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Adapting Results-Based Financing to respond to endogenous and 
exogenous moderators in Zimbabwe 
 
 
Introduction 

Results Based Financing (RBF) has become increasingly popular in global health 

financing as a purported mechanism to stimulate broader health system reform (World 

Bank 2005; 2006; Scott et al., 2011; Witter et al., 2012). It is generally defined as the 

transfer of resources (money, material goods) based on pre-specified performance 

targets (Toonen et al., 2012; Shroff et al., 2012; Witter et al., 2013; Renmans et al., 2017; 

Bertone et al., 2018). More widely, RBF is considered as a supply side health systems 

reform that focuses on predefined services and quality, often with measures that aims to 

increase community involvement, decentralize to health service providers, which is also 

often structured in a way that allows division of functions between the purchaser, provider 

and verifier of services (Bertone et al., 2018; SINA Health, 2019).  Various terms are used 

to signify this type of funding modality in the global literature, including performance-

based funding; performance-based financing; pay for performance; and results-based 

funding. These terms are often used synonymously. We use RBF due to the use of this 

term in Zimbabwe. 

 

The popularity of RBF in the sphere of development aid for health has grown significantly 

over the last decade, particularly in its application to health systems strengthening in 

LMICs (Soucat 2017; Shroff et al., 2017). RBF schemes have been applied in a number 

of contexts, including low-and-middle income countries (LMICs) that are resource limited, 

fragile or susceptible to economic shocks (Witter et al., 2013; Paul et al., 2018). Currently, 
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RBF programmes are being implemented in 43 LMIC countries worldwide, including in 

more than three quarters of the countries in Africa (SINA Health, 2019). Despite its 

popularity there is still debate and mixed evidence about the effectiveness and efficiency 

of RBF (Witter et al 2012., 2013; Paul et al., 2018; Paul et al., 2020). As part of this debate 

it is widely acknowledged that exogenous factors impact on the implementation and 

responsiveness of RBF programmes and that greater research is required to better 

understand how these factors impact performance (Borghi et al., 2018; De Allegri et al., 

2018; McMahon et al., 2016;  Renmans et al., 2016). Where there has been research, it 

has tended to focus on how exogenous factors affect outcomes and initial 

implementation, with less attention on how these factors shape the revision of the 

programme and its adaptation over time. As a result, what is often missing, and what is 

crucial to understanding RBF performance, is evidence on how moderating factors are 

identified and the ways that responsive adaptations can be made to counter these 

moderating effects. 

 

We understand exogenous factors as elements outside the designed programme that 

could affect implementation and outcomes, which can range from political instability, 

health system weaknesses, the introduction of concurrent programmes and / or cultural 

practices that have unforeseen or greater than expected effects (Sabot et al., 2018). By 

endogenous programme level factors, we mean factors affecting the performance of RBF 

which are internal to the programme itself, such as accuracy of underwriting design 

assumptions, unintended (dis)incentive structures and management blockages. We note 

that RBF programmes are not homogeneous “one size fits all” health system interventions 
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(Renmans et al., 2017; Bertone et al., 2018; SINA Health, 2019) and understand that 

many factors unique to a particular setting can moderate how RBF operates, presenting 

exogenous programme moderators that are key in influencing programme delivery and in 

many instances, affecting health outcomes (Renmans et al., 2017). As a result, RBF 

programmes are implemented within complex health systems (Bertone et al., 2018) and 

settings where an ability of the RBF programme to adapt to endogenous and exogenous 

factors is critical for long-term programme success. 

 

That said, the role of endogenous and exogenous factors on RBF programme 

performance and adaptation remains understudied (Borghi et al., 2018) and although 

there has been increased research on RBF implementation conducted in Africa 

(Ssengooba  et al. 2012; Paul et al., 2014; Anselmi et al., 2017) there still remains limited 

literature on how these factors influence RBF design and adaptation strategies (Renmans 

et al., 2017; Coulibaly et al., 2020; Singh et al., forthcoming). A recent realist review of 41 

RBF programmes confirmed that there is currently little research evidence specifically 

tasked to assess how, why, and under what circumstance RBF works in LMIC settings, 

although the existing evidence did suggest that PBF will not improve health services and 

strengthen health systems if preexisting system capacity is poor (Singh, et al., 

forthcoming). As RBF schemes evolve in size and scale within LMICs, it is important to 

understand how stakeholders identify, reflect, adapt, and revise the operation of RBF 

programmes. This article presents evidence on the experience of the Zimbabwe RBF 

programme from 2010 to December 2017 and the adaptations made to arising 

endogenous and exogenous issues, which offers unique lessons for other low income 
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countries, especially countries like Zimbabwe, who are implementing RBF within a 

weakened health system after a period of economic downturn.  

