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PREFACE 

 

Performance Based Financing (PBF) has experienced a rapid growth in the last 15 years, internationally and 

regionally. It has attracted considerable interest from governments and aid agencies in low- and middle-income 

countries as a means to influence performance various types of health care providers, changing their behaviours and 

work practices towards increases in productivity and quality of health-care.  

By now, more than 30 countries in Sub- Saharan Africa are in the process of introducing PBF. International evidence 

suggests that when properly designed and applied, PBF is capable to produce designed effects in restructuring scope 

of services, increasing volume of targeted services, and improve quality of health care.  

The Lesotho Ministry of Health (MOH) has begun to implement a Maternal and New-born Health (MNH) 

Performance Based Financing system in 2014. ¢ƘŜ DƻǾŜǊƴƳŜƴǘ ƻŦ [ŜǎƻǘƘƻΩǎ aƛƴƛǎǘǊȅ ƻŦ IŜŀƭǘƘ ǘƻƻƪ ŀ ŎƻƴǎŎƛƻǳǎ 

decision to adapt PBF as an approach to finance and bolster its efforts to attain three health Millennium 

Development Goals: a) reduce child mortality (goal 4), b) improve maternal health (goal 5 and 3) combat HIV/AIDS, 

malaria and other communicable diseases (goal 6). These three areas become target performance areas for PBF in 

Lesotho.  

Successful implementation of this project is crucial not only to the improved health status of target groups but also 

for health sector reform and development. It is, therefore, imperative to ensure that the project is managed and 

executed in a timely, effŜŎǘƛǾŜ ŀƴŘ ŜŦŦƛŎƛŜƴǘ ƳŀƴƴŜǊΦ /ƻƴǎŜǉǳŜƴǘƭȅΣ ǘƘƛǎ άt.C ¦ǎŜǊǎ DǳƛŘŜέ ŎƭŜŀǊƭȅ ŘŜŦƛƴŜǎ ǘƘŜ ǊƻƭŜǎ 

and responsibilities of key individuals and structures and also provides operational guidelines and procedures for 

ŜȄŜŎǳǘƛƻƴ ƻŦ ǘƘŜ abIΦ  ¢ƘŜ άt.C ¦ǎŜǊǎ DǳƛŘŜέ ƛǎΣ therefore, intended as a management tool for those responsible 

to carry out project activities at community, district and national level.  

In view of this, it is our hope that those within line department, the PPTA as well as participating hospitals, DHMT, 

Health Centres, CBOs and other charged with project implementation will find this manual useful in carrying out 

ǘƘŜƛǊ ǎǇŜŎƛŦƛŎ ŘǳǘƛŜǎ ǳƴŘŜǊ ǘƘŜ ǇǊƻƧŜŎǘΦ LƴŎƛŘŜƴǘŀƭƭȅΣ ǎƛƴŎŜ άǇŜǊŦƻǊƳŀƴŎŜέ ƛǎ ǘƘŜ ƘŀƭƭƳŀǊƪ ƻŦ ǘƘƛǎ ǇǊƻƧŜŎǘΣ ǿŜ ƘƻƭŘ ŜƴŘ 

users of this manual, i.e., all project health workers, jointly and singly accountable for successful project 

ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ŀƴŘΣ ǘƘŜǊŜŦƻǊŜΣ ŜȄǇŜŎǘ ƴƻǘƘƛƴƎ ƭŜǎǎ ǘƘŀƴ ŀ άǎŀǘƛǎŦŀŎǘƻǊȅέ ǇǊƻƧŜŎǘΦ ¢ƻ ǘƘƛǎ ŜƴŘΣ ǿŜ ŜȄǘŜƴŘ ǘƘŀƴƪǎ ŀƴŘ 

appreciation for your continued commitment to achieveƳŜƴǘ ƻŦ ƻǳǊ ŎƻƳƳƻƴ Ǿƛǎƛƻƴ ƻŦ άŀ ƘŜŀƭǘƘȅ ǇƻǇǳƭŀǘƛƻƴέΦ  

²ƛǘƘ ƪƛƴŘ ǇŜǊǎƻƴŀƭ ǊŜƎŀǊŘǎΣ ǿŜ ǊŜƳŀƛƴΧ 

 

Mr. T.J. Lebakae 

Principal Secretary, Ministry of Health   
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1 INTRODUCTION 

 

1.1 THE PROJECT 

The Ministry of Health (MoH) in Lesotho is implementing a Maternal and Newborn Health (MNH) Performance-

Based Financing (PBF) project, funded by the International Development Association, the Health Results Innovation 

Trust Fund and the Government of Lesotho (GoL) for a total of 20 million USD. The Project Appraisal Document is 

dated 15 March 2013, but the project only became effective in February 2014. It has been extended till end of June 

2019. 

