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Getting Started What is the Toolkitand How does it Work?

Background

TheToolkit was developed with funding from théealth Results Innovation Trust Fund (HRITR¢ objective of

the HRITHs to design, implement and evaluate sustainable redodtsed financing (RBF) pilot programs that
improve maternal and child health outcas 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
O2dzy iNEQa w. C LINR2SOG Ay 2NRSNI (2 R2 Cotley,SpeintionnllyS SE
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 elsewherelRITF finances grants for
countries implenenting RBF pilots, knowledge and learning\dti¢s, impact evaluations, as well as analytical
work. !

Thework programon impact evaluation for Resultsased financingonsists of three pillars:

1 Conduct rigorous, prospective impact evaluations on the causal effects of hekltbd RBF
interventions on the access to and quality of service delivery, health expenditures, and health outcomes.
In addition, the evaluations may address both the esfftctiveness and operational complexity of
alternative RBF interventions.

9 Coordinate and standardize to the extent possible the evaluation methodologies across multiple RBF
interventions to facilitate the comparison of alternative approaches, assess ttegnak validity of
impacts, and assess the feasibility of similar interventions across differentesomimmic and cultural
settings.

1 Summarize and disseminate the lessons learned in materials that are accessible and relevant to country
policy makers andther stakeholders.

What is the Impact Evaluation Toolkit?

The Impact Evaluation Toolkit &handson guideon howto designandimplement impact evaluationsWhile

many parts of the toolkit can apply to impact evaluation in general, the focus of thkitti®kto help evaluate
the impactResultsBased FinancindR@8F projects in the health sectaon maternal and child healthlThe toolkit

is structured as followésee Figure 1)

! An overview of analytical work is available in tHRITF Analytical Work Program Overview



1 For eachstage ofthe impact evaluation(IE) cycle the Toolkitoutlines bestpractice procedures in a
guiding narrativecalledGuidelinesEach stage corresponds to one module.

1 In each module, the Toolkiprovides technicalTools that can be used to implement the
recommendations of th&uidelines More than 50 tools aréncluded such as terms akference for IE
team members and survey figna list of Maternal and Child Health (@H indicators of interest,
research protocols, questionnairesnumerator training manuals and curricula, field work supervision
materials, data anablis tools, etcThese standardized tools céacilitate crosscountry comparisons of
the results of RBF projects.

If you want to fully use the potential of therhpact Evaluation Toolkit, you need to access, use and ada
the Tools in addition to the folloving Guidelines. To acce$®th Guidelines and Toolsyisit the Impact
Evaluation Toolkit website

www.worldbank.org/health/impactevaluationtoolkit

Figurel: The Basic Structure of the Toolkit

Guidelines Tools

Impact Evaluation Toolkit
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The Toolkit is the practical companion pigcethe handbookimpact
Evaluation in Practicgertler et al. 2011).

While the handbookdelves deeper into the theory of impac
evaluation, the Toolkit aims at providing practical guidance and tool:
implementersof impact evaluation

Who is this Toolkit for?

The Dolkit is intended to support ask Team Leaders T3, principal investigatorgPrincipal Investigata),
researchers, survey firmgpvernment stakeholders and otha@r-country impact evaluation team members as
they design and implement impact evations

What s the Scope of this Toolki?

ResultsBased Financing and Maternal and Child Health

The Toolkit is geared primarily at impact evaluations of F

projects that focus on improvingaternal and child healthin this » % of th o »
Toolkit, 5 S c_lza S UKS 1wl ¢ CanyPp®gam yhatd \s,\pﬁelc?fig Sté) (I;E:[Feacnodr;ger:;t(;rr:ais ;1%0 clrtﬂladI
rewards the delivery of one or more outputs or outcomes by o health, 75% are of general usePractitioners
or more incentives, financial or otherwise, upon verification th with a clear understanding of their field ¢
the agreedupon result has actually been delivered. Incentiv. intérest can adapt the RBF and/anaternal
may be directed to service providers (supply side)ogpam :)np?cf:h"d MEEEEEBHE e O Anainey
beneficiaries (demand side) or bogtAt this time, the Toolkit does

not discuss broader definitions of RBF, such as Diagnosis Re

Groups.

Xi



Prospective randomized impact evaluation§he Toolkit is geared ~Prospective evaluations

t ds teams have already decided they want to implement Prospective evaluations are developed at t
owar R _y _ y P _ same time as the program is being design
prospective impact evaluationWhile other methods are available and are built into program implementatior
to measure impact (e.g. retrospective impact evaluation) and Baseline data are collected prior to progra
certain contexts may turn out to be preferable, such methods ¢ IMPlementation for both treatment and

. . comparison groups.
out of the scope of this Toolkit.

Impact Evaluation in riactice Gertler et al.
2011

Modules Overview

The Toolkit contains eight modules treddress different stages of thmpact evaluation cycle:

Module 1. ChoosingevaluationQuestions Each impact evaluation ultimately aimsitdorm policy decisions

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

to each country and contribute to the global evidence base on RBF is a key exercise in that regard. Policy
guestions should not only help understand (i) whether RBF works but also (ii)) why RBF works. The theory of
change for the RBF itvention frames the policy questions and will be used at the design stage of the impact
evaluation.

Module 2. Building the Impact EvaluationTeam with consideration to qualifications and time commitment.
Each IBhould be led by a committed and qualified Principal Investigator and eitherRrifcpal Investigator
or a strong Evaluation Coordinator. Partnering with local researchercan add cultural andnstitutional
sensitivity, perspective and credibility the analysis and presentation of the resuks an added bonushese
partnerships contribute to building local capacity for leading impact evaluation wedountry. Finally,
investigators will need tassesgand if necessary, build) local data collentiskill and capacityas well as
identify leads who can carry out complementary activities suchca@s analysis and qualitative research
activities.

Xii



Figure2: The Eight Modulesf the Toolkit

7- Analyzing
1- Choosing 6- Storing and Data and
Evaluation Accessing Disseminating
Questions Data Results
2- Building 5. SO T
the Impact Implementing anda
Evaluation the Data Docuthmeentlng

Team Collection

Intervention

3- Designing 4- Preparing
the Impact the Data
Evaluation Collection

Module 3.Desigring the IE

1 The IE team willearn howto build a Results Chain for the RBF interventiorby: (i) identifying and
outlining the country specific RBF intervention(s) that will be implemented; (ii) identifying the
population that will be targeted bginy pilot program; (iii)usingthe resultschainframework to identify
input, output, activity and outcome indicators that will be used to assess imjpact (iv)formulating
the primary evaluation questions and hypotheses.

1 The IE team wilearn howto develgp an evaluation strategycaptured 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 odata
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

Xiii



Module 4. Preparing the Data Collection

1 The IE team will need tevelop the IE andProject GanttChart 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 consistert,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($3 maintained.

1 The IE team will learn aboutdeloping the Research Protocol and Ensuy Ethical Clearancef the
study acording to local requirements.

1 The IE team will find guidance diiring a Survey Firnwith the capacity and experience to manage
large-scale, multisite data collection activities.

9 The IE team will learn how tevelop Survey Instruments and Field Procedutescollect the data. The
IE is only as good as the quality of the data colledteelefore 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 amss countries. However, the instruments need to be adapted to local culture and
institutional environments.

Module 5. Implementing the Data CollectioThe IE team will learn how tnsure proper delivery, supervision

and reporting of training, data codction 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 Acceig Data.The IE team will learabout developing éData Documentation, Sorage
and Access Rn with project design and IE teami, order to guarantee safety, confidentiality and
documentation of the data

Module 7. Analyzing Data and Disseminating Resulise IE team will learabout developing aData Analysis
and DisseminationPlan in order to ensure timelgisseminatiorof descriptive and analytical products.

Module 8. Monitoring and Documenting the tarvention. The team will learn abouteveloping aMonitoring

and Documentation Plarin order to monitor project implementation, adherence to evaluation design and
assignment to treatment andomparisongroups, as well as identify complementary data sosrcguch as
Health Management Information Systemt#MIg, financial and administrative data.

Xiv



ToolsOverview

Each module contains Tools help implement the corresponding stage in the impact evaluati@hen a tool is
mentioned in theguidelinesof the Tookit, it is flagged with &old red font.

Figure3: The Tools

1.01Graph for Theory of Change
1.02Results Chain Template

1- Choosing
Evaluation
Questions

2.01 Principal Investigatdrerms of Reference
2.02 Evaluation Coordinatdrerms of Reference

2- Building 2.03 Data Analysterms of Reference
the Impact 2.04 Local Research&erms of Reference
. 2.05Power Calculation Expert Terms of Reference
Evaluation 2.06 Data Quality Expefierms of Rference
Team 2.07 Qualitative Bncipal Investigatoirerms of Reference

2.08 Qualitative Field Workérerms of Reference
2.09 Costanalysis Expeiferms of Reference

3.01 RBF Output and Outcome Indicators
3.02 WHODutput and Outcome Indicators
3.03 IE Design Paper Template

3- Designing 3.04 |IE Budget Template

3.05 Ex anteéPower Calculation Example
the Imp‘_aCt 3.06Power Calculationfor Binaryvariables
Evaluation 3.07 Power Calculation References

XV



4.01ImpactEvaluation Gantt Chart
4.02 Memorandum of Understandiran Data Access
4.03 Research Protocol Example

4- Preparing 4.04 Informed Consent Templates
4.05 Health FacilitgurveyFirm TOR
s Da_ta 4.06 Househol&urveyFirm TOR
Collection 4.07 Data Collection Budget Template

4.08 Consumablesnd Equipment for Biomarker Data
4.09 Health Facility Questionnaires
4,10 Household Questionnaires

4.11 Community Questionnaires

4.12 Costing Questionnaires

4.13 Data Entry Program

4.14 Anemia Referral Guidelines

4.15 Anemia Referral Form

4.16 How to Traslate Questionnaire
4.17 Institutional Review Board TOR
4.18 Certificate of Accurate Translation

5.01InterviewDuration Tracking Sheet
5.02 Enumerator Evaluation Form
5.03Survey ProgredReportl (Word)

5- Implementing 5.04Survey Progress Report Il (Excel)
: 5.05a Household survesieldManual
the Data 5.05b Household survey Training Program
Collection 5.05c¢ Household survey Training

5.06a Health Facility SurvejeldManual
5.06b Health Facility Survey Training

5.07 Survey Training, CARC&meroon
5.08Health Facilitysupervisor Checklist

5.09 Health FacilithrrivalChecklist
5.10Health FacilitySupervisor Tracking Form
5.11a Daily Listing &f5 Exitinterviews

5.11b Daily Listing #&NClnterviews

5.12 Cash Management Sheet

6.01 Data Deposit FormlE Micredata Catalog
6.02 Nesstar Data Storage Templates

6- Storing 6.03 Login to Micralata Management Toolkit
d 6.04 How to Access the Data Catalog and Data
an
Accessing
Data
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7.01 HouseholdaselineReport
7.01a Handbook Household Baseline Report

7- Analyzing 7.01b Rwanda Household Baseline Outcome Indicators
Data and 7.01c Rwanda Household Baseline ReporfFides (STATA)
. : ; 7.01d Rwanda Household Baselinepgst Power Calculations
Disseminating 7.02Health Facity Baseline Report
Results 7.02a Suggested detailed outline of health facility baseline rep

7.03 Community Health Worker (CHBAselineReport
7.03a Rwanda CHW Baseline Repordes (STATA)
7.04STATA ado file f@aseline balance table

7.05 WHQANthro calailation package

7.06 STATA training

7.07STATA Training |IE Desialidatbn

8.01 Monitoring Indicators Rwandzaxample
S 8.02 Field Supervision Visit Templafasanda
8- Monitoring

and
Documenting
the Interventiol

Drawing Experience from otheCounties

Throughout the toolkit,Country Spotlightsillustrate real challenges and lessons learriadactual impact
evaluations of RBF programs. Most of the Country Spotlights originated in impact evaluations that weedfinanc
by the HRITF, though the toolkit also includes other interesting cades spotlights were developed in
collaboration with project Task Team Leaders and impact evaluationstera toolkit guidelinesonly contain
extracts of the Yotlights The spotB K1 a | NB FSIFGdzZNBER Ay (GKSANI SyGANBGe
Toolkit website.