 

RBF Programme in Zimbabwe 

The Government of Zimbabwe in collaboration with the World Bank initiated the RBF 

programme in September 2010 to support Zimbabwe’s health ministry ‘to improve the 

availability, accessibility and quality of key reproductive and child health services and their 

optimal utilisation’ (MoHCC et al., 2011, p 23). RBF was adopted to support the Zimbabwe 

National Health Strategy 2009-2013 and the Investment Case for Health 2010-2012. The 

original areas of focus for the RBF programme were child and new-born health with a 

focus on immunization, growth monitoring, antenatal care, post-natal care, treatment of 

acute respiratory infection, vitamin A supplementation, human immunodeficiency virus 

testing and malaria treatment during pregnancy (World Bank, 2016). It also aimed to 

reduce maternal mortality by increasing institutional deliveries and improving the referral 

system (MoHCC et al., 2012). The programme aimed to revive decentralization of 

structures under a Government of Zimbabwe (GoZ) programme on results based 

management initiated in 2004 by strengthening the role of district health executives 

(DHEs), which is the most decentralized level of regulation in the Ministry of Health and 

Child Care (MoHCC) in Zimbabwe, and to enhance application of social initiatives to 

improve health services. This was meant to enable districts to collect health information 

data and to supervise rural health centers to incentivize quality primary care services in 

an effort to build capacity. RBF also aimed to support district hospitals to provide 

emergency obstetric care and referral service (MoHCC et al., 2012). 
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The RBF programme was introduced in three phases. In Phase One, from July 2011 to 

March 2012, RBF was initiated as a pilot in two rural districts. In Phase Two, from March 

2012 to June 2014, the programme was rolled out to sixteen other rural districts, bringing 

the total number of districts under the RBF programme to eighteen and representing a 

total catchment population of about 3.5 million people (World Bank, 2016). In Phase 

Three, from April 2014 to present, the programme was rolled out to the last 42 rural 

districts not covered under earlier phases so that RBF covered all rural districts in 

Zimbabwe. Phase One and Two were largely financed by the World Bank with co-funding 

from the Government of Zimbabwe. Cordaid was the programme National Purchasing 

Agent (NPA). Phase Three RBF rollover to the 42 districts was financed from a pooled 

multi-donor Health Development Fund (HDF) with Crown Agents acting as the NPA for 

the new districts (Cordaid remained NPA for their existing districts). At national level, the 

RBF programme is overseen by a multi-stakeholder National Steering Committee (NSC). 

 

The design of the RBF programme consists of three main components. First, like most 

RBF schemes, the programme is based on results-based contracts. In a division of 

functions, Cordaid and Crown Agents as NPAs sign performance contracts with provincial 

health executives (PHEs), DHEs, district hospitals and rural health centers/health centre 

committees (HCCs). Similar to a majority of RBF programmes, a payment bonus is 

attached to each incentivised service indicator. On an ongoing basis health centres 

declare the number of services they supplied in the MoHCC Information System. After 

verification by NPAs, heath facilities are then paid a quarterly quantity bonus by adding 
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the number of services supplied by the unit price for all incentivised indicators. The 

programme assesses the quality of delivered services through the use of a quality 

checklist. The PHE supervises the DHE which in-turn supervises the rural health centre. 

Performance based subsidies (75% institutional / 25% staff bonuses - the latter phased 

in after a period of facility readiness) are paid directly to health facilities conditional on 

meeting RBF indicators as agreed within operational plans in terms of pre-agreed 

supervisory services in respect of the provincial and district health executive. The NPAs 

carry out internal verifications whilst external verifications are conducted by an 

independent organization contracted by the NPA (MoHCC, 2016). When the RBF 

programme started, one of the key assumptions was that a minimum of 60% of the overall 

RBF payments were to be utilized at rural health centres and a maximum of 40% of overall 

payments to district hospitals (World Bank, 2012). Second, the RBF programme was 

designed to enhance and revive results-based management and capacity building 

through new financing incentives, specifically by decentralising financing governance in 

all MoHCC structures giving greater control to community-based organisations (CBOs) 

and the district steering committees (DSC). The latter are multi-stakeholder RBF 

oversight and advisory structures within all districts that aim to strengthen the health 

system for effective implementation of the RBF programme. The capacity support 

includes RBF training, with protocols for strengthening of data quality, reporting systems 

and financial management (MoHCC, 2016). Third, the programme was designed to 

enable learning through scheduled impact monitoring and evaluation, combined with 

process and qualitative reviews and external counter verification. The RBF programme 

aimed to capture the effect of the programme on health outcomes and on various aspects 
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of the health system. This RBF component was aimed at supporting the impact 

evaluations of the RBF programme as a whole with the intention to allow on-going 

adaptations to maximize outcomes. This paper largely draws on the experiences of the 

Zimbabwe RBF programme in relation to this last adaptive component (MoHCC, 2016). 

 

Methods 

The study is based on a desk review of published and grey literature and 28 multi-

stakeholder interviews carried out between 2017 and 2019. The interviews were aimed 

to fill in existing gaps in knowledge from the desk review and to further explore why key 

adaptions took place and how.  

