D I R E C T H E A LT H FA C I L I T Y F I N A N C I N G I N TA N Z A N I A . P R O C E S S E VA LU AT I O N . P H O N E S U R V E Y # 3

NUMBER 9

CMI REPORT
D E C E M B E R 2 0 21

Photo: Right to Health
(from flickr, CC BY 2.0).

AUTHORS
Peter Binyaruka

Ifakara Health Institute

Ottar Mæstad

Chr. Michelsen Institute

Vincent Somville

Chr. Michelsen Institute

Direct health facility
financing in Tanzania.
Process evaluation.
Phone Survey #3

1

2

C M I R E P O RT N U M B E R 9 , D E C E M B E R 2 0 2 1

TABLE OF CONTENTS
Introduction
Background
Topics
Data collection and sample

3
3
3
3

Results: Health worker survey
Results-based Financing
Training and knowledge about RBF indicators
Difficult RBF indicators to improve
RBF payments
RBF design
Direct Health Facility Financing (DHFF)
Training and knowledge of DHFF indicators
DHFF implementation
RBF and DHFF compared
Understanding patterns in service delivery
Institutional deliveries
Use of contraceptives
Growth monitoring of children

4
4
4
5
6
7
8
8
10
11
13
13
14
15

Results: Community health worker survey
RBF implementation
RBF training and knowledge of RBF indicators
RBF payments
RBF and community health worker performance
Community health worker performance
Challenges in improving performance
Understanding patterns in service delivery
Observed changes in HW behaviour
Institutional deliveries
Perceptions of stunting prevalence

16
16
16
17
17
17
19
20
20
21
22

Key messages
Results-based Financing (RBF)
Direct Health Facility Financing (DHFF)
Understanding patterns in service delivery

23
23
23
23

D I R E C T H E A LT H FA C I L I T Y F I N A N C I N G I N TA N Z A N I A . P R O C E S S E VA LU AT I O N . P H O N E S U R V E Y # 3

INTRODUCTION
Background
The Government of Tanzania is currently implementing a Results-Based Financing (RBF) scheme in
nine regions. The scheme is designed to improve health service use and equity, as well as the quality
and efficiency of health care, particularly among primary health care facilities.
Since 2015, the Ifakara Health Institute (IHI), in collaboration with the London School of
Hygiene and Tropical Medicine (LSHTM) and Chr. Michelsen Institute (CMI), has conducted a
rigorous impact and process evaluation of the RBF scale-up, focusing on the Mwanza region.
As part of the process evaluation, the research team has previously conducted two rounds of
phone-interviews with all health workers (HWs) and community health workers (CHWs) who
participated in the baseline survey in the Mwanza region in 2016.1 The first round was conducted
in February 2018 and the second in November the same year.
From 2017/2018, the Government of Tanzania has also implemented Direct Health Facility
Financing (DHFF) in all regions. The DHFF reform involves the transfer of health basket funds
directly from the Ministry of Finance and Planning to health facility bank accounts and has similar
objectives to the RBF programme.
This brief report summarizes the findings from a third phone survey, conducted in November
2020. The survey had two main objectives:
• To shed light on findings from the RBF impact evaluation, which conducted its endline survey
earlier in 2020.
• To shed light on findings from the RBF-DHFF study, which was conducted in parallel with
the RBF endline and assessed which factors facilitated or inhibited the success of the RBF and
DHFF programmes.

Topics
This survey covers a variety of topics related to:
• Training in and knowledge of the RBF and DHFF programmes.
• RBF and DHFF implementation, including the impact of delayed payments.
• Impacts of RBF and DHFF on service delivery, including their relative importance.
• Understanding patterns in service delivery.

Data collection and sample
Participants in the phone survey are health workers (HWs) and community health workers (CHWs)
who participated in the endline survey of the RBF impact evaluation. Unlike previous phone surveys,
which focused on the Mwanza region only, this survey also included participants from the Mara
region. Mara has been the control region for the impact evaluation, as RBF was not implemented
in Mara until late 2019.
We aimed to interview two HWs and two CHWs at each of the 150 facilities in the sample (75
facilities in each region), a total of 300 HWs and 300 CHWs. The health facilities were randomly
selected at baseline and so were the participating HWs and CHWs.
A total of 591 respondents were interviewed: 297 CHWs (149 in Mwanza and 148 in Mara) and
294 HWs (148 in Mwanza and 146 in Mara). The phone survey was conducted in mid-November 2020
by a professional survey company, Economic Development Initiatives (EDI), based in Bukoba-Kagera.
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The corresponding previous phone survey reports have been distributed and are available upon request.
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RESULTS: HEALTH WORKER SURVEY
The health workers interviews focused on the following topics:
• Results-based Financing
RBF training and knowledge of RBF indicators
RBF indicators that are difficult to improve
RBF payments
RBF design
• Direct Health Facility Financing
DHFF training and knowledge of DHFF performance indicators
DHFF implementation (including infrastructure)
• RBF and DHFF compared
• Understanding patterns in service delivery
Institutional deliveries
Use of contraceptives
Growth monitoring of children