Adapting Tools to Country Needs

Country specific contentn the tools of the Toolkit is highlighted so IE teams can easily adajtdbetent.
Countryspecifc content isflagged using eithered font (in questionnaires) oiellow highlighted fon{in most
other tools).
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How to Prioritize the Recommendations of the Toolkit

The Toolkithopes to setstandards of quality and scientific rigor by providing a comprehensive set of
recommendations and tool$dowever reatlife conditions, budgetscountry dialogueand context influence the
feasibility of certain recommendation$ablel summarizes the main recommendations highlighted throughout
the Toolkit. Itaims tohelp IE teams prioritize between what is:

9 Critical: what we believe should really be included or adergid in the design and implementation of
impact evaluations

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

1 Nice to havewhat we encourage |IE teams to include, but could be omitted if necessary
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Tablel: List of Recommendations

Module | Recommendatios Critical | Important | Nice to
have
1 The relevance of thehosen policy/evaluation questions, both locallyd globally, matters more than th
1 number of questions addresd. Not all dimensions of RBF can be expldred singldmpact evaluation v
soteam will need to prioritize questions
1 Understanding whether RBF works is a first step. Understanding the reasons for failure or sfithes Vv
RBF prograris key toimproving itand ensuringts sustainability.
2 Team membgr(s) pr.imarily responsible for project design and implementagian theTTL) should no| Vi
serve as therincipalinvestigator.
2 1 The principal investigator and evaluation coordinator play a crucial role in supervising the survey fir v
2 Local research counterparts can greatly contribute to the success afithact evaluation, because tkie Vv
can bringlocal knowledge anébster countryownership of the program.
Teams should assess local capatttgonduct surveysnd identifywhether anytechnical supporwill be
2 . Y
neededto ensure the quality of surveyata.
A data quality expertcan helpset up the rightinitial conditions forensuring thequality of survey datal
2 before the survey firm goes into the field local supervisor canverify the data quality assuranct \%
processes dring the implementatiorof the surveys.
2 Qualitative andcost effectiveness analysisan add great richness and granularity to the questions t Vv
the impact evaluatiorwill answer.
2 Impact evaluations involve several rounds of sophisticated dategood data analyswill help the team Vv
manage and analyze the data quickly and reliably.
2 While power calculations can be thesponsibility of the principahvestigator,a power calculation exper, Vv
mayhave more time and expertise to dedicate to this task.
3 1 Aprospective impact evaluatioshould be designed prior to or simultaneously with the intervention. v
3 1 Teams should developrasultsframework for the RBF project to identify the main pathway(s) by wi Vv
G§KS w. C LINRPINI YQA& obtguis andauicdnmess A ff | FFSOG {Se
3 The recommended identification strategy for the RBF Impact Evaluations is raetbassignment to \4
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Module | Recommendatios Critical | Important | Nice to
have

intervention(s) and comparison groups.

3 Teams should assegsresent and futurethreats to the internal validity of theevaluation (e.g. Vv
contamination, lack of powednd monitorthem over time.
Power calculationare an important part of the design of ampact evaluationWithout sufficient power,

3 the impact evaluationrmay not be able tanswerkey policy questionsThe sample size must allow fo v
sufficient power.

3 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

3 importance of respecting the arms of thstudy, it will be easier to successfulkeep treatment and v
comparison groupsitact until the followup survey

3 Thechoice of indicators for the study is criticaleach indicator should be measurable withe chosen Vv
data collection instruments.

3 Teams can refer tdmpact Evaluation in PracticéGertler et al. 2011 for in depth discussion ol Vv
appropriate identification strategies for impact evaluation.

3 Whendeciding orthe unit of randomization, teamare balancinghe power of theimpact evaluatiorand Vv
the risk of contamination acrosandomization units

4 The research protocol should contain all relevant information related to the protection of hu Vi
subjects,ncluding specific sampling criteria, informed consent and data confidentiality protocols.
The impact evaluation must be approved by an Institutional BoardPtliecipal Investigatoshould plan

4 for contracting this board to conduct the ethical review and approve the reseaniohn to the beginning v
of field activities.

4 A Projectimpact evaluationGantt Chartcan helpteams coordinateactivities and timelinedrom the Vv
project andfrom the impact evaluation
The impact evaluationteam should agreawvith Government counterparts what will be the policy

4 accessing the data from the impact evaluation. A writtélemorandum of Understandingan help \%
prevent misunderstandings

4 The decision between CAFE and fieésed data entry has major implications for the selection of Vv

survey firm and should be decided in advance of survey firm procurement.

XX




Module | Recommendatios Critical | Important | Nice to
have
4 Hiring a survey firm is a time intensive process, which typically reg@#&smonths and should b Vv
initiated in the early stages of project planning.
Depending on the situation and expertise in country, it may be preferable to hire one survey firn
4 would conduct both health facility and household surveys, or for $&parate firms. As a general eue \%
recommend that teams use a competitive selection process.
4 The survey management team should include a Project Manager, a Field Manager and a Data N Vv
during the full duration of the preparation arichplementation of the data collection.
4 Negotiations with thesurveyfirm require a clear understanding of budget and time constraints, wi Vi
have implications for field team composition and survey duration.
4 The survey firm should be supported from the early stagesiofeypreparation by a data quality exper Vv
especially in local survey firms with limited capacity.
The structure and quality of the survey instruments are crucial for data quality and comparabi
results across countries. We recommend that project teams use the RBF Facility and Hol
4 questionnairesas a basis. ThErincipal Investigatoof the evaluation should determine which module \%
are appropriate and which are not, and ensure key outcomes of intezastbe calculatedrom the
questionnaires. Teams should feel free to make the adjustments that they deem necessary.
4 The toolkitquestionnaires are meant to be comprehensiygeams may want to limit the number @ Vv
modules to limit the cost and time requirement for administering the questionnaires.
Community surveys can allow measuring infrastructures and existing support networks withi
4 community. They can also be used as a complement to household surveys, especially when ho \
surveys need to be drastically shortened.
5 The impact evaluation team and survey firm should define the protocol for uniquely identify, Vi
observations in the data bases, as well as linking across databases.
5 Theimpact evaluationteam should define the protocol for identifying the treatment and comparig Vv
areas within the databases.
5 The qualityand duration othe training of field teamsrekey to the success of data collection. v
5 While survey firms are in charge of data collection, impact evaluationteam should work with the Vv

survey firm to ensurappropriate and timelyeportingon field work.

XXi




Module | Recommendatios Critical | Important | Nice to
have
5 1 The research protocol and survey manusi®uld contain all the informationeeded by the wrvey firms Vv
to ensure data collection is conducted ethically and according to plans.
5 The safety and confidentiality of the data collected should be safeguarded carefully during data col Vv
and entry. Field teams should report alogistical or security challenge.
5 Theimpact evaluatiorteam should closely monitor the quality of data collection and data entry, and Vv
want to hire a data quality expert to help in this process.
Local survey firmsnay have limited capacityn data entry programming, entry and managemeiihe
5 Toolkit contains data entry forms for %o software that correspond to the household and health faci \%
questionnaires in the toolkit
5 It is preferable to enter the ata concurrently with fieldvork, rather than after its completion. \
i The TTL shouldlgn for and coordinate comprehensive and complete documentation ohpact
6 evaluationactivities. v
} Include updated Concept Note, Research Protocol, Questionnaires, Training Manuals, etc.
} Decideon what information needs to be removed for respondent confidentiality.
6 ThePrincipal Investigatoshould pepare (a) separate ID control file@hat establishes the link betweel Vi
the geographical ID codes and the field ID codes
6 ThePrincipallnvestigatorshould decide on any variables that cannot be released publicly (e.g. sen; Vv
personal information).
6 Gonfidential files(ID control file and other non publicly available data) should be stamed secure Vv
location, preferably a datanclave.
6 Impact evaluatiorteams should Bocate sufficienttime for documenting and uploading the data, in ord Vv
to guarantee data acces®ntinuity within the teamgase future data sharingnd analysiprocess
6 Impact evaluationteams should refer to the Memorandum of Understanding (or other data shg Vv
agreement) when documenting, storing and sharing the data.
7 Data analysts should keep a record of any alteration and statistical analysis perforriezidata. v
7 Theoriginal data must absolutely be kept intact. Any alteration must be saved as a different dataset v
7 Prior to baseline data analysite dataanalyst should refer to international and natiorgidelines on \4
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Module | Recommendatios Critical | Important | Nice to
have

how to calculate indicatorgeg. WHO)

7 The data analyst can help identiéyrorsthat occurred duringpaselinedata collection or entryThis can v
then allow for adjustments itraining and supervision durirfgture rounds of data collection.

7 Data cleaning analysisand dissemination of results take time. It helps to plan ahead in term v
manpower and funds.

v Expost power calculations are @art of the internal validity checks of thimpact evaluation If need be, Vv
they canrecommend ways to increase powat follow-up.

v The analysis should be developed keeping in mind the best way of ultimately disseminating resu Vv
informing policymakers.

7 Impact evaluatiordataare typically veryich: while analyzing the impact of RBF may be the primary ¢ Vv
other analyses can be conducted to inform policymaking.
Monitoring and documenting project activities are a crucial complement to the impact evalu

8 because they provide information on the actual interventions on the ground, and thereforehe Vv
intervention that is being evaluated.
Impact evaluatiorteams will want the program to identify two major risks to the impact evaluation:

8 compensation of the comparison group through an alternative intervention or program; and (2) imit \%

of the treatment by the comparison group.
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Module 1

Choosing Evaluation Questions

Impact Evaluation Toolkit
Measuring the Impact of ResulBased Financing on Maternal and Child Health
Christel Vermeersch, Elisa Rothenbihler, Jennifer Renee Sturdy
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Module 1. Choosing Evaluation Questions

Main Recommendations and Available Tools for this Module

Recommendations Critical | Important | Nice to
have

1 The relevance of thehosen policy/evaluation questions, both locadyd
globally, matters more than the number of questions addessaNot all Vv
dimensions of RBF can be exploiad singleémpact evaluationsoteam
will need to prioritize questions

1 Understanding whether RBF works is a first step. Understanding
reasons for failure or succes$the RBF progrars key toimproving itand \Y,
ensuringits sustainability.

I I g

9 1.01 Editable Graph for Theory of Change
9 1.02 Results Chaifemplate
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The Promise of ResuHisased Financing and the Evidence Gap

¢CKS 22NIR .Iy1Qa Hnannt 1 SIfGKEZ DbdziNAGAZ2Y | yR t 2Lz |
results and on strengthening health systems. A key objective in the HNP Strategy is to tighten the links between
lending and results through increasesdeuof Results Based Financing (RBF).

adza ANR GBS ounmnoi RS TatyypBgramwhatCewdds Nie delsery ai éhe dr &noraioutputs or
outcomes by one or more incentives, financial or otherwise, upon verification that the agreedesult has

actually been delivered. Incentives may be directed to service providers (supply side), program beneficiaries
ORSYIFYR &ARSU0 2N) 020K wX86 *SNAFAOFIGAZ2Y GKIG NBadz
perhaps for verification to be uadaken 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 assessmergt.

