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Getting Started: What is the Toolkit and How does it Work? 

Background 

The Toolkit was developed with funding from the Health Results Innovation Trust Fund (HRITF). The objective of 

the HRITF is to design, implement and evaluate sustainable results-based financing (RBF) pilot programs that 

improve maternal and child health outcomes for accelerating progress towards reaching MDGs 1c, 4 & 5. A key 

element of this program is to ensure a rigorous and well designed impact evaluation is embedded in each 

ŎƻǳƴǘǊȅΩǎ w.C ǇǊƻƧŜŎǘ ƛƴ ƻǊŘŜǊ ǘƻ ŘƻŎǳƳŜƴǘ ǘƘŜ ŜȄǘŜƴǘ ǘƻ ǿƘƛŎƘ w.C ǇǊƻƎǊŀƳǎ ŀǊŜ ŜŦŦŜctive, operationally 

feasible, and under what circumstances. The evaluations are essential for generating new evidence that can 

inform and improve RBF, not only in the HRITF pilot countries, but also elsewhere. The HRITF finances grants for 

countries implementing RBF pilots, knowledge and learning activities, impact evaluations, as well as analytical 

work. 1 

The work program on impact evaluation for Results-based financing consists of three pillars: 

¶ Conduct rigorous, prospective impact evaluations on the causal effects of health-related RBF 

interventions on the access to and quality of service delivery, health expenditures, and health outcomes. 

In addition, the evaluations may address both the cost-effectiveness and operational complexity of 

alternative RBF interventions.  

¶ Coordinate and standardize to the extent possible the evaluation methodologies across multiple RBF 

interventions to facilitate the comparison of alternative approaches, assess the external validity of 

impacts, and assess the feasibility of similar interventions across different socio-economic and cultural 

settings. 

¶ Summarize and disseminate the lessons learned in materials that are accessible and relevant to country 

policy makers and other stakeholders. 

What is the Impact Evaluation Toolkit? 

The Impact Evaluation Toolkit is a hands-on guide on how-to design and implement impact evaluations. While 

many parts of the toolkit can apply to impact evaluation in general, the focus of the toolkit is to help evaluate 

the impact Results-Based Financing (RBF) projects in the health sector on maternal and child health. The toolkit 

is structured as follows (see Figure 1):  

                                                           

 

1
 An overview of analytical work is available in the HRITF Analytical Work Program Overview. 
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¶ For each stage of the impact evaluation (IE) cycle, the Toolkit outlines best-practice procedures in a 

guiding narrative called Guidelines. Each stage corresponds to one module. 

¶ In each module, the Toolkit provides technical Tools that can be used to implement the 

recommendations of the Guidelines. More than 50 tools are included, such as terms of reference for IE 

team members and survey firms, a list of Maternal and Child Health (MCH) indicators of interest, 

research protocols, questionnaires, enumerator training manuals and curricula, field work supervision 

materials, data analysis tools, etc. These standardized tools can facilitate cross-country comparisons of 

the results of RBF projects. 

If you want to fully use the potential of the Impact Evaluation Toolkit, you need to access, use and adapt 
the Tools in addition to the following Guidelines. To access both Guidelines and Tools, visit the Impact 
Evaluation Toolkit website:  

 www.worldbank.org/health/impactevaluationtoolkit 

 

Figure 1: The Basic Structure of the Toolkit 
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The Toolkit is the practical companion piece to the handbook Impact 
Evaluation in Practice (Gertler et al. 2011).  

While the handbook delves deeper into the theory of impact 
evaluation, the Toolkit aims at providing practical guidance and tools for 
implementers of impact evaluation. 

 

Who is this Toolkit for? 

The Toolkit is intended to support Task Team Leaders (TTLs), principal investigators (Principal Investigators), 

researchers, survey firms, government stakeholders and other in-country impact evaluation team members as 

they design and implement impact evaluations.  

What is the Scope of this Toolkit? 

Results-Based Financing and Maternal and Child Health:  

The Toolkit is geared primarily at impact evaluations of RBF 

projects that focus on improving maternal and child health. In this 

Toolkit, ǿŜ ǳǎŜ ǘƘŜ IwL¢C ŘŜŦƛƴƛǘƛƻƴ ƻŦ w.C άany program that 

rewards the delivery of one or more outputs or outcomes by one 

or more incentives, financial or otherwise, upon verification that 

the agreed-upon result has actually been delivered. Incentives 

may be directed to service providers (supply side), program 

beneficiaries (demand side) or both.έ At this time, the Toolkit does 

not discuss broader definitions of RBF, such as Diagnosis Related 

Groups. 

 

While 25% of the content of this Toolkit are 
specific to RBF and/or maternal and child 
health, 75% are of general use. Practitioners 
with a clear understanding of their field of 
interest can adapt the RBF and/or maternal 
and child health specific content to another 
topic. 
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Prospective randomized impact evaluations: The Toolkit is geared 

towards teams have already decided they want to implement a 

prospective impact evaluation. While other methods are available 

to measure impact (e.g. retrospective impact evaluation) and in 

certain contexts may turn out to be preferable, such methods are 

out of the scope of this Toolkit.  

 

Modules Overview 

The Toolkit contains eight modules that address different stages of the impact evaluation cycle: 

Module 1. Choosing Evaluation Questions. Each impact evaluation ultimately aims to inform policy decisions 

that will strengthen health systems and improve health status. Defining evaluation questions that are relevant 

to each country and contribute to the global evidence base on RBF is a key exercise in that regard. Policy 

questions should not only help understand (i) whether RBF works but also (ii) why RBF works. The theory of 

change for the RBF intervention frames the policy questions and will be used at the design stage of the impact 

evaluation. 

Module 2. Building the Impact Evaluation Team with consideration to qualifications and time commitment. 

Each IE should be led by a committed and qualified Principal Investigator and either a Co-Principal Investigator 

or a strong Evaluation Coordinator. Partnering with local researchers can add cultural and institutional 

sensitivity, perspective and credibility to the analysis and presentation of the results. As an added bonus, these 

partnerships contribute to building local capacity for leading impact evaluation work in-country. Finally, 

investigators will need to assess (and if necessary, build) local data collection skill and capacity, as well as 

identify leads who can carry out complementary activities such as cost analysis and qualitative research 

activities. 

 

Prospective evaluations 
Prospective evaluations are developed at the 
same time as the program is being designed 
and are built into program implementation. 
Baseline data are collected prior to program 
implementation for both treatment and 
comparison groups.  

Impact Evaluation in Practice, Gertler et al. 
2011 
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Figure 2: The Eight Modules of the Toolkit 

 

 

Module 3. Designing the IE 

¶ The IE team will learn how to build a Results Chain for the RBF intervention by: (i) identifying and 

outlining the country specific RBF intervention(s) that will be implemented; (ii) identifying the 

population that will be targeted by any pilot program; (iii) using the results chain framework to identify 

input, output, activity and outcome indicators that will be used to assess impact; and (iv) formulating 

the primary evaluation questions and hypotheses. 

¶ The IE team will learn how to develop an evaluation strategy, captured in an Impact Evaluation Design 

Paper which rigorously identifies the causal impact of the intervention. This involves identifying a 

treatment and comparison group (or groups) and collecting both baseline and endline data on 

treatment and comparison groups, defining the inclusion criteria for the sampling frame, and conducting 

power calculations to identify the appropriate sample size for the study. 
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Module 4. Preparing the Data Collection 

¶ The IE team will need to develop the IE and Project Gantt Chart to ensure proper coordination between 

the intervention and IE activities. The IE team should coordinate with the project design team to ensure 

that the operational design of the intervention and the evaluation are consistent, and the evaluation is 

in the context of the operational design. In addition, coordination is required to ensure that the baseline 

measurement of indicators is collected before the intervention is initiated, and sufficient exposure to 

the RBF intervention(s) is maintained.  

¶ The IE team will learn about developing the Research Protocol and Ensuring Ethical Clearance of the 

study according to local requirements.  

¶ The IE team will find guidance on hiring a Survey Firm with the capacity and experience to manage 

large-scale, multi-site data collection activities.  

¶ The IE team will learn how to develop Survey Instruments and Field Procedures to collect the data. The 

IE is only as good as the quality of the data collected; therefore survey instruments and field procedures 

are key factors for determining the quality of the data. Survey instruments have been developed by the 

HNP hub team for country teams in order to maximize coordination and standardization of 

measurement across countries. However, the instruments need to be adapted to local culture and 

institutional environments.  

Module 5. Implementing the Data Collection. The IE team will learn how to ensure proper delivery, supervision 

and reporting of training, data collection and entry to ensure the survey firm adheres to agreed plans and 

protocols. In addition, the IE team will need to monitor the timeline to ensure that the IE adheres to the timeline 

agreed with the Government counterparts.  

Module 6. Storing and Accessing Data. The IE team will learn about developing a Data Documentation, Storage 

and Access Plan with project design and IE teams in order to guarantee safety, confidentiality and 

documentation of the data.  

Module 7. Analyzing Data and Disseminating Results. The IE team will learn about developing a Data Analysis 

and Dissemination Plan in order to ensure timely dissemination of descriptive and analytical products.  

 

Module 8. Monitoring and Documenting the Intervention. The team will learn about developing a Monitoring 

and Documentation Plan in order to monitor project implementation, adherence to evaluation design and 

assignment to treatment and comparison groups, as well as identify complementary data sources, such as 

Health Management Information Systems (HMIS), financial and administrative data. 
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Tools Overview 

Each module contains Tools to help implement the corresponding stage in the impact evaluation. When a tool is 

mentioned in the guidelines of the Toolkit, it is flagged with a bold red font.  

Figure 3: The Tools 
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2.01 Principal Investigator Terms of Reference 
2.02 Evaluation Coordinator Terms of Reference 
2.03 Data Analyst Terms of Reference 
2.04 Local Researcher Terms of Reference 
2.05 Power Calculation Expert Terms of Reference 
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2.08 Qualitative Field Worker Terms of Reference 
2.09 Cost-analysis Expert Terms of Reference 
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5.01 Interview Duration Tracking Sheet 
5.02 Enumerator Evaluation Form 
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7.01 Household Baseline Report 
7.01a Handbook Household Baseline Report  
7.01b Rwanda Household Baseline Outcome Indicators 
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Drawing Experience from other Countries 

Throughout the toolkit, Country Spotlights illustrate real challenges and lessons learned in actual impact 

evaluations of RBF programs. Most of the Country Spotlights originated in impact evaluations that were financed 

by the HRITF, though the toolkit also includes other interesting cases. The spotlights were developed in 

collaboration with project Task Team Leaders and impact evaluation teams. The toolkit guidelines only contain 

extracts of the Spotlights. The spotliƎƘǘǎ ŀǊŜ ŦŜŀǘǳǊŜŘ ƛƴ ǘƘŜƛǊ ŜƴǘƛǊŜǘȅ ƛƴ ǘƘŜ ά/ƻǳƴǘǊȅ {ǇƻǘƭƛƎƘǘǎέ ǎŜŎǘƛƻƴ ƻŦ ǘƘŜ 

Toolkit website.  

Adapting Tools to Country Needs 

Country specific content in the tools of the Toolkit is highlighted so IE teams can easily adapt their content. 

Country-specific content is flagged using either red font (in questionnaires) or yellow highlighted font (in most 

other tools). 
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and 
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How to Prioritize the Recommendations of the Toolkit 

The Toolkit hopes to set standards of quality and scientific rigor by providing a comprehensive set of 

recommendations and tools. However, real-life conditions, budgets, country dialogue and context influence the 

feasibility of certain recommendations. Table 1 summarizes the main recommendations highlighted throughout 

the Toolkit. It aims to help IE teams prioritize between what is: 

¶ Critical: what we believe should really be included or considered in the design and implementation of 

impact evaluations 

¶ Important: what should ideally be included or considered, but could be revised or adapted if necessary 

¶ Nice to have: what we encourage IE teams to include, but could be omitted if necessary 
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Table 1: List of Recommendations 

Module Recommendations Critical Important Nice to 
have 

1 
¶ The relevance of the chosen policy/evaluation questions, both locally and globally, matters more than the 

number of questions addressed. Not all dimensions of RBF can be explored in a single impact evaluation, 
so team will need to prioritize questions. 

V    

1 
¶ Understanding whether RBF works is a first step. Understanding the reasons for failure or success of the 

RBF program is key to improving it and ensuring its sustainability. 
 V   

2 ¶ Team member(s) primarily responsible for project design and implementation (e.g. the TTL) should not 
serve as the principal investigator. 

V    

2 ¶ The principal investigator and evaluation coordinator play a crucial role in supervising the survey firm(s).  V    

2 
¶ Local research counterparts can greatly contribute to the success of the impact evaluation, because they 

can bring local knowledge and foster country ownership of the program. 
 V   

2 
¶ Teams should assess local capacity to conduct surveys and identify whether any technical support will be 

needed to ensure the quality of survey data. 
 V   

2 
¶ A data quality expert can help set up the right initial conditions for ensuring the quality of survey data 

before the survey firm goes into the field. A local supervisor can verify the data quality assurance 
processes during the implementation of the surveys. 

 V   

2 
¶ Qualitative and cost effectiveness analysis can add great richness and granularity to the questions that 

the impact evaluation will answer.  
 V   

2 
¶ Impact evaluations involve several rounds of sophisticated data ς a good data analyst will help the team 

manage and analyze the data quickly and reliably. 
 V   

2 
¶ While power calculations can be the responsibility of the principal investigator, a power calculation expert 

may have more time and expertise to dedicate to this task.  
  V  

3 ¶ A prospective impact evaluation should be designed prior to or simultaneously with the intervention. V    

3 ¶ Teams should develop a results framework for the RBF project to identify the main pathway(s) by which 
ǘƘŜ w.C ǇǊƻƎǊŀƳΩǎ ŀŎǘƛǾƛǘƛŜǎ ǿƛƭƭ ŀŦŦŜŎǘ ƪŜȅ outputs and outcomes. 

V    

3 ¶ The recommended identification strategy for the RBF Impact Evaluations is randomized assignment to  V   
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intervention(s) and comparison groups.  

3 ¶ Teams should assess present and future threats to the internal validity of the evaluation (e.g. 
contamination, lack of power) and monitor them over time. 

V    

3 
¶ Power calculations are an important part of the design of an impact evaluation. Without sufficient power, 

the impact evaluation may not be able to answer key policy questions. The sample size must allow for 
sufficient power. 

V    

3 ¶ The sample must be representative of the population that will ultimately benefit from the program.  V    

3 
¶ When country counterparts buy into the concept of the impact evaluation and understand the 

importance of respecting the arms of the study, it will be easier to successfully keep treatment and 
comparison groups intact until the follow-up survey. 