The overall project development objective is to improve the utilization and quality of MNH services in selected 

districts in Lesotho. The project has three main components: 

1. Improving MNH services at primary and secondary level through PBF 

2. Training of health professionals, Village Health Workers (VHW) and improving monitoring and evaluation 

(M&E) 

3. Public Private Partnership (PPP) Component  

This manual primarily describes component 1, the PBF component.  

The project is implemented in three phases:  

1. During Phase I the project was piloted in Quthing and Leribe districts (2014/2015); 

2. During Phase II (2016) the project will gradually scale-up to 4 additional districts: Mokhotlong, Thaba Tseka; 

Mafeteng; and MoHŀƭŜΩǎ IƻŜƪΦ  

3. During Phase III (2017/mid-2019) the project will be fully implemented in 6 districts.  

1.2 THE USERSΩ GUIDE MANUAL  

The project is implemented according to the provisions outlined in this manual. The UsersΩ Guide Manual provides 

a brief sector background, project objectives, project phases and beneficiaries; the institutional organizational, and 

the implementation and management arrangements. Annexes contain all the tools used in the PBF project. The 

UsersΩ Guide Manual clearly defines the roles and responsibilities of key individuals and structures and also provides 

operational guidelines and procedures for execution of the project. 

This document has 10 chapters:  

ü Chapter 1 provides a short background to PBF and the Lesotho Health System thereby setting the stage for 

understanding why the PBF approach was adopted to address the challenges of maternal and newborn 

health among the Basotho 

ü Chapter 2 describes the project objective and phases 

ü Chapter 3 describes the eligibility criteria for districts, Health Centre and hospitals to be included in the PBF 

project 
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ü Chapter 4 describes the project indicators, both quantity and quality, for Health Centres, hospitals and the 

DHMT 

ü Chapter 5 details the PBF contracts and business plans 

ü Chapter 6 explains verification and validation  

ü Chapter 7 explains how PBF payments are calculated and how PBF payments can be used 

ü Chapter 8 describes the institutional and implementation arrangements of the project. The roles, functions 

and relationships of each level are articulated  

ü Chapter 9 summarizes the PBF cycle 

ü Chapter 10 explains the PBF funds management at facilities level  
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2 PERFORMANCE BASED FINANCING (PBF) AND THE LESOTHO 

HEALTH SYSTEM 

2.1 RESULTS BASED FINANCING (RBF) PBF DEFINED 

Results-Based Financing (RBF) is an umbrella term that encompasses many different kinds of interventions, both on 

the supply-side (providers), and on the demand-side (patients or clients). The formal definition of RBF is that it 

"covers cash or non-monetary transfers to a national or sub-national government, manager, provider, payer or 

consumer of health services after predefined results have been attained and verified. Payment is conditional on 

measureable actions being taken." 1 

RBF, if well designed and supervised, can help address challenges in the health system by: 

¶ Using rigorous verification to make health systems more efficient, and transparent; 

¶ Addressing key bottlenecks in the system, such as prioritization and giving frontline health workers more 

direct access to resources; 

¶ Fostering a cultural change that empowers frontline staff and makes them more autonomous and 

accountable; 

¶ Addresses financial barriers by using vouchers or removing user fees to enable access to maternal and child 

health services; 

¶ Improving health equity by reaching the most vulnerable through targeting; 

¶ Enhancing the Health Management Information System (HMIS), because there are financial incentives for 

timely and correct recording of services. 

PBF is a supply-side RBF approach providing incentives to providers only (facilities or individuals) and not to 

beneficiaries.2  PBF is thus any program that rewards the delivery of one or more health outputs or outcomes, rather 

than paying for inputs, through financial incentives, upon verification that the agreed-upon results have actually 

been delivered. The organization which ΨōǳȅǎΩ ǘƘŜ results from the provider is called the purchaser.  