RBF in the health sector is viewed as a powerfulsii 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 (CCTingrograuman development
outcomes (Fiszbein and Schady 20883 quite some evidence on the impact of demaside vouchers for

health services (Meyer et al. 2011here is very little evidence available on the impact of sugplg RBF
interventions or noACCT demandide interventions on health indicators in ldmcome countries.In fact, to

date we are aware of onlp few casecontrolled impact evaluatios of prograns that provide financial
incentives to health care providers in low and middle incomentaes, though a number of other studies
present promising nomxperimental resultsThe boxes below present the abstracts from a few of those impact
evaluationsand evidence reviews.

Even though evidence is lacking for some types of RBF interventiahs, last five years, numerous countries
have started or scaled up these interventions. This offers a unique opportianitywest in rigorous and well
designed impact evaluations that document the extent to which hewdthted RBF policies are effectivare
operationally feasible, and under what circumstand@sth a wellcoordinated RBF impact evaluation agenda,
the evidence generated can be useddmyntries and donors tmake welinformed policy decisions

% 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 (20@bran et al (2006), and Perterson et al (2006).

1-3



Paying for performance to improve the delive of health interventions in low and middleincome countries: a Cochrant
Review

oBackgroundThere is a growing interest in paying for performance as a means to align the incentives of health work
health providers with public health goals. Howeu&ere is currently a lack of rigorous evidence on the effectivene!
these strategies in improving health care and health, particularly in dma middleincome countries. Moreover, paying fi
performance is a complex intervention with uncertain beaefhd potential harms. A review of evidence on effectivene
therefore timely, especially as this is an area of growing interest for funders and governments.

ObjectivesTo assess the current evidence for the effects of paying for performance on theiqwamf health care anc
health outcomes in low and middiecome countries.

wX8

I dzil K2 N&R Q O yerferdz®Vid2ngei base is too weak to draw general conclusions; more robust an
comprehensive studies are needed. Performance based fundingt ia uniform intervention, but rather a range ¢
approaches. Its effects depend on the interaction of several variables, including the design of the intervention («
receives payments, the magnitude of the incentives, the targets and how they asurad), the amount of additione

funding, other ancillary components such as technical support, and contextual factors, including the organisational
in which it is implemented.

Witter et al.(2012)



Performance Based Financingyidence from Rwada

oBackgroundEvidence about the best methods with which to accelerate progress towards achieving the Mille
Development Goals is urgently needed. We assessed the eff ect of perfoiinaaedepayment of healtbare providers
(payment for performanceP4P) on use and quality of child and maternal care services in{caadtliacilities in Rwanda.

Methods 166 facilities were randomly assigned at the district level either to begin P4P funding between June, 2(
October, 2006 (intervention group; 88), or to continue with the traditional inpdttased funding until 23 months afte
study baseline (control group; n=86). Randomisation was done by coin toss. We surveyed facilities and 2158 hou:
baseline and after 23 months. The main outcome messwere prenatal care visits and institutional deliveries, qualit
prenatal care, and child preventive care visits and immunisation. We isolated the incefditefrein the resource effec
08 AYONBlIaiAy3d O2 YhdasedbudgetybyhE av&age R4B pagndefts Magleltdditie treatment facilities.
estimated a multivariate regreson specification of the défencein-difS NSy OS Y2 RSt Ay @KA OK
regressed against a dummy variable, indicating whether the facilitgived P4P that year, a facilifixed effect, a year
indicator, and a series of individual and household characteristics. Findings Our model estimated that facilitie
intervention group had a 23% increase in the number of institutional delivertegareases in the number of preventi
care visits by children aged 23 months or younger (56%) and aged between 24 months and 59 months (1:
improvements were seen in the number of women completing four prenatal care visits or of children reoéiy
immunisation schedules. We also estimate an increase of 0-157 standard deviations (95% OI2B9R prenatal
quality as measured by compliance with Rwandan prenatal care clinical practice guidelines.

Interpretation The P4P schemnmie Rwanda had the greatest efft on those services that had the highest payment re
and needed the least efit from the service provider. P4Rdhcial performance incentives can improve both the use
quality of maternal and child health servicasd could be a useful intervention to accelerate progress towards Millen|
580St2LIYSyd D2Ffa F2NJ YFOISNYyIf FyR OKAfR KSIfiK®é

Basinga et al. (2011)

Performancebased financing; Evidence from Rwanda (Il)

GThis study examines the impact of performanaeeitives for health care providers in Rwanda on child health outcc
using a prospective quaskperimental design that was nested into the program-ooli. We find that the P4P scheme hac
large and significant effect on the weigfttr-age of children0-11 months and on the heiglibr-age of children 2419
months (0.53 and 0.25 std dev respectively). We attribute this improvement to increases in the quantitycbildvedire as
well as improvements in the quality of prenatal care. Consistent withcesimntheory, we find larger effects in aspects
service that are in the control of providers, and in those where the monetary rewards were higher. We argue that ch
provider effort were the main driver of the observed impacts. We find a 20 perdunttion in the knowledge to practic
efficiency gap for prenatal care. Finally, we find evidence of a strong complementarity between the P4P scheme
presence of higiskill health workers in the health centérs.

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

dn 1999, Cambodia contracted out management of government health services to NGOs in five districts that h
randomly made eligible for contracting. The contracts specified targets for maternal addehlith service improvemen
Targeted outcomes improved by about 0.5 standard deviations relative to comparison districts. Changemigetedh
outcomes were small. The program increased the availability -tfo24 service, reduced provider absence] arcreased
supervisory visits. There is some evidence it improved health. The program involved increased public health fundir
to roughly offsetting reductions in private expenditure as residents in treated districts switched from unlicense
sellers and traditional healers to government clirdics.

Bloom et al. (2006)

Incentivizing villages to improve health and educatiarEvidence from Indonesia

GThis paper reports an experiment in over 3,000 Indonesian villages designed to test thepmferofiance incentives i
improving the efficacy of aid programs. Villages in a randarhtysen onehird of subdistricts received a block grant
AYLINREOS wmMu YFEOGSNYFf FyR OKAfR KSIFfGK | yR SR dapdntidapanding
on performance relative to other villages in the subdistrict. Villages in remaining subdistricts were randomly assi
either an otherwise identical block grant program with no financial link to performance, or to a pure control \@fedipd
that the incentivized villages performed better on health than the-imgentivized villages, particularly in less develoj
provinces, but found no impact of incentives on education. We find no evidence of negative spillovers from the ione
untargeted outcomes. Incentives led to what appear to be more efficient use of block grants, and led to an increase
from health providers, who are partially paid fé-service, but not teachers. On net, betweenr739% of the total impaci
of the block grant program on health indicators can be attributed to the performance inceatives.

Olken et al(2011)

Incentives tied to provider performance Evidence from the Philippines

GThe merits of using financial incentives to improve clinical quabive much appeal, yet few studies have rigorot
assessed the potential benefits. The uncertainty surrounding assessments of quality can lead to poor policy ¢
possibly resulting in increased cost with little or no quality improvement, or mgggeartunities to improve care. W
conducted an experiment involving physicians in thirty Philippine hospitals that overcomes many of the limitai
previous studies. We measured clinical performance and then examined whether modest bonuses equal3gaifcent
of a physicia® salary, as well as systdevel incentives that increased compensation to hospitals and across grot
physicians, led to improvements in the quality of care. We found that both the bonus and-fystéincentives improde
scores in a quality measurement system used in our study by ten percentage points. Our findings suggest that whe
measurement is combined with the types of incentives we studied, there may be a larger impact on quality than pi
recognizect

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 re

oBackground: One approach to delivering health assistance to developing countries is the use of health \
programmes, where vouchers are distributed to a targeted population for free or subsidised health goods/s
Theoretically, vouchers are expected to ®sstully target specific populations, increase utilisation, improve qu:
enhance efficiency, and ultimately improve the health of populati@igectivesThe primary objective of this systemai
review is to assess whether voucher programmes thushdae been successful in achieving these desired outco
Methods: Using explicit inclusion/exclusion criteria, a search of bibliographic databases, key journals, and organi
websites were conducted in Septemhédctober 2010. Other search strategiused include bibliographic backreferenci
supplemental keyword searches using specific programme information, and contacting key experts in the field. A |
synthesis approach was taken to qualitatively summarise the identified quantitativeronatwariables in five categorie
(targeting, utilisation, efficiency, quality, and health impact). Using the direction of effect of outcome variables a
confidence in the study findings, the findings for each category of outcomes were aggregatessmmee to one of five
pre-established conclusion categories: (1) insufficient evidence; (2) evidence of no effect; (3) conflicting evidence; (:
evidence of effect; or (5) robust evidence of effect-@ohp and sensitivity analyses were also perfed. A quantitative
meta-analysis was not conducted due to the heterogeneous natures of the outcome variables reviewed.

ResultsA total of 24 studies evaluating 16 different health voucher programmes were identified in this review. The 1
from 64 outcome variables informed five main conclusions: (1) there is modest evidence that voucher progi
effectively target voucher for health goods/services to specific populations (based on four programmes); (2)
insufficient evidence to determinehether voucher programmes deliver health goods/services more efficiently
competing health financing strategies (based on one programme); (3) there is robust evidence that voucher proc
increase utilisation of health goods/services (based onpfd®jrammes); (4) there is modest evidence that vouc
programmes improve the quality of health services (based on three programmes); and (5) the evidence indic
voucher programmes do not have an impact on the health of populations (based omgianpmes); however, this las
conclusion was found to be unstable in a sensitivity analysis.

ConclusionsThe evidence indicates that health voucher programmes have been successful in increasing utilisation
goods/services, targeting specific pdations, and improving the quality of services. While these results are encour:
the subsequent link that voucher programmes improve the health of the population is not evident in the data ana
this review. The methodology used in this analgmwvs policymakers to synthesise evidence from heterogeneous st
and therefore include more data than could be used in a standard-ar&ysis. However, vouchers are still relatively r
and the number of published studies evaluating voucherdinsitation. Future reviews using this methodology can comp
health voucher programmes to competing financing techniques and incorporate new evidence on voucher progran
evaluations currently underway; however, the synthesis tools used in this/revirild be validated.

Meyer et al. (2011)
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What is mpactEvaluation?

Impact Evaluations are part of a broader agenda of evidérased policy
making. In a context in which policy makers, donors and civil society
demanding results and accountéityi from public programs, impact evaluatio
can provider robust and credible evidence on performance and, crucially
whether a particular program achieved its desired outcomes. Globally, img
evaluations help build knowledge on the effectivenessrofjpams.

Impact evaluation is one among a range of methods that support evideris B
based policy. Other methods include monitoring, process evaluations, qualite
assessments and costing. Impact evaluation is particular in that it seeks to a
the changs in wellbeing that can be attributed or are caused by a particul
program or policy. Unlike monitoring and evaluation, impact evaluation Is
generally structured around one type of questidvihat is the impact (or causal effect) of a program on an
outcome of interest?n contrast to before/after comparisons and simple emkr satisfaction surveys, impact

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

Why BEvaluate RBFPrograms?

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 waty of questions, such as 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
effectiveone?

An impact evaluatiorof a country RBF programprovides evidence on wdther that particular intervention

worked inthat 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 RB 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 secés 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.