V    

3 ¶ The choice of indicators for the study is critical ς each indicator should be measurable with the chosen 
data collection instruments.  

V    

3 
¶ Teams can refer to Impact Evaluation in Practice (Gertler et al. 2011) for in depth discussion on 

appropriate identification strategies for impact evaluation.  
 V   

3 
¶ When deciding on the unit of randomization, teams are balancing the power of the impact evaluation and 

the risk of contamination across randomization units. 
 V   

4 ¶ The research protocol should contain all relevant information related to the protection of human 
subjects, including specific sampling criteria, informed consent and data confidentiality protocols. 

V    

4 
¶ The impact evaluation must be approved by an Institutional Board: the Principal Investigator should plan 

for contracting this board to conduct the ethical review and approve the research prior to the beginning 
of field activities. 

V    

4 
¶ A Project/impact evaluation Gantt Chart can help teams coordinate activities and timelines from the 

project and from the impact evaluation. 
 V   

4 
¶ The impact evaluation team should agree with Government counterparts what will be the policy of 

accessing the data from the impact evaluation. A written Memorandum of Understanding can help 
prevent misunderstandings. 

 V   

4 
¶ The decision between CAFE and field-based data entry has major implications for the selection of the 

survey firm and should be decided in advance of survey firm procurement. 
 V   
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4 ¶ Hiring a survey firm is a time intensive process, which typically requires 3-6 months and should be 
initiated in the early stages of project planning. 

V    

4 
¶ Depending on the situation and expertise in country, it may be preferable to hire one survey firm that 

would conduct both health facility and household surveys, or for two separate firms. As a general rule, we 
recommend that teams use a competitive selection process. 

 V   

4 ¶ The survey management team should include a Project Manager, a Field Manager and a Data Manager 
during the full duration of the preparation and implementation of the data collection. 

V    

4 ¶ Negotiations with the survey firm require a clear understanding of budget and time constraints, which 
have implications for field team composition and survey duration. 

V    

4 
¶ The survey firm should be supported from the early stages of survey preparation by a data quality expert, 

especially in local survey firms with limited capacity. 
 V   

4 

¶ The structure and quality of the survey instruments are crucial for data quality and comparability of 
results across countries. We recommend that project teams use the RBF Facility and Household 
questionnaires as a basis. The Principal Investigator of the evaluation should determine which modules 
are appropriate and which are not, and ensure key outcomes of interest can be calculated from the 
questionnaires. Teams should feel free to make the adjustments that they deem necessary. 

 V   

4 
¶ The toolkit questionnaires are meant to be comprehensive ς teams may want to limit the number of 

modules to limit the cost and time requirement for administering the questionnaires. 
 V   

4 
¶ Community surveys can allow measuring infrastructures and existing support networks within the 

community. They can also be used as a complement to household surveys, especially when household 
surveys need to be drastically shortened.  

  V  

5 ¶ The impact evaluation team and survey firm should define the protocol for uniquely identifying 
observations in the data bases, as well as linking across databases. 

V    

5 ¶ The impact evaluation team should define the protocol for identifying the treatment and comparison 
areas within the databases. 

V    

5 ¶ The quality and duration of the training of field teams are key to the success of data collection. V    

5 ¶ While survey firms are in charge of data collection, the impact evaluation team should work with the 
survey firm to ensure appropriate and timely reporting on field work. 

V    
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5 ¶ The research protocol and survey manuals should contain all the information needed by the survey firms 
to ensure data collection is conducted ethically and according to plans. 

V    

5 ¶ The safety and confidentiality of the data collected should be safeguarded carefully during data collection 
and entry. Field teams should report any logistical or security challenge. 

V    

5 
¶ The impact evaluation team should closely monitor the quality of data collection and data entry, and may 

want to hire a data quality expert to help in this process. 
 V   

5 
¶ Local survey firms may have limited capacity in data entry programming, entry and management. The 

Toolkit contains data entry forms for CS-Pro software that correspond to the household and health facility 
questionnaires in the toolkit.  

 V   

5 ¶ It is preferable to enter the data concurrently with field work, rather than after its completion.   V  

6 

¶ The TTL should plan for and coordinate comprehensive and complete documentation of impact 
evaluation activities. 
} Include updated Concept Note, Research Protocol, Questionnaires, Training Manuals, etc. 
} Decide on what information needs to be removed for respondent confidentiality. 

V    

6 ¶ The Principal Investigator should prepare (a) separate ID control file(s) that establishes the link between 
the geographical ID codes and the field ID codes.  

V    

6 ¶ The Principal Investigator should decide on any variables that cannot be released publicly (e.g. sensitive 
personal information). 

V    

6 
¶ Confidential files (ID control file and other non publicly available data) should be stored in a secure 

location, preferably a data enclave. 
 V   

6 
¶ Impact evaluation teams should allocate sufficient time for documenting and uploading the data, in order 

to guarantee data access continuity within the team, ease future data sharing and analysis process   
 V   

6 
¶ Impact evaluation teams should refer to the Memorandum of Understanding (or other data sharing 

agreement) when documenting, storing and sharing the data. 
 V   

7 ¶ Data analysts should keep a record of any alteration and statistical analysis performed on the data. V    

7 ¶ The original data must absolutely be kept intact. Any alteration must be saved as a different dataset. V    

7 ¶ Prior to baseline data analysis, the data analyst should refer to international and national guidelines on  V   
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how to calculate indicators. (eg. WHO) 

7 ¶ The data analyst can help identify errors that occurred during baseline data collection or entry. This can 
then allow for adjustments in training and supervision during future rounds of data collection. 

  V  

7 ¶ Data cleaning, analysis and dissemination of results take time. It helps to plan ahead in terms of 
manpower and funds. 

  V  

7 
¶ Ex-post power calculations are a part of the internal validity checks of the impact evaluation. If need be, 

they can recommend ways to increase power at follow-up. 
  V  

7 
¶ The analysis should be developed keeping in mind the best way of ultimately disseminating results and 

informing policymakers. 
  V  

7 
¶ Impact evaluation data are typically very rich: while analyzing the impact of RBF may be the primary goal, 

other analyses can be conducted to inform policymaking. 
  V  

8 
¶ Monitoring and documenting project activities are a crucial complement to the impact evaluation 

because they provide information on the actual interventions on the ground, and therefore, on the 
intervention that is being evaluated. 

 V   

8 
¶ Impact evaluation teams will want the program to identify two major risks to the impact evaluation: (1) 

compensation of the comparison group through an alternative intervention or program; and (2) imitation 
of the treatment by the comparison group. 

 V   
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Module 1. Choosing Evaluation Questions 

Main Recommendations and Available Tools for this Module 

Recommendations Critical Important Nice to 
have 

¶ The relevance of the chosen policy/evaluation questions, both locally and 
globally, matters more than the number of questions addressed. Not all 
dimensions of RBF can be explored in a single impact evaluation, so team 
will need to prioritize questions. 

V    

¶ Understanding whether RBF works is a first step. Understanding the 
reasons for failure or success of the RBF program is key to improving it and 
ensuring its sustainability. 

 V   

 

Tools 

¶ 1.01 Editable Graph for Theory of Change 
¶ 1.02 Results Chain Template 

 

Module Contents 

The Promise of Results-based Financing and the Evidence Gap ........................................................... 1-3 
What is Impact Evaluation? ................................................................................................................... 1-8 
Why Evaluate RBF Programs?................................................................................................................ 1-8 
Determining Evaluation Questions ........................................................................................................ 1-9 
Theory of Change for Results-based Financing in Health .................................................................... 1-10 
Impact Evaluation Questions ............................................................................................................... 1-17 
First Generation Questions: Does RBF work?...................................................................................... 1-18 
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The Promise of Results-based Financing and the Evidence Gap 

¢ƘŜ ²ƻǊƭŘ .ŀƴƪΩǎ нллт IŜŀƭǘƘΣ bǳǘǊƛǘƛƻƴ ŀƴŘ tƻǇǳƭŀǘƛƻƴ όIbtύ {ǘǊŀǘŜƎȅ ǊŜƴŜǿŜŘ ǘƘŜ ²ƻǊƭŘ .ŀƴƪΩǎ ŦƻŎǳǎ ƻƴ 

results and on strengthening health systems. A key objective in the HNP Strategy is to tighten the links between 

lending and results through increased use of Results Based Financing (RBF).  

aǳǎƎǊƻǾŜ όнлмлύ ŘŜŦƛƴŜǎ w.C ŦƻǊ IŜŀƭǘƘ ŀǎ άany program that rewards the delivery of one or more outputs or 

outcomes by one or more incentives, financial or otherwise, upon verification that the agreed-upon result has 

actually been delivered. Incentives may be directed to service providers (supply side), program beneficiaries 

όŘŜƳŀƴŘ ǎƛŘŜύ ƻǊ ōƻǘƘ ώΧϐ ±ŜǊƛŦƛŎŀǘƛƻƴ ǘƘŀǘ ǊŜǎǳƭǘǎ ǿŜǊŜ ŀŎǘǳŀƭƭȅ ƻōǘŀƛƴŜŘ ƛǎ ŀƴ ŜǎǎŜƴǘƛŀƭ ŦŜŀǘǳǊŜΦ ¢ƘŜ ƛŘŜŀƭ ƛǎ 

perhaps for verification to be undertaken by a neutral third party, even if the principal pays the corresponding 

costs, but many arrangements are possible. Ex ante verification (before payment) can be complemented by ex-

post assessment.έ 

RBF in the health sector is viewed as a powerful, yet still largely unproven, tool to strengthen health systems and 

accelerate progress towards the health MDGs (Levine and Eichler 2009, Cochrane 2012). While there is a strong 

base of evidence on the positive impacts of Conditional Cash Transfer (CCT) programs on human development 

outcomes (Fiszbein and Schady 2009) and quite some evidence on the impact of demand-side vouchers for 

health services (Meyer et al. 2011), there is very little evidence available on the impact of supply-side RBF 

interventions or non-CCT demand-side interventions on health indicators in low-income countries.2 In fact, to 

date we are aware of only a few case-controlled impact evaluations of programs that provide financial 

incentives to health care providers in low and middle income countries, though a number of other studies 

present promising non-experimental results. The boxes below present the abstracts from a few of those impact 

evaluations and evidence reviews. 

Even though evidence is lacking for some types of RBF interventions, in the last five years, numerous countries 

have started or scaled up these interventions. This offers a unique opportunity to invest in rigorous and well-

designed impact evaluations that document the extent to which health-related RBF policies are effective, are 

operationally feasible, and under what circumstances. With a well-coordinated RBF impact evaluation agenda, 

the evidence generated can be used by countries and donors to make well-informed policy decisions.  

                                                           

 

2
 There is, however, a growing literature on P4P for medical care in the U.S. and the U.K. See for example Fleetcroft et al 

(2012), Jha et al (2012), Lindenauer (2007), Doran et al (2006), and Perterson et al (2006).  
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Paying for performance to improve the delivery of health interventions in low- and middle-income countries: a Cochrane 
Review 

άBackground There is a growing interest in paying for performance as a means to align the incentives of health workers and 
health providers with public health goals. However, there is currently a lack of rigorous evidence on the effectiveness of 
these strategies in improving health care and health, particularly in low- and middle-income countries. Moreover, paying for 
performance is a complex intervention with uncertain benefits and potential harms. A review of evidence on effectiveness is 
therefore timely, especially as this is an area of growing interest for funders and governments. 

Objectives To assess the current evidence for the effects of paying for performance on the provision of health care and 
health outcomes in low and middle-income countries. 

ώΧϐ 

!ǳǘƘƻǊǎΩ ŎƻƴŎƭǳǎƛƻƴǎ The current evidence base is too weak to draw general conclusions; more robust and also 
comprehensive studies are needed. Performance based funding is not a uniform intervention, but rather a range of 
approaches. Its effects depend on the interaction of several variables, including the design of the intervention (e.g. who 
receives payments, the magnitude of the incentives, the targets and how they are measured), the amount of additional 
funding, other ancillary components such as technical support, and contextual factors, including the organisational context 
in which it is implemented.έ 

Witter et al.(2012) 
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Performance Based Financing, Evidence from Rwanda  

άBackground Evidence about the best methods with which to accelerate progress towards achieving the Millennium 
Development Goals is urgently needed. We assessed the eff ect of performance-based payment of health-care providers 
(payment for performance; P4P) on use and quality of child and maternal care services in health-care facilities in Rwanda. 

Methods 166 facilities were randomly assigned at the district level either to begin P4P funding between June, 2006, and 
October, 2006 (intervention group; n=80), or to continue with the traditional input-based funding until 23 months after 
study baseline (control group; n=86). Randomisation was done by coin toss. We surveyed facilities and 2158 households at 
baseline and after 23 months. The main outcome measures were prenatal care visits and institutional deliveries, quality of 
prenatal care, and child preventive care visits and immunisation. We isolated the incentive effect from the resource effect 
ōȅ ƛƴŎǊŜŀǎƛƴƎ ŎƻƳǇŀǊƛǎƻƴ ŦŀŎƛƭƛǘƛŜǎΩ ƛƴǇǳǘ-based budgets by the average P4P payments made to the treatment facilities. We 
estimated a multivariate regression specification of the difference-in-diffŜǊŜƴŎŜ ƳƻŘŜƭ ƛƴ ǿƘƛŎƘ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƻǳǘŎƻƳŜ ƛǎ 
regressed against a dummy variable, indicating whether the facility received P4P that year, a facility-fixed effect, a year 
indicator, and a series of individual and household characteristics. Findings Our model estimated that facilities in the 
intervention group had a 23% increase in the number of institutional deliveries and increases in the number of preventive 
care visits by children aged 23 months or younger (56%) and aged between 24 months and 59 months (132%). No 
improvements were seen in the number of women completing four prenatal care visits or of children receiving full 
immunisation schedules. We also estimate an increase of 0·157 standard deviations (95% CI 0·026ς0·289) in prenatal 
quality as measured by compliance with Rwandan prenatal care clinical practice guidelines. 