Results-based Financing
Training and knowledge about RBF indicators
There is a declining trend in the share of health workers reporting to have attended RBF training
(Table 1). In Mwanza, 66% of the interviewed health workers had attended RBF training in February
2018. The share is down to 45% in this round. The share is higher in Mara (58%), though, probably
because RBF training in Mara was conducted more recently, in mid-2019.
As a measure of HW knowledge about RBF indicators, we asked HWs to mention those services
that count in the calculation of RBF bonus payments (open question). Out of 14 incentivised services,
HWs were able to mention 7.8 services in Mwanza. This is a significant improvement from Round 2,
when they were able to mention 6 services. This suggests that knowledge about the RBF programme
is maintained and strengthened over time, despite a reduction in the share of health workers who
have attended formal training. In Mara, HWs were able to mention 6.9 services on average.
While there are improvements on most indicators, there are a couple of observations that point in
the opposite direction. There is a significant reduction in the share of HWs who mention institutional
deliveries and early ANC as RBF indicators. Only around 40% of the HWs mention these indicators
in this round, compared to around 60% in previous rounds.
The services that are most commonly recalled are vitamin A supplements and measles vaccination
for children (mentioned by around 80%). The service that is recalled by the fewest HWs is referrals
of TB suspects.
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Table 1: Training and knowledge about RBF indicators
Round 1

Round 2

Mwanza

Mwanza

Mwanza

Mara

n=134

n=134

n=148

n=146

66

49

45

58

Number of new outpatient consultations (%)

63

70

82

34

Number of first ANC visits, with gestation age below 12 weeks (%)

63

66

40

32

Number of children under one year immunised against measles (%)

43

59

76

78

Number of under-five receiving Vitamin A supplementation (%)

51

58

71

88

Number of institutional deliveries (%)

66

57

43

46

Number of pregnant women attending for ANC at least four times during
pregnancy (%)

46

47

46

74

Number of low-income households identified by TASAF receiving
outpatient care (%)

28

44

73

40

Number of mothers receiving post-natal care services within 3-7 days after
delivery (%)

34

41

47

50

Number of new users on modern family planning methods (%)

38

38

63

59

Number of clients initiated by health care provider to counsel and test for
HIV (PITC) (%)

31

37

51

25

Number of pregnant women receiving 2+ doses of intermittent presumptive
treatment for malaria (%)

38

28

51

54

Number of HIV-positive pregnant women receiving ARVs (%)

31

25

59

57

Number of TB suspects referred (%)

12

24

32

31

Number of HIV-exposed infants receiving ARVs (%)

30

19

45

26

Attended a training related to RBF? (% yes)

Round 3

What indicators do you need to perform on to get bonus payments?
(% mentioned)

Difficult RBF indicators to improve
RBF may induce HWs to focus their attention on some services at the expense of others. To improve
our understanding of how HWs make such trade-offs, we asked which RBF indicators are most
difficult to improve. Each HW was asked to mention the three most difficult indicators to improve.
Table 2 shows which indicators were mentioned as most difficult to improve. In interpreting
these figures, we need to keep in mind that HWs are consciously aware of only a sub-set of the RBF
indicators. Indicators that they are not conscious of will therefore not be mentioned here, even though
they may also be difficult to improve.
In Mwanza, the top three indicators that are seen as difficult to improve are new outpatient
consultation (mentioned by 68%), low-income households receiving outpatient care (59%), and measles
immunisation (44%). In Mara, the two indicators that stand out as most difficult to improve are
vitamin A supplementation (mentioned by 63%) and measles immunisation (51%). Note however, that
if we instead look at how many mention an indicator as a difficult relative to how many are aware of
the indicator, outpatient consultations stand out as a difficult indicator to improve in Mara as well.
The pattern across regions may therefore be more similar than it appears at first glance.
There may be different reasons why indicators are perceived as difficult to improve; some indicators
may be inherently difficult to affect through supply-side measures, because demand-side factors are
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more important for utilisation; other indicators may be difficult to improve because coverage is high
at the outset and a further increase would take substantial resources.
It is also interesting to note which indicators are not mentioned as difficult to improve. For
instance, very few health workers in Mwanza included frequent ANC visits, institutional deliveries,
or post-natal care within 3-7 days among the difficult ones.

Table 2: Results-Based Financing (RBF) indicators perceived as most difficult to improve (% mentioning the
indicator as one of the three most difficult ones).
Mwanza

Mara

Total

n=148

n=146

n=294

No. of new outpatient consultations

68

20

44

No. of low-income HHs receiving outpatient care

59

23

41

No. of children under one year immunised against measles

44

51

48

No. of under-five receiving Vitamin A supplementation

22

63

43

No. of new users on modern family planning methods

15

28

21

No. of pregnant women receiving 2+ doses of intermittent presumptive malaria treatment

12

10

11

No. of HIV-positive pregnant women receiving ARVs

22

25

24

No. of mothers receiving post-natal care 3-7 days after delivery

6

17

12

No. of women attending ANC at least 4 times during pregnancy

7

23

15

No. of HIV-exposed infants receiving ARVs

4

5

4

No. of institutional deliveries

1

18

10

16

4

10

5

6

5

13

3

8

No. of clients initiated to counsel and test for HIV (PITC)
No. of TB suspects referred
No. of first antenatal visits, gestation age below 12 weeks

