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KEY ISSUES RELATED TO STRATEGIC HEALTH PURCHASING IN AFRICA

Is Performance-Based Financing A Pathway to Strategic Purchasing in 
Sub-Saharan Africa? A Synthesis of the Evidence
Dennis Waithaka a, Cheryl Cashinb, and Edwine Barasa a

aHealth Economics Research Unit, KEMRI-Wellcome Trust Research Programme, Nairobi, Kenya; bResults for Development Institute, 
Washington, D.C, USA

ABSTRACT
Many countries in sub-Saharan Africa have implemented performance-based financing (PBF) to 
improve health system performance. Much of the debate and analysis relating to PBF has focused 
on whether PBF “works”—that is, whether it leads to improvements in indicators tied to incentive- 
based payments. Because PBF schemes embody key elements of strategic health purchasing, this 
study examines the question of whether and how PBF programs in sub-Saharan Africa influence 
strategic purchasing more broadly within country health financing arrangements. We searched 
PubMed, Scopus, EconLit, Cochrane Database of Systematic Reviews, Google Scholar, Google, and 
the World Health Organization and World Bank’s repositories for studies that focused on the 
implementation experience or effects of PBF in sub-Saharan African and published in English 
from 2000 to 2020. We identified 44 papers and used framework analysis to analyze the data and 
generate key findings. The evidence we reviewed shows that PBF has the potential to raise 
awareness about strategic purchasing, improve governance and institutional arrangements, and 
strengthen strategic purchasing functions. However, these effects are minimal in practice because 
PBF has been introduced as narrow, often pilot, projects that run parallel to and have little 
integration with the mainstream health financing system. We concluded that PBF has not system
atically transformed health purchasing in countries in sub-Saharan Africa but that the experience 
with PBF can provide valuable lessons for how system-wide strategic purchasing can be imple
mented most effectively in that region—either in countries that currently have PBF schemes and 
aim to integrate them into broader purchasing systems, or in countries that are not currently 
implementing PBF. We also concluded that for countries to pursue more holistic approaches to 
strategic health purchasing and achieve better health outcomes, they need to implement health 
financing reforms within or aligned with existing financing systems.
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Introduction

Performance-based financing (PBF) has been one of the 
most studied and debated health financing approaches 
over the past decade. The World Health Organization 
(WHO) defines PBF as “a form of service provider pay
ment where financial incentives are directed only to health
care providers (not beneficiaries) when they achieve pre- 
determined verified performance targets, often defined in 
terms of process or output indicators, adjusted by some 
measure of quality.”1 The premise is that providers exert 
more effort when payments are tied to specific targets or 
results.2 More recently, however, PBF has been put forth as 
a reform package that goes beyond simple provider pay
ments to include: separation of functions between the 
purchaser, providers, and verifiers; increased health provi
der autonomy; enhanced monitoring activities; and com
munity involvement.2 PBF is a subset of the umbrella term 

results-based financing (RBF), which encompasses any 
arrangements that link payments (monetary or in-kind) 
made to a government, manager, provider, payer, or ben
eficiary of health services when they achieve predeter
mined, verified results.1,3–5 Other labels used to refer to 
RBF approaches include pay-for-performance (P4P), per
formance-based incentives (PBI), and performance-based 
payments.3,4

PBF has been widely adopted in low- and middle- 
income countries over the past two decades, especially in 
sub-Saharan Africa.3,4,6,7 This trend has been attributed in 
large part to advocacy by international agencies and non
governmental organizations (NGOs).7–10 In sub-Saharan 
Africa between 2006 and 2017, the number of countries 
implementing PBF increased from three to 32 (out of 46), 
accounting for more than 2 billion USD in 
expenditure.4,6,11,12
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Much of the debate and analysis relating to PBF has 
focused on whether PBF “works”—that is, whether it 
leads to improvements in indicators tied to incentive- 
based payments.13–16 Some of the literature has also focused 
on the effects of PBF on other indicators (aside from the 
indicators tied to incentives) and unintended 
consequences.8,17 Global dialogue has increasingly called 
for PBF to be embedded in a country’s broader health 
financing system, and some studies have examined the 
interaction of PBF with the health system more 
broadly.18–20

Because PBF schemes embody key elements of strategic 
health purchasing—benefits specification, contracting, pro
vider payment, and performance monitoring21,22—atten
tion has also been paid to whether PBF schemes can serve to 
strengthen strategic purchasing functions and systems 
more broadly in a country. Strategic purchasing refers to 
the allocation of resources informed, at least in part, by 
provider performance and population health needs.23 

Given that PBF provides an explicit link between the deliv
ery of prioritized services and payments based on perfor
mance data, it is increasingly seen as a tool to make 
purchasing more strategic.19 We synthesized evidence to 
examine whether and how PBF influences strategic pur
chasing within a country’s health financing arrangements. 
Based on the synthesized evidence, we drew lessons for 
countries that want to use PBF to improve strategic health 
purchasing more broadly.

Methods

Analytical Framework

The analysis for this paper was guided by the 
Strategic Health Purchasing Progress Tracking 
Framework (see Figure 1). The framework focuses 
on the core purchasing functions of benefits specifi
cation, contracting arrangements, provider payment, 
and performance monitoring, as well as the govern
ance and institutional arrangements that provide 
oversight and accountability for carrying out the 
purchasing functions effectively. The framework 
assumes that when purchasing functions and gov
ernance arrangements are in place, the purchaser 
can directly influence (positively or negatively) the 
allocation of resources, the incentives that influence 
individual provider behavior, and accountability 
through contract enforcement and performance 
monitoring. Resource allocation, incentives, and 
accountability can in turn affect overall progress 
on universal health coverage (UHC) goals. The fra
mework also incorporates factors external to the 
purchasing arrangements that can either strengthen 
or weaken the power of purchasers to directly influ
ence resource allocation and provider behavior, such 
as the share of total health funding managed by the 
purchaser, public financial management rules, and 
provider capacity.

Figure 1. Strategic Health Purchasing Progress Tracking Framework
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Literature Search

We conducted a systematic search on PubMed, Scopus, 
EconLit, the Cochrane Database of Systematic Reviews, 
Google Scholar, Google, and the WHO and World Bank 
repositories to identify relevant peer-reviewed and non- 
peer-reviewed literature. We also searched the refer
ences lists of the selected papers to identify other rele
vant studies. Table 1 lists the search terms we used when 
searching the respective databases.

Eligibility Criteria

We included studies that met the following five criteria 
as suggested in Cochrane’s Effective Practice and 
Organization of Care (EPOC) review template.24 First, 
the study was related to the topic of interest. We 
included studies that synthesized evidence on at least 
one of the following: PBF implementation experience 
and intended and unintended effects of PBF. We used 
the term PBF according to WHO’s1 three distinguishing 
features of a PBF scheme: 1) incentives are directed only 
to providers, not beneficiaries, 2) awards are purely 
financial, and 3) payment depends explicitly on the 
degree to which providers achieve certain pre- 
established, verified performance targets. Second, the 
study was related to the study design and methods. 
Given the large amount of literature on PBF, we first 
selected systematic reviews to include in our analysis. 
However, we found that the majority of the reviews were 
either quantitative or qualitative but lacked information 
on the mechanisms (the how and why) through which 
the intended and unintended effects of PBF occurred in 
certain circumstances. Therefore, we also included pri
mary studies that used qualitative study designs (such as 
case studies and qualitative process evaluations).24 We 

included mixed methods studies if it was possible to 
extract the data that were collected and analyzed using 
qualitative methods.24 We did not exclude studies based 
on our assessment of methodological limitations. Third, 
the study was published in English. English was the only 
language in which the review team was proficient, so this 
ensured that we would appropriately interpret the 
meaning of texts, which can be lost during translation 
from another language. Fourth, the study was published 
within the past 20 years (2000 to 2020), to focus on the 
most recent evidence. Fifth, were studies conducted in 
sub-Saharan Africa.