Interpretation The P4P scheme in Rwanda had the greatest effect on those services that had the highest payment rates 
and needed the least effort from the service provider. P4P financial performance incentives can improve both the use and 
quality of maternal and child health services, and could be a useful intervention to accelerate progress towards Millennium 
5ŜǾŜƭƻǇƳŜƴǘ Dƻŀƭǎ ŦƻǊ ƳŀǘŜǊƴŀƭ ŀƴŘ ŎƘƛƭŘ ƘŜŀƭǘƘΦέ 

Basinga et al. (2011) 

 

Performance-based financing ς Evidence from Rwanda (II) 

άThis study examines the impact of performance incentives for health care providers in Rwanda on child health outcomes 
using a prospective quasi-experimental design that was nested into the program roll-out. We find that the P4P scheme had a 
large and significant effect on the weight-for-age of children 0-11 months and on the height-for-age of children 24-49 
months (0.53 and 0.25 std dev respectively). We attribute this improvement to increases in the quantity of well-child care as 
well as improvements in the quality of prenatal care. Consistent with economic theory, we find larger effects in aspects of 
service that are in the control of providers, and in those where the monetary rewards were higher. We argue that changes in 
provider effort were the main driver of the observed impacts. We find a 20 percent reduction in the knowledge to practice 
efficiency gap for prenatal care. Finally, we find evidence of a strong complementarity between the P4P scheme and the 
presence of high-skill health workers in the health centers.έ 

Gertler and Vermeersch (2012) 
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Contracting for Health ς Evidence from Cambodia 

άIn 1999, Cambodia contracted out management of government health services to NGOs in five districts that had been 
randomly made eligible for contracting. The contracts specified targets for maternal and child health service improvement. 
Targeted outcomes improved by about 0.5 standard deviations relative to comparison districts. Changes in non-targeted 
outcomes were small. The program increased the availability of 24-hour service, reduced provider absence, and increased 
supervisory visits. There is some evidence it improved health. The program involved increased public health funding, but led 
to roughly offsetting reductions in private expenditure as residents in treated districts switched from unlicensed drug 
sellers and traditional healers to government clinics.έ 

Bloom et al. (2006) 

 

Incentivizing villages to improve health and education ς Evidence from Indonesia 

άThis paper reports an experiment in over 3,000 Indonesian villages designed to test the role of performance incentives in 
improving the efficacy of aid programs. Villages in a randomly-chosen one-third of subdistricts received a block grant to 
ƛƳǇǊƻǾŜ мн ƳŀǘŜǊƴŀƭ ŀƴŘ ŎƘƛƭŘ ƘŜŀƭǘƘ ŀƴŘ ŜŘǳŎŀǘƛƻƴ ƛƴŘƛŎŀǘƻǊǎΣ ǿƛǘƘ ǘƘŜ ǎƛȊŜ ƻŦ ǘƘŜ ǎǳōǎŜǉǳŜƴǘ ȅŜŀǊΩǎ ōƭƻŎƪ grant depending 
on performance relative to other villages in the subdistrict. Villages in remaining subdistricts were randomly assigned to 
either an otherwise identical block grant program with no financial link to performance, or to a pure control group. We find 
that the incentivized villages performed better on health than the non-incentivized villages, particularly in less developed 
provinces, but found no impact of incentives on education. We find no evidence of negative spillovers from the incentives on 
untargeted outcomes. Incentives led to what appear to be more efficient use of block grants, and led to an increase in labor 
from health providers, who are partially paid fee-for-service, but not teachers. On net, between 50-75% of the total impact 
of the block grant program on health indicators can be attributed to the performance incentives.έ 

Olken et al. (2011) 

 

Incentives tied to provider performance ς Evidence from the Philippines 

άThe merits of using financial incentives to improve clinical quality have much appeal, yet few studies have rigorously 
assessed the potential benefits. The uncertainty surrounding assessments of quality can lead to poor policy decisions, 
possibly resulting in increased cost with little or no quality improvement, or missed opportunities to improve care. We 
conducted an experiment involving physicians in thirty Philippine hospitals that overcomes many of the limitations of 
previous studies. We measured clinical performance and then examined whether modest bonuses equal to about 5 percent 
of a physicianΩs salary, as well as system-level incentives that increased compensation to hospitals and across groups of 
physicians, led to improvements in the quality of care. We found that both the bonus and system-level incentives improved 
scores in a quality measurement system used in our study by ten percentage points. Our findings suggest that when careful 
measurement is combined with the types of incentives we studied, there may be a larger impact on quality than previously 
recognized.έ 

Peabody et al. (2011) 
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The impact of vouchers on the use and quality of health goods and services in developing countries: A systematic review 

άBackground: One approach to delivering health assistance to developing countries is the use of health voucher 
programmes, where vouchers are distributed to a targeted population for free or subsidised health goods/services. 
Theoretically, vouchers are expected to successfully target specific populations, increase utilisation, improve quality, 
enhance efficiency, and ultimately improve the health of populations. Objectives: The primary objective of this systematic 
review is to assess whether voucher programmes thus far have been successful in achieving these desired outcomes. 
Methods: Using explicit inclusion/exclusion criteria, a search of bibliographic databases, key journals, and organisational 
websites were conducted in September ς October 2010. Other search strategies used include bibliographic backreferencing, 
supplemental keyword searches using specific programme information, and contacting key experts in the field. A narrative 
synthesis approach was taken to qualitatively summarise the identified quantitative outcome variables in five categories 
(targeting, utilisation, efficiency, quality, and health impact). Using the direction of effect of outcome variables and the 
confidence in the study findings, the findings for each category of outcomes were aggregated and assigned to one of five 
pre-established conclusion categories: (1) insufficient evidence; (2) evidence of no effect; (3) conflicting evidence; (4) modest 
evidence of effect; or (5) robust evidence of effect. Sub-group and sensitivity analyses were also performed. A quantitative 
meta-analysis was not conducted due to the heterogeneous natures of the outcome variables reviewed.  

Results: A total of 24 studies evaluating 16 different health voucher programmes were identified in this review. The findings 
from 64 outcome variables informed five main conclusions: (1) there is modest evidence that voucher programmes 
effectively target voucher for health goods/services to specific populations (based on four programmes); (2) there is 
insufficient evidence to determine whether voucher programmes deliver health goods/services more efficiently than 
competing health financing strategies (based on one programme); (3) there is robust evidence that voucher programmes 
increase utilisation of health goods/services (based on 13 programmes); (4) there is modest evidence that voucher 
programmes improve the quality of health services (based on three programmes); and (5) the evidence indicates that 
voucher programmes do not have an impact on the health of populations (based on six programmes); however, this last 
conclusion was found to be unstable in a sensitivity analysis.  

Conclusions: The evidence indicates that health voucher programmes have been successful in increasing utilisation of health 
goods/services, targeting specific populations, and improving the quality of services. While these results are encouraging, 
the subsequent link that voucher programmes improve the health of the population is not evident in the data analysed in 
this review. The methodology used in this analysis allows policy-makers to synthesise evidence from heterogeneous studies 
and therefore include more data than could be used in a standard meta-analysis. However, vouchers are still relatively new 
and the number of published studies evaluating vouchers is a limitation. Future reviews using this methodology can compare 
health voucher programmes to competing financing techniques and incorporate new evidence on voucher programmes for 
evaluations currently underway; however, the synthesis tools used in this review should be validated.έ 

Meyer et al. (2011) 

 

 

 



1-8 

 

What is Impact Evaluation?3
 

Impact Evaluations are part of a broader agenda of evidence-based policy 

making. In a context in which policy makers, donors and civil society are 

demanding results and accountability from public programs, impact evaluation 

can provider robust and credible evidence on performance and, crucially, on 

whether a particular program achieved its desired outcomes. Globally, impact 

evaluations help build knowledge on the effectiveness of programs.  

Impact evaluation is one among a range of methods that support evidence-

based policy. Other methods include monitoring, process evaluations, qualitative 

assessments and costing. Impact evaluation is particular in that it seeks to assess 

the changes in well-being that can be attributed or are caused by a particular 

program or policy. Unlike monitoring and evaluation, impact evaluation is 

generally structured around one type of question What is the impact (or causal effect) of a program on an 

outcome of interest? In contrast to before/after comparisons and simple end-user satisfaction surveys, impact 

evaluation aims to isolate the impact of the program from other confounding factors. 

Why Evaluate RBF Programs? 

 Impact evaluations are especially useful when countries test out innovative, new interventions that seem 

promising in theory but for which we have little hard evidence. Policy makers who want to use evidence to back 

their policies need information on a variety of questions, such as Is this program effective compared to the 

current situation? Of the many ways in which an RBF program can be implemented, which one is the most 

effective one? 

An impact evaluation of a country RBF program provides evidence on whether that particular intervention 

worked in that particular country context. Taken together, evidence from impact evaluations that examine 

various RBF mechanisms in various countries can inform Governments and partners how to effectively design 

and use RBF mechanisms to improve health system functioning and health outcomes in a range of contexts. In 

addition, IEs can help determine whether RBF has any unintended consequences, such as encouraging providers 

to shift their attention away from delivering services that are not included in the RBF mechanism. Finally, IEs can 

help document the costs associated with administering payment systems that are based on results. 

                                                           

 

3
 This section is based heavily on chapter 1 of Impact Evaluation in Practice (Gertler et al. 2011). Please refer to this manual 

for a more extensive discussion. The book can be downloaded at www.worldbank.org/ieinpractice free of charge.  

http://www.worldbank.org/ieinpractice
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2012/03/15 
Country Spotlight: Motivation for Impact Evaluation 

Nigeria: Showing Results to Leverage Funding
4
 

Dr. Pate: In my previous office, as Executive Director of the National Primary Health Care Development Agency (NPHCDA) 
ςwhich is a federal parastatal agency responsible for primary care delivery across all 36 states in Nigeriaς it was clear that 
more resources and innovation will be required to put the health MDG targets back on track in a country that has a 
population of close to 150 million people and has some of the worst MCH indicators. Since the NPHCDA is mandated to 
provide coverage to everyone for all essential care and the health MDG targets are heavily driven by the strength of the 
primary delivery system, we knew that innovations, which would lead us to more effective care and efficient use of 
resources were needed to propel the country toward better maternal and child health outcomes. However, no matter if 
we sought support for increased domestic budget allocations to the primary sector or sought funding from development 
agencies, we faced the same questions ς Could we show results? Could we show impact? Could we prove that we were 
getting good value for the money, whether it is from a domestic or international source? We soon realized that we needed 
credible results for government budget allocations and official development assistance, which included loans and grants. 
The need for solid evidence and results has increased for both governments and donor agencies because of budget 

pressures and fiscal strains during the economic crisis.  

 

Determining Evaluation Questions 

The initial step in setting up any evaluation is to establish the type of question to be answered by the evaluation, 

constructing a theory of change that outlines how the project is supposed to achieve the intended results, 

developing a results chain, formulating hypotheses to be tested by the evaluation, and selecting performance 

indicators (Gertler et al. 2011). 

A theory of change is a description of how an intervention is supposed to deliver the desired results. It describes the causal 
logic of how and why a particular project, program, or policy will reach its intended outcomes. A theory of change is a key 
underpinning of any impact evaluation, given the cause-and-effect focus of the research. As one of the first steps in the 
evaluation design, a theory of change can help specify the research questions. Theories of change depict a sequence of 
events leading to outcomes. They explore the conditions and assumptions needed for the change to take place, make 
explicit the causal logic behind the program, and map the program interventions along logical causal pathways.  

Gertler et al. 2011 

 

                                                           

 

4
 For the full interview, please see country spotlight M1_Nigeria_Motivation for IE, an interview with Dr. Pate. 
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Theory of Change for Results-based Financing in Health 

w.C ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǿƻǊƪ ǿƛǘƘƛƴ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ƘŜŀƭǘƘ ǎȅǎǘŜƳΣ ŀƴŘ ǘƘŜǊŜŦƻǊŜ ǘƘŜȅ ǿƛƭƭ ǾŀǊȅ ŀŎŎƻǊŘƛƴƎ ǘƻ ŎƻǳƴǘǊȅ 

circumstances. Accordingly, impact evaluations need to be tailored to the particular intervention and start from 

άƛƴǎƛŘŜ ǘƘŜ w.C ōƭŀŎƪ ōƻȄέ ƻŦ ŜŀŎƘ ŎƻǳƴǘǊȅΩǎ ǇǊƻƎǊŀƳ. Country project design and IE teams should work together 

to identify the design elements of the RBF intervention(s), the policy questions that can be answered through an 

impact evaluation, as well as ǘƘŜ ŎƻǳƴǘǊȅΩǎ ǇǊƛƻǊƛǘƛŜǎ among those questions, and how the IE can contribute to 

the current international knowledge gap on RBF.  

In this toolkit, we outline some posǎƛōƭŜ άǘƘŜƻǊƛŜǎ ƻŦ ŎƘŀƴƎŜέ ŦƻǊ w.CΦ CƻƭƭƻǿƛƴƎ aǳǎƎǊƻǾŜΩǎ ƎƭƻǎǎŀǊȅΣ we 

distinguish between Performance-Based Financing (PBF), Performance-Based Contracting (PBC), Conditional 

Cash Transfer (CCT), In-kind Transfers, and Vouchers. We will only discuss theories of change for these RBF 

interventions, rather than Output-based Aid or Cash on Delivery.  

The following are key design elements that will determine the theory of change: 

¶ Is the intervention on the supply or demand side? 

¶ Are payments to providers or to households? 

¶ Are payments made to individuals or to groups of individuals? 

¶ Is performance measured at the group level or at the individual level? 

¶ Are payments to providers linked to the quantity of services provided? 

¶ Are payments to households linked to utilization of health services? 

¶ Are payments to providers linked to the quality of services provided? 

¶ Does the RBF mechanism introduce or strengthen supervision or monitoring of, or feedback to service 

providers? 

¶ Does the RBF mechanism increase autonomy of decision-making at the level of the provider or at any 

other level? Does RBF increase the total amount of resources available to service providers (in supply 

side interventions)? Does it increase the total amount of resources available at other levels? 

¶ How is performance measured and verified? 

¶ Who is the purchaser of services? 

¶ How high is the financing for performance to providers or households? 

¶ How are the beneficiary providers and/or household selected? What are the criteria? 

¶ Are there any parallel interventions being introduced at the same time as performance-based financing, 

such as training of providers or information to communities? 

 

The exact theory of change will depend on the key design elements of each program. Below we outline various 

aspects of a theory of change for the Rwanda PBF program, which is a supply-side RBF program that pays health 

centers bonuses that depend on the quantity and quality of care provided. We first outline a model of how 

providers may react to a payment formula that contains various quantity indicators and a quality indicator. We 

then discuss a model of how to measure the efficiency gap between knowledge and practice of care. Finally, we 
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provide a graphical depiction of what a theory of change may look like for linking provider payment to quantity. 