RBF payments
Delays in RBF payments have been a challenge for RBF implementation. No HWs in Mara had
received any RBF payments at the time when this study was conducted – one year and four months
after the programme started.
In Mwanza, 85% of the health workers that we interviewed in November 2020 had received RBF
payments. Note that some health workers may have been recruited recently and therefore had not
received any payments yet.
There was huge variation in the reported timing of the last payment in Mwanza. While only 20%
had received any RBF payments in 2020, 56% claimed that their last RBF payment was in 2019,
and 24% that it was received in 2018. This variation may however be due to recall bias, as we were
informed in the field that a region-wide payment took place around February 2020.
The reported amounts received at the last payment also varied considerably, from less
than TSH 100,000 up to several millions. The median amount was TSH 250,000, while the
average was close to TSH 700,000. Note that due to the payment delays, some payments
may have covered several quarters. This might be one reason for the large variation.
We asked how the delays in RBF payments in Mwanza from 2018 onwards have affected service
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delivery (Table 3). While HWs claim that RBF contributes significantly to improved services quality,
a large majority agree or strongly agree that the delays in payments did not reduce HW motivation
(90%) and that service delivery continued just like normal (93%). A high share of health workers also
claimed that they were able to maintain drugs supply (78%) and that service quality was maintained
(86%). These responses suggest that positive effects of RBF on service provision can be maintained
through long periods of delayed RBF payments.

Table 3: Perceived effects of delays in RBF payments in Mwanza from 2018 onwards (%), n=148.
Strongly
disagree

Disagree

Agree

Strongly
agree

Service delivery continued just like before even if RBF payments were delayed

3

4

55

39

Health facilities were able to maintain drug supply even if RBF payments were
delayed

7

15

56

22

Service quality was maintained also when RBF payments were delayed

1

14

66

20

RBF does not make much difference to service quality

32

41

14

13

Patients continued to come to the facility even if service quality declined

2

18

51

29

Health workers did not lose motivation even though RBF payments were
delayed

5

5

41

49

RBF design
RBF payments are split in two parts: 75% is for the facility and 25% is for staff bonuses. One
interesting question is what role the staff bonus is playing in improving service quality. We therefore
asked health workers how service quality would be affected if all payments instead went to the health
facility and nothing went to the HWs.

Figure 1: Perceived effect of letting all RBF payments go to the health facility (%).

68
51

49
24
1

Quality would decrease

Quality would stay the same
Mwanza

8

Quality would increase

Mara

It is noteworthy that even if HWs have an incentive to report that quality would decrease, more than
half of them say that quality would stay the same even without a staff bonus.
The responses differ somewhat between Mwanza and Mara; HWs that already have received
RBF payments (in Mwanza) think it is more likely that quality will be reduced than those who have
not yet received any payments. This suggests that removing the staff bonus is more likely to have a
negative effect than simply not implementing a staff bonus in the first place.
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We also asked HWs to rate the importance of various elements of the RBF programme for improving
service delivery (Table 4). The various elements were rated as not important (1), somewhat important (2),
or very important (3). In Mwanza, almost all HWs rate all elements as very important. Responses in Mara
are more nuanced. Interestingly, the elements with the highest score are the ‘softer’ elements of RBF, like
increased support from district level and increased capacity for planning and financial management, and
not resources and incentives. However, this may reflect the fact that no payments have yet been received.
Note also that the element with the highest score in both regions is the quarterly data verification.

Table 4: Importance of elements of Results Based Financing (RBF) for improving service delivery. Average
scores. 1 = Not important, 2= Somewhat important, 3 = Very important.
Mwanza

Mara

More funds to facility (for drugs, supplies, infrastructure, etc.)

2.9

2.1

Incentives for the facility (i.e., the possibility to get more funds by improving performance)

2.9

2.1

Greater ability for facility to decide on how to spend funds

2.8

2.2

Incentives for health workers

2.9

2.1

Focus on performance and results is motivating (even without extra pay)

2.8

2.5

Health facility governing committee is more involved in decision making

3.0

2.6

More support from district level managers

2.9

2.8

Increased capacity for planning and financial management

2.9

2.6

Quarterly data verification

3.0

2.9

Direct Health Facility Financing (DHFF)
Training and knowledge of DHFF indicators
In the RBF-DHFF study, one third of the in-charges reported inadequate training in DHFF. We
therefore wanted to know what could explain limited satisfaction with the training.
Surprisingly, only 44 of the health workers interviewed reported that they had participated in
DHFF training. Their explanations for limited satisfaction with DHFF training are summarised
in Table 5. All the mentioned causes are reported to be somewhat or very important, with limited
computer skills among participants and the amount of material covered standing out as the most
important explanations.

