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The Problem 

• Low quality and/or absent health care services: a 

major barrier to improving health, especially in low- 

and middle-income countries 
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Example: Health worker motivation 

• It is asserted that lack of motivation among 

health workers is one cause of low quality 

services 



What can be done to increase 

motivation? 

Photo: Claire Glenton 
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Theory about motivating factors 

Extrinsic motivation 
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doing a good job) 

One option could 

be to try to 

increase extrinsic 

motivation, e.g. 

«Results-based  

Financing» 



Results based financing: 

• A mid-wife receives a bonus payment if she 

attends more than 70% of all deliveries in her 

community (or a fixed fee per delivery) 

• A clinic receives a bonus payment if it scores 

well on a set of quality indicators (e.g. 20% 

improvement, or among top 10% etc.)  

• A regional government receives a bonus 

payment if more than 85% of all children are 

fully vaccinated AND they are never out of 

stock of vaccines 

 



Some good reasons to believe that 

results based financing (RBF) works: 

• The theory makes sense! 

• Many big actors (World Bank, national 

governments) think it’s an effective approach 

• RBF-experts report great successes from 

RBF-programs 

 

• However – some folks claim that monetary 

incentives are unlikely to change health 

workers’ performance, and that they may 

cause harm… 

 



Possible problems with RBF 

• Cheating (”gaming” the system) 

• Distortion (”profitable” patients prioritised) 

• Weakening of intrinsic motivation 

• Expensive system to administrate (e.g. to 

monitor performance) 

• No capacity for improvement in the system 

• Perceived as unfair 
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Possible methods to evaluate RBF-

scemes 

• Compare areas that have and have not 

implemented RBF? 

  

 Example from Nicaragua:  

 RBF-clinics (”cooperatives”) ”conducted an 

average of 9.7–33.8% more general visits” 

than traditional health centres 

Source: Gauri et al. Separating financing from provision:  evidence from 10 years of 

partnership with health cooperatives in Costa Rica. Health Policy and Planning 

2004;19(5):292–301. 
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Potential problems? 

time 
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comparable? 

 

• There may be 

plenty other 

explanations for 

this difference. 



Possible methods to evaluate RBF-

schemes (2): 

• Implement RBF and see if it makes a 

difference? 

 

• Example from Bangladesh: 

 “Visits by professional health workers to 

women who had become pregnant during the 

preceding 12 months increased from 18.0% 

in 2001 to 97.8% in 2006.”  

 
Source: Asian Development Bank. Bangladesh: Urban Primary Health Care Project. 

Completion Report. 2007 
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Possible methods to evaluate RBF-

schemes (3): 

• Implement RBF in one area and not in 

another, and see what happens? 

• Example from Democratic Republic of 

Congo: 

 “performance-based subsidies resulted in 

comparable or better services and quality of 

care than those provided at a control group 

of facilities that were not financed in this way” 

Source: Soeters et al. Performance-Based Financing Experiment Improved Health Care In 

The Democratic Republic Of Congo. Health Affairs 30; 8 (2011): 1518–1527 
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• Are they comparable? 

 

• Perhaps the  blue 

districts were already 

improving? 
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Two major problems with evaluations  

• The groups that are being compared are not 

comparable 

• Other events than the RBF-intervention may 

have impacted on the outcomes 

• The best methods to address these problems 

are probably: 

1. Randomised controlled trial 

2. Interrupted time-series analysis 



Example from the Philippines 

20 hospitals 

Not RBF in 

10 hospitals 

RBF in 10 

hospitals 
Outcomes 

Outcomes 

Compare 

Source: Peabody et al. Financial Incentives And Measurement Improved Physicians' 

Quality Of Care In The Philippines. Health Affairs, 2011: 773-781. 



Example from the Philippines (cont’d) 

Before RBF 

Effect on wasting among children after hospitalisation 

Control: 

25% of children 

wasted 

10%-point 

increase 

Intervention group 

30% of children 

wasted 

No change Intervention group (RBF) 

30% of children wasted 

After RBF  

(in intervention group) 

Control (not RBF): 

35% of children wasted 



Example from the Philippines (cont’d) 

• No change in RBF-hospitals 

• Worsening in non-RBF-hospitals 

• How do we interpret that? 



Example from the Philippines (cont’d) 

• No change in RBF-hospitals 

• Worsening in non-RBF-hospitals 

• How do we interpret that? 

 

• Illustrates the need for contextual 

information! 



Potential problems with RCTs 

• Number of units too small, and therefore end 

up being non-comparable, despite 

randomisation 

• ”Laboratory-conditions” may mean that the 

findings are not applicable in practice 

(depends on how the trial was conducted) 

• Not possible to conduct (practical, ethical, 

«political» reasons) 



When an RCT is not feasible 

• To estimate the effect of an intervention, we 

need to compare (better or worse than 

what?) 

• A careful analysis of changes from before to 

after an intervention may be convincing 



Not convincing: 

time 

outcome 

After RBF Before RBF 



More convincing (Interrupted time-

series): 

time 

outcome 

After RBF Before RBF 

”Interruption” 



Potential problems 

• Some other event occurring at the same time 

(”co-intervention”) 



Rigorous impact evaluation can  

• tell us whether an intervention worked in that 

particular setting, at that particular time 

• and thereby inform decisions about 

implementing similar programs elsewhere 



Rigorous impact evaluation can 

usually not tell us:  

• why the intervention did or did not work 

• how the intervention should be implemented 

• how likely it is that the intervention effect will 

be similar in a another setting 

 

• Therefore, RCTs of quality improvement 

interventions should be supplemented with 

descriptive data (quantitative and qualitative) 