Similar graphs could be made to outline the theory of change for other key design elements in the program.5 A 

simpler way to depict the theory of change would be through the use of a simple results chain that links inputs 

and activities with outputs, intermediate and final outcomes. 6 

 

2012/06/13 
Country Spotlight: Theory of Change 

Rwanda PBF (P4P) Program 
 
Adapted from Gertler and Vermeersch (2012) 
 
Payment scheme:  
The [Rwanda PBF] scheme pays for 14 maternal and child healthcare services conditioned on an overall facility 

quality assessment score. The formula used for payment to facility i in month t is:  

 

where Pj is the payment per service unit j (e.g. institutional delivery or child preventive care visit), Uijt is the number of 
patients using service j in facility i in period t, and Qit is the overall quality index of facility i in period t.  
ώΧϐ 

Behavioral model:  
ώΧϐ we use a simple behavioral model to hypothesize how the introduction of P4P would likely affect medical care 

provider behavior. We have in mind a rural clinic that is staffed with 4 to 6 medical providers with no close substitutes 
locally. We assume for simplicity that a facility acts as one single decision-maker that we call the provider. Key to this 
ŘƛǎŎǳǎǎƛƻƴ ƛǎ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ƻōƧŜŎǘƛǾŜ ŦǳƴŎǘƛƻƴΦ ²Ŝ ŀǎǎǳƳŜ ǘƘŀǘ ƳŜŘƛŎŀƭ ŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ǘȅǇƛŎŀƭƭȅ ǾŀƭǳŜ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ ƘŜŀƭǘƘ 
as well as the income they earn from the services they provide to treat patients. We take into account this ethical aspect of 
preferences by assuming that providers treat all patients who show up for care and provide them with at least a minimum 
level of care as defined by their ethical standards.  

We begin by considering the case where the facility is paid a fixed amount for staff costs and has a fixed budget for 
non-personnel costs, and assume that the non-personnel budget cannot be reallocated for staff costs. In this case, seeing 
more patients and providing them with better care does not affect ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ƛƴŎƻƳŜΦ IŜƴŎŜΣ ǘƘŜ ǇǊƻǾƛŘŜǊ ǘǊŜŀǘǎ ŀƭƭ 
patients who show up and provides them with the minimum level of care. 

¢ƘŜ tпt ǎŎƘŜƳŜ ƛƴǘǊƻŘǳŎŜǎ ŀ ƴŜǿ ŘƛƳŜƴǎƛƻƴ ǘƻ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ƻǇǘƛƳƛȊŀǘƛƻƴ ǇǊƻōƭŜƳ ōȅ ƭƛƴƪƛƴƎ ǇŀǊǘ ƻŦ ǘƘŜ ŦŀŎƛƭƛǘȅΩǎ 
income to the provision of certain services and to quality of care. For simplicity, we assume that the provider allocates 
effort to two types of patient services (e.g. prenatal care and delivery) and quality of care. Taking into account the basic 
structure of the P4P formula, we can write the new profit function as 

    (3) 

                                                           

 

5
 An editable version of the graph is available in tool 1.01 Graph for Theory of Change 

6
 More information can be found in the tool 3.01a RBF Indicators. A Powerpoint© template for a results chain is provided in tool 1.02 

Results Chain Template. 

 

   with   0 1,it j jit it it

j

Payment PU Q Q
å õ
= ³ ¢ ¢æ ö
ç ÷
ä

() ( ) ( ) ()1 1 1 2 2 2 qV I PU PU Q Ce e e e= + + -è øê ú



1-12 

 

where I is the fixed salary, Pi is the P4P payment for service i, Ui is the total quantity of service i provided to patients, Q is the 

overall quality of care, and C(*) is the cost of effort. Recall the the UiΩǎ ŀǊŜ ƭƛǎǘŜŘ ƛƴ ¢ŀōƭŜ м ŀƴŘ Q is an index constructed 
based on the items in Table 2. 

The provider chooses effort levels e1 and e2, to increase the quantity of services provided above the minimum 

levels necessary to treat patients who show up, as well as effort eq, to improve the quality of care above the minimum 
ethical standards.

7
 The service production functions Ui(.) and the quality production function Q(.) are increasing in effort, 

but at a decreasing rate. Finally, the effort cost function C(.) is a function of total effort (i.e., e=e1 +e2 +eq) and is convex. 

The provider then chooses effort levels to maximize income subject to effort levels being weakly positive. In the 
case of an interior solution, effort is allocated in such a way that marginal revenue of effort is equalized across the three 
types of effort and that it is equal to the marginal cost of effort: 

   (4) 

Note that the marginal return to effort supplied to each service depends not just on its own price but also on the price of 
the other service, as does the marginal return to effort supplied to quality depends on both prices. Hence, an increase in 
any of the two prices always raises the return to effort supplied to quality. Effort supplied to anything raises the marginal 
cost of effort because the cost of effort is a function of total effort. 

The relative amount of effort allocated to the two types of services satisfies the following condition: 

       (5) 

i.e. the ratio of the marginal returns to effort in delivering the services should equal the ratio of the payment rates for those 
services. Hence, more effort will be allocated to the service that has the highest price and the higher marginal productivity 
of effort. 

Economic Predictions:  
We can discuss the likely effects of introducing P4P in terms of a comparative static of price increases, whereby the 

original level of P and e are close to zero. Consider an increase in P1, the payment for service 1. This will raise the marginal 
revenue from supplying effort to service 1 and to the provision of quality, and therefore is an incentive to supply more 
effort to that service and quality. Because the increased effort raises the marginal cost of total effort, the provider will 
reduce effort to service 2. As a result, the increase in effort for service 1 and for quality comes at the cost of both reduced 
effort for the other service and reduced leisure. Hence, while the total amount of effort increases, the relative allocation of 
effort increases to service 1 and quality and falls to service 2. If the price increase is large enough, the optimal effort 
allocated to service 2 will fall below the minimum ethical constraint and, as a result, the constraint will bind. 

However, the comparative static analysis of a single price change is not exactly applicable to the introduction of a 
P4P scheme as the P4P scheme changes all prices simultaneously. Before the price increase, all effort levels are at the 
minimum ethical constraint. Increases in the prices of the services will increase the allocation of effort to quality because 
increases in any and all prices raise the marginal return to supplying effort to quality. The largest allocations of effort to a 
service will be to those services for which the relative price increases are the largest and the marginal productivity of effort 
is the highest. Analogously, the smallest allocations of effort will be to those services that get the smallest relative price 
increase and have the lowest marginal return to effort. In fact, if for a particular service the relative price increase is small 
enough and the marginal productivity of effort low enough, the provider will not supply any more effort to that service 
despite the absolute increase in price. In this case, the supply of effort will remain at the minimum ethical bound.  

Hence, the effect of the introduction of the P4P payments depends not only on the relative payment rates, but 
also on how hard it is to increase the levels of services. In general, we argue that it takes more work to increase services 
ǘƘŀǘ ŘŜǇŜƴŘ ƻƴ ǇŀǘƛŜƴǘ ŎƘƻƛŎŜǎ ǘƘŀƴ ǎŜǊǾƛŎŜǎ ǘƘŀǘ ŀǊŜ ŎƻƳǇƭŜǘŜƭȅ ƛƴ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ŎƻƴǘǊƻƭΦ CƻǊ ŜȄŀƳǇƭŜΣ ƛǘ ǘŀƪŜǎ ƳƻǊŜ ǿƻǊƪ 

                                                           

 

7
 In this way, we effectively normalize the minimum effort levels to zero. 

P1
¢U1 e 1( ) = P2

¢U2 e 2( ) = P1U1 e 1( ) + P2U2 e 2( )éë ùû ¢Q e q( ) = ¢C e( )

¢U2 e 2( )
¢U1 e 1( )

=
P1

P2
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to convince a pregnant woman to come to the clinic for prenatal care than give the women a tetanus shot once she is there. 
Hence, even if payments were equal for an additional patient visit as for a tetanus shot, one would expect to see larger 
increases in the number of tetanus shots (which is under the control of the provider) than in the number of visits to the 
facility (which is largely under the control of the patients). Moreover, we argue that initiation of care takes more effort than 
its continuation. For example, it will take a provider substantial amounts of effort to go out to the community to find 
pregnant women, especially in the first trimester of pregnancy, and bring them in for prenatal care. By contrast, it is a 
relatively easier task to use an existing prenatal care visit to lobby women already in prenatal care to deliver in the facility. 

The previous discussion assumes that the prices of the services enter in the profit function in a simple linear 
fashion as presented in equation 2. In reality, the payment scheme is more complicated and the services listed in Table 1 
are made up of both primary reasons to visit a clinic as well as services provided conditional on such a visit. While they are 
all UiΩǎΣ ǘƘŜ ǎŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ŘǳǊƛƴƎ ǘƘŜ Ǿƛǎƛǘǎ ŀƭǎƻ ŜƴǘŜǊ ǘƘŜ ǉǳŀƭƛǘȅ ƛƴŘŜȄ Q. Moreover, the payment P for seeing a patient 
depends on the services provided during that visit. Consider the payment for prenatal care. Providers receive $0.18 for 
every pregnant women who starts prenatal care, an additional $0.37 if the women completes at least 4 visits, an additional 
$0.92 if they give the patient a tetanus shot and malaria prophylaxis during a prenatal care visit, and an additional $1.83 if 
they assess the delivery to likely be risky and refer the mother to deliver at the district hospital. Hence, payments for 
prenatal care depends not only on the number of pregnant women coming for care and the number of times they visit, but 
also on the content of care provider during those visits. 

In fact, payment rates for visits are much higher if the provider supplies better content of care. As we discussed, a 
provider will receive $0.55 for four prenatal care visits of low quality versus $1.47 for providing high quality. If the provider 
detects a high-risk pregnancy and refers the woman to the hospital for delivery, payments for this high-quality care even 
increase to $3.30. In the case of growth monitoring, the payment to the provider is $0.18 per visit plus an additional $1.83 if 
the child is malnourished and she refers her to the hospital for treatment. Since 45 percent of Rwandan children under age 
five have moderate chronic malnutrition, and 19 percent have severe chronic malnutrition,

8
 (Institut National de la 

Statistique du Rwanda and ORC Macro 2006), the expected payment for a high quality growth-monitoring visit is quite high. 
Overall, the incentive structure focuses not just on treating more patients, but on providing more patients with higher 
quality of care; this happens through both the multiplicative scaling factor Q and by direct payment for content of care 
services in the UiΩǎΦ 

Empirical predictions: 
This discussion provides us with a number of empirical predictions. First, increases in payments will be more 

effective for services for which the relative price increase is highest and for those that have the highest relative marginal 
return to effort. Second, increases in payments will not necessary increase all services. There may be no effect on services 
for which payment rates and the marginal return to effort is low. Third, payment rate for a service depends not only on the 
number of patients treated, but also the content of care provided during a visit and it is this payment rate that matters for 
the allocation of effort. Finally, we expect the introduction of P4P to increase quality Q, the multiplicative factor in the 
payment formula. 

 

 

 

 

                                                           

 

8
 Moderate (severe) chronic malnutrition corresponds to height-for-age below -2 (resp. -3) standard deviations from the median of the 

reference population. (Institut National de la Statistique du Rwanda and ORC Macro 2006) 
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2012/06/13 
Country Spotlight: Efficiency Gaps 

Rwanda PBF (P4P) Program 

Adapted from Gertler and Vermeersch (2012) 
 
Another interpretation of how P4P works is based on the idea that providers are not delivering services up their 

full ability (knowledge). There is indeed evidence of this efficiency argument as provider deliver of clinical services during 
prenatal care is substantially lower than their knowledge of appropriate clinical procedures. Recall that providers on 
average know 63 percent of appropriate procedures, but deliver only 45 percent. This leaves an 18 percentage point 
ŘƛŦŦŜǊŜƴŎŜ ōŜǘǿŜŜƴ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ǇǊŀŎǘƛŎŜΦ LŦ ǿŜ ŎƻƴǎƛŘŜǊ ŀ ǇǊƻǾƛŘŜǊΩǎ ƪƴƻǿƭŜŘƎŜ ŀǎ ǘƘŜƛǊ ǇǊƻŘǳŎǘƛƻƴ ǇƻǎǎƛōƛƭƛǘƛŜǎ ŦǊƻƴǘƛŜǊΣ 
then one can interpret the gap between knowledge and practice as a measure of technical inefficiency. The P4P incentives 
are intended to reduce technical inefficiency. 

We present the efficiency gap in figure where skill is represented on the horizontal access as the share of prenatal 
CPG recommended clinical services that the provider knows and the vertical access represents quality delivered as the 
share of prenatal CPG recommended clinical services actually provided. The 45

o
 line is the production possibility frontier 

(PPF) where providers deliver clinical quality care to the best of their knowledge. If providers deliver a quality of care below 
their level of knowledge, then they would be performing inside the PPF. The vertical distance between the frontier and the 
performance point is a measure of technical inefficiency. 

We also included in figure A the actual performance curves of the providers in our data set. The curves are 
bivariate nonparametric regressions of quality against knowledge separately for treatment and comparison groups at 
endline. Notice that both lines are well inside the PPF implying substantial levels of technical inefficiency at all skill levels. In 
addition, while the performance curves are upwards sloping, they are flatter than the PPF. This implies that while 
knowledge improves performance, the efficiency gap increases with knowledge. Finally, the performance curve for the 
treatment group is above and steeper sloped than the curve for the comparison group. This implies that P4P reduced the 
efficiency gap and reduces it more for more skilled providers. 

We now estimate the order of magnitude of the impact of P4P on the efficiency gap. We measure the efficiency 
gap as the share of CPG clinical services the provider knows minus the share of CPG clinical services delivered. We find that 
P4P reduces the efficiency gap by 3.5 percentage points or about 20 percent of the gap on average (Table 9 Model 1). When 
we control for provider knowledge, the effect of P4P on efficiency increases slightly to 4 percentage points (Table 9 Model 
2). In this model higher knowledge is actually associated with a larger efficiency gap. In other words, while increases in 
provider knowledge improve the quality of care, the improvement in quality is less than the improvement in knowledge. 
Finally, we estimate that P4P has a much larger effect on efficiency for more knowledgeable providers. We find no increase 
in efficiency for providers below the knowledge median, but we find a 6 percentage point improvement among providers 
above the knowledge median (Table 9 Model 3). 

 
 

Table 9: Impact of P4P on Efficiency Gap (Knowledge ς Quality) 

 b 
P-

Value 
 b P-Value 

 
b 

P-
Value 

P4P (=1) -0.035 0.00 
 

-0.04 0.03 

 

-0.02 0.24 

Knowledge Z-Score 
   

0.16 0.00 

 

0.21 0.00 

P4P * Knowledge in Top 50% 
      

-0.06 0.01 

N Observations 3709     3709     3709   

Notes: P-Values are for one-sided tests of the null hypothesis that b = 0 and are calculated based on a WILD bootstrap with 999 
draws. 
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Figure A: The Knowledge-Practice Efficiency Gap for Prenatal Care in 2008 Follow-up

 

Notes: The horizontal axis is Knowledge expressed as the percentage of protocol items correctly identified by the provider 
during the administration of the vignette. The vertical axis is the percentage of protocol items that were delivered during 
prenatal care, as reported in patient exit interviews and in household surveys. 