RBF and PBF approaches have been especially successful in increasing the uptake of preventive services such as 

vaccination of children and pregnant mothers, voluntary counseling and testing for HIV, ANC and PNC, institutional 

deliveries and the use of modern family planning methods. Whilst increasing the volume of these services, PBF can 

also increase the quality of these services considerably.   

Monitoring and evaluation are an integral part of RBF and PBF projects.  

                                                                 

1 http://www.rbfhealth.org 

2 Musgrove, P. (2010). Financial and Other Rewards for Good Performance or Results: A Guided Tour of Concepts 

and Terms and a Short Glossary. Washington DC. 
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2.2 PBF ELEMENTS 

Although PBF approaches differ from one country to another, they tend to have certain elements in common. 

Specifically, they: 

¶ Link health financing to health care outputs and their quality. 

¶ Promote managerial autonomy and decision making rights on resource utilization for service providers. 

¶ Advocate separation of functions, meaning that ideally legally separate organizations are responsible for 

regulating, purchasing and provision of services. 

¶ Use business plans and contracts to formalize the relationship between purchaser and provider. 

¶ Allow individual staff bonuses to increase motivation. 

¶ Verify outputs of service providers before payment. 

In the PBF approach, regulation, planning and quality assurance are provided by the regulator, who also defines 

output, quality and equity targets using indicators.  The regulator also establishes and oversees adherence to rules 

and regulations. The purchaser sets targets and buys results from health service providers. The provider in specific 

geographic catchment area is responsible for developing innovative strategies and implementing activities that will 

improve the volume and quality of services and achieve the agreed-upon health targets or goals efficiently.   

2.3 EVIDENCE THAT PBF WORKS 

A 2013 progress report for the Health Results Innovation Trust Fund (HRITF) by the WB mentioned many results and 

achievements of RBF/PBF programs, strengthening key health systems functions as well as improving quantity and 

quality of services: 

¶ In Zimbabwe the RBF scheme promoted efficiency by shifting normal deliveries from hospitals to rural 

Health Centres (through decreasing the unit payment for hospitals and increasing the unit payment for 

Health Centre); 

¶ In Zambia institutional deliveries increased much more in output-based districts than in input-based 

districts; 

¶ Similarly in the Democratic Republic of Congo a study showed much higher coverage of family planning 

methods supplied at facilities receiving performance-based payments than in those receiving an equivalent 

amount of input-based money; 

¶ In Burundi, where more of the PBF budget is allocated to remote and difficult-to-reach areas, the variation 

in quality scores decreased, meaning that the quality scores of those remote facilities relatively increased 

more, thus improving equity for the population; 

¶ Verification enhances accountability and facilitates dialogue about results; 

¶ Verification also strengthens data reporting, as error rates in reporting decreased substantially over time in 

for example Cameroon. 
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2.4 Lesotho Health Status and Health System 

2.4.1 Health Status 

When the PBF project for Lesotho was designed the country remained off track to meet the Millennium 

Development Goals. Although the 2009 Lesotho Demographic and Health Survey (LDHS) key MNH indicators were 

used at the time, the 2014 LDHS gives a more recent picture of health status. Because during all of 2014 the project 

was only implemented in Quthing district, the 2014 LDHS figures can be used as a baseline for the PBF project.  Figure 

1 presents key indicators relevant to the PBF project from the 2009 and 2014 LDHS studies. All indicators show 

considerable improvement over these five years. 

Table 1 Key health status indicators from LDHS 2009 and 2014 

 
Indicator DHS 2009 DHS 2014 

1 
Total Fertility Rate 3.3 3.3 

2 
Unmet FP need among married women 23% 18% 

3 
Modern Contraceptive use among married women 46% 60% 

4 
FP demand satisfied with modern methods 65% 76% 

5 
Infant mortality (below 1 year)/1000 live births 91 59 

6 
<5 mortality (between 1 and 5 years)/1000 live births 117 85 

7 
ANC by skilled provider at least once 92% 95% 

8 
Delivery in health facility 59% 77% 

9 
Delivery by skilled provider 62% 78% 

10 
Fully vaccinated children 62% 68% 

11 
Malnourished children <5 (weight-for-age) 13% 10% 

12 
Women ever tested for HIV and received results 66% 84% 

13 
Men ever tested for HIV and received results 37% 63% 

14 
Maternal mortality/100.000 live births 1155 1024 
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At 23% Lesotho has a very high HIV adult prevalence rate.3 Life expectancy at birth has declined from 60 years in 