Study Selection Process

We independently assessed the titles, abstracts, and 
full texts of the identified records to evaluate their 
eligibility. We resolved any disagreements through 
discussion to arrive at a consensus. We identified 
651 papers, from which we removed 25 duplicates. 
Screening by title and abstract led to the elimination 
of 574 articles, and screening by reading the full 
papers led to the selection of 44 articles that met 
the eligibility criteria (see Figure 2). The key reasons 
for exclusion were that the study was conducted in 
a high-income country, it focused on demand-side 
incentives or nonfinancial incentives only, or it was 
a commentary rather than a research paper. 
Characteristics of the selected papers are described 
in Supplementary File 1.

Data Extraction and Synthesis

We applied the framework analysis approach to generate 
findings and interpretations that are relevant for policy 
and practice.25,26 We followed this analysis process: 

Table 1. Literature search: databases, dates of final search, and search terms.

Database
Date of Final 

Search Search Terms

PubMed 22/02/2020 (systematic review OR review OR meta-analysis) AND (“performance based financing” OR pbf OR “pay for 
performance” OR p4p OR “performance based payments” OR “performance based incentives” OR “results 
based financing” OR RBF OR “paying for results” OR “paying for performance” OR “value based purchasing”) 
AND (“developing countries” OR “low- and middle-income countries” OR “low income countries” OR africa)

Scopus 22/02/2020 (TITLE-ABS-KEY (“systematic review”) OR TITLE-ABS-KEY (review) OR TITLE-ABS-KEY (meta-analysis) AND TITLE- 
ABS-KEY (“performance-based financing”) OR TITLE-ABS-KEY (“pay for performance”) OR TITLE-ABS-KEY 
(“performance based payments”) OR TITLE-ABS-KEY (“performance based incentives”) OR TITLE-ABS-KEY 
(“results based financing”) OR TITLE-ABS-KEY (“paying for results”) OR TITLE-ABS-KEY (“paying for 
performance”) OR TITLE-ABS-KEY (value AND based AND purchasing) AND TITLE-ABS-KEY (“developing 
countries”) OR TITLE-ABS-KEY (“low- and middle-income countries”) OR TITLE-ABS-KEY (“low income 
countries”) OR TITLE-ABS-KEY (africa) AND (LIMIT-TO (DOCTYPE, “re”)) AND (LIMIT-TO (LANGUAGE “English”))

EconLit 22/02/2020 (systematic review OR review OR meta-analysis) AND (“performance based financing” OR pbf OR “pay for 
performance” OR p4p OR “performance based payments” OR “performance based incentives” OR “results 
based financing” OR RBF OR “paying for results” OR “paying for performance” OR “value based purchasing”) 
AND (“developing countries” OR “low- and middle-income countries” OR “low income countries” OR africa)

Cochrane Database of 
Systematic Reviews

22/02/2020 (“performance-based financing” OR “pay-for-performance” OR “performance-based payments” OR 
“performance-based incentives” OR “paying-for-results” OR “results-based financing”)
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First, one author read through the selected articles to 
identify key themes, including those not captured in the 
study’s conceptual framework. Second, we generated 
a coding scheme informed by the conceptual framework 
to group results into six categories: 1) governance and 
institutional arrangements, 2) benefits specification, 3) 
contracting arrangements, 4) provider payment, 5) per
formance monitoring, and 6) external factors affecting 
the implementation and results of PBF. Third, each 
article was read carefully, and the relevant findings 
were coded. Fourth, the data were sorted and charted 
according to the coding scheme. Fifth, we critically 
examined and interpreted the charted data across arti
cles to generate an in-depth understanding and inter
pretation of them.

Results

In the following sections we synthesize the findings 
from the reviewed studies on whether and how PBF 
influences strategic purchasing within a country’s 
health financing arrangements in each of the 
domains included in the analytical framework, as 
well as the role of key external factors in strengthen
ing or mitigating the role of PBF in influencing 
strategic purchasing more systemically.

Strengthening Governance of Strategic Purchasing

Governance Structures and Institutional 
Arrangements
The studies included in this review suggest that in some 
settings, PBF can have a positive impact on governance 
and institutional arrangements in the health sector by 
defining clearer accountability frameworks, separating 
some key health financing functions, and clarifying roles 
and relationships among different actors.27,28 This is 
particularly true where health financing governance 
arrangements are weak, such as in post-conflict settings. 
One example is the Democratic Republic of the Congo 
(DRC), where regulatory capacity was weak at all levels 
(central, provincial, and zonal).28 PBF introduced con
tracts between purchasers and providers, which came 
with clearer rules and regulations for providers. 
Contracts were also signed between different levels of 
the Ministry of Health (MOH) hierarchy. However, 
these frameworks and regulations affect only PBF fund
ing, not other funds, so it is unclear whether they can 
help improve governance and institutional arrange
ments for health purchasing more broadly.28

In most PBF schemes, external donors and interna
tional agencies are responsible for the purchasing of 
services, at least temporarily, before that function is 
transferred to national agencies.29,30 This was the case 

Figure 2. Flow chart of the study selection process (adapted from the PRISMA flow diagram)
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in some countries because of the assumption that the 
complexity of the programs exceeded the institutional 
capacity of national agencies.30 However, the evidence 
suggests that setting up parallel PBF agencies and opera
tions can increase fragmentation in governance and 
institutional arrangements and they can be challenging 
to integrate into national government structures. 
Furthermore, even when the PBF functions are 
embedded in the MOH, fragmentation of institutional 
responsibilities can occur. In Sierra Leone, for example, 
the department within the Ministry of Health and 
Sanitation that is responsible for PBF was seen as iso
lated from the rest of the ministry and maintaining 
a bilateral relationship with donors.31

More recently, international partners have made 
explicit efforts to work with ministries of health and 
district health teams and leaders to avoid creating or 
exacerbating duplication and fragmentation. In 
Cameroon, for example, where PBF was launched in 
2011, the purchasing of services was subcontracted to 
a consultancy firm and an NGO, both international, to 
ensure rapid implementation. But from the earliest 
stage, it was agreed that this role would later be trans
ferred to a national entity.29 This planning from the start 
facilitated the transfer, as did the amendment of the legal 
status of the national entity so it could take on those 
functions.29

Health Provider Autonomy
We found some evidence in the studies we reviewed that 
PBF can be instrumental in introducing provider auton
omy into purchasing arrangements, which can create 
incentives that affect provider behavior.29,30 The evi
dence shows that for PBF incentives to be effective, 
providers need to have a say in management decisions, 
which can help them internalize and respond to the 
incentives. For example, when PBF was scaled up 
nationally in Cameroon, policies granting greater auton
omy enabled facilities to creatively respond to shortages 
in drugs and supplies.29 Specifically, some facility man
agers took out low-interest loans from their staff to 
procure drugs from private retailers and prevent 
stockouts.29