 



 

 

Figure 4: An Example of a Theory of Change for Payment to Providers  

 

 

Result Households more likely to use care Households more likely to receive better care 
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2012/06/13 
Country Spotlight: A behavioral model for the provision of targeted versus non-targeted outcomes 

Cambodia Contracting Approach 

The Cambodia model of contracting out health services linked incentives to 8 targeted outcomes. Bloom et al. (2006) 
outline a model of how such a contract will affect provision of the targeted services, and the provision of the non-targeted 
services. 

ά! IƻƭƳǎǘǊƻƳ-Milgrom (1991) framework suggests that contracts linking incentives to the 8 targeted outcomes will lead to 
better performance on those measures, but how it affects other outcomes depends on whether effort directed at those non-
targeted outcomes is a complement or substitute with the targeted outcomes. Either scenario is plausible. For example, it 
could be that the incentives provided to the contractor cause contractors to create incentives for health workers to reduce 
absence from the facilities, and that this is complementary with providing other types of care. On the other hand, facilities 
might shift resources away from unmeasured care to targeted outcomes. 

We will formalize this idea in a simplified Holmstrom-Milgrom (1991) framework. Suppose there are two health outcomes. 
The agent has control over two kinds of effort that are costly to exert. Suppose only one of the outcomes is contractible. 
Denote the outcomes C and NC and the effort types e1 and e2 and let them be produced as follows 

C = f (e1,e2) + e 

NC = g(e1,e2) +h 

The agent cares about compensation w as well as the cost of exerting effort, 

u(w,e1,e2) = w - c(e1,e2) 

Agents are paid a linear wage in the amount of the contracted outcome produced 

w Ґʰ Ҍ B.C 

¢ƘŜ ŀƎŜƴǘΩǎ ŦƛǊǎǘ ƻǊŘŜǊ ŎƻƴŘƛǘƛƻƴǎ ŀǊŜ 

Ὠὧ

ὨὩ
ὄ
ὨὪ

ὨὩ
Ƞ
Ὠὧ

ὨὩ
ὄ
ὨὪ

ὨὩ
 

Note that the function g(e1,e2) does not appear in the first order conditions. The agent chooses effort only according to the 
tradeoff between the cost of effort and the marginal increase in C output that results from effort. Increasing B will typically 
increase C, but may increase or ŘŜŎǊŜŀǎŜ b/Φέ 

Bloom, E. et al (2006) 

Impact Evaluation Questions 

Impact evaluation questions follow directly from the theory of change that is associated with a particular 

intervention. While each RBF intervention is somewhat different, there are nonetheless a number of evaluation 

questions that are being addressed in a number of different evaluations in the HRITF-financed impact evaluation 

ǇǊƻƎǊŀƳΦ Lƴ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǎŜŎǘƛƻƴǎΣ ŎƭŀǎǎƛŦȅ ǘƘƻǎŜ ǉǳŜǎǘƛƻƴǎ ŀǎ άŦƛǊǎǘέ ŀƴŘ άǎŜŎƻƴŘέ ƎŜƴŜǊŀǘƛƻƴΣ ǘƘƻǳƎƘ ǘƘŜǎŜ are 
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ƴƻǘ ƴŜŎŜǎǎŀǊƛƭȅ ǎŜǉǳŜƴǘƛŀƭΦ ²ƘŜƴ ŎƘƻƻǎƛƴƎ ƛƳǇŀŎǘ ŜǾŀƭǳŀǘƛƻƴ ǉǳŜǎǘƛƻƴǎΣ ƛǘΩǎ ƛƳǇƻǊǘŀƴǘ ǘƻ ƪŜŜǇ ƛƴ ƳƛƴŘ ǘƘŜ 

following: not every IE needs to address every evaluation question ς what is more important is whether the 

chosen questions are relevant, both locally and globally.  

First Generation Questions: Does RBF work? 

!ǎ ƳŜƴǘƛƻƴŜŘ ōŜƭƻǿΣ ƛƳǇŀŎǘ ŜǾŀƭǳŀǘƛƻƴ ǇǳǊǇƻǊǘǎ ǘƻ ŀƴǎǿŜǊ ǘƘŜ ǉǳŜǎǘƛƻƴΥ ά²Ƙŀǘ ƛǎ ǘƘŜ ƛƳǇŀŎǘ όƻǊ Ŏŀǳǎŀƭ ŜŦŦŜŎǘύ 

ƻŦ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴ ƻƴ ƻǳǘŎƻƳŜǎ ƻŦ ƛƴǘŜǊŜǎǘΚέ The first generation of policy questions to be addressed by IEs 

relate to determining whether or not health-related RBF works, to what degree and in what contexts, or in short 

άDoes RBF work?έ Lƴ ǘƘƛǎ ŎŀǎŜΣ ǘƘŜǊŜ ŀǊŜ ǎŜǾŜǊŀƭ ǎŜǘǎ ƻŦ outcomes of interest: 

Quantity of health services delivered: Most existing RBF interventions are designed to increase utilization of key 

health services for maternal and child services by providing additional bonus payments to providers and/or 

users. These services typically include preventive health care, such as immunizations, pre-natal care, 

institutional delivery, or bed-net distribution. We can measure service delivery at the provider-level, as well as at 

the population-level, independently of whether we are evaluating supply-side or demand-side interventions. For 

example, we can measure indicators such as the number of prenatal care visits, institutional deliveries, and 

growth monitoring visits using health facility survey data. On the side of the user, we can compute the 

probability that a woman will have 4 prenatal care visits, the probability that she will deliver in a health facility, 

ƻǊ ǘƘŜ ǇǊƻōŀōƛƭƛǘȅ ǘƘŀǘ ŀ ŎƘƛƭŘΩǎ ƎǊƻǿǘƘ Ƙŀǎ ōŜŜƴ ƳƻƴƛǘƻǊŜŘ ƛƴ ǘƘŜ ƭŀǎǘ с ƳƻƴǘƘǎ ǘƘǊƻǳƎƘ ƘƻǳǎŜƘƻƭŘ ǎǳǊǾŜȅ ŘŀǘŀΦ 

Quality of the services provided: There is a concern that bonus payments to providers to increase quantity of 

services provided will lead to a decrease in the quality of services provided, particularly in rural areas with 

limited human and capital resources. For this reason, bonus payments are typically tied not only to the quantity 

of services, but the quality of services as well. Whether or not payments are tied to quality, it is crucial for the IE 

to measure whether the RBF mechanism affects quality, either positively or negatively. Globally, this type of 

evidence will help us understand how to increase both the utilization and the quality of key services. 

Health status of the population: The final objective of any RBF mechanism is not only to increase quantity 

and/or quality of services, but more importantly to improve the health status of the population. Most existing 

RBF interventions are intended to have a direct impact on the child and maternal health status of populations. 

As highlighted above, while it may not be possible to measure MMR or IMR, outcome indicators such as 

nutritional status are observable through anthropometric measurements and/or anemia testing. 

Resource management at the health center: RBF is typically featured as a measure for health systems 

strengthening. For this reason, one key policy question is how the RBF intervention(s) impact financial, human 

resources, equipment and drug supply management at various levels in the health system.  

Non-RBF services delivered: It is also important to measure any externalities, positive or negative, associated 

with the RBF intervention(s). There is concern that providers will shift their provision of care to RBF services in 

order to increase the RBF payment, at the expense of non-RBF services. For this reason, the IEs should capture 
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information on non-RBF services to identify if there is any shift in quality and quantity of non-RBF services as a 

result of the RBF intervention(s). 

Equity of service delivery and utilization: There are several potential ways through which RBF may affect the 

equity of service delivery. For example, RBF in rural or remote areas may target disadvantaged populations and 

may or may not be able to increase the accessibility and affordability of care for those populations. RBF may 

have downstream effects on out-of-pocket payments (formal or informal), which could affect the type of 

population using services. A number of RBF programs include differential higher payments for services provided 

to the poor and/or remote populations, and it would be important to know whether such payments are 

successful in overcompensating providers for the costs of reaching them. Wherever possible, evaluations should 

check whether the RBF program disproportionately benefits the poor. 

άaŀǊƪŜǘέ ŜŦŦŜŎǘǎΥ In many instances, households have a choice as to which provider to use for care. This is often 

the case in urban areas, where households have a choice between public and private providers. But even in rural 

areas, in many countries households can choose which public provider to attend, or they may be able to use a 

private provider. In addition to the public-private dimension, there may be different types of providers, such as 

doctors, pharmacies, drug stalls, traditional healers, community health workers, etc. This is important in the 

analysis of the impact of RBF, for several reasons: 

¶ Take for example the case of a supply-side RBF program that explicitly rewards public providers 

for the services they provide, or the case of a demand-side program that gives women vouchers 

to attend public providers. In both cases, an increase in the quantity of services provided by 

those public providers is not sufficient to prove that service levels overall have increased. 

Patients may have switched from private providers to public providers. One could even imagine 

situations where overall service provision goes down ς say for example, if private providers go 

out of business and the public providers do not fully take over the patient loads from the private 

providers. Household surveys allow us to measure whether service provision overall went up if 

they ask for utilization of services from all types of providers. 

¶ Market effects may also have an impact on the overall quality of care that is provided. Imagine a 

situation where there are public and private providers, and where private providers provide 

better quality care than public providers. If (demand or supply-side) RBF makes patients switch 

from private providers to public providers, and the quality of care does not change, then on 

average patients will receive worse quality of care with RBF than without RBF. To measure 

whether this happens, one would need some measure of quality of care at the population level. 

This could be done through household surveys, though measures of quality of care from 

household surveys may suffer from recall bias. Alternatively, one could field a survey to measure 

quality in a representative sample of public and private facilities; however, one would also need 

to have a measure of patient loads in both types of facilities in order to estimate the average 

level of quality for the population. Measurement can get very complicated if there are many 

different types of providers. 
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Income effect or incentive effect? Paying performance-based payments to health care provider or behavior-

dependent transfers to households can potentially have two effects. The first effect is the so-called resource 

effect9 ǘƘŀǘ ŎƻƳŜǎ ŦǊƻƳ ǘƘŜ ŦŀŎǘ ǘƘŀǘ ǘƘŜ ǇŀȅƳŜƴǘǎ ƛƴŎǊŜŀǎŜ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ƻǊ ǘƘŜ ƘƻǳǎŜƘƻƭŘΩǎ ǊŜǎƻǳǊŎŜǎΦ The 

second effect is the incentive effect which stems from linking the payments to behavior or performance, as 

opposed to lump sum or unconditional payments. The relative size of the resource and incentive effects is 

important for policy making: if the resource effect is very large compared to the incentive effect, then it would 

probably be cheaper to increase the amount of resources without linking them to performance or behaviors. 

This way, one could avoid the often expensive verification activities that are necessary when making payments 

based on performance or behaviors.  

The existence of the resource and incentive effects has implications for impact evaluation. Say for example that 

the treatment group receives performance-based payments while the control group receives nothing. By 

comparing those two groups, the impact evaluation estimates the resource effect and the incentive effect 

togetherΦ Lǘ ƛǎ ƴƻǘ ǇƻǎǎƛōƭŜ ǘƻ ƪƴƻǿ ǿƘŀǘ ǘƘŜ ƛƴŎŜƴǘƛǾŜ ŜŦŦŜŎǘ ŀƭƻƴŜ ŀƳƻǳƴǘǎ ǘƻΦ ¢ƘŜǊŜŦƻǊŜ ƛǘΩǎ ŘƛŦŦƛŎǳƭǘ ǘƻ ƪƴƻǿ 

whether the cost of verification was a worthwhile expense, or whether it would have been better to distribute 

the resources without putting performance conditions. By contrast, take an evaluation where the treatment 

group receives performance-based payments while the control group receives the same amount of money (on 

average)Σ ōǳǘ ƴƻǘ ƭƛƴƪŜŘ ǘƻ ǇŜǊŦƻǊƳŀƴŎŜΦ Lƴ ƻǘƘŜǊ ǿƻǊŘǎΣ ƻƴ ŀǾŜǊŀƎŜ ǘƘŜ ŎƻƴǘǊƻƭ ƎǊƻǳǇ ƎŜǘǎ άŎƻƳǇŜƴǎŀǘŜŘέ ǿƛǘƘ 

the same amount of money as the treatment group but the amount does not depend on the performance of the 

control group. In that case, the treatment group and the comparison group have the same amount of resources 

on average. Therefore differences between the two groups in terms of outputs or outcomes cannot be due to 

the resource effect, but rather they must be due to the incentive effect. 

 

2012/06/13 
Country Spotlight: Resource versus incentive effect 

Rwanda PBF (P4P) Program 

 άBecause our aim was to assess the effect of the incentive-based bonus (P4P) scheme separately from the effect of an 
increase in financial resources, the amount of resources for the intervention and comparison facilities had to be held 
constant. Traditional input-based budgets allocated to the facilities in the control group were increased by the average 
amount of P4P payments that facilities in the intervention group received every 3 months during the 23-month 
assessment window.έ 

Basinga et al. (2011) 

In addition to answering the above listed questions, a crucial element of determining the effects of RBF is to 

disaggregate impacts by the characteristics of providers and beneficiaries. These include: 

                                                           

 

9
 The resource effect is sometimes also called the income effect. 
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Provider characteristics: We would also like to disaggregate the impacts of the RBF intervention(s) based on the 

ǇǊƻǾƛŘŜǊΩǎ ǘǊŀƛƴƛƴƎ and knowledge levels, autonomy, type of ownership (public/private), etc. This allows us to 

determine if the impacts of the RBF intervention(s) are greater for: 

¶ Highly skilled staff versus lesser skilled staff 

¶ Providers with more autonomy versus less autonomy 

¶ Public facilities versus private facilities 

There are various reasons why RBF programs impacts may be different for different types of providers. For 

example, it may be that older providers have lower (or higher) baseline measures of knowledge, and that 

providers with less knowledge do not respond as much to the incentive. In this case, one may want to 

complement the RBF intervention with some kind of continuing medical education for the low skill providers. 

Population characteristics: We would like to disaggregate the impacts of RBF interventions on the population by 

age, gender, poverty level, rural/urban. Through this, we can determine if the impacts of the RBF intervention(s) 

are greater for: 

¶ Younger women versus older women 

¶ Younger children versus older children 

¶ Wealthier households versus poorer households 

¶ Rural households versus urban households 

Second Generation Questions: How can RBF work better? 

As RBF is introduced in more settings, a number of common design and implementation challenges confront 

Governments, international agencies and implementing partners. Stakeholders are finding it is not enough to 

know whether or not RBF works, but also how to maximize the impacts of RBF. Impact evaluations can be 

designed to address some of these core questions related to RBF design, including: 

What are the right levels of rewards? What type of reward should be introduced (cash vs. in-kind)? What 

amount of reward is most cost-effective at improving outcomes? What are the right reward levels for each 

indicator selected? What are the right indicators to trigger rewards? Can we come up with a formula to 

determine the level of payments per service?  

