBLE 

Who will 

measure it? 

REPORTING  

Where will it 

be reported? 

Value (FY) FY 

2022/23 

FY 

2023/24 

FY 

2024/25 

FY 

2025/26 

FY 

2026/27 

  Percentage of 

health facilities 
that developed 

annual 

performance 

improvement 

plans 

Routine             Regional 

supervisory 
teams reports 

Annually National RBF 

unit, M&E unit 

AHSPR, 

Evaluation 
reports 

  Percentage of 
LGHMTs that 

developed 

annual 
performance 

improvement 

plans 

Routine             Regional 
supervisory 

teams reports 

Annually National RBF 
unit, M&E unit 

AHSPR, 
Evaluation 

reports 

  Percentage of 

health facilities 

that 
implemented 

100% of the 

performance 
improvement 

actions in 

annual work 
plan  

Routine             Regional 

supervisory 

teams reports 

Annually National RBF 

unit, M&E unit 

AHSPR, 

Evaluation 

reports 

  Percentage of 

local 

government 
health 

management 

teams that 

implemented 

100% of the 
performance 

improvement 

actions in 
annual work 

plan  

Routine             Regional 

supervisory 

teams reports 

Annually National RBF 

unit, M&E unit 

AHSPR, 

Evaluation 

reports 



 | P a g e  

 
52 

KEY RESULTS INDICATORS EXISTENCE 

OF 

INDICATOR 

BASELINE                                     

What is the 

current 

value?  

PERFORMANCE TARGET  

What is the target value? 

DATA 

SOURCE  

How will it be 

measured? 

FREQUENCY 

How often will 

it be 

measured? 

RESPONSIBLE 

Who will 

measure it? 

REPORTING  

Where will it 

be reported? 

Value (FY) FY 

2022/23 

FY 

2023/24 

FY 

2024/25 

FY 

2025/26 

FY 

2026/27 

  Percentage of 

the planned 
targeted support 

supervision 

visits provided 

by the regional 

supervisory 

teams to the 
local 

governments 

and health 
facilities 

Non routine, 

from program 
specific reports 

NA           Regional 

supervisory 
teams reports 

Annually National RBF 

unit, M&E unit 

AHSPR, 

Evaluation 
reports 

  Percentage of 

local 
governments 

that supervised 

all HC III and 
HC IV every 

quarter 

Non routine, 

synthesised from 
district reports 

NA           Regional 

supervisory 
teams reports 

Annually National RBF 

unit, M&E unit 

AHSPR, 

Evaluation 
reports 

  Number of 

regional 
performance 

review 
meetings held 

Non routine, 

from program 
specific reports 

NA                   

  Percentage of 

local 

governments 
that conducted 

performance 

review meeting 
every quarter 

Non routine, 

synthesised from 

district reports 

NA           Regional 

supervisory 

teams reports 

Annually National RBF 

unit, M&E unit 

AHSPR, 

Evaluation 

reports 

  Percentage of 

health facilities 
that conducted 

performance 

review 
meetings every 

quarter 

Non routine, 

synthesized from 
HFQAP 

assessments 

NA           Regional 

supervisory 
teams reports 

Annually National RBF 

unit, M&E unit 

AHSPR, 

Evaluation 
reports 
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KEY RESULTS INDICATORS EXISTENCE 

OF 

INDICATOR 

BASELINE                                     

What is the 

current 

value?  

PERFORMANCE TARGET  

What is the target value? 

DATA 

SOURCE  

How will it be 

measured? 

FREQUENCY 

How often will 

it be 

measured? 

RESPONSIBLE 

Who will 

measure it? 

REPORTING  

Where will it 

be reported? 