In most settings in the studies reviewed, however, 
public financial management rules limited the auton
omy and flexibility of public providers to make decisions 
about how to deliver services and which inputs to use. In 
Burundi and Malawi, for instance, PBF facilities had to 
make requests for drugs and staff through district health 
managers, using a reportedly time-consuming process 
that limited their autonomy and ability to respond to 
shortages.32–34 In Mozambique, public financial man
agement laws did not allow facilities to open bank 

accounts, so the facilities had to rely on the district 
administrator to verify their expenditures and generate 
bank checks.35

Strengthening Purchasing Functions

Benefits Specification
PBF specifies which service areas are tied to incentive 
payments, and the evidence suggests that this can help 
clarify which services are high priority and thereby 
shape the benefit package in the country’s primary cov
erage scheme. In Burundi, for example, PBF was used in 
2006 to implement a new government policy on free 
health care for pregnant women and children under 
age five.33 Since PBF was implemented in Burundi, 
more than half of the services linked to PBF bonus 
payments have been included in the free services 
package.33 The PBF indicators also added additional 
benefits specification to the free maternal and child 
health—such as vaccinations for children under age 
one and pregnant women, four standard prenatal care 
visits, and institutional delivery by qualified staff.33

Where PBF is at least partially aligned with govern
ment-specified benefit packages, the evidence suggests 
that it is important to include a broad range of services 
to enhance buy-in. For instance, the PBF pilot in 
Mozambique failed to progress beyond the pilot stage 
partly because of its strong focus on HIV services; it thus 
had little buy-in as a health system reform among health 
workers and the MOH.7 Similarly, in Mali the PBF 
scheme focused only on three reproductive health indi
cators and thus was perceived as a vertical program and 
lacked ownership by country stakeholders.36 

Furthermore, the evidence suggests that the benefit 
package should be flexible enough to address local dis
ease outbreaks and provide locally relevant services 
based on local disease burdens and patterns. This was 
demonstrated in Zimbabwe, where the PBF scheme’s 
benefit package did not account for local disease pat
terns and outbreaks, which resulted in certain health 
facilities receiving relatively lower PBF bonuses when 
they failed to meet PBF targets because of their heavy 
workload related to local diseases or outbreaks.37

In many cases, however, the services linked to 
bonus payments in PBF programs are not aligned 
with government benefit packages in the primary 
coverage mechanisms, such as national health insur
ance systems or free care programs. For example, In 
the Central African Republic, DRC, and Nigeria, PBF 
emphasizes only some of the services in packages 
defined by the national government.38 In Sierra 
Leone, the PBF services have only been partially 
aligned with the government’s free care program.31 
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When the services included in PBF schemes do not 
align with the national benefit package, PBF could 
undermine access to services in the country’s primary 
coverage program. The evidence shows that health 
workers may focus on those targeted services over 
others in the package that are not tied to additional 
payment. This is particularly true for services that are 
easiest to increase in volume and therefore reap more 
bonus payments.14,33,35,39–43

Contracting Arrangements
In the studies reviewed, the evidence suggests that PBF 
can improve contracting arrangements between purcha
sers and health care providers when they are the first 
“contracts” introduced in that context. PBF contracts 
aim to ensure that providers are aware of the purchaser’s 
expectations of their performance. The contracts are 
typically a mutually agreed-upon document, at least 
between the fund holder and health care providers, 
which at a minimum outlines performance indicators 
(mostly quantity and quality of services), related pay
ment amounts, and conditions for bonuses and 
sanctions.44–48

Contracting in PBF schemes has a greater impact on 
service delivery outcomes when the terms of contracts 
are clearly communicated and monitoring is coopera
tive, with the goal of supporting performance 
improvement.47,49–51 Performance feedback is impor
tant in strengthening the effects of contracting on pro
vider performance and service delivery quality.52 

Conversely, failure to inform providers about expecta
tions and terms of payment affects the quality of service 
delivery. In Burkina Faso, providers were not well 
informed about how contracts, indicators, and monitor
ing processes were to work, leading to minimal impact 
on service provision.51

The evidence on whether PBF improves contract
ing as a purchasing function is varied. For instance, 
Witter et al. (2019)28 found that PBF improved con
tracting in the DRC, a country that had a weak 
regulatory framework for health facilities before the 
introduction of PBF. In countries with stronger reg
ulatory frameworks, such as Zimbabwe and Uganda, 
the same study found that PBF did not have 
a meaningful impact on contractual arrangements in 
the system overall, and instead added a parallel layer 
of contracting.28 Furthermore, when PBF contracting 
was done outside the public sector or within the 
public sector but without the involvement of the 
national MOH, the schemes lacked national owner
ship and failed to progress beyond the pilot stage and 
therefore had minimal effect on improving contract
ing for health services overall.7

Provider Payment
The evidence reviewed showed that PBF can facilitate 
progress toward strategic purchasing by introducing 
payments for specific outputs in systems with tradi
tional input-based budgets.29–31 This can create incen
tives for providers to increase productivity and 
improve other aspects of performance that are absent 
in input-based budget payment systems. Overall, how
ever, PBF has not significantly influenced provider 
payment policies in most countries due to its limited 
scope. In Uganda, Zimbabwe, and the DRC, where PBF 
pilots focused on a limited set of indicators or service 
areas, no systemic impacts on provider payment were 
found.28,53 In all of the PBF schemes included in this 
review, PBF performance payments were a top-up to 
other mechanisms, such as facility budgets and salaries, 
forming a small part of overall incentives and having 
limited ability to encourage more systemic improve
ments in provider payment.

Nonetheless, evidence from PBF implementation 
sheds light on the many factors that affect how payment 
incentives affect provider behavior, which is relevant for 
provider payment policy more broadly. For example, the 
evidence from this review shows that the power of pay
ment incentives to affect provider behavior is related to 
the size of payment for different services,32,50 the mar
ginal cost to providers of delivering services,32,33 and 
provider workload.49,54 Further, when user fees are 
charged, they can mute the power of payment incentives 
because they create a financial barrier to accessing the 
incentivized health care services. In Cameroon, for 
example, the failure of PBF incentives to improve the 
use of maternity services was linked to patients being 
unable to afford the user fees.40

Payment delays can also affect the power of 
incentives,33,35–37,40,44,49,51,52 with lengthy 
verification33,36,44 processes and heavy administrative 
burden in processing claims and making 
payments35,37,44 identified as the most common reason 
for payment delays in PBF schemes. In Benin’s PBF 
program, for example, delays of up to eight months 
between service provision and bonus payments were 
common, due to time-consuming verification processes 
and lengthy procedures for calculating and executing 
payments from the national level to facility bank 
accounts.44 In Zimbabwe, frequent delays in bonus pay
ments were linked to “tedious” procedures for requesting 
and collecting bonus payments.37

Lack of transparency in bonus distribution has also 
led to perceptions of unfairness and dissatisfaction 
among health workers, which may affect performance 
and motivation.32,51,52,55 This was the case in Burkina 
Faso, where some facility managers hid the bonus 
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amounts awarded to each health worker.52 Similar dis
satisfaction was noted in Burundi due to lack of trans
parency in how much of the PBF funding was allocated 
to facility improvement compared to individual staff 
bonuses.32