Who should be incentivized in supply-side interventions? Should the payments be introduced at the national 

level or the sub-national level? Should payments be made at the facility or provider level? Should payments be 

introduced at the hospital level or at the primary health care level? 

Who should be incentivized in demand-side interventions? Should the payments/rewards be targeted 

according to socio-economic criteria? Are payments best made to household heads, women, men, children? 

Should monetary rewards be distributed in cash or through bank accounts? 
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How do we reduce reporting errors and corruption? What is the optimal intensity and frequency of data 

verification and data counter-verification? What are the most effective sanctions against incorrect reporting or 

corruption? 

How does provider knowledge affect their reaction to performance-based rewards? Do higher skilled providers 

respond better than lower skilled providers? Will capacity building (such as training activities) improve provider 

response? How much capacity building or re-training is optimal? 

What are the key organizational building blocks to make RBF work? What is the right level of autonomy over 

use of funds, hiring, procurement, etc.? What is the most effective ownership structure (public vs. private vs. 

NGO)? 

 

The HRITF-funded Evaluation Portfolio 

Country research questions on RBF contribute to global knowledge. The HRITF finances impact evaluations are 

designed around a common research agenda and ƳŜǘƘƻŘƻƭƻƎȅΣ ǿƘƛƭŜ ǎǘƛƭƭ ōŜƛƴƎ ǘŀƛƭƻǊŜŘ ǘƻ ŜŀŎƘ ŎƻǳƴǘǊȅΩǎ 

specificities, operational objectives and policy interests. The combination of results from various countries and 

RBF approaches will create a unique, comprehensive assessment of RBF that explores multiple dimensions 

regarding what RBF is, how it is implemented, and what behavior and outcomes it triggers. 

Impact evaluation questions. While all impact evaluations aim to identify the basic question of what is the 

impact of RBF on common service and health outcome indicators, each evaluation also provides additional 

insight into a specific dimension of RBF or into a specific type of RBF intervention. Some countries evaluate the 

impact of supply versus demand-side payments; the impact of differential incentive levels; the equity aspects of 

RBF; etc. This will contribute to bridging the global knowledge gap, not only on whether RBF works, but also on 

why RBF works or does not, and what the drivers of RBF success (or failure) are. Table 2 indicates the focus of 

ŜŀŎƘ ŎƻǳƴǘǊȅΩǎ ŜǾŀƭǳŀǘƛƻƴΦ 

Outcomes of interest. Most impact evaluations financed by HRITF have a common focus on maternal and child 

health. Within this umbrella, countries focus on specific aspects, such as family planning, Prevention-of-Mother-

To-Child-Transmission (PMTCT) of HIV/AIDS, or cross-sectional issues such as out-of-pocket payments for 

healthcare or staff motivation. A few of the operations being supported look at RBF and NCDs in an effort to find 

lessons that are applicable to MCH and nutrition. For example, the Karnataka evaluation focuses on RBF 

payments for the treatment of cardiovascular and cancer conditions at the tertiary hospital level. In addition, 

the Turkey program assessment focuses on detection and control of diabetes and hypertension at the family 

practice level.  

Table 3 below presents the variety of outcomes of interest by country. 
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Table 2: Interventions Evaluated, by Country 

9ǾŀƭǳŀǘŜ ǘƘŜ ƛƳǇŀŎǘ ƻŦΧ Countries  

Supply-side RBF payments  Afghanistan, Argentina, Benin, Burkina Faso, Cameroon, CAR, DRC, India, Kyrgyz, 
Lesotho, Nigeria, Rwanda, Turkey, Zambia, Zimbabwe  

RBF and training of providers Zimbabwe 

Additional financing  Zambia, Zimbabwe  

RBF for quality of care  Afghanistan, Benin, Cameroon, Kyrgyz, Nigeria, Zambia  

Differential incentive levels  Argentina 

Enhanced monitoring and 
supervision  

Argentina, Kyrgyz Republic, Cameroon, CAR  

RBF for hospitals Kyrgyz, Argentina, India 

Demand-side RBF payments  Rwanda  

Community-Based RBF  India, Rwanda 

Other or TBD  Burkina Faso, Lao, Liberia, Sri Lanka, Tajikistan  

 

Table 3: Outcomes of Interest, by Country 

Outcomes of interest  Countries  

Maternal Care (Quality/Utilization)  Afghanistan, Argentina, Benin, Burundi, Cameroon, CAR, DRC, Kyrgyz Republic, 
Lesotho, Liberia, Nigeria, Rwanda, Tajikistan, Zambia, Zimbabwe  

Family Planning  Afghanistan, Cameroon, CAR, Ethiopia, Lesotho, Rwanda, Zambia, Zimbabwe  

Child Health Care  
(Quality/Utilization) 

Afghanistan, Argentina, Benin, Burundi, Cameroon, CAR, DRC, Kyrgyz Republic, 
Lesotho, Liberia, Nigeria, Rwanda, Tajikistan, Zambia, Zimbabwe  

Quality of Care  Afghanistan, Benin, Burundi, Kyrgyz Republic, Lesotho, Liberia, Zimbabwe  

Out-of-pocket Payments  Afghanistan, Benin, DRC, India, Tajikistan, Zimbabwe  

Tuberculosis, Malaria, HIV/AIDS  Afghanistan, Benin, Liberia, Nigeria, Zambia, Zimbabwe  

Staff Motivation  Benin, DRC  

Non-communicable diseases India (tertiary care), Turkey (prevention) 
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Module 2. Building the Impact Evaluation team 

Main Recommendations and Available Tools for this Module 

Recommendations Critical Important Nice to 
have 

¶ Team member(s) primarily responsible for project design and 
implementation (e.g. the TTL) should not serve as the principal 
investigator. 

V    

¶ The principal investigator and evaluation coordinator play a crucial role in 
supervising the survey firm(s).  

V    

¶ Local research counterparts can greatly contribute to the success of the 
impact evaluation, because they can bring local knowledge and foster 
country ownership of the program. 

 V   

¶ Teams should assess local capacity to conduct surveys and identify 
whether any technical support will be needed to ensure the quality of 
survey data. 

 V   

¶ A data quality expert can help set up the right initial conditions for 
ensuring the quality of survey data before the survey firm goes into the 
field. A local supervisor can verify the data quality assurance processes 
during the implementation of the surveys. 

 V   

¶ Qualitative and cost effectiveness analysis can add great richness and 
granularity to the questions that the impact evaluation will answer.  

 V   

¶ Impact evaluations involve several rounds of sophisticated data ς a good 
data analyst will help the team manage and analyze the data quickly and 
reliably. 

 V   

¶ While power calculations can be the responsibility of the principal 
investigator, a power calculation expert may have more time and expertise 
to dedicate to this task.  

  V  

 

Tools 

¶ 2.01 Principal Investigator TOR 

¶ 2.02 Evaluation Coordinator TOR 

¶ 2.03 Data Analyst TOR  

¶ 2.04 Local Researcher TOR 

¶ 2.05 Power Calculation Expert TOR 

¶ 2.06 Data Quality Expert TOR 

¶ 2.07 Qualitative Principal Investigator TOR 

¶ 2.08 Qualitative Field Worker TOR 

¶ 2.09 Cost-analysis Expert TOR 
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An important attribute for a credible evaluation is that there are no conflicts of interest for the evaluators. In 

other words, the evaluators must be sufficiently separated from the program implementers. However, it is often 

difficult for an impact evaluation to be completely divorced from the operational rules of the program, because 

it is the rules of the program that determine, among other things, where the comparison group is going to come 

from. 

In light of this difficulty, we recommend that the design and implementation of the impact evaluation and the 

analysis of data should be conducted by a team that is sufficiently separate from the team that is responsible for 

the design and implementation of the project. However, these teams will still need to work together in order to 

ensure that: 

¶ The priority policy questions for the respective country are integrated into the impact evaluation 

¶ The IE and project activities are properly timed (e.g. the baseline should be completed before the 

intervention starts) 

¶ The implementation of the intervention concurs with the selection of treatment and comparison groups 

for the impact evaluation strategy. 

An IE team typically consists of a combination of full-time and part-time staff based both locally and 

internationally. The IE team usually consists of the following members: 

¶ Principal investigator (PI) and (if relevant) Co-Principal Investigator (Co-PI) 

¶ Evaluation Coordinator (EC) 

¶ Data analyst 

¶ Data Quality Expert(s) and potentially External Supervisor 

¶ Power Calculations Expert 

The IE Team for the project may also include: 

¶ Qualitative Research Expert 

¶ Cost Analysis Expert 

Terms of Reference for all these team members are provided in the Toolkit.  

It is good practice to include local collaborators in the IE team where capacity exists, or where it can be build. 

For example, local academics may be interested in participating as co-Principal Investigators in the evaluation, 

and gradually increasing their skills. Local participation can increase country buy-in, local knowledge and 

ownership of the program, and result in a win-win situation. 

It is important to emphasize that communication among team members and the coordination between project 

and impact evaluation teams via the TTL is crucial for the success of the IE.  
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2012/03/08 

Country Spotlight: Implications of team building and reporting on the implementation of impact evaluation  
Democratic Republic of Congo Health Sector Rehabilitation and Support Project (HSRSP) 

 
At the early stages of the impact evaluation and for a significant portion of baseline data collection, the Principal 
Investigator (PI) of the IE team and the project Task Team Leader (TTL) were not based in DRCΣ όΧύ ƛnternational 
consultants were in charge of leading the sampling and randomization on the one hand, and the preparation and 
implementation of data collection on the other hand, with only a few missions on the ground and no contacts with the PIU 
and the World Bank Team in DRC. Outside from the team, the communication between provincial authorities and the 
project and IE teams was also lacking. Because of the team turnover and lack of presence on the ground, the survey firm 
lacked training, supervision, verification and quality control during fieldwork. 
 
[To respond to these issues], after the completion of baseline data collection, όΧύ the new TTL of the project appointed a 
new Principal Investigator and co-Principal Investigator in order to analyze the baseline data and prepare for the follow-up 
survey. The Principal Investigator and co-Principal Investigator were not based in DRC, but they appointed a research 
assistant (RA), based in Lubumbashi full time, to handle day to day activities of the IE and understand practical challenges 
to address in a post-conflict setting. The RA was the focal point of activities on the ground and gave regular feedback to IE 
team members off the ground. The RA was also able to understand several challenges linked to program implementation. 
The whole team emphasized communication between team members.  
 
Local continued presence of IE team members is key to the success of the IE. Having at least one co-Principal Investigator, 
evaluation coordinator or research assistant on the ground, especially during data collection activities, is an extremely 
valuable strategy.  
A common issue encountered during impact evaluations is the lack of communication between IE and project teams. This 
can clearly jeopardize the validity of the IE. World Bank Task Team Leaders must make a point in bridging the information 
gap between both teams, and facilitate collaboration between operational and IE teams. 
It is important to clearly define the role of each team member. Terms of reference should include all activities a team 
member is expected to endorse, and reporting modalities to the TTL and/or the team. όΧύ TTLs are in charge of ensuring 
each team member has the capacities to fulfill those terms of reference, and training them if not. 
 
Full story available: see Country Spotlights section of the Toolkit. 

In the following section, we detail the roles and responsibilities that we believe the different possible members 

of the IE team should have: 

Principal Investigator 

The role of the Principal Investigator is to provide technical leadership on the IE design, methodology and 

analysis, as well as overall management of the study. The Principal Investigator tailors the evaluation to country-

specific conditions, while keeping in mind the objectives of the global RBF IE program.  
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The Principal Investigator works with the project TTL and Government counterparts in order to ensure that 
the IE design and implementation are integrated with the roll-out of the RBF intervention. As discussed 
above, for an evaluation to be credible, the evaluators must be sufficiently separated from the program 
implementers. Therefore, and barring truly exceptional circumstances, we highly recommend that the TTL of 
the project or other team member(s) primarily responsible for project design and supervision should not serve 
as the principal investigator for the impact evaluation.  

Table 4 outlines the estimated time commitment for a principal investigator. 

 

Table 4: Estimated Time Commitment for a Principal Investigator 

Activities Working Days 

Impact Evaluation Design and Discussions with Key Counterparts (includes at least one mission in 
country) 

30 

Baseline Data Collection Supervision and Management 15 
Baseline Data Analysis and Dissemination 20 
Monitoring and Follow Up  15 
Endline Data Collection Supervisions and Management (includes at least one mission in country) 15 
Impact Analysis and Dissemination  30 
TOTAL 125 days 

This time commitment estimate is based on the assumption the Principal Investigator will collaborate with an 

Evaluation Coordinator (see below) to provide day-to-day assistance to the survey firm during data collection 

preparation, field work, entry and analysis. In some cases, Principal Investigators may not be able to commit 

sufficient time and attention to an evaluation on their own, and will need to partner with another investigator as 

a co-Principal Investigator (co-PI). 

We recommend that the Principal Investigator should have at least the following qualifications: 

¶ PhD in relevant field, preferably economics or health policy.  
¶ Minimum 5 years of project impact evaluation experience 
¶ Minimum 5 years experience in designing and implementing quantitative impact evaluations using 

randomized or otherwise controlled designs 
¶ Relevant experience in measurement of health outcomes through household surveys 
¶ Relevant experience designing and coordinating field work for large household surveys and health 

facility surveys 
¶ Relevant experience analyzing quantitative data (household and facilities) using statistical analysis 

software (preferably STATA) 
¶ Relevant experience in coordinating implementation of impact evaluation field work 
¶ Excellent written English communication skills, with focus on research protocols, research papers and 

descriptive reports for diverse audience 
¶ Ability to facilitate communication between various levels of management and work independently in 

order to meet deadlines 
¶ Ideally, the Principal Investigator should have published evaluations in peer reviewed journals. 
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Evaluation Coordinator 

The Evaluation Coordinator manages the day-to-day activities related to the design of the impact evaluation, 

data collection and analysis.  This typically requires a substantial time commitment, as estimated in Table 5. 