Table 5: Reasons for limited satisfaction with DHFF training (%), n=44.
Not
important

Somewhat
important

Very
important

A lot material was covered in a short time

18

48

34

The material was complicated

27

59

14

The trainers did not explain things well enough

23

52

25

Participants had too limited computer skills

11

48

41
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DHFF is allocated to health facilities as the combination of a base tranche (based in indicators such
as catchment population and distance to district headquarters) and a performance tranche. The set
of performance indicators has expanded over time. We asked HWs to mention which performance
indicators they are aware of (Table 6).
The DHFF performance indicators seem to be better known in Mwanza than in Mara. In
Mwanza, HWs on average mentioned 4.3 of the 8 performance indicators, while 3.1 indicators were
mentioned in Mara. The best-known indicators in both regions are availability of drugs and users of
modern family planning.
There is considerable overlap between RBF and DHFF performance indicators. It is noteworthy
that in Mwanza, where RBF has been implemented much longer than DHFF, some of the indicators
that are part of both programmes (e.g., institutional deliveries, post-natal care, antenatal care, and
users of modern family planning) are mentioned by more HWs in connection with DHFF than in
connection with RBF (cf. Table 1).

Table 6: DHFF performance indicators mentioned by HWs (%).
Mwanza

Mara

Outpatient care attendances

63

42

Antenatal care attendances

51

39

Institutional deliveries

62

36

Post-natal care attendances

52

53

Admissions

19

10

C-Sections

16

3

Users of modern family planning

80

66

Availability of drugs (30 tracer drugs)

89

60

9

10
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DHFF implementation
New digital tools for planning, budgeting, and accounting were implemented along with DHFF.
PlanRep is the new planning tool, and in the RBF-DHFF study we noted that a significant share
of the in-charges reported that PlanRep was not used to a high extent in planning and budgeting.
We wanted to know why. The responses are reported in Table 7.

Table 7: Importance of various constraints for the use of PlanRep (%).
Not
important

Somewhat
important

Very
important

People have not learned properly how to use it

10

43

47

The program is not user-friendly enough

10

49

41

People do not see PlanRep as a tool that can help them

12

48

40

There are technical problems with the program

15

47

38

There is lack of functioning computers

9

48

43

Electricity and internet supply are unreliable

8

44

48

The responses suggest that there is a broad set of factors that contribute to less-than-optimal utilisation
of PlanRep. None of the mentioned constraints stand out as significantly more important than the
others.
The implementation of the DHFF programme was associated with the introduction of facility
accountants to support on financial matters. In Round 2, 89% of health workers in Mwanza
acknowledged that their facility had received technical support from an accountant. The figure in
Round 3 was down to 82%, while in Mara 88% confirmed to have received such support. The support
from accountants was perceived as very important to most health workers (100% in Mwanza and
87% in Mara).
This phone survey also assessed the availability of equipment and utilities that are crucial for
well-functioning digital support systems (Table 8). Around 80% of health facilities in the two regions
have reliable electricity supply, including solar power. The availability of functioning computer(s)
and reliable internet connectivity are also at this level in Mwanza region, but available to far fewer
health facilities in the Mara region.

Table 8: Availability of facility equipment and utilities (%).
Mwanza

Mara

Reliable electricity supply

82

78

Solar power supply

75

78

Functioning computer(s)

86

30

Reliable internet connectivity

75

56
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RBF and DHFF compared
As RBF and DHFF have similar objectives, we were interested in HWs perceptions of which
programme has the greatest potential to improve service delivery. We asked whether they think
that DHFF overall has a greater or smaller potential to improve service delivery compared to RBF
(Figure 2).

Figure 2: Perceptions of which programme has the greatest potential to improve service delivery (%).

48

45

36

29

23
7
DHFF

Equal
Mwanza

RBF
Mara

Perceptions are strikingly different across regions. While very few HWs in Mwanza (7%) believe
that DHFF has a larger potential than RBF to improve service delivery, more than a third of HWs
in Mara believes this to be the case. The fact that no RBF payments have yet been made in Mara is
likely to contribute to this difference. On the other hand, more HWs in Mwanza than in Mara believe
that RBF has a larger potential than DHFF. Yet, around 50% of HWs in Mwanza, who have quite
some experience with both systems, believe that their potential to improve service delivery are equal.
When we asked more specifically about which programme so far has had the largest positive
impact on the number of pregnant women who seek care, the respondents pointed more clearly at
RBF in both regions (Figure 3).
Figure 3: Perceptions of which programme that so far has had the largest positive impact on the number of
pregnant women who seek care (%).

86

76

10

2
DHFF

22
4
Equal
Mwanza

RBF
Mara

It is noteworthy that even in Mara, where RBF payments have not yet been made, the HWs think that
RBF has still played an important role in increasing the number of pregnant women who seek care.
A third issue that we wanted to explore was the degree to which the two programmes had changed
the mindset of HWs towards a more problem-solving attitude. We first asked to which extent RBF
had changed HWs’ mindset to focus more on solving problems they face in service delivery. Almost
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all HWs in Mwanza (97%) answered ‘to a large extent’. Even in Mara, as many as 72% gave the same
answer and only 5% said ‘to little or no extent’.
We followed up by asking whether DHFF has contributed more or less than RBF in changing
health workers’ mindsets (Figure 4).

Figure 4: Perceptions of which programme that has contributed most to a more problem-solving attitude
among HWs (%).