% This section is based heavily on chapter Ingpact Evaluation in Practi¢&ertler et al. 2011). Please refer to this manual
for a more extensive discussion. The book can be downloadetvat worldbank.org/ieinpracticéree of charge.
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2012/03/15
Country SpotlightMotivation for Impact Evaluation
Nigeria: Showing Results to Lerage Fundiné

Dr. Pate:In my previous office, as Executive Director of the National Primary Health Care Development Agency (M
cwhich is a federal parastatal agency responsible for primary care delivery across all 36 states iq iNigasalearthat

more resources and innovation will be required to put the health MDG targets back on track in a country that
population of close to 150 million people and has some of the worst MCH indicators. Since the NPHCDA is mar
provide coverage t@veryone for all essential care and the health MDG targets are heavily driven by the strength
primary delivery system, we knew that innovations, which would lead us to more effective care and efficient

resources were needed to propel the cdnntoward better maternal and child health outcomes. However, no matte
we sought support for increased domestic budget allocations to the primary sector or sought funding from develc
agencies, we faced the same questian€ould we show results2ould we show impactCould we prove that we wer
getting good value for the money, whether it is from a domestic or international soweesbon realized that we neede
credible results for government budget allocations and official development assestauinich included loans and grant
The need for solid evidence and results has increased for both governments and donor agencies because c
pressures and fiscal strains during the economic crisis

Determining EvaluatiorQuestions

The initialstep 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 hypeses 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 th
logic of how and why a partitar project, program, or policy will reach its intended outcomes. A theory of change is
underpinning of any impact evaluation, given the caase-effect focus of the research. As ®wof the first steps in the
evaluation design, a theory of changenchelp specify the research questions. Theories of change depict a sequet
events leading to outcomes. They explore the conditions and assumptions needed for the change to take plac
explicit the causal logic behind the program, and map the @ginterventions along logical causal pathways.

Gertler et al. 2011

* For the full interview, please see country spotligght Nigeria_Motivation for IEan interview with Dr. Pate
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Theory of Change for Resullmsed Financing in Health

w. C AYUISNBSyilAz2ya 62N)] 6AGKAY GKS O2dzyiNEQa KSIf 0K
circumstances. Accoiagly, impact evaluations need to be tailored to the particular intervention and start from
GAYAaARS (KS2W. € 60K | 02 dzCéuBtiEy préjectldidsi®yrdaNd: IEteams should work together

to identify thedesign elementsf the RBF interventin(s),the policy questions that can be answered through an
impact evaluationas well agsi KS 02 dzy (i Ndneng thdsBNduestiahsindhSvathe IE can contribute to

the current international knowledge gap on RBF.

In this toolkit, we outline some pasA 6f S G KS2NASa 2F QKAPVAEDSDANITW2E
distinguish betweenPerformanceBased Financing (PBF), PerformaBesed Contracting (PBC), Conditional
Cash Transfer (CCTi)-kind Transfersand VouchersWe will only discuss theoeof change fothese RBF
interventions, rather than Outpubased 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 beeholds?

Are payments made to individuals or to groups of individuals?

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

Are paymentgo providerslinked tothe quantity ofservices provide®d

Are payments to households linked to wdtion of health services?

Are paymentgo providerslinked tothe quality ofservices provide®

Does the RBRechanismintroduce or strengthen supervisioor monitoring of, or feedbackto service
providers?

1 Does the RBmechanismincreaseautonomy of decisiofmaking at the level of th@rovider orat 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 d¢tivels?

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 pallel interventions being introduced at the same time as performapaesed financing,
such as training of providers or information to communities?

=A =4 =4 4 -4 4 A 4

= =4 =4 4 =4

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-siaepRBF program that pays health
centers bonuses that depend on the quantity and quality of care providéal first outline a model of how
providers may react to a payment formulaat 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 likinfang provider payment to quantity.
Similar graphs could be made to outline the theory of change for other key design elements in the ptégram.
simpler way to depict the theory of change would be through the use of a simple results chain that litks inp
and activities with outputs, intermediate and final outcomes.

2012/06/13
Country SpotlightTheory of Change
Rwanda PBF (P4P) Program

Adapted fromGertler and Vermeersch (2012)

Payment scheme:
The [Rwanda PBFcheme pays for 14 maternal and child healthcare services conditioned on an overall -
quality assessment score. The formula used for payment to faidilitmontht is:

Payment = aa Py 03Q with 0 ¢@Q 1

where B, is the payment per service unit(e.g. mstltutlonal dellvery orhsld preventive care visithJi; is the number of
patients using service j in facilityn periodt, andQ; is the overall quality index of facilityn periodt.
wX8

Behavioral model:

@ Xwie use a simple behavioral model to hypothesize how the ahimion of P4P would likely affect medical cz
provider behavior. We have in mind a rural clinic that is staffed with 4 to 6 medical providers with no close sub:
locally. We assume for simplicity that a facility acts as one single deamsiker that we call the provider. Key to thi
RA&d0OdzaaAzy Aa (GKS LINRPGARSNRE 202SOGAQBS FdzyOlrazyod 28§
as well as the income they earn from the services they provide to treat patients. We takaciciwunt this ethical aspect ¢
preferences by assuming that providers treat all patients who show up for care and provide them with at least a mi
level of care as defined by their ethical standards.

We begin by considering the case where the figcidi paid a fixed amount for staff costs and has a fixed budge
non-personnel costs, and assume that the Aoersonnel budget cannot be reallocated for staff costs. In this case, s¢
more patients and providing them with better care does not afféck S LINE2 GA RSNDR&a Ay O02YSo
patients who show up and provides them with the minimum level of care.

¢tKS tnt aA0KSYS AYyiNRBRdzOS& | yS¢ RAYSyairzy G2 (K¢
income to the povision of certain services and to quality of care. For simplicity, we assume that the provider all
effort to two types of patient services (e.g. prenatal care and delivery) and quality of care. Taking into account tt
structure of the P4P fonula, we can write the new profit function as

V=1 gRU,(e) RU,( 9 @ e ) @3)

® An editable version of the graph is available in tbOll Graph forTheory of Change

® More information can be found in the tod.01aRBFndicators. A Powerpoint®© template for a results chain is provided in tdoD2
Results Chaiffemplate.
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wherel is the fixed salaryRis the P4P payment for servigeJ;is the total quantity of serviceprovided to patientsQis the
overall quality of care, and(*) is the cost of effort. Recall the tiéQ & | NBE A & (i R arkinflex €onsirtictc
based on the items in Table 2.

The provider chooses effort levets and &, to increase the quantity of services provided above the minim
levels necessaryottreat patients who show up, as well as eff@gf to improve the quality of care above the minimu
ethical standard$.The service production functiorid(.) and the quality production functio®(.)are increasing in effort.
but at a decreasing rate. Filty, the effort cost functiorC(.)is a function of total effort (i.e.24 .6.g) and is convex.

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

RUS(&) = PU(&) =6RU, (8) + PV, (6 )i{e) =C4e) @

Note that the marginal return to effort supplied to each service depends not just on itspoie@ but also on the price o
the other service, as does the marginal return to effort supplied to quality depends on both prices. Hence, an inci
any of the two prices always raises the return to effort supplied to quality. Effort supplied toingytfises the margina
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:

% = E (5)
Uge) PR

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

Economic Predictions:

We can dscuss the likely effects of introducing P4P in terms of a comparative static of price increases, wher
original level ofP and eare close to zero. Consider an increas@inthe payment for service 1. This will raise the margi
revenue from suplying effort to service 1 and to the provision of quality, and therefore is an incentive to supply
effort to that service and quality. Because the increased effort raises the marginal cost of total effort, the provid
reduce effort to service 2As a result, the increase in effort for service 1 and for quality comes at the cost of both re:
effort for the other service and reduced leisure. Hence, while the total amount of effort increases, the relative allofa
effort increases to servicé and quality and falls to service 2. If the price increase is large enough, the optimal
allocated to service 2 will fall below the minimum ethical constraint and, as a result, the constraint will bind.

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

Hence, the effect of the introduction of the P4P payments depends not only on the relative payment rate
also on how hard it is to increase the levels of services. In general, we argue that it takewonlort® increase service
GKFd RSLISYR 2y LI GASyld OK2A0Sa GKFry &aSNWAOSa GKIFG |

"In this vay, we effectively normalize the minimum effort levels to zero.
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to convince a pregnant woman to come to the clinic for prenatal care than give the women a tetanus sbshens there.
Hence, even if payments were equal for an additional patient visit as for a tetanus shot, one would expect to se
increases in the number of tetanus shots (which is under the control of the provider) than in the number of vib&s
facility (which is largely under the control of the patients). Moreover, we argue that initiation of care takes more ledfor
its continuation. For example, it will take a provider substantial amounts of effort to go out to the community tc
pregnant women, especially in the first trimester of pregnancy, and bring them in for prenatal care. By contrast,
relatively easier task to use an existing prenatal care visit to lobby women already in prenatal care to deliver intthe fi

The previous discussion assumes that the prices of the services enter in the profit function in a simple
fashion as presented in equation 2. In reality, the payment scheme is more complicated and the services listed in
are made up of both primaryeasons to visit a clinic as well as services provided conditional on such a visit. While tt
aluQasz G(GKS aSNBAOSAE LINEPJARSR R dzNAMoRoveérKHe pagheabial seeirlg & paflent
depends on the services providauring that visit. Consider the payment for prenatal care. Providers receive $0.1
every pregnant women who starts prenatal care, an additional $0.37 if the women completes at least 4 visits, an ac
$0.92 if they give the patient a tetanus ghand malaria prophylaxis during a prenatal care visit, and an additional $1
they assess the delivery to likely be risky and refer the mother to deliver at the district hospital. Hence, payme
prenatal care depends not only on the number of gmant women coming for care and the number of times they visit,
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 discu
provider wil receive $0.55 for four prenatal care visits of low quality versus $1.47 for providing high quality. If the pr
detects a higkrisk pregnancy and refers the woman to the hospital for delivery, payments for thisghigjity care even
increase to $3.8. In the case of growth monitoring, the payment to the provider is $0.18 per visit plus an additional $
the child is malnourished and she refers her to the hospital for treatment. Since 45 percent of Rwandan children un
five have moderate amnic malnutrition, and 19 percent have severe chronic malnutrif’lc(mstitut National de la
Statistique du Rwanda and ORC Macro 200& expected payment for a high quality growttonitoring visit is quite high
Overall, the incentive structure focusenot just on treating more patients, but on providing more patients with hig
quality of care; this happens through both the multiplicative scaling faQ@nd by direct payment for content of car
services in th&JQ a @

Empirical predictions:

This discussion provides us with a number of empirical predictions. First, increases in payments will b
effective for services for which the relative price increase is highest and for those that have the highest relative n
return to effort. Seond, increases in payments will not necessary increase all services. There may be no effect on
for which payment rates and the marginal return to effort is low. Third, payment rate for a service depends not only
number of patients treatedbut also the content of care provided during a visit and it is this payment rate that matter
the allocation of effort. Finally, we expect the introduction of P4P to increase qu@lithe multiplicative factor in the
payment formula.

& Moderate (severe) chronic malnutrition correspondsheightfor-age below-2 (resp.-3) standard deviations from the median of the
reference population(Institut National de la Statistiqudu Rwanda and ORC Macro 2006)
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2012/06/13
Country SpotlightEfficiency 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 u
full ability (knowledge). There indeed evidence of this efficiency argument as provider deliver of clinical services ¢
prenatal care is substantially lower than their knowledge of appropriate clinical procedures. Recall that provid
average know 63 percent of appropriate procees, but deliver only 45 percent. This leaves an 18 percentage |
RATFSNBYOS 06Si6SSy (y26ftSRIS IyR LINIOGAOSd LT S 02
then one can interpret the gap between knowledge and practisea measure of technical inefficiency. The P4P incen
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 |
CPG recommended clinical sendciat the provider knows and the vertical access represents quality delivered a
share of prenatal CPG recommended clinical services actually provided. Tlieeds the production possibility frontie
(PPF) where providers deliver clinical quatifye to the best of their knowledge. If providers deliver a quality of care be
their level of knowledge, then they would be ii@ming inside the PPF. The vertical distance between the frontier anc
performance point is a measure of technical iné&icy.

We also included in figurd the actual performance curves of the providers in our data set. The curve:
bivariate nonparametric regressions of quality against knowledge separately for treatment and comparison grc
endline. Notice that bothines are well inside the PPF implying substantial levels of technical inefficiency at all skill le
addition, while the performance curves are upwards sloping, they are flatter than the PPF. This implies tha
knowledge improves performancehé efficiency gap increases with knowledge. Finally, the performance curve fo
treatment group is above and steeper sloped than the curve for the comparison group. This implies that P4P redt
efficiency gap and reduces it more for more skilledyders.