 

Table 5: Estimated Time Commitment for an Evaluation Coordinator 

Activities Working Days 

Impact Evaluation Design and Discussions with Key Counterparts (includes at least one mission in 
country) 

25 

Baseline Data Collection Preparation Supervision and Management (in country for the preparation 
and the full duration of the survey) 

125 

Baseline Data Analysis and Dissemination 50 
Monitoring and Follow Up between the baseline and endline surveys 60 
Endline Data Collection Supervisions and Management (in country for the preparation and the full 
duration of the survey) 

125 

Impact Analysis and Dissemination  75 
TOTAL 460 days 

 

We further recommend that the Evaluation Coordinator should have at least the following qualifications:  
¶ aŀǎǘŜǊΩǎ ƭŜǾŜƭ ŘŜƎǊŜŜ ƻǊ ŜǉǳƛǾŀƭŜƴǘ in relevant field, such as health, public health, or economics 
¶ Experience with statistical analysis software (STATA) 
¶ Relevant experience conducting, managing and designing field work and data collection for empirical 

research 
¶ Excellent written English communication skills, with focus on research protocols, research papers and 

descriptive reports for diverse audience 
¶ Fluency in local language preferable 
¶ Exceptional organizational skills, ability to facilitate communication between various levels of 

management and work independently in order to meet deadlines 
¶ Previous experience with project impact evaluation in developing countries is highly desirable 

Data Analyst 

The data analyst is responsible for helping the Principal Investigator to completing the analysis of the baseline 

and endline datasets in a timely manner. Analysis of the baseline data is required to validate the evaluation 

design, provide the project team and partners with a descriptive report of the data and recommendations for 

midline (if applicable) and endline rounds. For HRITF-funded evaluations, initial analysis of the baseline data to 

validate evaluation design is a milestone to release the second tranche of funding. In addition, there will be 

considerable pressure to produce the impact analysis after endline data is collected. While the principal 

investigator and evaluation coordinator may have the skills to conduct this analysis, they may not have sufficient 

time available to clean and document the data, run the analyses and write-up the results. Table 6 outlines the 

estimated time commitment for a data analyst. 
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Table 6: Estimated Time Commitment for a Data Analyst 

Activities Working Days 

Baseline Data Analysis and Dissemination 50 
Impact Analysis and Dissemination  75 
TOTAL 125 days 

Power Calculation Expert 

A power calculations expert determines the sample size required or the minimum detectable treatment effect to 

answer the proposed evaluation questions. Put simply, this expert will estimate the minimum sample size 

needed to detect a meaningful difference in results between the treatment and comparison groups. For studies 

with a given sample size this expert will estimate the smallest treatment effect that can be statistically detected. 

The time commitment of a power calculation-sampling expert is minimal compared to other roles: if the 

required data are already available, 3-5 days should be sufficient.  

The role of the power calculation expert can be assumed by the Principal Investigator. However given the high 

technicality of this task and the limited number of work days required, we recommend to hire a specialist.  

Data Quality Expert 

A major challenge when implementing surveys is to ensure sufficient quality of the data. In some countries, 

there is strong local capacity to plan and implement good quality data collection, while in others there is limited 

capacity. Experience has shown that, in countries where there is limited local capacity, a competitive bid is 

typically awarded to an international firm to collect data. In such cases, the following issues have arisen: (i) 

international firms hire local subcontractors and/or employees to perform the data collection; therefore, the 

quality of the data depends on the quality of training and supervision provided by the international firm; (ii) 

international firms do not necessarily have experience in the particular country where the survey is taking place, 

which can lead to sub-standard results; and (iii) international firms have an incentive to limit the time of 

international staff to be in country in order to reduce costs, resulting in reduced supervision and technical 

support. 

For the above reasons, we recommend that the IE team include a consultant (either an individual or a firm hired 

specifically for this purpose) to provide technical assistance on in-country data quality assurance for maximizing 

data quality during the study, including: 

Reviewing Survey Firm Technical and Financial Proposals. A data quality expert can review and comment on 

survey firm technical and financial proposals in order to assess if the firm is proposing an appropriate 

methodology, field team composition and work plan, and the budget is adequate given the proposed data 

collection, entry and management requirements. It is preferable to have these proposals reviewed prior to 
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selection and contract execution, as it is usually very difficult to modify or extend a budget once the contract is 

signed. Proper review of technical and financial proposals helps mitigate future challenges such as under-

estimating time and budget requirements. Issues related to hiring the survey firm(s) are further discussed in 

Module 4. 

Designing, Adapting and Pre-Testing Survey Instruments. The first tool to ensure data quality is a well designed 

survey instrument with appropriate content and formatting. While standardized survey instruments for 

evaluating RBF have been developed, teams typically underestimate the amount of time that is required to 

adapt and pilot survey instruments in the country context. If the Principal Investigator and Evaluation 

Coordinator do not have sufficient time available, the data quality expert can advise on the development and 

piloting of key in-country survey instruments. Issues related to designing, adapting and pre-testing the survey 

instrument(s) are discussed further in Module 4. 

Development and Adaptation of Data Entry Program(s). Data from the field will need to be processed using a 

data entry program (DEP), and the data quality expert may advise on or support the development of such a DEP. 

A useful DEP will integrate significant data quality measures such as out-of-range and consistency checks in 

order to minimize errors introduced at the point of data entry. Issues related to designing the data entry 

program(s) are discussed further in Module 4. 

Development and Execution of Training Program and Materials. In order to ensure the quality of data, it is very 

important that supervisors, field teams and data entry personnel receive sufficient and well-executed training. 

Principal Investigators and Evaluation Coordinators are not typically very experienced in administering this type 

of training; therefore, we recommend that the data quality expert participate in and supervise the training of 

the data collection and entry teams. Issues related to training are discussed further in Module 5. 

Direct Supervision of Data Collection, Management and Entry. In general, impact evaluations are only as good 

as the data collected. For this reason, it is crucial to ensure that the data quality measures are respected during 

data collection, collation (incl. transport of data from the field) and entry. We recommend that a data quality 

expert directly supervise data collection, management and entry once field work commences. Issues related to 

data collection, management and entry are further discussed in Modules 5 and 6. 

The estimated time commitment for the first round of data collection depends on the work that can be 

managed by the survey firm. Table 7 outlines the estimated time commitment for a data quality expert. 

 

Table 7: Estimated Time Commitment for a Data Quality Expert 

Activities Working Days 

Review Survey firm Technical and Financial Proposal 5 
Design, adapt and pre-test survey instruments 20-30 
Develop and Adapt Data Entry Program(s) 5-20 
Develop and Execute the Training Program and Materials 5-20 
Supervise Data Collection, Management and Entry 5-15 
Total 40-90 
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External Supervisor 

While the data quality expert can provide technical expertise during the preparation and at the early stage of 

implementation of data collection, (s)he is usually an international consultant that will not stay in-country for 

the whole duration of data collection and entry. However, data quality is not only determined during 

preparatory stages, but highly depends on the implementation of data collection. Therefore, an external 

supervisor can be hired locally to assume a more perennial data quality assurance role, especially when the 

capacity of the survey firm is limited. Under the supervision of the data quality expert (supervision that can be 

exerted directly in country or later on remotely), the external supervisor is in charge of randomly controlling the 

carrying out of data collection and entry. The external supervisor allows for a quick response to data quality 

issues during field work, and maintains high data quality standards over time. The external supervisor reports 

both to the data quality expert and the Principal Investigator, and can rapidly advise the survey firm on 

corrective measures when the audit reveals threats to data quality. 

The terms of reference of the External Supervisor can be adapted from those of the data quality expert. The 

estimated time commitment for the first round of data collection is: 

Table 8: Estimated Time Commitment for a Data Quality External Supervisor 

Activities Working Days 

Random Controls of Data Collection, Management and Entry (on site) 40 
Reporting on Data Quality and Implementing Corrective Measures 15 
Total 55 

Qualitative Research Expert 

Quantitative analysis can answer whether RBF worked in a particular context for particular outcomes, but in 

many cases it does not answer why RBF worked or ŘƛŘƴΩǘ. In those circumstances, qualitative data can provide 

more detail on the specific context, insider perspectives, insight into processes and offer new explanations for 

certain results. Ideally, qualitative analysis should be incorporated into the IE at various points of the project 

cycle and planned for as part of the impact evaluation. It is outside the scope of this Toolkit to discuss qualitative 

research methods in depth; however, a qualitative research protocol and instruments will be developed for the 

second version of the Toolkit. 

As qualitative research provides a holistic view of an intervention in the context of society, culture and/or a 

specific group of people, it typically requires collecting ǊƛŎƘ Řŀǘŀ ŦǊƻƳ ŀƴ άƛƴǎƛŘŜǊΩǎά ǇŜǊǎǇŜŎǘƛǾŜΣ ǿƘƛŎƘ ǊŜǉǳƛǊŜs 

substantial in-country presence. In many cases, it may be more cost effective to identify a local or regional 

consultant for this type of work. Depending on the scope of the proposed qualitative work, the estimated time 

commitment for the first round of data collection is: 
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Table 9: Estimated Time Commitment for a Qualitative Research Expert 

Activities Working Days 

Mission to assess context and identify research questions and methodology 10 
Develop qualitative research protocol and tools 10 
Recruit and train in-country qualitative team 15 
Pilot test survey instruments and methodology 10 
Manage data collection 20 
Transcription, analysis and dissemination 30 
Total 95 

Cost Analysis Expert 

Quantitative analysis can inform us whether and to what degree an RBF intervention worked, but in order to 

decide whether an intervention is worth expanding one also needs to consider its cost. Together with the impact 

evaluation results, cost analysis allows us to compute the cost-effectiveness, affordability and sustainability of 

RBF interventions. Currently, there is little information available on the costs and long-term financial 

requirements of both demand- and supply-side RBF interventions; therefore, we recommend that these data be 

collected and analyzed in the context of the IE data collection activities. The results of cost analysis can be used 

to assist policy-makers and program implementers to:  

 

¶ Compare the costs and outputs of an RBF intervention(s) to business as usual, or other health 

investments 

¶ Determine whether an RBF intervention(s) is (are) economically worthwhile investments; 

¶ Assess if an RBF intervention(s) is (are) economically and financially feasible to scale-up; 

¶ Evaluate the cost, affordability and possible means of sustaining RBF schemes; and 

¶ Identify areas where possible efficiencies could be gained. 

It is outside the scope of this Toolkit to discuss cost analysis and cost-effectiveness analysis in depth; however, a 

cost-effectiveness analysis protocol and instruments are being developed for the second version of the Toolkit. 

The estimated time commitment for the first round of data collection in-country for a cost-analysis component 

is: 

Table 10: Estimated Time Commitment for a Cost Analysis Expert 

Activities Working Days 

Mission/Remote support to assess context and identify cost-analysis methodology 5 
Develop/adapt cost-analysis tools 5 
Recruit and train in-country costing team 10 
Pilot test survey instruments and methodology 5 
Monitor data collection 5 
Analysis and dissemination 15 
Total 45 
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Involving Local Researchers in the Impact Evaluation 

There are many challenges with implementing and managing a large-scale impact evaluation study, as discussed 

throughout this Toolkit. Depending on where the Principal Investigator and Evaluation Coordinator are based, 

one way to improve the success of a prƻƧŜŎǘΩǎ L9 ƛǎ ǘƻ ǇŀǊǘƴŜǊ ǿƛǘƘ ƭƻŎŀƭ ǊŜǎŜŀǊŎƘers. Local researchers may be 

able to: 

1. Build local ownership and presence of the study. Even though local representatives in the Ministry of Health 

(MOH) and project design teams may support the study, they are often far removed from the actual 

implementation and management of the study. Bearing in mind that a typical impact evaluation lasts 3-5 

years, it is crucial that local authorities and partners remain committed to the evaluation design and 

timeline, and local representatives of the IE team can facilitate this. 

2. Ensure direct and timely supervision for quality assurance. A wide array of activities throughout the IE 

project cycle will require in-country engagement and/or direct supervision. By partnering with local 

researchers, the IE team can ensure consistent engagement with the MOH and other partners, as well as 

with the survey firm. 

3. Ensure cultural sensitivity and relevance. The HNP hub has developed an array of resources for the country 

IE teams, including questionnaires, training materials and protocols. However, all of the these tools must be 

adapted to the local country context in order to ensure sensitivity to specific cultural characteristics, as well 

as ensure that the overall IE design and methodology is relevant to the country context. 

4. Build local capacity for impact evaluation. Large-scale impact evaluations present an exciting opportunity to 

build local capacity on impact evaluation methodology, survey management and data quality control, 

reducing the reliance on international researchers. The skills acquired by local researchers in RBF impact 

evaluations transfer to other types of evaluation and research and to evidence-based policy making. 
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2012/02/05 

Country Spotlight: Assessing local capacity and needs to build the IE team 
Rwanda Community Performance-Based Financing Project 

 
The planning for the Rwanda Community Performance-Based Financing (PBF) Project began with three joint missions by 
the project design and impact evaluation teams led by the project task team leader. The coordination between teams 
allowed for collaborative and consistent dialogue between the World Bank, Ministry of Health and development partners 
on the policy objectives of the Community PBF project and the related research priorities of its impact evaluation.  
 
The project task team leader built the following team: (i) one principal investigator based in Washington, DC, USA to 
provide high-level technical support on the design of the evaluation; (ii) one coordinator based in Washington, DC, USA to 
provide technical support on the design, as well as provide intensive day-to-day support of the management of the 
ŜǾŀƭǳŀǘƛƻƴ ǘŜŀƳΩǎ ǘƛƳŜ ŀƴŘ ŘŜƭƛǾŜǊŀōƭŜǎ ŀƴŘ ŎƻƴǎƛŘŜǊŀōƭŜ ǘƛƳŜ ƛƴ-country supporting preparation and implementation; (iii) 
two researchers based in Kigali, Rwanda to provide technical support on the evaluation design, particularly related to 
questionnaire development, field sampling strategy and data quality assurance; and (iv) one data collection firm based in 
Kigali, Rwanda to manage data collection at the community health worker cooperative, community health worker and 
household levels. Two additional data quality assurance experts were contracted for two specific missions to provide 
technical support on development of the data entry program, field work management, transporting and entering data: one 
mission to pilot test the questionnaires and field work management strategy, and one mission following initiation of data 
collection to advise on on-going processes. 
 
Throughout the baseline preparation and implementation phases, the involvement of the two local researchers was 
crucial for addressing several challenges facing the quality of data collection: (i) Significant support and supervision of 
survey firm during adaptation and translation of questionnaires, (ii) substantial guidance to the data collection firm on field 
sampling and field work management of large scale household survey, (iii) maintaining of quality standards through 
supervision, random spot checks and communication with field workers during field work. 
Over the course of the preparation of the project, the local researchers were able to maintain dialogue with the Ministry 
of Health and development partners, allowing coordinating activities between project implementation and baseline data 
collection. They also represented the Principal Investigator of the study locally.  
The two data management experts conducted an extensive capacity building for the data manager of the data collection 
firms and impacted the overall data management culture of the organization. 

Full story available: see Country Spotlights section of the Toolkit. 
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Module 3. Designing the Impact Evaluation 

Main Recommendations and Available Tools for this Module 

Recommendations Critical Important Nice to 
have 

¶ A prospective impact evaluation should be designed prior to or 
simultaneously with the intervention. 