Performance Monitoring
Evidence from the studies reviewed showed that PBF 
programs have the potential to improve the monitoring 
function by specifying desired service delivery targets, 
reporting outcomes, and verifying reported outcomes. 
By linking payment incentives to accurately reported 
information, PBF has in some cases helped to strengthen 
health information systems. In Benin, for example, the 
PBF verification process exposed data quality issues in 
the national health management information system 
(HMIS), which were addressed over a three-year period 
of PBF implementation.56

The nature of PBF supervision and verification 
visits can also strengthen the performance monitor
ing function by creating mechanisms to provide sup
portive performance feedback to providers. For 
example, in Nigeria, Cameroon, and Mozambique, 
even though health workers felt constantly monitored 
by PBF verification visits, the supportive nature of 
the visits and the constructive feedback motivated 
them to improve their performance.47,49,50 But verifi
cation visits can also serve a punitive function and 
have a negative effect on communication between 
purchasers and providers and reduce motivation. In 
Zimbabwe, Zambia, Burundi, and Burkina Faso, 
health workers were discouraged by the overly criti
cal nature of the visits, which were often character
ized by fault finding and lack of praise and guidance 
on how to improve performance.32,33,37,51

Overall, the evidence shows that the potential of PBF 
to strengthen monitoring is often limited by poor inte
gration of PBF schemes with the rest of the health 
system.28,37,44,52,53 PBF programs often have parallel 
monitoring processes and sometimes parallel informa
tion systems. For example, in the DRC, the PBF scheme 
used a parallel information system that did not enhance 
the overall monitoring of service delivery in the public 
health system.28 In Zimbabwe, even though the PBF 
program used existing HMIS data with verification, the 
verified data were not fed back to the rest of the system 
and hence limited the contribution of PBF to strength
ening the HMIS and provider monitoring systems.28

Furthermore, although the verification process is 
often carried out by actors within the public 
system,57 in many cases external agencies (such as 
international and local NGOs) are contracted for this 
function.29–31,44,55 The use of credible, independent 

agencies with highly skilled verifiers has been cred
ited in some cases with creating the perception of 
greater objectivity, but it can also pose a challenge to 
financial sustainability, national ownership, and 
internal capacity building among the purchasing 
agencies. In Benin, for example, verification by exter
nal agencies accounted for about 50% of the cost of 
the PBF project, which limited the PBF program’s 
ability to improve governance and stewardship at 
the district level.44,55 In Bubanza Province in 
Burundi, public health managers struggled to guide 
facilities during the nationwide scale-up of PBF 
because they were denied the management and lea
dership training needed due to the scheme’s heavy 
reliance on an international external agency during 
the pilot phase.46

The lack of integration of routine monitoring activ
ities and similar activities related to PBF and other 
vertical programs can result in competing priorities for 
district managers, leading to frustrations and demotiva
tion that affect the quantity and quality of PBF monitor
ing activities.44 The parallel verification processes in PBF 
schemes have been identified as a costly and burden
some approach to provider monitoring that may not 
bring sufficient added benefit.44 In Benin, for instance, 
district managers who were already overwhelmed and 
overburdened deprioritized PBF verification as too time 
consuming and noted that their per diem earnings were 
“lower and less readily paid” compared to other vertical 
programs.44 In Zimbabwe, district managers felt that 
their heavy responsibilities created so much pressure 
on their time that they could not provide quality PBF 
supervision.37

Finally, the complex and time-consuming nature of 
both facility and community verification processes can 
result in unintended consequences. For example, in 
Benin, it led to frustrations, poor-quality verification, 
and less time for other verification-related activities, 
such as data analysis and comprehensive feedback and 
coaching.44 In Mali, it led peer evaluators to frequently 
forgo verifications.36 In Burkina Faso, the unintended 
consequences of community verification included loss of 
patient confidentiality.17

External Factors

Many factors affect the degree to which purchasing can 
influence resource allocation, incentives, and account
ability, and in turn higher-level UHC objectives.22 

Similarly, our study found evidence related to several 
key external factors that affect whether PBF programs 
achieve their objectives. These factors include general 
socioeconomic and political conditions,33,48,58 health 
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system infrastructure and capacity,32,34,37,42,45,49,52,59,60 

health provider management capacity,29,36,37,40,52 and 
cultural norms and practices.35,37 All of these factors 
are likely to be relevant for enabling system-wide strate
gic purchasing.

On the other hand, local adaptations during the 
design and implementation of PBF can facilitate crea
tive responses to health system shocks, thereby influ
encing the external environment and contributing to 
health system resilience.61 For example, during the 
Boko Haram insurgency in Nigeria, the PBF program 
subcontracted with facilities to send out mobile 
clinics with security staff in heavily affected 
districts.61 Likewise, during the Ebola epidemic in 
West Africa, the PBF scheme in Guinea was adapted 
to include incentives for indicators related to Ebola 
response, such as contact tracing, notification, and 
confirmation of Ebola cases.61

Policy Advocacy for PBF
This review also found that the nature of policy advo
cacy for PBF greatly influences the enabling environ
ment for PBF implementation as well as whether and 
how strategic purchasing becomes a policy priority more 
generally.

The enormous amount of global attention on PBF 
over the past decade or more, including among aca
demic researchers, has coincided with increased 
awareness of strategic purchasing among policy
makers in sub-Saharan African countries.28 This trac
tion has been linked to strong advocacy for PBF by 
external actors—including international development 
agencies, NGOs, and international health financing 
experts—and has led to the introduction of PBF 
pilots in sub-Saharan African countries, with some 
subsequent scale-up to national programs and poli
cies in some countries.7 National actors, interests, 
and advocacy have also played a role in fostering 
PBF introduction in some African countries.7 In 
Cameroon, for example, international donors gener
ated interest among national health officials and 
influenced the degree to which PBF emerged on the 
national policy agenda through financial incentives, 
framing of PBF as a solution to poor accountability 
and health system inefficiency, and the creation of 
a cadre of local PBF experts who were able to advo
cate for the approach.29

The ability of PBF advocates to influence scaling 
up of PBF depended on whether PBF aligned with 
the political context (political interests, ideologies, 
and values). In Cameroon, for instance, a political 
focus on transparency and fighting corruption, along 
with existing autonomous institutions that could take 

on the health purchasing function, made it easier to 
promote the nationwide scale up of PBF.7 In Rwanda, 
PBF was more readily accepted and scaled up partly 
due to a pre-existing political culture that empha
sized performance.7

However, in some cases advocacy for PBF drew the 
focus of policy dialogue away from broader processes of 
change related to strategic purchasing. This was parti
cularly true when PBF was presented as 
a comprehensive approach that could address all aspects 
of the health system, even while being implemented at 
the margins.12 At least one study showed that the policy 
dialogue surrounding the introduction of PBF in sub- 
Saharan Africa also raised awareness about strategic 
purchasing more generally, although perhaps in 
a misleading way that equated PBF with strategic pur
chasing and kept the policy dialogue narrowly 
defined.12,62

Discussion

Most of the studies reviewed shared the view that 
while PBF has the potential to raise awareness of 
strategic purchasing among country stakeholders, 
improve institutional and governance arrangements, 
and strengthen strategic purchasing functions, the 
effects are often limited in scope. This is because in 
most sub-Saharan Africa countries PBF has been 
introduced primarily as a separate health financing 
mechanism via pilot projects that run parallel to the 
rest of the health financing system. This limits the 
effects of PBF to the pilot projects rather than the 
broader health financing system. PBF reforms also 
have limited potential for uptake, integration, and 
impact if their introduction excludes national stake
holder involvement (and hence is viewed as an exter
nally driven vertical program), its implementation is 
characterized by the setting up of parallel systems, 
and its design ignores the local context.7,36,48,55

Nonetheless, PBF programs can provide valuable les
sons for how systemwide strategic purchasing can be 
implemented most effectively in sub-Saharan Africa. 
Below are lessons from PBF implementation that coun
tries can draw on as they take steps toward implement
ing more holistic strategic purchasing approaches in 
their health systems.