Value (FY) FY 

2022/23 

FY 

2023/24 

FY 

2024/25 

FY 

2025/26 

FY 

2026/27 

  Percentage of 

health facilities 
whose output 

performance 

was verified by 

regional 

supervisory 

teams 

Non routine, 

synthesized from 
program specific 

reports 

NA           Regional 

supervisory 
teams reports 

Annually National RBF 

unit, M&E unit 

AHSPR, 

Evaluation 
reports 

  Percentage of 

health facilities 

in which 
HFQAP was 

conducted  

Routine, 

synthesised from 

HFQAP reports 

  100% 100% 100% 100% 100% HFQAP 

assessment 

reports 

Annually National RBF 

unit, M&E unit 

AHSPR, 

Evaluation 

reports 

  Percentage of 

health facilities 
in which 

independent 

verification was 

conducted 

Non routine, 

synthesised from 
program specific 

reports 

NA           Independent 

verification 
reports 

Annually National RBF 

unit, M&E unit 

AHSPR, LGPA 

reports, 
Evaluation 

reports 

  Percentage of 

health facilities 
in which 

HFQAP score 

varied by more 
than 5% from 

the independent 

verification 

Non routine, 

synthesised from 
program specific 

reports 

NA           Independent 

verification 
reports 

Annually National RBF 

unit, M&E unit 

AHSPR, LGPA 

reports, 
Evaluation 

reports 
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Annex 7: Risk assessment 

RBF mainstreaming, like any health purchasing reform, is a complex, multi-faceted intervention whose effectiveness will be determined by a range 

of political, fiscal, behavioural, and other forces. Consequently, it is important to take stock of potential implementation risks and identify 

mitigation measures. The following matrix summarizes key risks to RBF mainstreaming, the magnitude of their likelihood and impact, proposed 

countermeasures, and responsibilities for managing them. 

 

Risk 
Risk rating 

Mitigating actions Responsibility 
Likelihood Impact Overall 

Limited fiscal space for GOU to 

meet the funding adequacy 

targets specified in the MTP 

Moderate High High At a minimum retain the basic PHC grant 

allocations and forgo the incentive element as it 

would be inadequate to realise any meaningful 

incentives; 

Prioritise high impact interventions on PHC 

(focus on generic public health commodity 

suppliers e.g NMS, JMS). 

MOH 

Cost escalations for incentivized 

outputs arising from increased of 

coverage because of increased 

service coverage  

Low Low Low Addressed through model design by determining 

results-based allocations based on the available 

resource envelope using relative weights rather 

than fixed tariffs. 

MoH Planning 

Escalation of facility incentive 

amounts arising from use of 

unreliable HMIS data that is 

prone to inconsistencies 

Medium High High Digitalise facility registers or implement 

electronic medical records at point of service; 

Strengthen routine data quality assurance and 

cleaning activities in LGs to minimise 

inconsistences 

MOH Resource Centre;  

Regional Supervisory 

Teams and LG HMTs 

Reduced resources and 

motivation of RBF Unit in the 

context of mainstreaming due to 

loss of project funding 

Medium Medium Medium Provide adequate resources under the MOH 

RCU budgets 

MOH Planning 
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Risk 
Risk rating 

Mitigating actions Responsibility 
Likelihood Impact Overall 

Inefficiencies and delays in 

financial and physical progress 

reporting 

Medium Medium Medium Alignment with routine government processes 

for reporting and assessment. 

MOH Planning 

Alignment/adherence to PPDA 

guidelines at provider level 

Low Medium Medium Sensitization and training of stakeholders on the 

PPDA guidelines 

MOH Planning 

Staff incentives may not be 

accommodated by the current 

PFM and Public service 

regulations 

High High High Seek a waiver from the Ministry of Public 

Service (must be raised at the level of Permanent 

Secretary) 

OR 

Institute non-cash rewards for individual 

incentives 

MOH PS 

Significant decrease in size of 

staff incentives, driven by fiscal 

realities, is likely to lessen or 

even eliminate their effect on 

health worker motivation and 

behaviour change 

High High High Mobilize additional resources to enhance staff 

incentives; 