1992 to 50 years in 2013 (WHO), AIDS being the most important cause of death. According to WHO data from May 

2014 mortality due to HIV/AIDS as a percentage of total mortality is the highest in the world4. Lesotho also has the 

highest incidence of tuberculosis in the world and a 74% HIV/TB co-infection rate5. 

 

Lesotho continues to have a high level of inequality with 30% of the population living below the national poverty 

line6. Moreover, Lesotho is ranked 161 out of 188 in the 2014 UNDP Human Development Index. To improve these 

indicators the GoL Ƙŀǎ ƛŘŜƴǘƛŦƛŜŘ ΨLƳǇǊƻǾŜ ƘŜŀƭǘƘΣ ŎƻƳōŀǘ IL± ŀƴŘ !L5{ ŀƴŘ ǊŜŘǳŎŜ ǾǳƭƴŜǊŀōƛƭƛǘȅΩ as one of the six 

key pillars of the 2012/13 to 2016/17 National Strategic Development Plan.  

2.4.2 Health System 

[ŜǎƻǘƘƻΩǎ ƘŜŀƭǘƘcare system is dominated by two main providers: the MoH and CHAL. The healthcare system consists 

of four tiers: (a) tertiary and specialized hospitals; (b) district hospitals; (c) filter clinics and Health Centres; and (d) 

Village Health Workers (VHWs). There are 10 administrative districts in Lesotho. As of 2015, there were 244 Health 

Facilities across the country including 21 hospitals (12 public, 8 CHAL and 1 private), 4 private primary hospitals, 215 

Health Centres (86 public, 73 CHAL, 4 LRCS and 52 private) and 4 Filter Clinics. Of the 244 Health Facilities, 101 were 

operated by MoH, 81 were operated by CHAL, 57 were privately owned, and 4 were operated by the Lesotho Red 

Cross Society (LRCS). The biggest increase over the past five years occurred in the private sector. 

The MoH has embarked on a process of decentralizing health services to the Ministry of Local Government and 

Chieftainship Affairs. The District Health Management Team (DHMT) is currently responsible for all health services 

delivered in the district at Primary Health Care level. When the decentralization is complete the DHMT will be 

established as part of the District Council and the District Health Manager (DHM) will be both the head of the DHMT 

and the hospital. The District Councils have the authority to provide day to day administration of the health care 

workers and the DHMT has its own establishment list to ensure that Health Centres are fully staffed and rotation is 

minimized. The MoH will remain the regulator and continue to carry the ultimate technical responsibility for the 

healthcare services. 

2.4.3 Challenges 

The health system is faced with a number of gaps and challenges that include: acute shortage of human resources 

for health, inability to absorb all funds allocated to the health sector, outdated health legislation, inequalities and 

                                                                 

3Lesotho Global AIDS Response Country Progress Report, January 2010-December 2011, March 26, 2012. Website 

UNAIDS also showed 23.3% for 2014. 

4 http://www.worldlifeexpectancy.com 

5 Lesotho Health Network PPP information on WB website, updated 19 Feb. 2016 

6 Poverty and Equity database WB, 2015. 
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inequities in service delivery and a difficult terrain, as most parts of the country are hard to reach7. These challenges 

result in low utilization of existing health services, also due to the poor (perceived and actual) quality of services. 

Service quality is not only undermined by an inadequate number of healthcare workers, but also by the lack of 

equipment and a poor referral system between Health Centres and hospitals8. The country has one of the worst 

ratios of health workers to population in sub-Saharan Africa with just over one health professional per 1,000 people. 

On average, there are nine primary facilities and just one hospital per 100,000 people, with Quthing and MohŀƭŜΩǎ 

Hoek districts having the lowest ratio of primary facilities to the population. 