● Governance and institutional arrangements. The 
evidence from PBF implementation suggests that 
defining clearer accountability frameworks, separ
ating some key health financing functions, and 
clarifying roles and relationships among different 
actors can strengthen the governance arrangements 
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for purchasing. It is also critical to embed all key 
purchasing functions in national institutional 
structures, even if some functions are outsourced 
in the short term. The institutional demands of the 
strategic purchasing functions should align with 
the capacity of national institutions to effectively 
carry them out, and the level of sophistication of 
purchasing arrangements can evolve as institu
tional capacity grows.

● Provider autonomy. Strategic purchasing should 
be accompanied by sufficient provider autonomy 
and leadership and management capacity to inter
nalize and respond to the incentives created by 
strategic purchasing approaches and to meet the 
needs of the populations served.

● Benefits specification. Benefit packages should be 
aligned to avoid fragmentation and should be dri
ven by the health priorities of the country, but 
flexibility should be built in to accommodate sud
den changes in priorities. By adding detail within 
benefits specification, the purchaser can provide 
clearer information to providers about what is 
expected in terms of service delivery standards 
and service quality.

● Contracting arrangements. Contracts should be 
streamlined as well as clear and precise about the 
responsibilities of each side, the terms of payment, 
and the process of implementation and enforce
ment. Contract implementation and enforcement 
should facilitate providing feedback on perfor
mance rather than punitive action (unless fraud is 
detected).

● Provider payment. Payment incentives should 
align with service delivery objectives and send 
clear signals about service priorities. The context 
the provider is operating in should be taken into 
consideration when setting payment rates, includ
ing provider workload, the marginal costs to pro
viders of delivering different services, and other 
policies such as cost sharing and user fees. 
Payment incentives should cascade from the provi
der institution to individual providers in 
a transparent way that is perceived as fair within 
that context. Moreover, payment processes should 
be administratively streamlined, to avoid payment 
delays and burdensome claims processes.

● Performance monitoring. Reporting requirements 
and data quality should be made explicit in con
tracts with providers and the monitoring systems of 
purchasing agencies. Monitoring information 
should also be shared with providers, along with 
supportive feedback, to enable dialogue between 

purchasers and providers and support performance 
improvement. Further, the intensity of monitoring 
and verification should be balanced with what it 
can help accomplish in terms of improved account
ability and provider performance. Monitoring and 
verification data should be used for further system- 
level analysis to monitor trends, whether objectives 
are being met, and whether purchasing policies are 
leading to any unintended consequences.

● External factors. Aligning strategic purchasing 
approaches with the external environment—health 
system capacity, socioeconomic and geographic 
conditions, and cultural norms and practices—is 
essential. Further, strategic purchasing systems 
should be flexible and adaptable to changes in the 
context so purchasing can serve as a tool for 
improving health system resilience.

Limitations

This review has two key limitations. First, restricting the 
eligibility criteria to studies published in English may 
have biased our findings. However, this was partly miti
gated by the inclusion of reviews whose own eligibility 
criteria were not necessarily limited to studies published 
in English. Second, most of the included studies did not 
focus on strategic purchasing, which means that several 
aspects of strategic purchasing were not examined or 
discussed in detail. This affected the depth of discussion 
in our review findings as well.

Conclusions

Much of the debate and analysis relating to PBF has 
focused on whether and how PBF “works” and has 
thus been of limited value in informing policy dialogue 
at the country level. These debates and analyses have 
provided little insight into how PBF can make health 
financing systems in general, and strategic purchasing in 
particular, more effective. Many countries in sub- 
Saharan African countries have implemented PBF, but 
it has largely been implemented at the margins of the 
health financing system and has not been 
transformative.

Nonetheless, PBF programs have served as an 
entry point to strategic purchasing approaches, in 
some countries introducing the tools of contracting 
and output-based provider payment for the first time. 
The experience with PBF can provide valuable les
sons for how system-wide strategic purchasing can be 
implemented most effectively in sub-Saharan Africa— 
either in countries that currently have PBF schemes 
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and aim to integrate them into broader purchasing 
systems, or in countries that are not currently imple
menting PBF. The experience with PBF also makes 
clear, however, that in order to pursue more holistic 
approaches to strategic health purchasing and achieve 
better health outcomes, health financing reforms 
need to be embedded in and aligned with existing 
financing systems and the broader context of the 
country.

Acknowledgments

The authors are grateful to the Strategic Purchasing Africa 
Resource Centre (SPARC) for supporting this work. SPARC 
is a resource hub hosted by Amref Health Africa with tech
nical support from Results for Development. SPARC aims to 
generate evidence on strategic health purchasing in sub- 
Saharan Africa to enable better use of health resources. The 
authors are grateful to the individuals who provided insights, 
comments, and reviews that improved the quality of the 
manuscript.

Author Contributions

DW and EB did the literature search and selection. DW 
carried out the data extraction and synthesis. DW wrote the 
first draft of the manuscript. DW, CC, and EB reviewed and 
contributed to subsequent versions of the manuscript.

Disclosure of Potential Conflicts of Interest

No potential conflict of interest was reported by the author(s).

Funding

This work was supported, in whole or in part, by the Bill & 
Melinda Gates Foundation [Grant number: OPP1179622].

ORCID

Dennis Waithaka http://orcid.org/0000-0002-2879-5226
Edwine Barasa http://orcid.org/0000-0001-5793-7177

References

1. WHO. Health financing for universal coverage. 
Secondary Health financing for universal coverage. 
2019. https://www.who.int/health_financing/topics/ 
performance-based-financing/universal-health- 
coverage/en/.

2. Renmans D, Holvoet N, Criel B, Meessen B. 
Performance-based financing: the same is different. 
Health Policy and Planning. 2017;32(1460–2237 
(Electronic)):860–68. doi:10.1093/heapol/czx030.

3. Musgrove P. Financial and other rewards for good 
performance or results: a guided tour of concepts and 
terms and a short glossary. Washington (DC): World 
Bank; 2011.

4. Fritsche G, Soeters R, Meessen B. Performance-Based 
Financing Toolkit. Washington (DC): World Bank; 2014.

5. Waithaka D, Gilson L, Tsofa B, Barasa E, Orgill M. 2022. 
Political prioritisation for performance-based financing at 
the county level in Kenya: 2015 to 2018. International 
Journal of Health Policy and Management. Article in press.

6. World Bank Group. RBF Health Kenya. Secondary RBF 
Health Kenya. 2014. https://www.rbfhealth.org/ 
rbfhealth/country/kenya.