Enhanced use of non-cash motivators (e.g., 

trainings) and improved management techniques 

MOH 

Misuse of funds (outside the 

guidelines) at entity level, 

enabled by presentation of 

incorrect or deliberately false 

financial reports 

Medium High High Enforce compliance to accounting and financial 

regulations 

MOH Planning 

Inadequate staffing at the LG and 

health facilities levels to meet 

performance expectations 

High High High Follow up on the increased wage grants under 

UgIFT to ensure LGs recruit, engaging District 

Service Commissions and the Ministry of Public 

Service; 

Allow facilities to recruit staff through the 

District Service Commissions using their PHC 

NWR grant allocation 

MOH Planning 
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Risk 
Risk rating 

Mitigating actions Responsibility 
Likelihood Impact Overall 

Insufficiency of coordination at 

the Regional Referral Hospitals 

Medium High High In the short term, recruit directly from among 

the project-funded MOH RBF Unit team 

members for Regional Officers; 

In the long term, properly staff the RBF Unit 

and the Regional supervisory teams. 

MOH Planning 

The mainstreamed results-based 

component of the PHC grant 

could reinforce existing 

inequities among allocations 

across facilities by failing to 

compensate facilities whose 

challenges or costs (e.g., they are 

in hard-to-reach areas) are not 

sufficiently addressed by the 

existing resource allocation rules 

Medium Medium Medium Explore opportunities to enhance support to the 

worst-off facilities, such as improvements to the 

resource allocation formula underpinning the 

input-based component of the PHC grant; 

equity-based adjustments to results-based 

allocations, or others 

MOH RBF Unit 

Service provider bias towards 

incentivised indicators 

Medium Medium Medium Progressively continue using the quality 

improvement indicators to achieve relative 

weights between quality and quantity outputs, as 

this spreads the focus across services. Over time, 

revisit the list of incentivized indicators to 

ensure continued alignment with population 

health needs and policy priorities.  

RBF Unit 

Regional supervisory teams are 

not in the current structure of the 

MOH and, in the near term, will 

rely on project funding 

High High High Revision of the norms to allocate more staff for 

the Community Services Department of the 

RRHs to manage components of RBF; and to 

secure needed increments to the RRH budgets to 

accommodate those positions 
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Annex 8: Budget for indirect costs of mainstreaming 

The Projected indirect costs for mainstreaming for FY 2020/21 is summarized in the table 

below 

S/N Item Cost Comment 

 Recruitment of the TA 

to support the 

mainstreaming of RBF 

under UGIFT 

100,000,000  

1 Sensitization/orientation 310,000,000  

2 Training of verification 

teams 

350,000,000 Teams to undertake the semi-annual 

sampled verification 

3 Verification of facility 

outputs 

1,210,000,000 Average of 5 health facilities sampled in 

every local government for verification 

4 HFQAP 1,200,000,000 All health facilities at level f HC III and IV 

assessed  

5 Support supervision 1,000,000,000 Support supervision of the Regional 

Supervisory Structures including joint 

support supervision of LG’s alongside the 

regional structure 

6 workshops to strengthen 

conduct of performance 

reviews at district level  

1,400,000,000 Sub-Programme wide semi-annual 

performance reviews/planning to be 

undertaken under the leadership of PFP-

Department at MoH 

7 Customization of digital 

platform 

800,000,000  

8 Quarterly Data quality 

assurance exercise 

1,000,000,000 Under the leadership of DHI, mentorships 

undertaken to enhance the 

institutionalization of data quality assurance 

processes at health facility level 

9 Mentorship and 

supervision for 

institutionalization of 

Data Quality Assurance 

Processes-  

1,000,000,000  

10 External verification  2,000,000,000  

11 TA (Central/Regional) 2,130,000,000  

12 Vehicle maintenance 

and servicing 

200,000,000  

 Communication 30,000,000  

 Total 11,630,000,000  
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Annex 9: Allocation formulae for lower-level PHC NWR results-based sub grant 

Variable definitions 

“Results year” refers to the financial year two years prior to the budget year for which 

allocations are being determined. For example, allocations for FY 2022/23 will be based on 

outputs reported in FY 2020/21. 