59
50

45

20

19

5
DHFF

Equal
Mwanza

RBF
Mara

Again, we note significant differences across regions. Overall, a high share of HWs in both regions
believes that RBF has a stronger impact on HWs’ mindsets than DHFF. In Mwanza, most of the
other HWs believe the two programmes have equal impact, while in Mara, there is also a significant
share (20%) who believes that DHFF has the largest impact on HWs’ mindsets.
One difference between the two programmes, which might explain some of their different impacts,
is that there are more stringent rules on how DHFF funds can be used compared to RBF funds. In
the RBF-DHFF study, one third of the in-charges reported that restrictions on how to spend DHFF
funds imposed a major constraint on their efforts to improve service delivery.
We attempted to shed more light on this issue by asking which restrictions are perceived as
more or less important. The results do not point in any clear direction: between 80% and 90% of the
respondents claim that all the restrictions mentioned in Table 9 are either somewhat important or
very important for service delivery. Interestingly, however, HWs in Mwanza believe that the impacts
of the restrictions are more severe than do HWs in Mara. One possible explanation is that they have
experienced the benefits of a more liberal regime with RBF funds.

Table 9: Share of HWs who perceive restrictions on how to spend DHFF funds have a
‘very important’ negative impact on service delivery (%).
Mwanza

Mara

Restrictions on what to spend on allowances

53

18

Restrictions on what to spend on drugs and supplies

57

47

Restrictions on spending on capital investments

64

29
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Understanding patterns in service delivery
Institutional deliveries
Our RBF impact study shows that a much higher share of women delivers at health facilities now
compared to four years ago. We were interested in understanding what HWs perceived to be the
main explanations for this change.
We first asked HWs to mention the most important reason for more institutional deliveries (open
question). The responses suggest that better education and higher awareness among the pregnant women
is the main reason. In Mwanza, there is also a considerable share of HWs who believe that better
service quality is the main reason, while this is not the case in Mara.
We then asked HWs to rank a set of possible explanations in terms of their importance: not
important, somewhat important, or very important. With few exceptions, health workers classified
the options as either somewhat important or very important. Table 10 shows the share of HWs who
classified the explanations as very important.
The results confirm the high importance assigned to women’s education and awareness. They also
confirm that supply-side factors are more commonly believed to have played a very important role
in Mwanza than in Mara.
We also notice that a considerable share of HWs in both regions think that RBF and DHFF are
very important factors. However, in both regions, HWs seem to believe that RBF is an even more
important factor than DHFF.

Table 10: Reasons characterised as ‘very important’ in explaining why more women deliver
at health facilities (% of HWs).
Mwanza

Mara

Women and communities’ education and awareness– nowadays they think it is
more important to deliver at health facilities

98

75

Health workers treat the women more respectfully than in the past

91

62

There are more health workers available at the facilities

91

38

Health worker skills have improved

86

39

The building and other infrastructure of health facilities have been upgraded

76

38

Availability of drugs and medical supplies has improved

71

38

Women are more able to afford transportation

37

20

Community health workers encourage women to deliver at health facilities

95

75

The implementation of Results Based Financing

95

68

The implementation of Direct Facility Financing with Health Basket Funds

76

47

The RBF impact study also showed that women who deliver at health facilities perceive that service
quality has increased. To understand why, we asked HWs what they perceive as the main reason
for the change. The results have not been fully analysed yet, but better education for women seems to
emerge as an important factor in explaining this change as well. In other words, education empowers
women to demand – and receive – health services of higher quality.
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We also asked HWs to rate a set of predefined potential explanations in terms of their importance;
not important, somewhat important, or very important. Very few characterised any of the explanations
as not important. Table 11 shows the share of HWs who classified the various explanations as very
important.

Table 11: Reasons characterised as ‘very important’ in explaining why more women experience that health
workers are taking better care of them (% of HWs).
Mwanza

Mara

Health workers have become better educated

97

62

Health workers are more concerned about their reputation in the communities

95

65

The attitude of health workers towards the women has changed

86

47

Health workers want to please the women to encourage more women to deliver at the facility

97

68

Health workers may earn a bonus through Results Based Financing (RBF)

83

75

Other programmes than Results Based Financing (RBF) have sensitised health workers to provide better
quality care

89

59

Unfortunately, we did not include better educated women among the explanations, but only asked
about supply-side factors. We notice that, like above, fewer HWs in Mara than in Mwanza consider
these supply-side factors to be very important. One potential explanation might be that RBF has not
yet been fully implemented in Mara and has not yet affected supply-side behaviour and attitudes to
the same extent as in Mwanza. Nevertheless, a high share of HWs in both regions consider RBF
to have played a very important role, along with other programmes that have sensitised HWs to
provide better quality care.

Use of contraceptives
The RBF impact study showed little or no increase in the use of modern family planning methods.
In the phone survey, we followed up by asking about perceived reasons for low uptake.
Among the listed reasons, the one that was perceived as very important by the highest share of
health workers (49%) was that women do not want to use contraceptives themselves, followed by lack of
supplies in the health facilities (45%).
Quite a few health workers also mentioned ‘false beliefs’ as an important reason for low uptake.