7. Shroff ZC, Bigdeli M, Meessen B. From scheme to 
system (part 2): findings from ten countries on the 
policy evolution of results-based financing in health 
systems. Health Syst Reform. 2017;3(2):137–47. 
doi:10.1080/23288604.2017.1304190. [published 
Online First: Epub Date]

8. Oxman AD, Fretheim A. Can paying for results help to 
achieve the Millennium Development Goals? Overview 
of the effectiveness of results-based financing. J Evid 
Based Med. 2009;2(2):70–83. doi:10.1111/j.1756- 
5391.2009.01020.x. [published Online First: Epub Date]

9. Chimhutu V, Tjomsland M, Songstad NG, Mrisho M, 
Moland KM. Introducing payment for performance in 
the health sector of Tanzania- the policy process. Global 
Health. 2015;11(1):38. doi:10.1186/s12992-015-0125-9.

10. Petrosyan V, Melkom Melkomian D, Zoidze A, Shroff ZC. 
National scale-up of results-based financing in primary 
health care: the case of Armenia. Health Syst Reform. 
2017;3(2):117–28. doi:10.1080/23288604.2017.1291394. 
[published Online First: Epub Date]

11. Chi YL, Gad M, Bauhoff S, Chalkidou K, Megiddo I, 
Ruiz F, Smith P. Mind the costs, too: towards better 
cost-effectiveness analyses of PBF programmes. BMJ 
Global Health. 2018;3(5):e000994. doi:10.1136/bmjgh- 
2018-000994. [published Online First: Epub Date]

12. Gautier L, De Allegri M, Ridde V. How is the discourse 
of performance-based financing shaped at the global 
level? A poststructural analysis. Global Health. 2019;15 
(1):6. doi:10.1186/s12992-018-0443-9. [published 
Online First: Epub Date]

13. Eldridge C, Palmer N. Performance-based payment: 
some reflections on the discourse, evidence and unan
swered questions. Health Policy Plan. 2009;24 
(3):160–66. doi:10.1093/heapol/czp002. [published 
Online First: Epub Date]

14. Witter S, Fretheim A, Kessy FL, Lindahl AK. Paying for 
performance to improve the delivery of health interven
tions in low- and middle-income countries. Cochrane 
Database Syst Rev. 2012;(2):CD007899. doi:10.1002/ 
14651858.CD007899. pub2[published Online First: Epub 
Date]

15. Das A, Gopalan SS, Chandramohan D. Effect of pay for 
performance to improve quality of maternal and child 
care in low- and middle-income countries: a systematic 
review. BMC Public Health. 2016;16(1):321. 
doi:10.1186/s12889-016-2982-4.

16. Suthar AB, Nagata JM, Nsanzimana S, Barnighausen T, 
Negussie EK, Doherty MC. Performance-based finan
cing for improving HIV/AIDS service delivery: 

e2068231-10 D. WAITHAKA et al.

https://www.who.int/health_financing/topics/performance-based-financing/universal-health-coverage/en/
https://www.who.int/health_financing/topics/performance-based-financing/universal-health-coverage/en/
https://www.who.int/health_financing/topics/performance-based-financing/universal-health-coverage/en/
https://doi.org/10.1093/heapol/czx030
https://www.rbfhealth.org/rbfhealth/country/kenya
https://www.rbfhealth.org/rbfhealth/country/kenya
https://doi.org/10.1080/23288604.2017.1304190
https://doi.org/10.1111/j.1756-5391.2009.01020.x
https://doi.org/10.1111/j.1756-5391.2009.01020.x
https://doi.org/10.1186/s12992-015-0125-9
https://doi.org/10.1080/23288604.2017.1291394
https://doi.org/10.1136/bmjgh-2018-000994
https://doi.org/10.1136/bmjgh-2018-000994
https://doi.org/10.1186/s12992-018-0443-9
https://doi.org/10.1093/heapol/czp002
https://doi.org/10.1002/14651858.CD007899
https://doi.org/10.1002/14651858.CD007899
https://doi.org/10.1186/s12889-016-2982-4


a systematic review. BMC Health Serv Res. 2017;17(1):6. 
doi:10.1186/s12913-016-1962-9. [published Online 
First: Epub Date]

17. Turcotte-Tremblay AM, Gali-Gali IA, De Allegri M, 
Ridde V. The unintended consequences of community 
verifications for performance-based financing in Burkina 
Faso. Soc Sci Med. 2017;191:226–36. doi:10.1016/j.socs
cimed.2017.09.007. [published Online First: Epub Date]

18. Witter S, Toonen J, Meessen B, Kagubare J, Fritsche G, 
Vaughan K. Performance-based financing as a health 
system reform: mapping the key dimensions for mon
itoring and evaluation. BMC Health Serv Res. 2013;13 
(1):367. doi:10.1186/1472-6963-13-367.

19. Soucat A, Dale E, Mathauer I, Kutzin J. Pay-for- 
performance debate: not seeing the forest for the trees. 
Health Syst Reform. 2017;3(2):74–79. doi:10.1080/ 
23288604.2017.1302902. [published Online First: Epub 
Date]

20. Zeng W, Sun D, Nair D, Nam JE, Gheorghe A. 
Strengthening performance-based financing as a health 
system approach for quality improvement. J Glob 
Health. 2018;8(2):020305. doi:10.7189/jogh.08.020305.

21. Mathauer I, Dale E, Jowett M, Kutzin J. Purchasing 
health services for universal health coverage: how to 
make it more strategic? https://apps.who.int/iris/han 
dle/10665/311387. 2019. (Geneva, Switzerland: World 
Health Organisation)

22. Cashin C, Gatome-Munyua A. The strategic health pur
chasing progress tracking framework: a practical approach 
to describing, assessing, and improving strategic purchas
ing for universal Health coverage. Health Syst Reform. 
2022;8(2):e2051794. doi:10.1080/23288604.2022.2051794.

23. WHO. Promoting strategic purchasing. Secondary 
Promoting strategic purchasing 2021. https://www. 
who.int/activities/making-purchasing-more-strategic.

24. Glenton C, Bohren M, Downe S, Paulsen E, Lewin S. 
EPOC Qualitative Evidence Synthesis: Protocol and 
review template. Version 1.1. EPOC Resources for 
review authors. Oslo, Norway: Norwegian Institute of 
Public Health, 2020.

25. Green J. Qualitative methods for health research. Third. 
Los Angeles, USA: SAGE; 2014.

26. Bryman A. Analyzing qualitative data. New York, USA: 
Routledge; 1993.

27. Chama-Chiliba CM, Hangoma P, Chansa C, 
Mulenga MC. Effects of performance based financing 
on facility autonomy and accountability: evidence 
from Zambia. Health Policy Open. 2022;3:100061. 
doi:10.1016/j.hpopen.2021.100061. [published Online 
First: Epub Date]

28. Witter S, Bertone MP, Namakula J, Chandiwana P, 
Chirwa Y, Ssennyonjo A, Ssengooba F. (How) does 
RBF strengthen strategic purchasing of health care? 
Comparing the experience of Uganda, Zimbabwe and 
the Democratic Republic of The Congo. Glob Health 
Res Policy. 2019;4:3. doi:10.1186/s41256-019-0094-2.

29. Sieleunou I, Turcotte-Tremblay AM, Fotso JT, 
Tamga DM, Yumo HA, Kouokam E, Ridde V. Setting 
performance-based financing in the health sector 
agenda: a case study in Cameroon. Global Health. 
2017;13(1):52. doi:10.1186/s12992-017-0288-7. [pub
lished Online First: Epub Date]

30. Bertone MP, Jacobs E, Toonen J, Akwataghibe N, 
Witter S. Performance-based financing in three huma
nitarian settings: principles and pragmatism. Confl 
Health. 2018;12(1):28. doi:10.1186/s13031-018-0166-9. 
[published Online First: Epub Date]

31. Bertone MP, Wurie H, Samai M, Witter S. The bumpy 
trajectory of performance-based financing for health
care in Sierra Leone: agency, structure and frames shap
ing the policy process. Global Health. 2018;14(1):99. 
doi:10.1186/s12992-018-0417-y.