We now estimate the order of magnitude of the impact of P4P on the efficiency gap. We measure the eff
gap as the share of CPG clinical services the provider knows minus the share of CPG clinical services delivered. W
P4P reducethe efficiency gap by 3.5 percentage points or about 20 percent of the gap on average (Table 9 Model 1
we control for provider knowledge, the effect of PAP on efficiency increases slightly to 4 percentage points (Table !
2). In this model higer knowledge is actually associated with a larger efficiency gap. In other words, while incree
provider knowledge improve the quality of care, the improvement in quality is less than the improvement in know
Finally, we estimate that P4AP has ach larger effect on efficiency for more knowledgeable providers. We find no incr
in efficiency for providers below the knowledge median, but we find a 6 percentage point improvement among prc
above the knowledge median (Table 9 Model 3).

Table9: Impact of P4P on Efficiency Gap (Knowlegi@Qeiality)

b v;_u o b P-Value b V:I-u .
P4P (=1) -0.035 0.00 -0.04 0.03 -0.02 0.24
Knowledge ZScore 0.16 0.00 0.21 0.00
P4P * Knowledge in Top 50% -0.06 0.01
N Observations 3709 3709 3709

Notes: PValues are for onsided tests of the null hypothesis that= 0 and are calculated based on a WILD bootstrap with
draws.
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FigureA: The KnowledgdPracticeEfficiency Gap for Prenatal Care in 2008 FoHopv

Technical Inefficiency

1

Practice
.35 .4 .45 5 55
|

Control facilities
Treatment facilities

: T T I
.55 .6 .65 g 75 .8
Knowledge

Notes: The horizontal axis is Knowledge expressed as the percentage of protocol items correctly identified by the
during the administration of the vignette. Thertical axis is the percentage of protocol items that were delivered dul
prenatalcare, as reported in patient exit interviews and in household surveys.
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Figure4: An Example of a Theory of Change for Payment to Providers
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2012/06/13
Country SpotlightA behavioralmodel for the provision of targeted versus nottargeted outcomes
Cambodia Contracting Approach

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

a ! | 2 £ -WMidglomMPLI91) framework suggests that contracts linking incentives to the 8 targeted outcomes will |
better performance on those measures, but how it affects other outcomes depends on whether effort dir¢rtse abr
targeted outcomes is a complement or substitute with the targeted outcomes. Either scenario is plausible. For ex
could be that the incentives provided to the contractor cause contractors to create incentives for health workers tc
absence from the facilities, and that this is complementary with providing other types of care. On the other hand, 1
might shift resources away from unmeasured care to targeted outcomes.

We will formalize this idea in a simplified HolmstrMilgrom (1991) framework. Suppose there are two health outcon
The agent has control over two kinds of effort that are costly to exert. Suppose only one of the outcomes is con
Denote the outcome€andNCand the effort type®; ande, and let them be produced as follows

C=f(ey,e) te

NC=g(ene) +h

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

u(w,e,e;) = w- c(e,€)

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

wl'h B®

¢CKS 3SyiQa FANRG 2NRSNJI O2yRAGAZ2YA | NB
Q

Note that the functiong(e;,e;) does not appear in the first order conditions. The agent chooses effort only according
tradeoff between the cost of effort and the marginal increase in C output that results from effort. IncrBagilh¢gypically
increase C, but may increasePS ONB | &S b/ ®é¢

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, theranareetheless a number of evaluation
guestions that are being addressed in a number of different evaluations in the fifRd€ed impact evaluation
LINEANF YO LY GKS F2ftf29Ay3a aSO0GA2yazr Ofl aaA¥Te aeK24asS
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y2i yS$0SaalNAte aSlidSyidrlte 2KSy OK22aAy3 AYLI OG &
following: not every IE needs to address every evaluation questiavhat is more important is whether the
chosen guestions are relevant, botrchdly and globally.

First Generation Questions: Does RBF work?

l'a YSYUA2ySR 0St26> AYLIOG S@OIfdzr GA2Y LIzZNILIR2NI & G2
2T GKS AYGSNBSyYy A2y Th st fetaiabcdof hcy oieBiondty e SddRsséd oy IEs

relate to determiningwvhether or not healtkrelated RBF works, to what degree and in what contextén short
DoesRBFwork? Ly GKAa Ol aS53 ditosmesfintedd® aSOSNIt asSia 27

Quantity of health services deliveredMost existingRBF interventions are designed to increase utilization of key
health services for maternal and child services by providing additiomalis payments to providers and/or

users. These services typically includereventive health care, such asnmunizations, prenatal care,
institutional delivery, or bedhet distribution. We can measureervice delivery at the providdevel, as well as at

the populatiorrlevel, independently of whether we are evaluating supgitye or demanekside interventionsFor

example, we can measurnedicatorssuch as the number of prenatal care visits, institutional deliveries, and
growth monitoring visits using health facility survey da@n the side of the user, we can compute the
probability that a woman will have 4r@natal care visits, the probability that she will deliver in a health facility,

2N GKS LINRPoloAfAdGe GKFdG F OKAftRQa 3AINRGGK KFa o0SSy v

Quality of the services providedThere is a concern thdtonuspaymentsto providersto 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 reasmmuspayments are typically tied not ontg the quantity

of services, but the quality of services as walhether or not payments are tied to quality,i# cruciafor the IE

to measure whether the RBF mechanism affects quality, either positively or negatively. Globally, this type of
evidence vill help us understand how timcreaseboth the utilizationand the qualityof 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 ingye the health status of the population. Most existing
RBF interventionare 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 inglisatth as
nutritional statusare observablehrough anthropometric measurements and/anemia testing

Resource management at the health centeRBFis typically featured as a measure fbealth systems
strengthening. For this reason, one key policy gioests how the RBF intervention(s) impact financial, human
resources, equipment and drug supply management at various levels in the health system.

Non-RBF services deliveredt is also important to measure any externalities, positive or negative, assdcia
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 ofRBFR services. For this reason, tReshould capture
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information on noARBF svices to identify if there is any shift in quality and quantity of +RBF services as a
result of the RBF intervention(s).

Equity of service deliveryand utilization: There are several potential ways through which RBF may affect the
equity of service detery.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 owtf-pocket payments (formlaor 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.

Gal NJ S i éinntdy m&addes, Nouseholds have a choice as to whinbiger 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 abla to use
private provider. In addition to the publgrivate 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 RBfor several reasons:

1 Take for example the case of a suppige RBFprogram thatexplicitly rewards public providers
for the services they provider the case of a demarglde program that gives women vouchers
to attend public providers. In both cases increase in the quantity of services provided by
those public providers is not sufficient forove that service levels overahave increasel.
Patients may have switched from private providers to public providers. One could even imagine
situationswhere overall service provision goes dowsay for example, if private providers go
out of business and the public providers do not fully take over the patient lisadsthe private
providers Household surveys allow us to measure whether service poovisierall went up if
they ask for utilization of services froafi types of providers.

1 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 wheregteivproviders provide
better quality care than public providers. If (demand or suggitie) 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 care with RBF than without RBFo measure
whether this happens, one would nesdme measure of quality of care at the population level
This could be donehrough household surveyshough measures of quality of care from
household surveys may suffeofn recall bias. Alternatively, one could field a survey to measure
guality in arepresentative sample of public and private facilitibewever, one would also need
to have a measure of patient loads in both types of facilities in order to estimate thage/e
level of quality for the populationMeasurement can get very complicated if there are many
different types of providers.
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Income effect or incentive effectPaying performancbéased payments to health care provider or behavior
dependent transfers to tuseholds can potentially have two effects. The first effect is theadledresource
effecCi K G O02YS&a FTNRY G(KS FILOG GKIFIG GKS LI &@ySyliThe Ay ON
second effect is thencentive effectwhich stems from linkig the payments to behavior or performance, as
opposed to lump sum or unconditional payments. The relative size ofdbheurceand incentive effects is
important for policy making: if theesourceeffect is very large compared to the incentive effect,rthiewould

probably be cheaper to increase the amount of resources without linking thepetimrmance orbehaviors.

This way, one could avoid the often expensive verification activities that are necessary when making payments
based on performance or behiavs.

The existence of the resource and incentive effects has implications for impact evaluation. Say for example that
the treatment group receives performandmsed payments while the control group receives nothing. By
comparing those two groups, the irapt evaluation estimates the resource effect and the incentive effect
togethed LG A& y20G LIRaaArotsS (G2 1y2¢6 o6KIG GKS AyOSyidAgds
whether the cost of verification was a worthwhile expense, or whetheratild have been better to distribute

the resources without putting performance conditions. By contrast, take an evaluation where the treatment
group receives performandeased payments while the control group receives the same amount of money (on
averagef o0dzi y20 fAY{1SR (2 LISNF2NXIYyOSed Ly 20KSNJ 62NRaA
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 groapd 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 SpotlightResource versus incentive effect
Rwanda PBF (P4P) Program

oBecause our aim was to assess the effect of the incehtized bonus (P4P) scheme separately from the effect ¢
increase in financial resources, the amount of resourceshfintervention and comparison facilities had to be h
constant. Traditional inpubased budgets allocated to the facilities in the control group were increased by the av
amount of P4P payments that facilities in the intervention group receivedy e¥emonths during the 2fonth

assessment window.

Basinga et al. (2011)

In addition to answering th@bove listedquestions, a crucial element of determining the effects of RBF is to
disaggregate impacts by the characteristics of providers and beneficiaries. These include:

° The resource effect is sometimes also called the income effect.
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Provider characteristicswe would also like to disaggregate the impactshef RBF interventin(s) based on the
LINE @A RS Nand knowmietge iévelg@onomy,type of ownership gublic/private), etc. This allows us to
determine if the impacts of the RBF interventiords} greater for:

9 Highlyskilled staff versusbser skilled staff
1 Providerswith more autonomy versus less autonomy
1 Public facilities versysrivate 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 highergebae 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 characteristicsWe 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 versusder women
Youngerchildren versus older children
Wealthier hougholds versus poorer households
Rural howseholds versus urban households

= =4 =4 =

Second Generation Questions: How can RBF work better?

As RBF is introduced in more settings, a humber of common dasidimplementation challenges confront
Governmens, international agencies and implementing partne8sakeholders are finding is not enough to

know whether or not RBF works, but also how to maximize the impacts of RBF. Impact evaluations can be
desigred to address some of these core questions related to RBF design, including:

What are the rightlevels of reward® What type ofreward should be introduced (cash vs.-kimd)? What
amount ofreward is mostcosteffective at improvingoutcomes? What are the righieward levels for each
indicator selectedWhat are the right indicators tdrigger reward® Can we come up with a formula to
determine the level of payments per service?

Who should be incentivizedh supply-side interventiors? Should the payments be introduced at the national
levelor the subnational level?Should payments be made at the facility or provider lexgi®uldpaymentsbe
introduced at the hospital level or at the primary health care level?

Who should be incentized in demandside intervention® Should the paymentsewards be targeted
according to socieconomic criteri& Are payments best made to household heads, women, men, chitddren
Should monetary rewards be distributed in cash or through bank accounts?
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How do we reduce reporting errors and corruptionWhat is the optimal intensityand frequencyof data
verificationand data counterverification?What are the most effective sanctions against incorrect reporting or
corruption?

How does provider knowledge affec¢heir reaction to performancebased rewards®o higher skilled providers
respond betterthan lower skilled providers¥Vill capacity building (such as training activities) improve provider
responseHow much capacity building or4eaining is optimal?

What are the key organizational building blocks to make RBF wavRat is the right level of autonomy over
use of funds, hiring, procurement, ekcWhat is the most effective ownership structure (public vs. private vs.
NGO)?

