Facilitator guide ‘Case study verification’

Objectives:
· Create understanding of the implications for implementing Performance Based Financing. 

· Increase knowledge on the importance of verification and the set up of appropriate structures governing PBF
Case study part 1 (30 min):

Allow some time for reading and any questions for clarification on the case study. Participants are to be creative and innovative, elaborating on how they would try to cheat the PBF system. Basically, they can come up with any ideas or ways to cheat. If necessary, the facilitator can guide them through different levels where cheating may occur such as:

· submitting incorrect invoice

· over-reporting of health facility data (e.g. totals invoiced are higher than reality or names have been added of non-existing patients); 

· bribing the controllers; 

· falsifying aspects of the quality list (e.g. patient history written afterwards); 

· lack of quality standard and providing incorrect care (e.g. not providing drugs so as not to run out); 

· not paying out incentives in correct manner (e.g. keeping part of the money), etc. 
The idea of part 1 of the case study is to let participants gain insight into the importance of verification of performance when linked to incentives; showing this is not ‘business as usual’.

Case study part 2 (1 hour):
Part 2 of the case-study focuses on letting participants brainstorm on how to prevent any misreporting (whether intentional or not) and what governance system to set up for PBF in Nigeria. In order to guide this discussion, an example of Rwanda is provided. In addition, think about questions such as:
· Who will verify? E.g. hospital, local authority, community
· What will be verified? E.g. quantity, quality
· When will verification take place? E.g. before or after pay, monthly/quarterly
· How will verification be done? E.g. quality checklist, community patient follow up
· Where will be verified? E.g. health facility, community
· Who will approve performance prior to pay? E.g. committee established with CSO’s, government and health authorities
Case study on Verification

You are the management team of a health facility that obtains fees for the following services:

· Child fully immunized

· Ante Natal Care visit

· Institutional delivery

· New acceptors for Family Planning

· Voluntary Counseling and Testing (VCT) visit

Your team is to report the quantity or volume of services (primarily preventive) provided in a month in a PBF invoice. A health “controller” will visit the health facility each month to ascertain the accuracy of the invoice by comparing it to the data in the registers.  Each purchased service has its own primary register, such as a VCT register.

Once a quarter the performance related to the quality of the conditions to provide care is also assessed using a scoring checklist. It specifically focuses on five services and includes elements like functionality of equipment in the delivery room; availability of drugs (e.g. vaccines and family planning commodities); patient history and physical exam carried out; proper sharps disposal. 

The invoice data and summary results from the quality checklists for the health facility are then provided to purchaser (e.g. district or state authority) who approves them and calculates entitlements. As the model is Fee For Service conditional on quality, incentives are paid based on the following formula: quantity * quality %

The incentives will be paid into the bank account of the health facility and can be used for bonuses to health workers (average 75%) and at least 25% to address other needs (e.g. purchasing equipment, outreach, demand-side incentives) so as to further improve performance. 

It is in your interest to receive as much incentives as possible. How would you cheat the system?

Case study part 2- How to manage and implement PBF 

Example of Rwanda PBF management and implementation:

The district has a contract with a health facility to purchase services and appropriate quality. The facility is therefore autonomous to manage all resources but with strong governance framework and procedures in place (incl. community participation, using bank accounts, multiple signatories to bank accounts). 

The facility in-charge and the President of the Health Management Committee, a community representative, together confirm the accuracy of the invoice of the services provided and sign it before sending it to district level.

Quantity is subsequently verified by someone send from the local district government office. Secondary registers, such as a laboratory register for VCT testing, can be used when problems arise with the primary register. Quality is verified by a member of the District Hospital supervisory team. The reason for separating the internal verification of quantity and quality of services is to ensure the involvement of both local government authorities and the district health management team, with the aim of lessening the potential for conflict of interest and to ensure a balance of power in the district health system.

There is a District PBF Steering Committee (made up of representatives of civil society, technical assistants from NGO/fund holders, MOH district and local government, the district AIDS commission, and delegations of public and faith-based managed health centers) which meets quarterly to verify and approve the health facility invoice data. Upon a satisfactory reconciliation, the Committee sends a request for payment to the purchaser. The Steering Committee also discusses numerous issues related to the performance of the health facilities as well as other health-related matters.

The payment cycle is quarterly. The health facilities follow standard rules and regulations that help them convert these earnings into performance bonuses, which they distribute monthly. The Committee is held accountable for its actions through a multi-lateral contract with the district mayor. The Committee has become the most important decentralized district planning platform for health in Rwanda. 

Every quarter, a third-party agent, contracted by the purchaser, validates that services reported to have been delivered were actually received by patients (ex post verification). The agent applies a standard protocol that incorporates a multi-stage, random sampling methodology. Districts and facilities are chosen, using a random number generator, during a plenary meeting with representatives of the MOH and civil society. Four (of 30) districts are randomly selected and 25% of health facilities in these districts are chosen. 

At the health center level, three services from the basic health package and three HIV services are chosen randomly (from a total of 24 purchased services). Six services from the basic packages are chosen when no HIV services are provided. Using the primary patient registers, six month’s worth of services are selected, and 15 clients are randomly selected. The agent compares “reported” services (drawn from the registers) with “paid” services (drawn from the electronic invoice system). 
A grassroots organization is selected from the catchment area of the health center (according to a set of objective criteria) to trace patients. For each client traced and interviewed in the community, the organization receives $2. Feedback is provided at community, district and central levels. Corrective actions, such as the firing of a health center in-charge in cases of misreporting, have been taken.  

Semi-annually, the degree of accuracy of the quality checklist is also verified (ex post). The evaluation is conducted by a group of technical assistants from a national coordinating body, which is predominately staffed by non-state actors. 

What systems and processes will you propose to put in place in Nigeria to introduce and manage PBF?
� Example if $100 USD is earned based on Fee For Service, with a quality score of 80%, the amount paid is 100* 80% (quantity * quality %) = $80 USD   