Table 12: Importance of potential reasons for limited use of modern contraceptives (%).
Not
important

Somewhat
important

Very
important

Women don’t want to use contraceptives

25

26

49

Other people in the community or household don’t want women to use
contraceptives

10

64

26

Lack of supplies at health facilities

32

23

45
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Growth monitoring of children
Our second phone survey, conducted in 2018, demonstrated that HWs have biased beliefs about the
prevalence of stunting. While the Tanzania National Nutrition Survey 2018 estimated stunting in
children at 26% in Mwanza, most HWs in the region believe that the prevalence is much lower –
between 0% and 10%.
We followed up in this survey by asking what health workers do as part of the routine growth
monitoring of children.
Almost all HWs (99%) in both regions confirmed that they do growth monitoring of children
under five years of age. Table 13 shows what HWs report to do during growth monitoring. Weight
is measured by 98% in both regions. Fewer measured height (88% in Mwanza region and only 43%
in Mara region).
To measure stunting, height needs to be plotted against age. This practice was reported by 72%
in Mwanza and 57% in Mara (note that the options were not read out to the respondents, which
may explain the apparent inconsistency between this figure and the lower share that reported to
measure height).

Table 13: What do you or your colleagues do during growth monitoring? (%)
Mwanza

Mara

Measure weight

98

98

Measure height

88

43

Plot weight against age on a growth chart

83

82

Plot height against age on a growth chart

72

57

Plot weight against height on a growth chart

72

83

Measure mid-upper arm circumference

69

76

Another interesting finding is that only 42% of HWs confirmed that their facility has a length board
to measure the length of children.
Overall, the practice of plotting height against age to discover stunting is less widespread than
desired in both regions, and especially so in Mara. Lack of appropriate equipment to measure the
height of children is likely contributing to maintaining this situation.
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RESULTS: COMMUNITY HEALTH WORKER SURVEY
The community health worker interviews focused on the following topics:
• RBF implementation
RBF training and knowledge of RBF indicators
RBF payments
• RBF and community health worker performance
Impacts of RBF on CHW performance
Challenges in improving RBF indicators
• Understanding patterns in service delivery
Perceived impacts of RBF on HW behaviour
Reasons for more institutional deliveries
Perceptions of stunting prevalence

RBF implementation
RBF training and knowledge of RBF indicators
The share of CHWs who had received RBF training has remained around 70% in Mwanza in all
three survey rounds. The share of trained CHWs is slightly lower in the Mara region (63%).
The knowledge among CHWs about the RBF indicators is good, also among those who have
not attended RBF training. Basically, all CHWs in Mwanza and around 90% in Mara know that
they earn RBF bonus by escorting women for delivery and visiting households. The knowledge about
the third indicator (reporting maternal and perinatal deaths) is somewhat lower in Mwanza than in
Mara, despite improvement over time.

Table 14: Training and knowledge about RBF indicators among CHWs (%)
Round 1

Round 2

Mwanza

Mwanza

Mwanza

Mara

n=105

n=105

n=149

n=148

72

71

70

63

No. of non-institutional maternal and perinatal deaths reported

49

48

71

92

No. of pregnant women escorted for delivery at health facility

87

94

100

95

Number of household visits

86

92

99

83

Ever attended a training related to RBF

Round 3

What are the things CHWs have to do to earn a bonus from the RBF scheme?
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RBF payments
There is a significant increase in the share of CHWs in Mwanza who have received any RBF payments
from Round 1 (41%) to Round 3 (85%) (Table 15). RBF payments have not yet been made in Mara.
The average amounts received in the last round of payment was TSH 221,000. These payments
covered 2.2 quarters on average, implying around TSH 100,000 per quarter.

Table 15: RBF payments to CHWs in Mwanza.
Round 1

Round 2

Round 3

n=105

n=105

n=149

41

75

84

Amount received in the last round of RBF payments (TSH)

110,186

265,409

221,074

Number of quarters covered by the last round of payments

1.5

1.9

2.2

Received any RBF payment (%)

Like with the HWs, there was large variation in reported timing of the last payment: 20% had
received a payment in 2020, 54% received their last payment in 2019, and 24% in 2018. Recall bias
might be suspected here as well.
The delay in RBF payments was claimed by some CHWs to have reduced the number of household
visits: 33% in Mwanza and 61% in Mara reported such a reduction. The difference may suggest that
CHWs in Mwanza were more confident that payments would eventually arrive.

RBF and community health worker performance
Community health worker performance
CHWs are supposed to escort women for delivery care. In previous surveys, we have asked CHWs
in different ways about how many women they escort and how this number has evolved over time.
In this phone survey, we asked about the number of women escorted during the last month.
The number of women escorted ranged from zero to 25, with an average of 4 in Mara and 6 in
Mwanza (Table 16). CHWs in Mwanza thus escort more women for delivery than CHWs do in
Mara. RBF may have contributed to this difference.
As in previous phone surveys, most CHWs perceived that they presently escort more women for
delivery than they did one year ago, although there is also a significant share who reported that the
number of women escorted has declined.
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Table 16: Escorting women for delivery at health facilities.
Round 1

Round 2

Mwanza

Mwanza

Mwanza

Mara

n=105

n=105

n=149

n=148

5

7

6

4

More often (%)

55

71

66

53

Less often (%)

34

20

27

30

9

8

7

16

How many pregnant women did you escort for delivery
at a health facility last month

Round 3

Compared to a year ago, how often do you escort
pregnant women to the facility?