32. Rudasingwa M, Uwizeye MR. Physicians’ and nurses’ 
attitudes towards performance-based financial incen
tives in Burundi: a qualitative study in the province of 
Gitega. Glob Health Action. 2017;10(1):1270813. 
doi:10.1080/16549716.2017.1270813.

33. Nimpagaritse M, Korachais C, Meessen B. Effects in 
spite of tough constraints - A theory of change based 
investigation of contextual and implementation fac
tors affecting the results of a performance based 
financing scheme extended to malnutrition in 
Burundi. Plos One. 2020;15(1):e0226376. doi:10.13 
71/journal.pone.0226376.

34. Lohmann J, Wilhelm D, Kambala C, Brenner S, 
Muula AS, De Allegri M. ‘The money can be 
a motivator, to me a little, but mostly PBF just helps 
me to do better in my job.’ An exploration of the 
motivational mechanisms of performance-based finan
cing for health workers in Malawi. Health Policy Plan. 
2018;33(2):183–91. doi:10.1093/heapol/czx156. [pub
lished Online First: Epub Date]

35. Schuster RC, de Sousa O, Reme AK, Vopelak C, 
Pelletier DL, Johnson LM, Mbuya M, Pinault D, 
Young SL. Performance-based financing empowers 
health workers delivering prevention of vertical trans
mission of HIV services and decreases desire to leave in 
Mozambique. Int J Health Policy Manag. 2018;7 
(7):630–44. doi:10.15171/ijhpm.2017.137.

36. Zitti T, Gautier L, Coulibaly A, Ridde V. Stakeholder 
perceptions and context of the implementation of 
performance-based financing in district hospitals in 
Mali. Int J Health Policy Manag. 2019;8(10):583–92. 
doi:10.15171/ijhpm.2019.45.

37. Kane S, Gandidzanwa C, Mutasa R, Moyo I, Sismayi C, 
Mafaune P, Dieleman M. Coming full circle: how 
health worker motivation and performance in 
results-based financing arrangements hinges on strong 
and adaptive health systems. Int J Health Policy 
Manag. 2019;8(2):101–11. doi:10.15171/ 
ijhpm.2018.98.

38. Jacobs E, Bertone MP, Toonen J, Akwataghibe N, 
Witter S. Performance-based financing, basic packages 
of health services and user-fee exemption mechanisms: 
an analysis of health-financing policy integration in 
three fragile and conflict-affected settings. Appl 
Health Econ Health Policy. 2020;18(6):801–10. 
doi:10.1007/s40258-020-00567-8. [published Online 
First: Epub Date]

39. Eichler R, Agarwal K, Askew I, Iriarte E, Morgan L, 
Watson J. Performance-based incentives to improve 
health status of mothers and newborns: what does 
the evidence show? J Health Popul Nutr. 
2013;31:36–47.

HEALTH SYSTEMS & REFORM e2068231-11

https://doi.org/10.1186/s12913-016-1962-9
https://doi.org/10.1016/j.socscimed.2017.09.007
https://doi.org/10.1016/j.socscimed.2017.09.007
https://doi.org/10.1186/1472-6963-13-367
https://doi.org/10.1080/23288604.2017.1302902
https://doi.org/10.1080/23288604.2017.1302902
https://doi.org/10.7189/jogh.08.020305
https://apps.who.int/iris/handle/10665/311387
https://apps.who.int/iris/handle/10665/311387
https://doi.org/10.1080/23288604.2022.2051794
https://www.who.int/activities/making-purchasing-more-strategic
https://www.who.int/activities/making-purchasing-more-strategic
https://doi.org/10.1016/j.hpopen.2021.100061
https://doi.org/10.1186/s41256-019-0094-2
https://doi.org/10.1186/s12992-017-0288-7
https://doi.org/10.1186/s13031-018-0166-9
https://doi.org/10.1186/s12992-018-0417-y
https://doi.org/10.1080/16549716.2017.1270813
https://doi.org/10.1371/journal.pone.0226376
https://doi.org/10.1371/journal.pone.0226376
https://doi.org/10.1093/heapol/czx156
https://doi.org/10.15171/ijhpm.2017.137
https://doi.org/10.15171/ijhpm.2019.45
https://doi.org/10.15171/ijhpm.2018.98
https://doi.org/10.15171/ijhpm.2018.98
https://doi.org/10.1007/s40258-020-00567-8


40. De Allegri M, Bertone MP, McMahon S, Mounpe 
Chare I, Robyn PJ. Unraveling PBF effects beyond 
impact evaluation: results from a qualitative study 
in Cameroon. BMJ Glob Health. 2018;3:e000693.

41. Ye M, Diboulo E, Kagone M, Sie A, Sauerborn R, 
Loukanova S. Health worker preferences for 
performance-based payment schemes in a rural health 
district in Burkina Faso. Glob Health Action. 2016;9 
(1):29103. doi:10.3402/gha.v9.29103.

42. Chimhutu V, Tjomsland M, Mrisho M. Experiences of 
care in the context of payment for performance (P4P) in 
Tanzania. Global Health. 2019;15(1):59. doi:10.1186/ 
s12992-019-0503-9.

43. Miller G, Babiarz K. Pay-for-performance incentives in 
low- and middle-income country health programs. 1050 
Massachusetts Avenue, USA: National bureau of eco
nomic research; 2013.

44. Antony M, Bertone MP, Barthes O. Exploring imple
mentation practices in results-based financing: the case 
of the verification in Benin. BMC Health Serv Res. 
2017;17(1):204. doi:10.1186/s12913-017-2148-9.

45. Shen GC, Nguyen HT, Das A, Sachingongu N, 
Chansa C, Qamruddin J, Friedman J. Incentives to 
change: effects of performance-based financing on 
health workers in Zambia. Hum Resour Health. 
2017;15(1):20. doi:10.1186/s12960-017-0179-2.

46. Bertone MP, Meessen B. Studying the link between 
institutions and health system performance: 
a framework and an illustration with the analysis 
of two performance-based financing schemes in 
Burundi. Health Policy Plan. 2013;28(8):847–57. 
doi:10.1093/heapol/czs124. [published Online First: 
Epub Date]

47. Sieleunou I, Turcotte-Tremblay AM, De Allegri M, 
Taptué Fotso J-C, Azinyui Yumo H, Magne Tamga D, 
Ridde V. How does performance-based financing affect 
the availability of essential medicines in Cameroon? 
A qualitative study. Health Policy Plan. 2019;34 
(Supplement_3):iii4–iii19. doi:10.1093/heapol/czz084.