 

The desk review involved an extensive online search for published papers via Google, 

Google Scholar, PubMed and Medline databases and grey literature on the Zimbabwe 

RBF programme. The review used RBF related search terms such as ‘results based 

financing in Zimbabwe’, ‘RBF in Zimbabwe’, ‘PBF in Zimbabwe’, ‘results based 

management in Zimbabwe’, ‘results based financing’, and ‘Zimbabwe results based 

management’. Relevant documents were located based on a preliminary reading of each 

document by two members of the research team. Additional searches were conducted 

online for reports and evaluations conducted by Cordaid, Crown Agents, the Global Fund, 

RBF stakeholders in Zimbabwe, the World Bank and local non-governmental 

organisations. A further search was conducted for any documentation pertaining to RBF 

design, implementation and procedure manuals used by Cordaid, Crown Agents and the 

World Bank. MoHCC strategy documents (health plans) were downloaded from public 
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websites.  A time period from 2004 to January 2018 was defined in the initial search to 

narrow the searches to those documents most associated with RBF and results-based 

management programmes in Zimbabwe. Documents were further obtained directly from 

key RBF stakeholders in Zimbabwe via our MoHCC partners. Snowballing techniques 

were used to identify other key or widely cited documents. Documents were 

systematically categorised, collated, read and analysed thematically by three members 

of the research team (Kadungure, Brown and Loewenson). Thematic analysis focused on 

locating key programme adaptations, the underlying issue that required programme 

alteration, whether that issue was understood as exogenous or endogenous, and the 

stated objective of that adaptation. Additional information was also captured on how 

adaptation was implemented and with what reported effect. A total of 64 documents were 

analysed, including nine programme evaluations and review reports, twenty-six quarterly, 

biannual, counter-verification and programme financial reports, thirteen GoZ/MoHCC 

strategy/policy documents, four RBF programme implementation manuals, eight 

published/journal reports on Zimbabwe RBF, and eight RBF national steering committee 

meeting minutes. 

 

The time period from 2004 to 2018 was selected because the RBF programme underwent 

a major transition in 2019, moving from a World Bank and MoHCC funded programme, 

to a multi-funder programme with greater steer from the MoHCC. This transition is now 

implementing extensive revisions to the programme, including an increase in the range 

of indicators and the formulation of a new implementation manual. These reforms are still 

nascent and in-transition. As a result, we focus here on a twelve-year historical ‘snapshot’ 
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between 2004 and 2018. The post-2019 RBF period is the focus of current research and 

data collection, which is preliminary and unsuitable for inclusion here. 

 

To supplement the review findings a total of 28 triangulated one-hour semi-structured 

interviews were conducted with a cross-section of stakeholders, including MoHCC 

officials at national (n=4), provincial (n=5), district (n=4) and facility levels (n=2), the two 

NPAs (n=6); RBF funders (n=2); civil society organisations (n=3); academics in 

Zimbabwe (n=1) and a representative of a UN Agency (n=1). Fifteen respondents were 

male and thirteen were female, yet gender was not part of our selection criteria. A cross-

section of stakeholders were identified via a stakeholder assessment during the desk 

review, which generated a master list of all RBF stakeholders, their affiliations, roles, and 

geographical location. The key informant list was reviewed by four members of the 

research team where a priority list of 35 triangulated cross-sectional interviewees was 

produced (Kadungure, Brown, Loewenson and Gwati). 

 

Interviews were semi-structured and followed a question guideline generated from 

remaining knowledge gaps identified from the desk review. This guide was reviewed by 

all members of the project team and was specifically tailored to each stakeholder group. 

This additional tailoring was done to help isolate and target key questions most suitable 

for individual stakeholders and their experiences with RBF in Zimbabwe. A semi-

structured interview technique was used so as to allow respondents flexibility to raise 

unforeseen issues and to allow more in-depth conversation in areas considered of most 

relevance to respondents. 
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Except for two interviews conducted by phone, all interviews were conducted by 

Kadungure at the stakeholder’s location of choice in Zimbabwe. All interviews were 

recorded, with transcription by Kadungure taking place as close to the interview date as 

possible. The original recordings and corresponding transcripts were immediately 

uploaded onto the University of Leeds secure drive. The interviews were reviewed on an 

on-going basis by two additional members of the research team (Brown and Loewenson) 

and continued until there was consensus that data saturation had been reached. 

 

Analysis of the interviews was conducted under the same thematic categories as the desk 

review, with the aim to locate any key programme adaptations that may have been missed 

in the desk review, to explore the underlying issues that required programme alteration, 

to determine whether the respondent perceived the underlying issue to be exogenous or 

endogenous and why, and the objective of that adaptation. Additional information was 

also captured on how adaptation was implemented and with what reported effect. 

Thematic analysis was conducted by three members of the research team (Kadungure, 

Brown and Loewenson) with inter-rater agreement determined by consensus. To further 

confirm and further expand our knowledge, the findings were presented at a national 

workshop in Zimbabwe for review, discussion and input by 40 key country stakeholders 

and international funding partners. The findings were then enhanced in light of insights 

resulting from the stakeholder workshop (MoHCC et al., 2018). The research was 

implemented after ethical approvals to conduct the research form the research ethics 
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committee at the London School of Hygiene and Tropical Medicine UK and the Medical 

Research Council of Zimbabwe (MRCZ/A/2225). 