5ŜǎǇƛǘŜ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ŜŦŦƻǊǘǎ ǘƻ ƛƳǇǊƻǾŜ ŀŎŎŜǎǎ ǘƻ ƘŜŀƭǘƘ ŎŀǊŜ ōȅ ŜƭƛƳƛƴŀǘƛƴƎ ǳǎŜǊ ŦŜŜǎ ŦǊƻƳ ŀƭƭ ǇǳōƭƛŎ Health 

Centres and facilities affiliated with CHAL and LRCS in 2008, access to health services remains a serious challenge. 

The healthcare delivery challenge in Lesotho is compounded by the fact that about 40 percent of the population 

lives in remote rural villages; often several hours walk through rough mountain paths to the nearest facility. Seventy-

three percent of women cited at least one problem in accessing health care; respondents mentioned unavailability 

of drugs (59%), treatment costs (33%), transportation costs (32%) and long distance to the facility (31%) as problems 

for accessing health services (2009 LDHS).  

Against the backdrop of its health development goal, the GoL has increased its allocations to the health sector from 

US$148 million in fiscal year 2009/10 to US$187 in fiscal year 2011/12. Available expenditure data shows that 

Lesotho spent an average of US$33.20 per capita over the period 2004/5 to 2009/10.9 The latest data (WB database 

2014) show that 13.1% of total public expenditure was spent on health.  

  

                                                                 

7 WHO Country Cooperation Strategy at a glance, May 2014. 

8 ²IhΣ ¦bL/9C ŀƴŘ ¦bCt!Σ άwŜŘǳŎǘƛƻƴ ƻŦ aŀǘŜǊƴŀƭ ŀƴŘ bŜǿōƻǊƴ aƻǊōƛŘƛǘȅ ŀƴŘ aƻǊǘŀƭƛǘȅΣέ нлмл 

9 Expenditure data from published budget book, MOF and Directorate of Finance, MOH, 2012. 
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3 PBF IN LESOTHO 

The PBF project in Lesotho was designed with the above general characteristics of the PBF approach and the health 

status and health system in mind, as well as the on-going decentralization process.  

The principles which underpin the PBF in Lesotho are: 

¶ Autonomy in management and planning of service providers (health facilities) 

¶ Involvement of the population/community in managing the services 

¶ Use of instruments: business plans, contracts, external data verification and quality assessments  

¶ Strengthening the institutional configuration by separating functions of policy formulation/regulation, 

service provision and purchasing. 

PBF can address many of the above mentioned challenges by giving staff of Health Centres and hospitals more 

autonomy to decide on the use of resources regarding the health facility and by giving them financial incentives to 

increase production and quality of priority services. But PBF will only work if the details are well thought out and all 

stakeholders are aware of their roles and responsibilities. In this section the following aspects of the PBF project as 

implemented in Lesotho will be explained:  

1. Objectives 

2. Phases 

3. Financing 

4. Beneficiaries 

5. Roles and responsibilities 

 

3.1 PROJECT OBJECTIVE 

The overall project development objective is to improve the utilization and quality of Maternal and Newborn 

Health (MNH) services in selected districts in Lesotho. 

The PBF project thus directly supports the National Strategic Development Plan (NSDP) 2012/13 to 2016/17, which 

ŀƛƳǎ ǘƻΥ άƛƳǇǊƻǾŜ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ƘŜŀƭǘƘΤ ǊŜŘǳŎŜ ƳŀǘŜǊƴŀƭ ŀƴŘ ŎƘƛƭŘ ƳƻǊǘŀƭƛǘȅΤ ŎƻƳōŀǘ ŀƴŘ ǇǊŜǾŜnt the spread and 

ƴŜǿ ƛƴŦŜŎǘƛƻƴǎ ƻŦ IL± ŀƴŘ !L5{Τ ŀƴŘΣ ǊŜŘǳŎŜ ǎƻŎƛŀƭ ǾǳƭƴŜǊŀōƛƭƛǘȅΣ ŜǎǇŜŎƛŀƭƭȅ ŦƻǊ ŎƘƛƭŘǊŜƴ ŀƴŘ ƻƭŘ ǇŜƻǇƭŜΦέ !ŘŘƛǘƛƻƴŀƭƭȅΣ 