Equally often (%)

We asked CHWs what they think is the most important reason why CHWs report that they now
escort more women than in the past (five years ago). The almost unanimous response (96%) was
that this is because of RBF.
Looking at the issue from a different angle, we asked what would happen to CHW performance
if the RBF programme ends. Interestingly, as much as 86% of CHWs claim that nothing will happen
to their efforts in escorting women to health facilities, and 80% believe nothing will happen to the
number of household visits. The latter is not entirely consistent with the fact that a substantial share
of CHWs reported that delays in RBF had caused a reduction in household visits. However, it is
consistent with attitudes expressed in the RBF-DHFF study that most CHWs are used to working
without pay and are therefore less affected by such changes.
We also asked CHWs whether they believed that community members had noticed any change
in CHW behaviour following the implementation of RBF, and what those changes are.
Almost all CHWs (98%) think that community members have noticed changes in CHWs
behaviour, in particular an improvement in health education. Apart from the incentivised behaviours,
a substantial share of CHWs, especially in Mwanza, also mention behaviours like being more kind
and more available.

Table 17: What was the most important change
that you think they have noticed?
Mwanza

Mara

More kind

70

26

More patient

59

29

More available

71

50

Provided better health education

97

91

Visited them more often

79

69

Escorted them more for delivery

68

75
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The RBF programme is not implemented in isolation, but rather alongside other programmes that
may also have affected CHW behaviour. The majority of CHWs named specific programmes that also
have influenced their work. We then asked whether other programmes were more or less important
than RBF for two of the RBF indicators as well as an additional variable that we hypothesised might
be more affected by other programmes.
The results show that RBF is perceived to be of higher importance than other programmes, for
all three variables, but that there is also a significant number of CHWs who rate other programmes
as more important than RBF, especially in Mara.

Table 18: CHWs claiming that RBF is more important than other
programmes for listed activities (%).
Mwanza

Mara

Number of household visits

85

68

Number of women escorted for delivery

96

75

Nutrition messages provided during household visits

88

76

We were also interested in how RBF has affected the relationship between CHWs and health
facilities. Improved cooperation was frequently mentioned in the RBF-DHFF study, but we did not
have a quantifiable measure of the variable.
RBF was claimed to improve cooperation between CHWs and HWs to a large extent by 97% in
Mwanza and 84% in Mara. Only 2% said that cooperation did not improve.

Challenges in improving performance
Most CHWs face various challenges in increasing their RBF performance (89% in Mwanza and
97% in Mara) (Table 19).
Lack of resource/funding for transport to do their work topped the list in both regions (mentioned
by 79% and 84%). Other constraints mentioned by more than 50% of the CHWs are lack of funding
for referring patients (Mwanza), low RBF payments or payment delays (Mwanza), geographical access
barriers (Mara), difficulties communicating with health facilities (Mara), and a lack of reporting
forms (Mara).
We notice that RBF payment delays are less of an issue in Mara where RBF was implemented
more recently. We also notice that in Mwanza, most of the challenges are faced by more and more
CHWs over time (e.g., people not being available for home visits, patient resistance, and health
worker absenteeism).
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Table 19: Challenges faced by CHWs in increasing RBF performance (%)
Round 1

Round 2

Mwanza

Mwanza

Mwanza

Mara

n=105

n=105

n=149

n=148

92

88

89

97

Lack of resources/funding for transport for you

79

70

79

84

Lack of funding for referral patient

10

5

54

20

Patient resistance to referral

19

5

21

2

Difficulties communicating with health facility

33

20

44

53

Geographical access barriers

32

28

32

61

Unavailability of birth/death registers

17

7

26

14

Lack of reporting forms

n.a.

11

36

50

People not available for home visits

n.a.

9

36

7

Health facility closed at night

n.a.

1

9

3

Health workers absent from the facility

n.a.

2

18

7

Low RBF payment/payment delays

n.a.

53

52

18

Have experienced any challenges in increasing RBF performance

Round 3

Which challenges have you faced?