 

The RBF programme in Zimbabwe had a component that specifically aimed to monitor 

and document the performance of the programme. Although the RBF programme was 

designed to capture key information and to document this for review by the national 

steering committee, the NPA and World Bank, the policy documents associated with the 

programme did not specifically track how this process identified and responded to 

emerging exogenous moderations that affected the performance of RBF. In fact, it was 

also often the case that other programme level endogenous factors that triggered 

adaptation were not specifically detailed or elaborated upon within the documentation.  

Below we outline a number of key RBF programme changes that occurred between 2010 

and 2017, identifying what these adaptations were responding to and the ways in which 

the adaptations were addressed and implemented. In particular, we highlight the 

procedural mechanisms within the RBF structure that allowed for this process to take 

place, whether these mechanisms for adaptation were predicted and expected and how 

responsive the process was to these emerging issues. In doing so, we seek to further 

determine whether these issues were driven by endogenous programme factors, by 

exogenous factors, or whether the they were compounding, suggesting that in some 

cases the driver for adaptation is indeterminable or mutually reinforcing. We also examine 

whether the adaptation and responsiveness were built into governance processes or 

whether they emerged organically once problems were identified in the RBF programme. 
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Results 

 

Decentralised control of funds and streamlining of accountability processes 

In January 2013, the annual facility operational plan with quarterly reviews was introduced 

to replace the quarterly operational plans outlined in the original 2012 RBF 

implementation manual. Prior to this change, facilities would have to generate quarterly 

operational plans in collaboration with their corresponding HCCs. However, it was quickly 

reported by health service managers to the NSC as being ‘extremely burdensome’ with a 

considerable increase in workload (World Bank et al., 2012). According to interviewed 

respondents, these additional RBF reporting burdens were compounded by human 

resource shortages and already high workloads. In response, an operational plan review 

template was introduced in 2013.  The duration of contracting of health facilities by NPAs 

was increased from quarterly to yearly (World Bank et al., 2012). As with the operational 

plans, changes in contracting were introduced in response to reports of high workloads 

and high staff allocation costs associated with quarterly contracts. The stated aim of these 

changes was to give health facilities more time to concentrate on service provision (World 

Bank et al., 2013). 

 

Data verification by community, district, regional and national managers 

In July 2013, RBF governance was adapted to introduce a risk-based verification strategy 

that targeted evaluation and accountability mechanisms for facilities, with routine 

reporting of errors or inconsistent performance outcomes. Prior to this, the NPA, through 

its local purchasing unit (LPU) would verify each RBF indicator across all facilities. After 
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two years in operation this mechanism was found to be a costly feature of the RBF 

programme. In addition, the data verification was deemed to be too time consuming by 

both the health facilities and the NPA. Again, the existence of already high workloads and 

national level human resource shortfalls created heightened opportunity and transaction 

costs away from service delivery.  In response, a risk-based verification strategy was 

designed to be less frequent and more targeted towards high risk verifications. According 

to the interviewed respondents, the new verification strategy was introduced to cut down 

on increased workloads associated with RBF paperwork and the shift of time input from 

service provision that this led to. The aim of the risk based verification process was to 

ensure that verifications targeted facilities with high error rates and reporting of irregular 

performance. The frequency of the verifications would be reduced over time, depending 

on the prevalence of risk factors at each facility in the programme, thus requiring less 

personnel dedicated to verification exercises (World Bank et al., 2012). 

 

What is incentivised 

In July 2016, in an attempt to enhance programme efficiency, a mobile application for the 

quality checklist was added to the programme. As part of this change, the quality checklist 

was entered into the application by an administrator, where the forms were downloaded 

onto the main server. These forms were designed to be almost identical to the paper 

register. Upon entering the data, the process allowed for real-time data sharing (Cordaid, 

2016). This adaptation was instituted as a means to reduce high programme verification 

costs as well as to reduce workloads which were reported by respondents as already 

under considerable strain with potential to further undermine quality of care. In the same 
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month, quantitative data verification was transferred from independent CBOs to the Sister 

in Charge of Community (SCC), a government health worker embedded in local 

communities. This adaptation was deemed by the NSC to be more cost effective due to 

the fact that SCCs were already in place (MoHCC, 2016). It was also seen as a more 

effective means to transition RBF responsibilities away from the NPAs to the MoHCC 

(World Bank et al., 2016), helping to meet aspirations for sustainable capacity building.  

 

Review and level of subsidies and bonuses 

In 2012, a technical review of the programme was carried out to assess progress, to 

document lessons learned from the two front runner districts and to recommend technical 

and operational improvements. The joint review team consisted of two external RBF 

experts, three MoHCC staff, and two Cordaid personnel (World Bank et al., 2012). The 

review observed that the distribution of RBF subsidies between health facility levels were 

outside the recommended 60%-40% guideline. District hospitals were found to be earning 

56% of the resources while rural health centres were earning only 44%. The official RBF 

programme documents reviewed did not show any evidence of neglect of non-

incentivized services at the expense of the incentivised ones. However, evidence from 

the interview respondents and the national workshop indicated that incentivised services 

got more attention than non-incentivised services. Yet, interestingly, even within the 

incentivised services, some incentivised services were reported to have received more 

attention than others. The evidence from the interviews suggest that this preference was 

less about financial incentive than time required to execute tasks. It was also related to a 

lack of training to perform a task. In a majority of interviews, health workers reported that 
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they were already working at full capacity and thus favoured tasks that required less time. 