ǘƘŜ t.C ƳŜŎƘŀƴƛǎƳ ǿƛƭƭ ŎƻƴǘǊƛōǳǘŜ ǘƻ ǘƘŜ ƎƻǾŜǊƴƳŜƴǘΩǎ ŘŜŎŜƴǘǊŀƭƛȊŀǘƛƻƴ ŀƎŜƴŘŀ ƛƴ [ŜǎƻǘƘƻΦ  

Further, the project is closely aligned with the second area of engagement of the World Bank Country Assistance 

Strategy (CAS) 2010-2014: Human Development and Service Delivery. The PBF project is consistent with the priorities 

and goals identified in the CAS: to protect and better serve the needs of the poor and the vulnerable; increase access 

to services; strengthen institutional capacity; upgrade quality and effectiveness of services delivery; enhance the 

role of the private sector in achieving important public health goals; and decentralize through enhanced participation 

of local government bodies and communities. The project contributes to these objectives by improving quality and 

uptake of MNH services.  
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3.2 PROJECT PHASES 

The project is implemented in three phases.  

1. During Phase I the project was piloted in Quthing and Leribe districts (2014/2015); 

2. During Phase II (2016) the project will gradually scale-up to 4 additional districts: MafetengΣ aƻIŀƭŜΩǎ IƻŜƪΣ 

Mokhotlong and Thaba Tseka 10; 

3. During Phase III (2017/2018) the project will be fully implemented in 6 districts.  

Before the official start of the project there was a preparatory phase in Quthing District, during which capacity was 

built, project was designed and a pre-pilot was conducted. 

This phased approach allows for adjustments in design based on lessons learned during the pilot phase.  

3.3 PROJECT FINANCING 

The Project is jointly funded by the International Development Association (IDA) (USD$12 million) and the Health 

Results Innovation Trust Fund (HRITF) (USD$4 million). The Government counterpart contribution, as parallel 

financing to the IDA and HRITF financing, is USD$4 million. This is for the operating costs of the MoH PBF Unit in 

years 1 and 2.  In years 3 and 4, the counterpart funding will cater for the operating expenses of the PBF Unit and 

contribute to the PBF incentives for Phase II districts.  

The preparatory phase and project implementation readiness activities were financed through an HRITF preparation 

grant of US$400,000 and a Project Preparation Advance (PPA) of US$635,048. 

3.4 PROJECT BENEFICIARIES 

In addition to specific maternal and newborn health services, selected services such as HIV and AIDS, tuberculosis 

and nutrition in the Lesotho essential services package will also be covered. It is expected that these services will 

contribute to reducing maternal and newborn deaths in Lesotho given the high maternal mortality and HIV 

prevalence.  

Therefore, direct beneficiaries are women of childbearing age, newborns and children below five years of age, as 

well as Tuberculosis and HIV patients in the six districts. The project will specifically target beneficiaries in hard-to-

reach areas within the selected six districts (through a remoteness bonus) and aims to improve utilization by the 

poor.  

Indirectly the whole population of the six districts will benefit from the project, estimated at 1,011,362 in 2015. 

                                                                 

10 There are 10 districts in Lesotho. Initially all districts except Maseru were to be included in the project, but in 

2015 the scope of the project was scaled down to a total of 6 districts. 
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From an institutional perspective, personnel in health facilities will benefit from training in MNH care and from 

having more conducive work environments due to changes made at the health facilities using the incentive funds. 

Moreover, they can earn a personal bonus, based on appraisal of their individual performance. Not only clinical staff 

will benefit from the PBF project, but all support staff and volunteers as well, as the bonus will be divided over every 

worker in the health facility.  

The PBF project is implemented in hospitals and Health Centres owned by the GoL and by CHAL. Facilities run by the 

LRCS and private facilities are not included. 

Finally, the knowledge and experience on PBF in the health sector could potentially benefit other sectors as well. 

3.5 ROLES AND RESPONSIBILITIES 

There are many stakeholders in the PBF project. The extensive roles and responsibilities of each are explained in 

Chapter 0. A brief summary is given here in order to aid understanding of the following chapters.  