 

𝐴 total number of LGs 

𝐵 total number of HC IIIs and HC IVs receiving lower-level PHC NWR 

funding 

𝑢𝑎
∗  total OPD utilization during the results year in LG 𝑎 

𝑢𝑏
∗  total OPD utilization during the results year in facility 𝐵 

𝑢𝑖,𝑏 utilization during the results year of indicator 𝑖 in facility 𝑏 

𝑈𝑖 = ∑ 𝑢𝑖,𝑏
𝐵
𝑏=1  total utilization during the results year of indicator 𝑖 in all HC IIIs 

and HC IVs receiving lower-level PHC NWR funding 

 

I total number of incentivized indicators 

𝑝𝑖 price incentivized indicator 𝑖 

𝑤𝑖 relative price weight for incentivized indicator 𝑖 

 

𝑔𝑎 Most recent LGPA health assessment score for LG 𝑎 

𝑞𝑏 Most recent HFQAP score for facility 𝑏 

 

𝑅 total funding for the lower-level PHC NWR results-based sub-grant 

𝑅𝑞𝑡
∗ = 0.8 ∗ 𝑅 funding ceiling for facility quantity results within the lower-level 

PHC NWR results-based sub-grant 

𝑅𝑞𝑡 ≤ 𝑅𝑞𝑡
∗  funding for facility quantity results within the lower-level PHC NWR 

results-based sub-grant 

𝑅𝑙𝑔 = 0.1 ∗ 𝑅 funding for LG HMT results within the lower-level PHC NWR results-

based sub-grant 

𝑅𝑞𝑙 = 𝑅 − 𝑅𝑙𝑔 − 𝑅𝑞𝑡 funding for facility quality results within the lower-level PHC 

NWR results-based sub-grant 

 

Allocation formulae 

𝑟𝑙𝑔,𝑎 =
𝑝𝑎𝑢𝑎

∑ (𝑝𝑎𝑢𝑎)
𝐴
𝑎=1

∙ 𝑅𝑙𝑔  PHC NWR results-based sub-grant funding for LG 𝑎 

 

 

𝑟𝑞𝑡,𝑏 = {

∑ 𝑢𝑖,𝑏𝑝𝑖
𝐼
𝑖=1 , ∑ 𝑈𝑖𝑝𝑖

𝐼
𝑖=1 ≤ 𝑅𝑞𝑡

∗

∑ (𝑢𝑖,𝑏𝑤𝑖)
𝐼
𝑖=1

∑ (𝑈𝑖𝑤𝑖)
𝐼
𝑖=1

∙ 𝑅𝑞𝑡
∗ , ∑ 𝑈𝑖𝑝𝑖

𝐼
𝑖=1 > 𝑅𝑞𝑡

∗
 Funding for facility 𝑏 based on quantity results 
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𝑟𝑞𝑙,𝑏 =
𝑞𝑏𝑣𝑏

∗

∑ (𝑞𝑏𝑣𝑏
∗)𝐹

𝑏=1

∙ 𝑅𝑞𝑙  Funding for facility 𝑏 based on quality results 

 

𝑟𝑞𝑡,𝑏 + 𝑟𝑞𝑙,𝑏   Total PHC NWR results-based sub-grant funding for facility 𝑏 

 

Note: these formulae do not yet reflect the imposition of an eligibility threshold for HFQAP 

scores starting with allocations for FY 2023/24 or for penalties to be applied based on 

verification results for facility outputs starting with allocations for FY 2024/25. These updates 

will be reflected in the relevant years’ Health Sub-Programme Grant and Budget Guidelines 

for LGs and Health Facilities.  

 