In some cases, respondents reported existing religious beliefs as reasons why certain 

tasks were ignored or underperformed, particularly relating to family planning indicators.  

 

In response, indicator prices were reviewed in June 2012 leading to the introduction of 

new prices for the following incentivised indicators; 

 an increase in the amount paid out to primary level indicators (that is indicators for 

rural health centres) and a decrease in the amount paid out to secondary level or 

district hospital indicators in order to achieve the 60%/40% rural health centre/district 

hospital incentives targets which were off track as noted above. 

 Introduction of two new indicators under the primary service level contract; which 

were 1) “first ANC visit before the first 16 weeks of pregnancy” and; 2) “acute 

malnutrition, cured & discharged”.   

 Introduction of a new indicator called “high risk perinatal referrals - feedback note 

arrived at rural health clinic from hospital” under the secondary service level contract. 

 Removal of community sensitization meetings from the CBO indicator list from 

January 2013 (World Bank, 2013). 

 

A second change in indicator pricing was implemented in July 2013 based on 

recommendations from the 2012 technical review report. The reasons for the staged 

implementation of the price review were not spelt out explicitly in any of the documents 

reviewed. Respondents suggested that it was linked to the total budget/financial 

resources available for the programme, namely, that prices were reduced due to overall 
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budget constraints. The July 2013 pricing review resulted in most indicator prices being 

reduced. The major reduction was in the price for long-term family planning, which was 

reduced from US$50 to US$5.  Other indicators affected by price changes included 

outpatient department, HIV voluntary counselling and testing in antenatal care, prevention 

of mother-to-child transmission, post-natal care, family planning short term, and safe 

deliveries. That same month the NSC recommended the implementation of staff 

incentives at hospital level, based on the recommendations from pilot districts and in 

response to requests from other districts. Prior to this, hospitals were getting facility 

incentives for the services they were providing. For example, they received US$25 for 

every normal delivery done and US$80 for every complicated delivery. The income 

derived was used by the hospital, based on guidelines provided. Hospital staff did not get 

any direct financial incentives. After this review, hospital health workers were allowed to 

share 25% of the total subsidy income earned during the quarter. These direct health 

worker incentives became active in all districts in October 2013 (World Bank, 2013). This 

revision was in response to complaints from hospital health workers who were unhappy 

about the discrepancy with their counterparts in rural health centres. 

 

Another marked adaptation of the programme design happened in 2016, with the addition 

of new incentivised indicators such as paediatric ART, TB, vasectomy as a long-term 

family planning method, post abortion care and visual inspection with acetic acid and 

cerviography. From the interview respondents, it appeared that these areas were 

considered priority areas by the GoZ. Due to limited funding at the beginning of the RBF 

programme, and the focus on MNCH by the World Bank, however, these areas could not 
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be included in earlier iterations of the RBF programme. With continued lobbying and 

additional support from the HDF, the new indicators were then added to the basket of 

incentivised indicators. 

 

With the completion of a national census in 2012, the new census population figures were 

used to calculate the coverage for each indicator. Prior to this, the RBF programme relied 

on estimates and projections. Analysis of the achievements by indicator was done using 

the health facility catchment population as approved by the DHEs and calculated using 

the 2012 census data. Zimbabwe conducts a national census once every ten years with 

inter-censual population projections between censuses (World Bank et al., 2013). 

 

The 2012 technical review recommended the use of a threshold-based graduated method 

for quality, which embeds quantity with quality. The underpinning rationale was that the 

quality score would be used to stimulate performance by applying it in a positive manner 

and not as a punishment. Interviewees suggested that this change was in part a response 

to reports of diminishing staff morale and that negative framing via penalties was less 

effective in overall behavioural change than positive reinforcement. As part of this 

alteration, health facilities would only receive a bonus if quality scores were above 50% 

(World Bank et al., 2013). In September 2013, this recommendation was implemented. 

Facilities scoring 76% or above received a bonus of 25%, facilities scoring 61-75% 

received a bonus of 20% and facilities scoring 51-60% received a bonus of 15%. 