Understanding patterns in service delivery
Observed changes in HW behaviour
In the RBF impact study, many HWs claimed to have changed their behaviour as a result of RBF.
We wanted to triangulate this observation by asking CHWs whether they have experienced any
change in HW behaviour.
In Mwanza, 68% of CHWs report that they have seen or heard that HWs at their local facility
have changed their behaviour because of RBF (Table 20). In Mara, the share is much higher – 91%.
We speculate that the difference might be explained by the more recent introduction of RBF in
Mara, which makes it easier to make a before-after comparison.
We then listed possible behavioural changes and asked those who have experienced any change
to indicate which changes they have witnessed. Since these questions were answered only by those
who said that they observed any changes, the maximum scores will be 68% and 91%, respectively.
Strikingly, almost all scores are very close to – or at – the maximum score (with one exception: HWs
providing more outreach services). Overall, CHWs strongly support the claims made by HWs about
behavioural change as a result of RBF.
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Table 20: Changes in HW behaviour because of RBF, as witnessed by CHWs (%).
Mwanza

Mara

68

91

HWs provide more outreach services

59

72

HWs are less absent

66

88

Better language and attitude towards patients

68

91

Better cooperation with Community Health Workers

68

91

HWs put more efforts into their work

68

90

HWs provide better quality services

68

91

HWs put more effort into solving problems with lack of drugs and equipment

68

91

HWs are more transparent in spending money and are more accountable

66

90

HWs are working closely with the Health facility governing committees

68

91

Have seen or heard that HWs at your local facility have changed their behaviour because of RBF
Which of the following changes have you witnessed?

Institutional deliveries
We asked CHWs the same question as we did to HWs about the reasons why more women now
deliver at health facilities compared to four years ago. Their responses largely confirm what HWs said.
When asked about the most important reason for the increase in institutional deliveries, CHWs
in both regions point to increased education of women and communities.
We then asked CHWs to rank possible explanations in terms of their importance: not important,
somewhat important, or very important. With few exceptions, CHWs classified the options as either
somewhat important or very important. Table 21 displays the share of CHWs who classified the
explanations as very important.

Table 21: Reasons characterized as ‘very important’ in explaining why more women deliver at health facilities
(% of CHWs).
Mwanza

Mara

Women and communities’ education and awareness– nowadays they think it is more important to deliver
at health facilities

97

78

Health workers treat the women more respectfully than in the past

95

78

There are more health workers available at the facilities

83

38

Health worker skills have improved

91

55

The building and other infrastructure of health facilities have been upgraded

82

55

Availability of drugs and medical supplies has improved

75

36

Women are more able to afford transportation

56

26

Community health workers encourage women to deliver at health facilities

95

78

The implementation of Results Based Financing

99

82
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The results are strikingly similar to the results obtained by asking HWs the same question (Table
10). High importance is assigned to women’s education and awareness. Some supply-side factors
are also seen by many as very important, such as women being treated more respectfully by health
workers, and encouragements by CHWs. The implementation of RBF is also seen as very important
by a large majority in both regions.

Perceptions of stunting prevalence
We asked CHWs the same questions that we asked HWs in a previous phone survey about their beliefs
about stunting prevalence among children below the age of two in their district. We explained the
term stunting as children being much shorter than they should be for their age because of malnutrition.
The results confirm the pattern that we observed among HWs. The beliefs are strongly biased:
almost all CHWs believe that many fewer children are stunted than actually are. While the Tanzania
National Nutrition Survey 2018 estimated stunting prevalence to be 26% in Mwanza and 29% in
Mara, the large majority of CHWs in both regions believe that stunting prevalence is between 0%
and 10%.

Figure 5: CHWs’ beliefs about stunting prevalence among children less than two years in their district (%).
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KEY MESSAGES
Results-based Financing (RBF)
•
•
•
•
•
•
•
•

A declining share of health workers has received RBF training, but knowledge of RBF indicators
has nevertheless improved over time.
The share of trained community health workers is stable, and they are quite aware of the RBF
indicators.
Utilisation of OPD services and measles immunisation services are perceived by health workers
as particularly difficult to increase.
Although health workers faced very large delays in RBF payments, most claim that the delays
didn’t affect the quality of services.
Many health workers claim that quality would not be reduced if all RBF payments went to the
facility rather than partially to staff bonuses.
Community health workers also faced payment delays, and some say they didn’t do as many
household visits as a consequence.
Lack of funds for transport continues to be the main challenge for community health workers in
improving their RBF performance.
Community health workers confirm that RBF has positively affected the behaviour of health
workers.

Direct Health Facility Financing (DHFF)
•
•
•
•
•

The majority of health workers didn’t receive DHFF training.
Training could have been improved by taking more time to explain things better. Limited computer
skill among participants should also be taken into account.
Many health workers perceive that restrictions on how to use DHFF funds have a very important
negative impact on service delivery.
The new digital tool for planning and budgeting (PlanRep) is not sufficiently in use. Reasons
include low competence, limited user-friendliness, and technical issues.
Access to stable electricity, computers, and internet is still too low.

Understanding patterns in service delivery
•

•
•

•
•

•

Increase in institutional deliveries is primarily attributed to women’s and communities’ education
and awareness, as well as to attitudinal changes among health workers and community health
workers.
RBF is perceived to have had a larger impact than DHFF on institutional deliveries.
Community health workers report that they escort more women for delivery than in the past and
that the main reason for the change is RBF. At the same time, they claim that ending the RBF
would not reduce their efforts in this regard.
The limited increase in the use of modern family planning methods is attributed as much to low
demand as to limited supplies.
While most facilities plot the children’s weight against age, many fewer plot the height against
age, presumably because of a lack of length boards. This may explain why health workers severely
underestimate the prevalence of stunting.
Community health workers also severely underestimate the prevalence of stunting.
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