The HRITH#unded Evaluation Porthlio

Country research questions on RBF contribute to global knowledgee HRITF finanséempact evaluations are
designed around a common research agenda M8 i K2 R2f 238> gKAES &AGAff 0SAy
specificities, operational objectives @mpolicy interests. The combination of results from various countries and

RBF approaches will create a unigwemprehensive assessment of RBF that explores multiple dimensions
regarding what RBF is, how it is implementaddwhat behavior and outcomestitiggers

Impact evaluation questionsWhile 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
insightinto a specific dimension of RBFioto a specific type of RBF intervention. Some countries evaluate the
impact of supply versus demasside payments; the impact of differential incentive levels; the equity aspects of
RBF; etc. This will contribute to bgidg the global knowledge gap, not only on whether RBF works, but also on
why RBF works or doe®t, and what the drivers of RBF success (or failure) Bable2 indicates the focus of

S OK O2dzyiNEQa S@lfdzZ GAZ2Y D

Outcomes of interestMost impact evaluations financed by HRITF have a common focus on maternal and child
health. Within ths umbrella, countries focus on specific aspects, such as family planning, Prevefriitmther-
To-ChildTransmission (PMTCT) of HIV/AIDS, or esesBonal issues such as enftpocket payments for
healthcare or staff motivatior few of the operations being supported look at RBF and NCDs in an effort to find
lessons that are applicabl® MCH and nutrition. For examplehd Karnataka evaluation focuses on RBF
payments forthe treatment of cardiovascular and canceonditionsat the tertiary hospital levelln addition,

the Turkeyprogram assessmeribcuses on detection and control of thetes and hypertension at the family
practice level.

Table3 below presents the variety of outcomes of interest by country.
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Table2: Interventions Evaluated, by Country

9@l fdzZt §S GKS AY

Countries

Supplyside RBF payments

RBF and training of providers
Additional financing

RBF for quality of care
Differential incentive levels

Enhanced monitoring and
supervision

RBF for hospitals
Demandside RBF payments
CommunityBased RBF
Other or TBD

Afghanistan, Argentina, Benin, Burkina Faso, Cameroon, CAR, DRC, India,
Lesotho, Nigeria, Rwanda, Turkey, Zambia, Zimbabwe

Zimbabwe

Zambia, Zimbabwe

Afghanistan, Benin, Cameroon, Kyrgyz, Nigeria, Zambia
Argentina

Argentina, Kyrgyz Republic, Cameroon, CAR

Kyrgyz, Argentina, India
Rwanda
India, Rwanda

Burkina Faso, Lao, Liberia, Sri Lanka, Tajikistan

Table3: Outcomes of Interest, by Country

Outcomes of interest

Countries

Maternal Care (Quality/Utilization)

Family Planning

Child Health Care
(Quiality/Utilization)

Quality of Care

Out-of-pocket Payments
Tuberculosis, Malaria, HIV/AIDS

Staff Motivation
Non-communicable diseases

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

Afghanistan, Cameroon, CAR, Ethiopia, Lesotho, Rwanda, Zambia, Zimbab\

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

Afghanistan, Benin, Burundi, Kyrgyz Republic, Lesotho, Liberia, Zimbabwe

Afghanistan, Benin, DRC, India, Tajikistan, Zimbabwe
Afghanistan, Benin, Liberia, Nigeria, Zambia, Zimbabwe

Benin, DRC
India (tertiary care), Turkey (prevention)
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Module 2. Building the Impact Evaluation team

Main Recommendations andvailable Tools for this Module

Recommendations Critical Important | Nice to
have

I Team member(s) primarily responsible for project design

implementation €.g. the TTL) should not serve as thprincipal v
investigator.
1 The principal investigator and evaluation coordinator play a crucial ro v

supervising the survey firm(s).
1 Local research counterparts can greatly contribute to the success ol

impact evaluation, because tliecan bringlocal knowledge andoster \%
country ownership of the program.

1 Teams should assess local capadily conduct surveysand identify
whether anytechnical supportwill be needed to ensure the quality of \%
surveydata.

1 A data quality expertcan helpset up the rightinitial conditions for
ensuring thequality of survey data before the survey firm goes into t

field. A localsupervisor carverify the data quality assurancerocesses v
during the implementatiorof the surveys.

1 Qualitative andcost effectiveness analysisan add great richness an Vv
granularity to the questions that thienpact evaluatiorwill answer.

1 Impact evaluations involve several rounds of sophisticated dagagood
data analyst will help the team manage and analyze the data quickly \%

reliably.

1 While power calculations can be the responsibility of the princ
investigator,a power calculation experhayhave more time and expertis \%
to dedicate to this task.

. . . . .

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 Costanalysis Expert TOR

= =4 =4 -4 8 8 8 _a 9
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An importantattribute for a credible evaluation is that there are wonflicts of interest for the evaluatordn
other words,the evaluators musbe sufficiently separated from the program implementafewever it is often
difficult for an impact evaluationo be completely divorced from the operational rules of the program, because
it is the rules of the program that determinamong other thingsihere the comparison group is going to come
from.

In light of this difficulty, weecommendthat the designandimplementationof the impact evaluatiorand the
analysiof data should be&onductedby a team that isufficientlyseparate fronthe teamthat isresponsible for
the design and implementatioof the project However theseteamswill still need to work together in order to
ensure that

9 The priority policy questions for theespectivecountryare integrated into the impact evaluation

1 The IE and poject activitiesare properly timed (a. the baseline should be completed before the
intervention starts)

1 The implementation of the intervention concurs with tiselection of treatment and comparison groups
for the impact evaluation strategy

An |IE team typically consists of eombination of fulltime and parttime staff basedboth locally and
internationally. The IE team usually consists of the following members

Principal investigator (PI) an@ relevant)CoPrincipal InvestigatofCoPlI)
Evduation CoordinatoEC)

Data analyst

Data Quality Expefs)and potentially External Supervisor

Power Calculations Expert

= =4 =4 4 =

The IE Tearfor the projectmay also include:

1 Qualitative Research Expert
9 Cost Analysis Expert

Terms of Referenctor 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-Bsiccipal Inestigatoss in the evaluation,

and gradually increasing their skills. Local participation can increasatry buyin, local knowledge and
ownership of the programand result in a whkwin situation.

It is important to emphasize that communication amongrteenembers 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 Spotlightimplications of team building and reporting othe implementation ofimpact evaluation
Democratic Republic of Congo Health Sector Rehabilitation and Suppoject (HSRSP)

At the early stages of the impact evaluation afai a significant portionof baseline data collection, the Princip
Investigator (Pl) of the IE team and the projectsialeam Leader (TTL) were not based in 3DR@nkeimatiokal
consultants were in charge of leading the sampling and randomization on the one hand, and the preparati
implementation of data collection on the other hand, with only a fewgsions on thground and no contacts with the PI
and the World Bank Team in DRQutside from the team, the communication between provincial authorities and
project and IE teams was also lackiBgcause of the team turnover and lack of presence on the groundstimeey firm
lacked training, supervision, verification and quality control dufielgiwork.

[To respond to these issuesliter the completion of baseline data collectioa, Xtlie new TTL of the project appointed
new Principal Investigatoand cePrincipal Investigatoin order to analyze the baseline data and prepare for the follgowv
survey The Principal Investigatoand cePrincipal Investigatowere not based in DRC, but they appointed a resec
assistant (RA), based in Lubumbashi full titoehandle day to day activities of the #d understand practical challenge
to address in gostconflict setting The RA wathe focal point of activities on the grourehd gwve regular feedback ttE
team membersoff the ground. The RA was also ableutwderstand several challengeslied to program implementation
The whole team emphasized communication between team members

Local continued presence of IE team members istkethe success of the IE. Having at least on@mocipal Investigator
evaluation coordinator or research assistant on the ground, especially during data collection activities, is an e;
valuable strategy.

A common issue encountered during impact evaluations is the lack of communication between IE and projedthis:
can clearly jeopardize the validity of the World Bank Task Team Leaders muaséke a point in bridging the informatiol
gap between both teams, arfdcilitate collaboration between operational and IE teams

It is important to clearly define the rolef each team membeiTerms of reference should include all activities a teg
member is expected to endorse, and reporting modalitiesthe TTL and/or the teant XT0'Ls are in charge of ensuril
each team member has the capacities to fulfill those teofreference, and training them if not.

Full story available: see Country Spotlights section of the Toolkit

In the following section, weetail the roles and responsibilitieshat we believe thdlifferent possiblemembers
of the IEteamshould have:

Principal Investigator

The role of the Principal Investigatds to provide technical leadership on the IE design, methodology and
analysis, as well as overalanagement of the study. The Principal Investigédors the evaluation t@ountry-
specific onditions, while keeping in mind the objectives of the global RBF IE program.
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The Principal Investigatoworks with the project TTL and Government counterparts in order to ensure that
the IE design and implementation are integrated with the ralut of the RBF interventionAs discussed
above, for an evaluation to be credible, the evaluators must be sufficiently separated from the program
implementers. Therefore, and barring truly exceptional circumstances highly recommend thathe TTLof

the projector other team member(s) primarily responsible for project design aswpervisionshouldnot serve

as theprincipalinvestigatorfor the impact evaluation

Table4 outlinesthe estimated time commitment for a principal investigator.

Table4: Estimated Time Commitment for a Principal Investigator

Activities Working Days

ImpactEvaluation Design and Discussions with Key Counterparts (includes at least one mist 30
country)

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

This time commitment estimate is based on the assumption thiecial Investigatorwill collaborate withan
Evaluation Coordinator (see belowg) provide dayto-day assistance to the survey firm during data collection
preparation, field work, entry and analysis. some cases, Principal Investigators may not be able to commit
sufficient time and attention to aevaluation on their own, and witleed topartner with another investigator as

a coPrincipal Investigator (eBl).

We recommend thathe Rincipal Investigatoshould haveat leastthe following qualifications:

1 PhD in relevant field, preferably economarshealth policy.

f Minimum 5 years of project impact evaluation experience

1 Minimum 5 years experience in designing and implementing quantitative impact evaluations using
randomized or otherwise controlled designs

1 Relevant experience in measurement of haautcomes through household surveys

1 Relevant experience designing and coordinating field work for large household surveys and health
facility surveys

1 Relevant experience analyzing quantitative data (household and facilities) using statistical analysis
software (preferably STATA)

1 Relevant experience in coordinating implementation of impact evaluation field work

1 Excellent written English communication skills, with focus on research protocols, research papers and
descriptive reports for diverse audience

1 Ability to facilitate communication between various levels of management and work independently in
order to meet deadlines

1 Ideally, thePrincipal Investigatoshould have published evaluations in peer reviewed journals.
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Bvaluation Coordinator

The EvaluationCoordinatormanages the dayo-day activities related to the desigof the impact evaluation,
data collection and analysig.his typically requires substantiatime commitment as estimatedn Tableb.