Several regular directorates and units in the MoH are involved, such as the Directorate for Clinical Services, Quality 

Assurance Unit and the Primary Health Care Directorate. The MoH has created a separate Unit to be responsible for 

the coordination and implementation of all aspects of the PBF project: the PBF Unit, which operates as part of the 

Health Planning and Statistics Department (HPSD). The existing Sexual and Reproductive Health Technical Working 

Group (SRH-TWG) acts as the Steering Committee (SC). The MoH receives technical support from a Performance 

Purchasing Technical Assistance (PPTA) firm (International Contract). All financial transactions (apart from the PPTA) 

are done by the Project Accounting Unit (PAU). 

At the district level, the DHMT, the Lesotho Flying Doctor Services (LFDS), hospital(s) and their boards, as well as 

Health Centres and the Health Centre committees all provide services against financial incentives. The PPTA and 

community-based organizations (CBOs) check that the number of claimed services by these providers is correct.  

To coordinate PBF at the district level and validate invoices by the providers, a District (PBF) Steering Committee has 

been established (DSC).  
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4 ELIGIBILITY CRITERIA TO PARTICIPATE IN THE PBF PROJECT  

1.1 CRITERIA FOR DISTRICTS TO PARTICIPATE IN PBF 

It was initially mentioned that a district should meet a strict set of pre-defined criteria in order to be enrolled in the 

PBF project. However, in practice these criteria were not used, because they were more ideal than realistic. None of 

the districts could fulfill them. Rather, the PBF project is designed to help the districts fulfill these criteria in the 

future and they have been included in the DHMT performance framework (see 5.4 below). Instead districts were 

chosen on the basis of need, for which criteria were developed. The LDHS 2009 was used to compare district 

performance on key MNH indicators. The following four districts had the lowest values and were chosen to scale up 

after the pilot in Quthing and Leribe: 

1. Thaba-Tseka. This is the lowest performing district on % of woman delivering in a health facility, those 

assisted by a skilled provider and % of children who got all basic vaccinations;  

2. Mafeteng.   This is the lowest performing district on ANC coverage and on % of children born with 

weight less than 2.5 kg; 

3. Mokhotlong. This is the second lowest performing district on % of woman delivering in a health facility 

and assisted by a skilled provider. It is also the district with the longest distances between villages and 

a health facility; 

4. aƻIŀƭŜΩǎ IƻŜƪ. This is the district with the second lowest % of woman presenting at the health facility 

for postnatal check-up and the second lowest % of children born with weight less than 2.5kg. Apart 

from that it is the district with the third lowest % of woman delivering in a health facility and % of 

children who got all the basic vaccinations.  

Additional criteria are: 

¶ DHMTs are expected to sign a performance contract to be included in the PBF project and take part in PBF 

training; 

¶ District Councils should enable health facilities to be entrepreneurial and allowed to spend PBF funds 

according to their agreed business plans.  

1.2 REQUIREMENTS FOR HEALTH CENTRES TO PARTICIPATE IN PBF  

Health Centres can join the PBF project if they satisfy the following criteria: 

¶ Key positions should be filled, with a minimum of 2 qualified staff, one of which must have midwifery skills. 

A trained nurse midwife is required to perform safe obstetric and newborn care;  

¶ The Health Centre should have buildings and equipment according to minimum MoH standards, which 

includes availability of water and electricity (or solar power). The above are prerequisites for conducting 

deliveries at the Health Centre;  

¶ The Health Centre is expected to sign a performance contract and staff should be willing to sign a motivation 

contract; 

¶ The Health Centre should take administrative provisions, necessary for the implementation of PBF, in 

particular open a bank account and be able to keep accounts; 



22 

 

¶ A Health Centre Committee (HCC) should be in place or revived and actively provide oversight. Committee 

members should be willing to be trained on PBF; 

¶ Community mapping has been conducted together with the mapping of health needs; and 

¶ VHWs committee should be in place. The VHWs should be known to be active and all households in the 

catchment area should be covered by VHWs.  

The facilities will be supported by the MoH/DHMTs with technical assistance from the PPTA team, to meet the above 

mentioned criteria.  

In case a facility is found to not meet certain criteria but its leadership can provide evidence of actions planned 

and/or in place to meet them in the near future, an exception can be made to enroll this facility into the PBF project. 

Exceptions should be decided by the PPTA team and MOH/District Council together. This exception status should be 

included and explained in the PBF contract of the Health Centre. The Business Plan should contain concrete and 

realistic steps (a roadmap to fulfill  the minimal requirements) with the maximum timeline of 90 days from the start 

of the PBF contract to meet these requirements. 