V    

¶ Teams should develop a results framework for the RBF project to identify 
the main pathway(s) by which ǘƘŜ w.C ǇǊƻƎǊŀƳΩǎ ŀŎǘƛǾƛǘƛŜǎ ǿƛƭƭ ŀŦŦŜŎǘ ƪŜȅ 
outputs and outcomes. 

V    

¶ The recommended identification strategy for the RBF Impact Evaluations is 
randomized assignment to intervention(s) and comparison groups.  

 V   

¶ Teams should assess present and future threats to the internal validity of 
the evaluation (e.g. contamination, lack of power) and monitor them over 
time. 

V    

¶ Power calculations are an important part of the design of an impact 
evaluation. Without sufficient power, the impact evaluation may not be 
able to answer key policy questions. The sample size must allow for 
sufficient power. 

V    

¶ The sample must be representative of the population that will ultimately 
benefit from the program.  

V    

¶ When country counterparts buy into the concept of the impact evaluation 
and understand the importance of respecting the arms of the study, it will 
be easier to successfully keep treatment and comparison groups intact 
until the follow-up survey. 

V    

¶ The choice of indicators for the study is critical ς each indicator should be 
measurable with the chosen data collection instruments.  

V    

¶ Teams can refer to Impact Evaluation in Practice (Gertler et al. 2011) for in 
depth discussion on appropriate identification strategies for impact 
evaluation.  

 V   

¶ When deciding on the unit of randomization, teams are balancing the 
power of the impact evaluation and the risk of contamination across 
randomization units. 

 V   

 

Tools 

¶ 3.01 RBF Indicators 

¶ 3.02 WHO Output and Outcome Indicators 

¶ 3.03 IE Design Paper Template 

¶ 3.04 IE Budget Template 

¶ 3.05 Ex-ante Power Calculation Example 

¶ 3.06 Binary Power Calculations  
¶ 3.07 Power Calculation References 
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As an introduction, it is important to highlight how crucial the timing of the impact evaluation design is. 

Impact evaluations should be designed before or while the intervention is being designed. Although this 

means an extra burden for Task Team Leaders during project preparation, it ensures the design of the 

impact evaluation and the selection of treatment and comparison groups match the design and planned 

rollout of the program. In addition, it ensures political leverage for preserving the validity of the impact 

evaluation still exists: when political decisions have been made and publicized, negotiating changes for 

the sake of the impact evaluation will no longer be possible. To achieve a simultaneous design of the 

impact evaluation and the intervention, it is key that the IE and project teams collaborate. 

In this module, we give an overview of the elements that should be included in the Impact Evaluation 

Design Paper10. This paper outlines the building blocks for the evaluation, including the results 

framework, research questions, identification strategy, data, staffing and budget. The first version of the 

paper can serve as the Concept Note for the purpose of peer review and approval by World Bank 

management (cf. Infra).  After the concept note stage, the design paper should be regularly updated to 

reflect the status of the evaluation, any changes to the methodology, or challenges to implementation 

that affect the impact evaluation. 

While in the rest of this module we consider prospective randomized impact evaluations, we 

acknowledge that other types of evaluations are possible and sometimes less costly, and can rely on 

existing data already available. More discussion on this is available in the Impact Evaluation in Practice 

handbook (Gertler et al. 2011). Related to this point, we would like to emphasize that the design and 

feasibility of the impact evaluation is very dependent on the design, timing and coverage of the 

intervention, the available budget and technical capacity, and the evolution of the policy dialogue at the 

preparatory stage. Teams should keep in mind that research questions and the design of the IE are 

interdependent, and the evolution of both is possible (and likely to occur) at the preparatory stage as a 

result of policy dialogue and further IE feasibility assessments. In this module, we hope to help IE teams 

design a rigorous randomized prospective impact evaluation. However, we recognize that teams need to 

be pragmatic, and adjust their design so that the IE remains feasible, rigorous and informative while 

fitting into the design and evolution of the intervention. 

Each of the sections in this module corresponds to a section in the Impact Evaluation Design paper, and 

we give our recommendations about what we believe each section should contain. 

 

                                                           

 

10
 For more information on the technical design elements (such as the identification strategy), readers are referred 

to Impact Evaluation in Practice (Gertler et al. 2011). 



3-5 

 

Outline of the IE Design Paper 
 

¶ Background and Rationale 

¶ Results Framework 

¶ Research Questions and Policy Relevance 

¶ Output and Outcome Indicators of Interest 

¶ Identification Strategy 

¶ Sample 

¶ Data 

¶ Timeline 

¶ IE Team 

¶ Dissemination Plan 

¶ Budget 

 

Background and Rationale 

This section should answer the following questions:  

¶ What are the main barriers/challenges to reaching the health related MDGs in the country? 

¶ What evidence is available to suggest RBF may be used in this country context to accelerate 

progress to health-related MDGs? 

The background should also include a brief discussion of any current evidence as it relates to the country 

RBF pilot program: 

¶ Context: Within the country or similar country contexts (Sub-Saharan Africa, Latin America, etc.) 

¶ Design: Beneficiaries, indicators, incentive levels, etc. 

Results Framework for RBF for Health 

This section should outline the framework of inputs, activities, outputs and intermediate outcomes that 

ǿƛƭƭ ƭŜŀŘ ǘƻ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ŘŜǎƛǊŜŘ ƻǳǘŎƻƳŜǎΦ 

Research Questions and Policy Relevance 

Ideally, the purpose of impact evaluation is to generate evidence on how RBF programs can be used for 

accelerating progress towards the MDGs, not only within the country where the evaluation is taking 

place, but also globally. This section should answer two questions about the overall framework of RBF: 
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¶ What do we want to learn about RBF in the context where the intervention is taking place? 

¶ How does this contribute to filling the global evidence gap on RBF? 

 

An RBF project may have many components, such as changes in incentives, increased financing, 

increased supervision and monitoring, and the team will choose to evaluate only a sub-set of these 

components. If this is the case, this section should also include a brief summary of the RBF scheme and 

components, the components to be evaluated and the reasons for selecting these components. 
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2012/02/21 

Country Spotlights: Defining the Research Questions of the Impact Evaluation based on Policy Priorities 
 

Kyrgyzstan Hospital-level Results-Based Financing Program 

During consultations with the Kyrgyz Ministry of Health in 2010, it was agreed that measuring the impact of 

increased financing alone was not a primary policy question for the Ministry. For this reason, the impact evaluation 

aims to test the effectiveness and cost-effectiveness of RBF as well as one of its constituent components ς the 

enhanced supervision of quality of care.  

The primary research questions dictating the design of the impact evaluation are: 

¶ Does the PBF package (including enhanced supervision) at the rayon hospital level improve quality of 

care? 

¶ Does enhanced supervision alone improve quality of care at the rayon hospital level? 

¶ What is the relative cost-effectiveness of the PBF package (including enhanced supervision) vis-à-vis 

enhanced supervision alone vis-à-vis business-as-usual in terms of quantifiable quality of care indicators? 

 

Zimbabwe Results-Based Financing Program 

Zimbabwe confronts severe limitations and challenges in managing human resources for health in terms of 

training, financing, monitoring, and retention. The Zimbabwe IE team will explore the relationship between RBF, 

skill upgrading and capacity building in health facilities. 

¶ What is the causal effect of the simultaneous introduction of results based financing with suspension of 

user fees on priority population health utilization and outcome measures in RBF districts?  

¶ What is the effect of skill upgrading and capacity building of primary care nurses on priority health 

outcomes, utilization of services, and quality of care among the populations served, as well as the effect 

on health worker motivation in rural health facilities? 

¶ What is the combined effect of capacity building of primary care nurses, RBF, and suspension of user fees 

on the aforementioned outcomes in rural health facilities? 

 

Cameroon Results-Based Financing Program 

The focus is on the effect of RBF and its peripheral enhanced supervision, monitoring and evaluation on the quality 

of care and health outcomes: 

¶ Does the PBF program increase the coverage of MCH services? 

¶ Does the PBF program increase the quality of MCH services delivered? 

¶ Is it the enhanced monitoring & evaluation and supervision or the link between payments and results that 

leads to improvements observed in quality or coverage? 

¶ What is the contribution of enhanced supervision and monitoring to improving MCH service coverage and 

quality in the absence of increased autonomy or additional financial resources? 

¶ Does the PBF program lower informal or formal charges for health services? 

¶ Does the PBF program increase the quantity of funds available at the operational (i.e., facility) level? 

¶ Does the PBF program improve physical and social accessibility of health services? Accessibility of health 

services will be examined in terms of the convenience of facility opening hours, availability of services 

through outreach, client perceptions of convenience of accessing health services and client perceptions of 

ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎΩ ŀǘǘƛǘǳŘŜǎ ǘƻǿŀǊŘǎ ŎƭƛŜƴǘǎΚ 

¶ Does the PBF program lower staff absenteeism? 

¶  Does the PBF program increase demand generation activities by health facilities? 
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Output and Outcome Indicators of interest 

Research questions logically materialize into outputs or outcomes of interest. These indicators of 

interest, which are distinct from the RBF payment indicators, aim at measuring the impact of the RBF 

intervention with regard to the research questions chosen. They need to be clearly defined at the design 

stage, for the following reasons: 

¶ Defining indicators allows the team to ensure the research questions of interest are actually 

measurable. 

¶ It gives a sense early on to the team on what instruments will best allow the measurement of 

those indicators. 

We encourage the teams to rely on international definitions of those indicators when such norms are 

defined, while considering additional national definitions for the sake of country relevance. Below is a 

non exhaustive list of references that can be used to define indicators, keeping in mind some of those 

tools do not aim at evaluating the impact of RBF, but may cover a broader spectrum of health service 

delivery and utilization issues. 

¶ World Health Organization (WHO) Indicators Compendium on Health, which cover maternal 

and child health, published yearly. 

¶ WHO Protocol on Integrated Management of Childhood Illness: for more information, visit 

http://www.who.int/maternal_child_adolescent/topics/child/imci/en/index.html. 

¶ Other WHO protocols and guidelines. 

¶ Guidelines and tools focusing on service delivery, such as the WHO Service Availability and 

Readiness Assessment (SARA), the WHO Service Availability Mapping (SAM) and the Measure 

DHS Service Provision Assessment (SPA), the Maternal and Child Health Integrated Program 

(MCHIP) MamaNatalie and NeoNatalie tools. 

¶ National protocols for relevant indicators in-country. 

A list of proposed RBF indicators, how to calculate them and using what instruments is provided in this 

Toolkit. 

Identification Strategy 

In order to have a successful impact evaluation, each team will need to develop an evaluation strategy 

that allows for the identification of the causal impact of the intervention. For this to be possible, the 

strategy will need to include treatment and comparison groups, as well as collection of baseline and 

post intervention data on treatment and comparison groups.  

http://www.who.int/maternal_child_adolescent/topics/child/imci/en/index.html
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In the άLŘŜƴǘƛŦƛŎŀǘƛƻƴ {ǘǊŀǘŜƎȅέ section of the impact evaluation design paper, the following questions 

should be addressed: 

Which elements  of the RBF program will be evaluated?  

We recommend that each element to be evaluated should constitute its own so-ŎŀƭƭŜŘ άŀǊƳέ ƻŦ ǘƘŜ 

study. Additional arms of the study can be used to evaluate the interaction of different components. 

Thus, the design will need to specify how many treatment (or sub-treatment) arms will be included in the 

impact evaluation. 9ǾŜƴ ǿƘŜƴ ǇǊƻƎǊŀƳǎ ŀǊŜ ŘŜǎƛƎƴŜŘ ǿƛǘƘ ǎŜǾŜǊŀƭ άŎƻƳǇƭŜƳŜƴǘŀǊȅέ ƛƴǘŜǊǾŜƴǘƛƻƴǎΣ ƛǘ 

may make sense to try and disentangle the separate effect of the different interventions, in order to 

avoid continuing to implement potentially costly but ineffectual project components. 

Example 1: A Performance-Based Financing (PBF) program may involve performance-based 

payments and health worker training. One could potentially test the impact of different components 

of the program separately (one treatment arm for performance-based payments, one arm for health 

worker training). If one also wants to measure the impact of having both performance-based 

payments AND health worker training, then one would need a third treatment arm (performance-

based payments + health worker training) in order to compare the effect of the package to the 

effect of the individual components.  

Example 2: When introducing a demand-side incentive program, the Government may be interested 

in understanding whether the results will differ when the incentive is in cash versus in-kind. One 

could test the impact of introducing a cash incentive versus an in-kind incentive of the same value 

with two treatment arms. 
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2012/04/03 

Country Spotlight: Arms of the study 

Rwanda Community Performance based financing program 

The Rwanda PBF program includes two types of interventions: 

¶ Model 1: Conditional in-kind incentives for women are in-kind payments directly to women conditional on: 

o Antenatal Care: Pregnant women accompanied/ referred  to health center before or during 4th 
month of pregnancy: $5 USD value 

o Institutional Delivery: Pregnant women who deliver in health facility: $7 USD value 

o Postnatal Care: Mother-child pairs receiving postnatal care at health facility within 10 days of 
birth/discharge: $4 USD value 

¶ Model 2: CHW incentives are cash payments to CHW cooperatives conditional upon demonstrated 
performance on specific health indicators.  The indicators are: 

o Nutrition Monitoring: % of children (6-59 months) monitored (condition on correct referral to 
health center for malnourished children), 

o Antenatal care: % of women accompanied/referred to the health center for antenatal care before 
or during 4th month of pregnancy,  

o Institutional Deliveries: % of women delivering at the facilities,  

o Family Planning: % of new family planning users referred by CHWs cooperatives to the health 
center, 

o Family Planning: % regulars users of modern contraceptives at the health center 

For the Rwanda community PBF impact evaluation, the Government wanted to generate evidence on the impact of 
the proposed demand-side and CHW models separately, as well as the additive impact of combining the two. 

 

 

How will the team estimate the counterfactual ? 

An important aim for determining the effect of the intervention in any impact evaluation is to estimate 

the counterfactual, this is, what would have happened to the treated group in absence of the 

treatment/intervention. Given that one cannot observe the treated group without the treatment 

(because, by definition, it is being treated!), one would need to find a comparison group that will allow 

one to estimate what would have happened to the treated group in absence of the treatment. The exact 

strategy for selecting the comparison group will depend on the operational rules of the intervention. 

Within the context of the operational rules, the comparison group must be selected to obtain an 

accurate estimate of the counterfactual: i.e. what would have happened to treatments in the absence of 

the program. The comparison group should satisfy two requirements: first, the observed and 

unobserved characteristics of the treatment and comparison groups should be identical on average; 

second, treatment and comparison groups should have the potential to react in the same way to the 

treatment and be subjected to the same external shocks over time. When those conditions are satisfied, 