Table5: Estimated Time Commitment for an Evaluation Coordinator

Activities Working Days
Impact Evaluation Design and Discussions with Key Counterparts (includes at least one mis 25
country)
Baseline Data Collection Preparation Supervision and Manageimesauntry for the preparation 125
and the full duration of the survgy
Baseline Data Analysis and Dissemination 50
Monitoring and Follow Upetween the baseline and endlirsairveys 60
Endline Data Collection Supervisions and Managemerontry for the preparation and the ful 125
duration of the survey
Impact Analysis and Dissemination 75
TOTAL 460 days

We further recommend thathe Evaluation Coordinator should haaeleastthe following qualifications:

9 aladiSNDna tS@St iREamMEiSd fudhaSd|tdzuldit Hedtybiieconomics

1 Experience with statistical analysis software (STATA

1 Relevant experience cdncting, managing and designing field work and data collection for empirical
research

1 Excellent written English communication skills, with focus on research protocols, research papers and
descriptive reports for diverse audience

1 Fluercyinlocal language neferable

1 Exceptional organizational skilldility to facilitate communication between various levels of
management and work independently in order to meet deadlines

1 Previous experience with projeirhpact evaluatiorin developing countriess highly degrable

Data Analyst

The data analyst is responsible for helping Bréncipal Investigatoto completing theanalysis 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 dathreconmendations for
midline (ifapplicable) and endline roundsor HRITFunded evaluationsinitial analysis of the baseline data to
validate evaluation design s milestoneto release the second tranche of funding. In addition, there will be
considerable pressure to produce the impasnalysis after endline data is collected. While thencipal
investigatorand evaluationcoordinatormay have the skills to conduct this analysis, they may not baffiecient

time available toclean and documenthe data,run the analyses and writep the results. Table6 outlines the
estimated time commitment for a data analyst.
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Table6: Estimated Time Commitment for a Data Analyst

Activities Working Days
Baseline Data Analysis and Dissemination 50
Impact Analysis and Dissemination 75
TOTAL 125days

Power Calculation Expert

A power calculations expedetermines the sample size required the minimum detectable treatment effe¢d
answer the proposed evaluation questionBut simply, this expert wikstimat the minimum sample size
needed to detect a meaningful differenda resultsbetween the treatment anadomparisongroups For studies
with a given sample size this expert witimate the smallest treatment effect that can be statistically detected
The time commitment of a power calculatimampling expert is minimal compared to other roléfsthe
required dataare already available,-3 daysshould be sufficient

The role ¢ the power calculation expert can lzssumedoy the Principal InvestigatorHowever 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 challengavhen implenenting surveys is to ensure sufficient quality of the ddtasome countries,

there is strong local capacity to plan and implement good quality data collection, while in others therieid
capacity Experience has shown that, in countries where ¢hér limited local capacitya competitive bid is
typically awarded to arnternational firmto collect data In such caseghe following issues have arisen: (i)
international firms hire local subcontractors and/or employees to perform the data colledfi@nefore, the
guality of the data deperslon 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 substandard results and (iii) international firms have an incentive tmit the time of
international staffto 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 purposed provide technical assistance amcountry data quality assurancier maximizing
data quality during the studyincluding

Reviewing Survey Firm Technical and Financial Propogaldata 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 teamcomposition and work plan, and the budget is adequate given the proposed data
collection, entry and management requirements is preferable to have these proposals reviewed prior to
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selection and contract execution, as it is usually very difficult toifyad extend a budget once the contract is
signed Proper review of technical and financial proposals helps mitidatere challenges such as under
estimating timeand budget requirementsissues related to hiring the survey firm(s) are further discussed
Module 4.

Designing, Adapting and PfEesting Survey Instrumentd he firsttool to ensuredata quality is a well designed
survey instrument with appropriate content and formattingVhile standardized survey instruments for
evaluatingRBFhave been deeloped, teams typically underestimate the amounttohe that is required to
adapt and pilot survey instruments the country context If the Principal Investigatorand Evaluation
Coordinatordo not have sufficientime availalte, the data quality expercanadvise on the development and
piloting of keyin-country survey instrumentsissues related to designing, adapting and-f@sting the survey
instrument(s) are discussddrther in Module 4

Developmentand Adaptationof Data Entry Program(sPata from the field will need to be processed using a
data entry program (DBPand thedata quality expert may advisen or support the development csuch a DEP.
A usefulDEPwiIll integrate significantdata quality measures such as eot-range and constency checks in
order to minimize errors introduced at the point of data enttgsues related to designintpe data entry
program(s) are discussed furtherModule 4

Development and Execution of Training Program and Materiéilsorder to ensure the cplity of data, it is very
important that supervisors, field teams and data entry personregeive sufficient and weéxecuted training
Principal Investigat@r andEvaluation Coordinatgrare not typically vergxperiencedn administering this type
of training therefore, we recommend that thedata quality expert participatén and supervise théraining of
the data collection and entry teamissues related to training are discusgadher in Module 5

Direct Supervision of Data Collection, Managememd Entry In generaljmpact evaluatios are only as good
as the data collected~or this reason, it is crucial amsurethat the data quality measureare respected during
data collectioncollation (incl.transport of data from the fiel[dand entry We recommend that aata quality
expert directly supervise data collection, management and entry once field work commésmass related to
data collection, management and entryedfurther discussed iModules 5and6.

The estimated time commitment forthe first round of data collectiordepends on the work that can be
managed by the survey firmable7 outlines the estimated time commitment for a dat@ality expet.

Table7: Estimated Time Commitment for Bata Quality Expert

Activities Working Days
Review Survey firm Technical and Financial Proposal 5
Design, adapt and preest survey instruments 20-30
Developand AdaptData EntryProgram(s) 5-20
Develop and Execute the Training Program and Materials 5-20
Supervise Data Collection, Management and Entry 5-15
Total 40-90




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 staguintry for

the whole duration of data calktion and entry.However, data quality is not only determinedring
preparatory stages, but highly depends on the implementation of data collecliberefore, an external
supervisor can be hired locally to assume a more perennial data quality assumecespecially when the
capacity of the survey firm is limitetUnder the supervision of the data quality expert (supervision that can be
exerted directly in country oiater onremotely), the external supervisor is in charge of randomly controlling the
carrying out of data collection and entrfhe external supervisor allows for a quick response to data quality
issues during field work, and maintains high data quality standards over Tiheeexternal supervisor reports
both to the data quality expert ah the Principal Investigatgrand canrapidly advise the survey firm on
corrective measurewhen the audit reveals threats to data quality

The terms of reference of the External Supervisor can be adapted from those of the data quality €kpert.
estimated time commitment for the first round of data collection is:

Table8: Estimated Time Commitment for a Data Quality External Supervisor

Activities Working Days
Random Controls of Data Collection, Management and Entrgi{en 40
Reporting on Data Quality and Implementing Corrective Measures 15
Total 55

Qualitative Researclixpert

Quantitative analysigan answer whether RBF worked in a particular context for particular outcomes, but in
many casedt does notanswerwhy RBF worked oR A R i hdse circumstancesuqlitative data can provide

more detail on the specific context, insider perspectives, insight into processes and offer new explanations for
certain resultsldeally, qualitative analysis should beorporaed into the IE at various points of the project
cycleand planned for as part of the impact evaluatidiis outside the scope of thiBoolkitto discuss qualitative
research methods in deptfhowever, a qualitative researchprotocol andinstrumentswill be developed for the
second version of th&oolkit

As qualitative research provides a holistic view ofilgtervention in the context ofociety, culture and/ola

specific group of peoplét typically requirecollectingNA OK RF GF FNBY |y daAYyaAsRSNIA
substantialin-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 qualitativie, th® estimated time
commitment for the first round of data collectids:

2-10



Table9: Estimated Time Commitment for a Qualitative Research Expert

Activities Working Days
Mission to assess context and identify research questionisnagthodology 10
Develop qualitative research protocol and tools 10
Recruit and train ircountry qualitative team 15
Pilot test survey instruments and methodology 10
Manage data collection 20
Transcription, analysis and dissemination 30
Total 95

CostAnalysisExpert

Quantitative analysis can informas whether and to what degrean RBFntervention worked,but in order to
decide whether an intervention is worth expanding one also needs to considmrsitsTogether with the impact
evaluation resub, cost analysisllows us to compute the costffectiveness affordability and sustainability of
RBF interventions Currently, there is littleinformation available on the costs and letegm financial
requirements of both demandand supplyside RBInterventions therefore, werecommendthat these databe
collected and analyzeith the context ofthe IEdata collection activitiesThe results o€ostanalysis can be used
to assist policymakers and program implementers to:

1 Compare the costs and ouips of an RBF intervention(s) to business as usual, or other health
investments

Determine whetheran RBHRntervention(s)is (are)economically worthwhile investments;

Assess if an RBftervention(s)is (are)economically and financially feasible to seafe

BEvaluate the cost, affordability and possible meafisustaining RBF schemes; and

Identify areas where possible efficiencies could be gained.

=A =4 4 =

It is outside the scope of thiBoolkitto discusost analysis and cosffectiveness analysis in depthowever, a
costeffectiveness analysigotocol and instrumentare beingdeveloped for the second version of theolkit

The estimated time commitment for the first round of data collectiorcduntry for acostanalysiscomponent
is:

Tablel0: Estimated Time Commitment for @ost AnalysigExpert

Activities Working Days
Mission/Remote support to assess context and identify -@&tlysis methodology 5
Develop/adapt cosainalysis tools 5
Recruit and train ircountry 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 localResearchers in thedpactEvaluation

There are many challenges with implementing and managing a-tm@e impact evaluation study, as discussed
throughout thisToolkit Depending on where thBrincipal Investigatoand Evaluation Coordinatoare based,

one way to improve the successof 2p2 SO0 Qa L9 Aa (2 &3 NdlyeSddicesmayke f 2 O
able to:

1. Build local ownership and presence of the stilitlyen though local representatives in the Ministry of Health
(MOH) and project design teams may support the study, they ditendar removed from the actual
implementation and management of the studgearing in mind that typical impact evaluatiotasts 3-5
years it is crucialthat local authorities and partners remain committed to the evaluation design and
timeline, andlocal representative of the IE team cafacilitate this.

2. Ensure direct and timely supervision for quality assuraAceide array of activities throughout the IE
project cycle will require ircountry engagement and/ordirect supervision. By partnering withodal
researclers, the IE team can ensure consistent engagement withMOH and other partners, as well as
with the survey firm.

3. Ensure cultural sensitivity and relevan@®e HNP hub has developed an array of resources for the country
IE teams, includinguestionnaires, training materials and protocols. Howeadinf the these toolsmust be
adapted to the local country context in order to ensure sensitivity to specific cultural characteristics, as well
as ensurdhat the overall IE design and methodolagyelevant to the country context.

4. Build local capacity for impact evaluatidrargescale impact evaluations present an exciting opportunity to
build local capacity on impact evaluation methodology, survey management and data quality control,
reducing he reliance on international researcherBhe skills acquired by local researchers in RBF impact
evaluations transfer to other types of evaluation and research and to evideased policy making.
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2012/02/05
Country SpotlightAssessing local capacignd needs to build the IE team
Rwanda Community PerformaneBased Financing Project

The planning for the Rwanda Community PerformaBesed Financing (PBF) Project began with three joint missiot
the project design and impact evaluation teams ledtbg project task team leadefThe coordination between team
allowed for collaborative and consistent dialogue between the World Bank, Ministry of Health and development pi
on the policy objectives of the Community PBF project and the related rdseaarities of its impact evaluation.

The project task team leader built the following teafi) one principal investigator based in Washington, DSAto

provide highlevel technical support on the design of the evaluation; (ii) one coordinator biaséthshington, DAJSAt0

provide technical support on the design, as well as provide intensivetaddgty support of the management of th
SOrftdz- GA2y GSFYQa GAYS | yR -toéntryiss@pfaxingipteatation ahRimpeznghiatioft)S
two researchers based in Kigali, Rwanda to provide technical support on the evaluation design, particularly re
guestionnaire development, field sampling strategy and data quality assurance; and (iv) one data collection firm k
Kigali, Rvanda to manage data collection at the community health worker cooperative, community health worke
household levelsTwo additional data quality assurance experts were contradi@dtwo specific missionso provide
technical support on development tfie data entry program, field work management, transporting and entering data:
mission to pilot test the questionnaires and field work management strategy, and one mission following initiation ¢
collection to advise on egoing processes.

Throwghout the baseline preparation and implementation phases, the involvement of the two local researchers
crucial for addressing several challenges facingetquality of data collection (i) Significant support and supervision
survey firm during adaptson and translation of questionnaires, (ii) substantial guidance to the data collection firm or
sampling and field work management of large scale household survey, (iii) maintaining of quality standards f
supervision, random spot checks andhoounication with field workers during field work.