 

Financial incentives to health workers linked to targets 
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In July 2012, health workers at primary level health facilities started receiving staff salary 

incentives which were calculated at 25% of the total received subsidies. The calculation 

of each health worker’s earnings took into account their individual contribution in terms of 

working days, responsibilities and qualifications (Cordaid et al., 2013). Prior to this 

adaptation, all incentives were for health facility improvements only and no financial 

incentives were being paid directly to health workers. From the interviews, this graduated 

incentive schedule had been planned as a means to improve facility readiness for full 

RBF implementation. Yet, internal pressure from health workers, who were poorly 

remunerated from government resources, became a key driver for accelerating this 

change. Based on information from the interviews, the GoZ originally did not want the 

RBF programme to include direct financial incentives to health workers for at least 9-12 

months. The reason for this was to allow health workers to better understand the RBF 

programme, as well as to prepare facility infrastructure before full implementation. This 

was based on the fact that the Zimbabwe health system was recovering from financial 

hardships and health facilities had limited capacity in terms of medicines and 

infrastructure to provide quality health care. After three quarters of the RBF programme 

implementation and coincidentally in line with the 9-12 months’ initial design timeline for 

the introduction of direct staff incentives, health service managers, provincial medical 

directors and district medical officers raised concern that RBF had increased workloads 

and thus advocated for the introduction of the staff incentives. An analysis of how the 

incentives would be introduced was done by the World Bank sharing with the MoHCC 

how staff incentives had been introduced in other countries. The MoHCC did quality 

assessments on the best way to introduce them and this led to their final introduction. 
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Governance 

Prior to 2014, the Zimbabwe RBF programme was being implemented by Cordaid with 

financing from the World Bank and the GoZ. However, with the national rollout in 2014, 

Cordaid was supplemented with a second NPA, Crown Agents, with funding now 

channelled through the HDF, a US$350 million pooled multi-funder fund for health in 

Zimbabwe. The addition of Crown Agents meant that the two programmes needed to be 

harmonised at the national level. In 2014, as part of this harmonization, the NSC added 

the EU, DFID and UNICEF as new members, joining other stakeholders from the Cordaid 

administered programme. This adaptation was not planned. It was a response to the 

realisation that a national RBF programme needed to have one NSC to guide standards 

and to improve shared learning and programme improvements, especially when there 

were two NPAs acting as implementing agents (and potentially competing agents). 

 

As part of a transition for the Zimbabwe RBF programme to be administered by the GoZ 

through the MoHCC, an RBF national management team (NMT) was introduced in 2016. 

The NMT supported implementation by contributing to key technical, financial and 

management decisions. It is the operational arm of the NSC and follows up on all NSC 

recommendations. Members of the NMT are mid to senior level financial and technical 

level staff in the MoHCC from different directorates working on policy, planning and 

expenditure management. They received RBF training/orientation and are directly 

involved in supporting national level management technical, financial management 

aspects (MoHCC, 2016). 
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INSERT TABLE 1 HERE 

 

Discussion 

One result from this review relates to the fact that there was often a tendency in the 

Zimbabwean RBF evaluation documentation to underspecify or confuse internal 

programme-specific moderators (such as design and/or implementation shortcomings) 

with non-scheme-related exogenous factors. This tendency for under-specification is 

commiserate with the results of a realist review of performance-based financing in 41 

LMICs, which found a lack of research specifically designed to study pathways though 

which programme outcomes were achieved as well as how exogenous factors moderated 

those outcomes (Singh et al., forthcoming). This suggests that RBF evaluations could 

benefit from methodologies associated with implementation science, which would add 

analytical depth to how RBF implementation is influenced by various factors and contexts. 

As one example, the Consolidated Framework for Implementation Research (CFIR), 

helps to distinguish between: (i) intervention characteristics; (ii) outer setting; (iii) inner 

setting; (iv) characteristics of individuals; and (v) process (Damschroder et al., 2009), 

allowing for greater specification of how various internal and external moderators 

interacted with a programme intervention. As part of our study in Zimbabwe we respond 

to RBF underreporting by attempting to locate the source triggering RBF programme 

adaptation as experienced and understood by key RBF stakeholders on the ground and 

to catalogue these changes inductively, namely, by whether participant’s understood 

adaptations as responding to internal and endogenous programme design factors and 

unintended consequences (corresponding to CFIR i, iii, iv, v) or if the adaptations were 
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understood to be a response to emerging exogenous (corresponding to CFIR ii, iv), 

multiple compounding or indeterminable factors.  

 

In terms of endogenous programme level factors, our results located a number of 

programme moderations or inefficiencies that required adaptation, including: overly 

burdensome accounting mechanisms and reports; costly verification processes; the need 

to shift RBF expenditures to realign programme to expected payments between district 

hospitals and rural health clinics; discovered budgetary restraints requiring price 

alteration; the need to include hospitals in RBF staff bonuses to counter perceptions of 

inequality; the need for positive incentivization as opposed to penalties, and; the need for 

enhanced and more harmonised governance. 

 

In terms of exogenous factors, our results identified a number of factors requiring 

programme adaptation, including: human resource constraints leading to high workloads 

undermining RBF effectiveness and quality of care; lack of medical training to perform 

RBF tasks; high workloads where considerations of time/effort undermined payment 

incentivisation; indicator underperformance due to religious beliefs; funder restrictions on 

indicator options causing misalignments with national priorities, and; national level 

remuneration shortfalls necessitating the accelerating of staff bonus rollout. 