48. Toonen J, Canavan A, Vergeer P, Elovainio R. Learning 
lessons on implementing performance based financing 
from a multi-country evaluation https://www.kit.nl/pub 
lication/learning-lessons-on-implementing-perfor 
mance-based-financing-from-a-multi-country-evalua 
tion/. 2009. (Amsterdam, The Netherlands: Royal 
Tropical Institute)

49. Bhatnagar A, George AS. Motivating health workers up 
to a limit: partial effects of performance-based financing 
on working environments in Nigeria. Health Policy 
Plan. 2016;31(7):868–77. doi:10.1093/heapol/czw002. 
[published Online First: Epub Date]

50. Gergen J, Rajkotia Y, Lohmann J, Ravishankar N. 
Performance-based financing kick-starts motivational 
“feedback loop”: findings from a process evaluation in 
Mozambique. Hum Resour Health. 2018;16(1):55. 
doi:10.1186/s12960-018-0320-x.

51. Ridde V, Yaogo M, Zongo S, Some PA, Turcotte- 
Tremblay AM. Twelve months of implementation of 
health care performance-based financing in Burkina 

Faso: a qualitative multiple case study. Int J Health 
Plann Manage. 2018;33(1):e153–e167. doi:10.1002/ 
hpm.2439.

52. Fillol A, Lohmann J, Turcotte-Tremblay AM, Some PA, 
Ridde V. The importance of leadership and organiza
tional capacity in shaping health workers’ motivational 
reactions to performance-based financing: a multiple 
case study in Burkina Faso. Int J Health Policy Manag. 
2019;8(5):272–79. doi:10.15171/ijhpm.2018.133.

53. Witter S, Chirwa Y, Chandiwana P, Munyati S, 
Pepukai M, Bertone MP, Banda S. Results-based finan
cing as a strategic purchasing intervention: some pro
gress but much further to go in Zimbabwe? BMC 
Health Serv Res. 2020;20(180). doi:10.1186/s12913- 
020-5037-6.

54. Renmans D, Holvoet N, Orach CG, Criel B. Opening 
the ‘black box’ of performance-based financing in low- 
and lower middle-income countries: a review of the 
literature. Health Policy Plan. 2016;31(9):1297–309. 
doi:10.1093/heapol/czw045. [published Online First: 
Epub Date]

55. Paul E, Sossouhounto N, Eclou DS. Local stakeholders’ 
perceptions about the introduction of performance- 
based financing in Benin: a case study in two health 
districts.(original article)(case study). Int J Health 
Policy Manage. 2014;3(4):207. doi:10.15171/ 
ijhpm.2014.93. [published Online First: Epub Date]

56. Paul E, Lamine Dramé M, Kashala J-P, Ekambi Ndema A, 
Kounnou M, Aïssan JC, Gyselinck K. Performance-based 
financing to strengthen the health system in benin: chal
lenging the mainstream approach. Int J Health Policy 
Manag. 2018;7(1):35–47. doi:10.15171/ijhpm.2017.42. 
[published Online First: Epub Date]

57. Gergen J, Josephson E, Coe M, Ski S, Madhavan S, 
Bauhoff S. Quality of care in performance-based financing: 
how it is incorporated in 32 programs across 28 countries. 
Global Health Sci Pract. 2017:GHSP-D-16-00239. 
doi:10.9745/GHSP-D-16-00239. [published Online First: 
Epub Date]

58. Kambala C, Lohmann J, Mazalale J, Brenner S, 
Sarker M, Muula AS, De Allegri M. Perceptions of 
quality across the maternal care continuum in the con
text of a health financing intervention: evidence from 
a mixed methods study in rural Malawi. BMC Health 
Serv Res. 2017;17(1):392–392. doi:10.1186/s12913-017- 
2329-6. [published Online First: Epub Date]

59. Lohmann J, Muula AS, Houlfort N, De Allegri M. How 
does performance-based financing affect health work
ers’ intrinsic motivation? A self-determination theory- 
based mixed-methods study in Malawi. Soc Sci Med. 
2018;208:1–8. doi:10.1016/j.socscimed.2018.04.053. 
[published Online First: Epub Date]

60. Feldacker C, Bochner AF, Herman-Roloff A, Holec M, 
Murenje V, Stepaniak A, Xaba S, Tshimanga M, 
Chitimbire V, Makaure S, et al. Is it all about the money? 
A qualitative exploration of the effects of performance- 
based financial incentives on Zimbabwe’s voluntary male 
medical circumcision program. Plos One. 2017;12(3): 
e0174047. doi:10.1371/journal.pone.0174047.

e2068231-12 D. WAITHAKA et al.

https://doi.org/10.3402/gha.v9.29103
https://doi.org/10.1186/s12992-019-0503-9
https://doi.org/10.1186/s12992-019-0503-9
https://doi.org/10.1186/s12913-017-2148-9
https://doi.org/10.1186/s12960-017-0179-2
https://doi.org/10.1093/heapol/czs124
https://doi.org/10.1093/heapol/czz084
https://www.kit.nl/publication/learning-lessons-on-implementing-performance-based-financing-from-a-multi-country-evaluation/
https://www.kit.nl/publication/learning-lessons-on-implementing-performance-based-financing-from-a-multi-country-evaluation/
https://www.kit.nl/publication/learning-lessons-on-implementing-performance-based-financing-from-a-multi-country-evaluation/
https://www.kit.nl/publication/learning-lessons-on-implementing-performance-based-financing-from-a-multi-country-evaluation/
https://doi.org/10.1093/heapol/czw002
https://doi.org/10.1186/s12960-018-0320-x
https://doi.org/10.1002/hpm.2439
https://doi.org/10.1002/hpm.2439
https://doi.org/10.15171/ijhpm.2018.133
https://doi.org/10.1186/s12913-020-5037-6
https://doi.org/10.1186/s12913-020-5037-6
https://doi.org/10.1093/heapol/czw045
https://doi.org/10.15171/ijhpm.2014.93
https://doi.org/10.15171/ijhpm.2014.93
https://doi.org/10.15171/ijhpm.2017.42
https://doi.org/10.9745/GHSP-D-16-00239
https://doi.org/10.1186/s12913-017-2329-6
https://doi.org/10.1186/s12913-017-2329-6
https://doi.org/10.1016/j.socscimed.2018.04.053
https://doi.org/10.1371/journal.pone.0174047


61. Bertone MP, Falisse JB, Russo G, Witter S. Context 
matters (but how and why?) A hypothesis-led litera
ture review of performance based financing in fragile 
and conflict-affected health systems. Plos One. 
2018;13(4):e0195301. doi:10.1371/journal.pone. 
0195301.

62. Paul EA-O, Brown GA-O, Ridde VA-O. 
Misunderstandings and ambiguities in strategic purchas
ing in low- and middle-income countries. The 
International Journal of Health Planning and 
Management. 2020;35(1099–1751 (Electronic)):1001–08. 
doi:10.1002/hpm.3019.

HEALTH SYSTEMS & REFORM e2068231-13

https://doi.org/10.1371/journal.pone.0195301
https://doi.org/10.1371/journal.pone.0195301
https://doi.org/10.1002/hpm.3019

	Abstract
	Introduction
	Methods
	Analytical Framework
	Literature Search
	Eligibility Criteria
	Study Selection Process
	Data Extraction and Synthesis

	Results
	Strengthening Governance of Strategic Purchasing
	Governance Structures and Institutional Arrangements
	Health Provider Autonomy

	Strengthening Purchasing Functions
	Benefits Specification
	Contracting Arrangements
	Provider Payment
	Performance Monitoring

	External Factors
	Policy Advocacy for PBF


	Discussion
	Limitations
	Conclusions
	Acknowledgments
	Author Contributions
	Disclosure of Potential Conflicts of Interest
	Funding
	ORCID
	References