Over the course of thereparation of theproject, the local researchers were able to maintain dialogue with the Minist
of Health and development partnersallowing coordinating activities betweeproject implementation and baseline dai
collection.They alsaepresented thePrincipal Investigatorof the study locally

The two data management experts conducted an extensive capacity buildimghe data manager of the data collectio
firms and impated 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

il

A prospective impact evaluatiorshould be designed prior to @
simultaneously with the intervention.

Teams should develop rasultsframework for the RBF project to identi
the main pathway(s) by which KS w. C LINEP INI YQa
outputs and outcomes.

The recommended identification strategy for the RBF Impact Evaluatig
randomizedassignment to intervention(s) and comparison groups.

Teams should assess present and future threats to the internal validi
the evaluation (e.g. contamination, lack of power) and monitem over
time.

Power calculationsare an important part of the design of an imp3g
evaluation. Without sufficient power, theimpact evaluationmay not be
able to answer key policy questions.The ample size must allow fo
sufficient power.

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

When country counterparts buy into the concept of the impact evaluat
and understand the importance of respecting the arms of shedy, it will
be easier to successfulkeep treatment and comparison groupimtact
until the followrup survey

Thechoice of indicators for the study is criticakach indicator should b
measurable with the chosen data collection instruments.

Teams can refer ttmpact Evaluation in Practi¢&ertler et al. 201)Lfor in
depth discussion on appropriate identifioah strategies for impac
evaluation.

When deciding onthe unit of randomization, teamsre balancingthe
power of the impact evaluationand the risk of contamination acros
randomization units

Il I

Tools

3.01 RBF Indicators

3.02 WHO Output and Outcome Indicators
3.03 IE Design Paper Template

3.4 IE Budget Template

3.05 Exante Power Calculation Example
3.06 BinaryPower 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 designieefore or whilethe intervention is being designed. Although this
meansan 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 Honger be possibleTo achieve a simultaneous design of the
impact evaluation and the intervention, it is key that the IE and project teams collaborate.

In thismodule, we give an overview of the elements that should be included inlrthygact Evaluation
Design Paper®. This paper outlineshie building blocks for the evaluatiprincluding the results
framework, research questions, identification strategy, data, staffimgbudget The first version of the
paper can serve as th@ncept Note for the purpose of per review and approval by World Bank
managemenf(cf. Infra). After the concept note stage, theesign papeshould be regularly updated to
reflect the status of the evaluatigrany changes to the methodologgr challenges tomplementation
that affectthe impact evaluation

While in the rest of thismodule we consider prospective randomized impact evaluations, we
acknowledge that other types of evaluations are possdnd sometimes less costland can rely on
existing data already availablslore disaission on this is available in thepact Evaluation in Practice
handbook (Gertler et al. 2011Related 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 covefagee
intervention, the available budgeind technical capacitygnd 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 botls possible (and likely to occur) at the preparatory stage as a
result of policy dialogue anirther IE feasibility assessments. this module, we hope to help IE teams
design a rigorous randomized prospective impact evaluation. However, we recogniteamast 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 section® thismodule corresponds to a section in the Impact Eaion Design paperand
we give our recommendations about what we believe each section should contain.

% For more information on the technical design elements (such as the identification strategy), readers are referred
to Impact Evaluation in Practi¢&ertler & al. 2011).
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Outline of thelEDesignPaper

Background and Rationale

Results Framework

Research Questions and Policy Relevance
Output and Outcome Indicators of Imtesst
Identification Strategy

Sample

Data

Timeline

IE Team

Dissemination Plan

Budget

= -4 _—a_8_8_95_°8_°_-2_-3_-2

Backgroundand Rationale

This sectiorshouldanswer thefollowing questiors:

1 What are the main barriers/challenges to reaching the health related MDGs in the country?
1 What evidence is available to suggest RBF may be used in this country context to accelerate
progress to healthrelated MDGs?

The background shoulzlsoinclude a brief discussion of any current evidence as it relates to the country
RBF pilot program:

1 Context: Within the country or similar country contexiSybSaharan Africd_atin Americaetc.)
1 Design: Beneficiariegndicators, incentive levels, etc.

Results Framework for RBF for Health

This sectiorshouldoutline the framework of inputs, activities, quits andintermediateoutcomes that
gAftft £SIR (G2 GKS LINPINFYQa RSAANBR 2dzi02YSao

Research Questions and Policy Relevance

Ideally, he purpose of impact evaluation is to generageidenceon how RBF programs can be used for
acceleratingprogress towards théViIDGs not only within the country where the evaluation is taking
place, but also globally{-hissectionshouldanswertwo questionsabout the overall framework of RBF
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T What do we want to learn about RBRlire contextwhere the intervention is taking pla@
1 How does this contribute téilling the globalevidence gapn RBR

An RBF project may have many components, such as changeseimtives, increased financing,
increased supervision and monitoring, and the team will choose to evalaiea subset 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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Country Spotlighs: Defining theResearb Questions of the Impact Evaluatiobased onPolicy Priorities

Kyrgyzstan Hospitalevel ResultsBased Financing Program

During consultations with thé&yrgyzMinistry of Healthin 2010, it was agreed that measuring the impact
increased financing alone was not a primary policy question foMimestry. For this reason, the impact evaluatic
aims totest the effectiveness and caosffectiveness of RBF as well as one of itsstibtrent componentsg the
enhanced supervision of quality of care.

The primary research questions dictating the design efithpactevaluation are:

!

Does the PBF package (including enhanced supervision) at the rayon hospital level improve qt
care?

Does enhanced supervisiatoneimprove quality of care at the rayon hospital level?

What is the relative costffectiveness of the PBF package (including enhanced supervisicayisi
enhanced supervision alone Adsvis businesasusual in terms of gantifiable quality of care indicators?

Zimbabwe Result8ased Financing Program

Zimbabwe confronts severe limitations and challenges in managing human resources for health in te
training, financing, monitoring, and retentioffhe ZimbabwelE team will explore the relationship between RB
skill upgrading and capacity building in health facilities.

il

What is the causal effect of the simultaneous introduction of results based financing with suspens
user fees on priority population health utilizah and outcome measures in RBF districts?

What is the effect of skill upgrading and capacity building of primary care nurses on priority |
outcomes, utilization of services, and quality of care among the populations served, as well as the
on health worker motivation in rural health facilities?

What is the combined effect of capacity building of primary care nurses, RBF, and suspension of u
on the aforementioned outcomes in rural health facilities?

Cameroon ResultBased Financingrogram

Thefocusison the effect of RBF and its peripheral enhanced supervision, monitoring and evaloatthe quality
of care and health outcomes:

f
f
f

=

=

Does the PBF program increase the coverage of MCH services?

Does the PBF program increase the qualfti@€H services delivered?

Is it the enhanced monitoring & evaluation and supervision or the link between payments and resul
leads to improvements observed in quality or coverage?

What is the contribution of enhanced supervision and monitoring torowimg MCH service coverage al
quality in the absence of increased autonomy or additional financial resources?

Does the PBF program lower infornaaiformalcharges for health services?

Does the PBF program incredbe quantity offunds available at theperational (i.e., facility) level?
Does the PBF program improve physical and social accessibility of health services? Accessibility -
services will be examined in terms of the convenience of facility opening hours, availability of st
throughoutreach, client perceptions of convenience of accessing health services and client percept
KSIFtGK LINPOARSNRQ | GGAGdzRSE (261 NRa Of ASyidak
Does the PBF program lower staff absenteeism?

Does the PBF program increase demand generation activitiesaithHecilities?
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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
interventionwith regard tothe research questions chosen. Thwed to be clearly defined at the design
stage, for the following reasons:

1 Defining indicators alles the team to ensure the research questions of interest are actually
measurable.

i 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 definitionghafse indicators when such norms are
defined while considemg additional national definitionfor the sake ofcountry relevanceBelow is a

non exhaustive list of referencdbat can be usedo define indicators keeping in mind some of those
tools donot aim at evaluating the impact of RBF, but may cover a broader spectrum of health service
delivery and utilization issues.

1 World Health Organization (WHQ@)dicators Compendiunon Health, whichcover maternal
and child health, published yearly.

1 WHO Proteol on Integrated Management of Childhood lline&s: more information, visit
http://www.who.int/maternal_child_adolescent/topics/child/imci/en/index.html

1 Other WHD protocols and guidelines

9 Guidelines and tools focusing on service delivery, such as the WHO Service Availability and
Readiness Assessment (SARA), the WHO Service Availability Mapping@ri8AM Measure
DHS Service Provision Assessment (SRA)Maternal and Child Health Integrated Program
(MCHIP) MamaNatalie and NeoNatabels.

1 National protocoldor relevant indicators ircountry.

Alist of proposedrBFindicators, how to calculate them and using what instrumerggprovided in this
Toolkit

Identification Strategy

In order to have a successful impact evaluaticacheteam willneed todevelop an evaluation strategy
that allows for theidentification ofthe causal impact of the interventioifror this to be possible, the
strategy will need tanclude treatment andcomparisongroups, as well agollecton of baseline and
post intervention data on treatment ancbmparisorgroups


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

Inthea L RSy (i A F A O IsdctioRof the{inipakt dvauat®rdesign paperthe following questions
should be adressed

Which elements of the RBF program will be evaluated?

We recommendthat each elementto be evaluatedshould constitute its ownso-Ol ft £ SR aF N¥Y ¢ 21
study. Additional arms of the study can be used to evalutte interaction of different components.

Thus the designwill need to specifftnow many treatment (or sulreatment) arms will be included in the

impact evaluation9 Sy ¢KSy LINRPINI YA FINB RSaiAaySR 4AUGK asSg
may make sese 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 PerformanceBased FinancingPBF program may involveperformancebased
paymentsandhealth worker trainingOne ould potentially test the impact of different components
of the program separatelyofe treatmentarm for performancebased payments, one arm faealth
worker training. If one also wants to measure the impact of having both performdrased
payments ANDhealth worker training then one would need third treatment arm(performance
based payments Hhealth worker training in order to compare the effect of the package the
effect of the individual components.

Example 2When introducing alemandside incentivgorogram the Governmentmay be interested
in understandingwhether the resultswill differ when theincentiveis in cash ‘ersusin-kind. One
could test the impat of introducing acashincentiveversus an inkind incentive of the same value
with two treatment arms.
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Country $otlight: Arms of the study
Rwanda Community Performance based financing program

The Rwanda PBF programcludes two types ahterventions
1 Model 1: Conditional irkind incentives for women are-kind payments directly to women conditional or

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

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

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

1 Model 2 CHW incentives are cash payments @HW cooperatives conditional upon demonstrat
performance on specific health indicators. The indicators are:

0 Nutrition Monitoring: % of children (%9 months) monitored (condition on correct referral 1
health center for malnourished children),

0 Antenatal care % of women accompanied/referred to the health center for antenatal care be
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 CHWgpemtives 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 in
the proposed demandide and CHW nuels 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 thetervention inany impact evaluation is to estimate
the counterfactual this is, what would have happenedo the treated groupin absence of the
treatment/intervention. Given thatone cannot observethe treated group without the treatment
(because, by definition, it is being treatedbyye would need to find a comparison group that allow
oneto estimatewhat would have happened to the treated group in absence of the treatmBma. exact
strategy for selecting theomparisongroup will depend on the operational rules of the intervention.
Within the context of the operational ruleshe comparisongroup 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. Thecomparison group should satisfytwo requiremens: first, the observed and
unobservedcharacteristics of the treatment andomparisongroupsshould be identical on average;
second, treatment andomparisongroups should have the potential to react in the same way to the
treatment andbe subjeced to the sameexternalshocksover time Whenthose conditions are satisfied,
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