 

A number of adaptions located in our study could be attributed to either programming 

shortcomings or exogenous pressures, suggesting that some drivers for adaptation are 

compounding or indeterminable. For example, a number of consistent moderating effects 
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in Zimbabwe involved low staff numbers, poor remuneration and increased workload 

demands involved in RBF processes resulting from a general lack of staff, underscoring 

the fact that existing human resource deficiencies can significantly undermine RBF 

performance (Witter et al., 2020). However, it is not immediately clear whether these staff 

shortages are best attributed to initial underestimations and poor assumptions made 

within the RBF programme design (programme fault), and/or whether staff shortages 

should be attributed to broader health system conditions that affected the results of an 

otherwise properly designed RBF scheme (exogenous). An additional compounder 

involved issues surrounding a general lack of budgetary support and the need to 

unexpectedly reduce indicator payments. This is because it could be argued that more 

accurate price/budget assumptions should have been factored in the original RBF budget 

design, reducing the need for the second payment reduction and its reported negative 

effect on staff morale and performance. Alternatively, the shortfall in RBF budgetary 

support and its appropriateness to incentivise performance could also be attributed to the 

general financial situation in Zimbabwe in 2011, in which the health system as a whole 

was under financial stress and lacked resources needed to properly pay and retain staff 

(Witter et al., 2019a). Furthermore, the problem of initial budget assumptions could be 

attributed to the lack of population figures and uncertainties about catchment demand 

prior to the 2012 census, requiring inexactness which led to budget deficits. Lastly, the 

reported lack of training to perform certain indicator services leading to some RBF 

underperformance can be attributed to unrealistic capacity assumptions made within the 

RBF design phase, a lack of a service training component within RBF implementation, 
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and/or, attributed to broader capacity constraints resulting from a general lack of training 

opportunities at the national level.  

 

In terms of potential lessons for adaptation in LMICs, it is important to note that we found 

that a majority of RBF adaptations on the Zimbabwe programme were planned and 

implemented gradually so as to support staff and facility readiness before full programme 

implementation. For instance, the initial design of the programme anticipated and planned 

for the introduction of staff incentives after a level of capacity building and programme 

understanding had been achieved through RBF reporting, training and facility incentives. 

Although originally not supported by the World Bank, the gradual implementation of RBF 

with a focus on facility readiness was eventually included at the insistence of the MoHCC, 

who recognised that many facilities required initial investments prior to rolling out staff 

bonuses. Furthermore, despite the results of the 2012 RBF technical review, which 

highlighted the need to review indicators, the first pricing adaption in October 2012 was 

not immediate. It was instead gradual, phased and strategic, allowing for better 

communication and implementation. 

 

Our research showed, however, that the second indicator price adaptations in July 2013 

were not planned nor phased in gradually, which did negatively influence staff-motivation 

and results. Reviews were initiated throughout the programme as a means to stimulate 

priority interventions in line with the national health strategy or to counter reports of a shift 

in attention to particular services due to incentives. Nevertheless, these later reviews did 

not clarify what balance was considered between ‘value for money’, staff motivation and 
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reducing task-shifting due to the incentives. Interviews revealed a common negative 

perception that overall RBF budgetary restrictions motivated the reduction of indicator 

prices in 2013 and that programme efficiency was a secondary consideration. This finding 

supports those of Witter et al. (2020) that found that overall budgetary restrictions limited 

RBF in Zimbabwe as a strategic purchasing instrument. 

 

The price review adaptations in Zimbabwe depict a process led by national level 

stakeholders, yet with limited input from and participation by lower levels of the health 

system. Local level health workers or community leaders had limited space for input to 

the design changes, which supports other findings in Zimbabwe that found a lack of local 

engagement and participation (Witter et al., 2019b). This lack of buy-in may have affected 

staff motivation, as reported in the interviews. This is consistent with findings that 

insufficient preparedness of people and processes for the changes in RBF design and 

other adaptations can constrain managers and workers’ performance (Kane et al., 2019), 

worse so if communication on the changes to local health systems levels is poor as 

reported in the interviews. As a result, our findings support those of Kane et al. (2019) 

who conclude that irrespective of the driver of any local programmic or exogenous 

adaptation to RBF design, systematic efforts should be put in place to enable and facilitate 

the absorption of changes in the system. This can be done through building processes 

and personnel capacities, reconfiguring the decision space available at all levels, and 

enhancing accountability relationships. This may also improve the ownership of RBF 

programmes to avoid the negative perception of limited country ownership reported in 

other studies (Barnes et al., 2015a; Paul et al., 2018) as well as by our respondents. 
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A further factor that emerged from this study is the role and agency of national actors in 

RBF programme design. From the interviews, MoHCC officials identified the areas that 

the RBF programme had left out from its design. These were priority areas for the health 

system, such as pediatric ART, HIV/AIDS, environments for health, non-communicable 

diseases and others. These key priorities could not be included in the initial programme 

design, given the specific focus of the World Bank on child and maternal health and 

associated budgetary restraints. Thus, state actors had to identify high impact areas 

within the confines of the funders’ target areas and performance-based financing model, 

which has been a limitation and critique of many RBF programmes (Barnes et al., 2015) 

and which limits RBF’s role as a strategic purchasing instrument (Witter et al., 2020). The 

fact that RBF was initially limited to World Bank priority areas despite the identification of 

other priority areas by the MoHCC also supports recent research critical of the 

proliferation of ‘travelling models’ such as RBF, which often promote a one-size-fits all 

approach leaving recipient countries with limited negotiation capacity (Barnes et. al. 

2015a) and potentially undermined perceptions of ownership (Gautier and Ridde, 2017), 

as well as suffering from a lack of local specificity, underestimated contextual and 

practical considerations, and overly rigid procedures in terms of what adaptations are 

permissible (de Sardan et al. 2017; Barnes et al. 2015). 

 

With increased government funding of the RBF programme and the coming in of new 

funds from the HDF, the MoHCC saw an opportunity to adapt RBF toward priority areas 

that had been originally left out. This suggests that the programme space to include and 
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reward alternative indicators to meet national priorities has greater adaptability when 

more than one funding source is available or where funding is appropriately large enough 

to capture priorities outlined in the National Strategic Plan. This also suggests that single 

donor co-financing models are more susceptible to diminished agency and negative 

perceptions of national ownership, particularly in resource limited LMICs, since a single 

donor and national level champions may have disproportionate leverage in pushing 

through RBF programme features due to conditions of acute financial need, a lack of 

viable alternatives, and/or a lack of other influential voices (Gautier and Ridde, 2017).  

 

That said, national ownership, influence and capacity building by the GoZ was enhanced 

through increased local funding of the programme, which is commiserate with findings 

from a recent scoping review that recommended a need for states to increase their 

‘coordination and domestic funding mobilization roles’ (Gautier and Ridde, 2017:1). The 

role of increased programme agency in Zimbabwe is demonstrated by adaptions relating 

to the review of the NSC and the subsequent addition of the NMT in 2016. The NMT 

consisted of mid to senior level financial and technical level staff at MoHCC head office 

working on policy, planning and expenditure management aspects, increasing the scale 

and scope of MoHCC technical involvement in RBF policy. The NMT was considered as 

the operational arm of the NSC responsible for following up on all NSC recommendations. 

Countries emerging from economic downturns may thus increase their agency in RBF 

programme design and adaptation through increased domestic funding and such 

mechanisms for institutional control of these programmes. 
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We note two study limitations. First, the majority of the documents reviewed were 

obtained from organizations that were implementing the programme, specifically the two 

NPAs, the MoHCC, and the World Bank. Although independent sources were consulted, 

interviewed, and triangulated where possible, most RBF evaluations in Zimbabwe were 

conducted by implementers, which may increase the potential for bias. Second, we were 

unable to access a number of documents that were referenced in the policy documents, 

notably, 9 NSC minutes and twelve NPA documents, which could have provided 

additional information on how RBF adapted to identified moderators. 

 

Conclusion 

The findings from this study provide an example of a programme that experienced 

substantive adaption during the course of the programme, demonstrating a significant 

level of responsiveness in an effort to increase efficiency as well as to respond to 

unforeseen factors that undermined other stated RBF goals. One explanation for why the 

Zimbabwe programme was able to be adaptive relates to the MoHCC’s insistence on a 

gradual and phased approach of the RBF design, which could provide lessons for other 

LMIC countries or countries similarly emerging from economic downturns like in 

Zimbabwe post 2008. In particular, a phased approach can prioritise early programme 

readiness through facility and training capacity building prior to the introduction of direct 

bonuses to heath workers. This planned approach avoided some initial capacity shocks 

generally associated with rapid implementation of RBF in LMIC settings that have 

historically led to unintended outcomes, stalled implementation or poor RBF performance. 

Our findings also suggest that national level technical processes in RBF design and 
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adaptation need to be balanced with effective involvement and participation of lower 

levels of health systems to ensure ownership by health workers and to achieve intended 

outcomes. This is because identified moderating factors, either endogenous or 

exogenous to the programme, require effective communication upwards if policy 

adaptations are to be successfully targeted with intended outcomes. Moreover, given that 

overall system capacity remained a consistent moderator on RBF performance, the study 

helps support the findings of a recent realist review of RBF in 41 countries, which reports 

that if health system inputs are vastly underperforming pre-RBF, then they are unlikely to 

improve only on the basis of RBF (Singh et al., forthcoming). This raises additional 

challenges to historical narratives associated with performance-based financing in LMIC 

settings, especially where there are crucial under-investments in health systems and 

personnel. Namely, it challenges former narratives that championed RBF as ‘a catalyst 

for comprehensive health care reform’ (Meessen et al., 2011). Lastly, this study further 

supports existing knowledge that exogenous and contextual circumstances matter in RBF 

design and that responsive adaptation is thus an important aspect of success. Yet, one 

important outcome of this study is that there is significant underreporting of exogenous 

factors and blurred distinctions between programme level and exogenous moderators, 

suggesting that there is a need for them to be more systematically examined and reported 

within RBF projects (Borghi, et al., 2018). While there are wider policy debates on the 

effective and efficient role of RBF in health systems that we do not address in this paper 

(Paul et al., 2020), improved understanding of programme level and exogenous factors 

through enhanced documentation, can improve response during the implementation 
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process, and regular reporting of these factors in RBF projects could be an important tool 

for improving how RBF can bring positive outcomes in health systems.  
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