1.3 REQUIREMENTS FOR HOSPITALS TO PARTICIPATE IN PBF 

¢ƘŜ ƻƴƭȅ ŎǊƛǘŜǊƛƻƴ ŦƻǊ ƘƻǎǇƛǘŀƭǎ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘŜ t.C ǇǊƻƧŜŎǘ ƛǎ ǘƘŀǘ ǘƘŜ ƘƻǎǇƛǘŀƭΩǎ ƳŀƴŀƎŜƳŜƴǘ ŀƴŘ ǇǊƻǇǊƛŜǘƻǊ 

are willing to sign a PBF contract. No other eligibility criteria apply to district/local hospitals; therefore all of them 

can be enrolled in the PBF program. Rationale for open enrolment relates to the role of hospitals as the only 

providers of crucial secondary care at district level and as prime referral point for Health Centres. Eligibility for PBF 

does not guarantee receipt of PBF incentives. In order to receive PBF payments, hospitals have to perform with a 

quality score above 50%.  
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5 PROJECT INDICATORS 

Performance-Based Financing uses a mix of quantity and quality indicators to define the level of performance of a 

health facility. In the PBF facilities the quantity performance is measured monthly and the quality performance is 

measured quarterly.  

Performance frameworks are also applied to the DHMT but in general are more of the process indicator type.  

1.4 THE MINIMUM PACKAGE OF ACTIVITIES FOR HEALTH CENTRES 

The Minimum Package of Activities (MPA) that is incentivized in the Lesotho PBF project is carefully chosen to 

respond to health problems facing the Basotho population. The chosen services are also based on 15 years of 

incremental experience gained on purchasing services through PBF in other countries. These services have the 

highest potential to contribute to meeting the objectives of the health sector, in particular relating to decreasing 

maternal and infant mortality. Each service is defined as an indicator and carries a unit fee/reward. 

The services in the MPA have been adjusted in early 2016, the most important changes being; paying for growth 

monitoring has been replaced by paying for malnourished children detected and treated; two HIV treatment 

indicators have been added; in some cases the definition of the indicator has changed. The PBF incentives per unit 

have also been adapted. This was necessary, because more indicators were added and also to adjust for the desired 

level of performance. This means that the reward for badly performing indicators was raised in order to give staff a 

higher incentive to increase the productivity for this indicator. Conversely, if productivity was very high, approaching 

the estimated maximum, the reward was reduced. The revised MPA now has the following indicators: 

1. Number of new outpatient consultations for curative care  

2. Number of pregnant women having their first antenatal care visit in the first trimester 

3. Number of pregnant women with fourth or last antenatal care visit in last month of pregnancy 

4. Number of deliveries 

5. Number of women with newborns with a postnatal care visit between 24 hours and 1 week of delivery 

6. Number of patients referred who arrive at the District/local hospital 

7. Number of new and follow up users of short-term modern contraceptive methods  

8. Number of new and repeat users of long-term modern contraceptive methods 

9. Number of children under 1 year fully immunized  

10. bǳƳōŜǊ ƻŦ ƳŀƭƴƻǳǊƛǎƘŜŘ ŎƘƛƭŘǊŜƴ ŘŜǘŜŎǘŜŘ ŀƴŘ ΨǘǊŜŀǘŜŘΩ 

11. Number of notified HIV+ TB patients completed treatment and/or cured 

12. Number of HIV+ TB patients initiated and currently on ART 

13. Number of children born to HIV-positive women who receive the 18 months confirmatory HIV test  

14. Number of children (0-14 years) with HIV infection initiated and currently on ART 

A table, which shows the following criteria, indicators, their exact definitions, the sources/registers from which they 

can be counted, as well as the unit reward for each indicator, can be found in Annex 1. 

The facility itself counts the number of eligible services each month, which is verified by the PPTA. It is important to 

note the difference between a PBF fee, and a traditional fee-for-service provider payment mechanism.  
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In PBF systems it is assumed that the costs for providing the services are already met (human resources; 

infrastructure; equipment, drugs and various other recurrent expenses). However, more often than not the budget 

for the recurrent costs is not sufficient to cover all costs, let alone to invest in quality improvement.  

Besides, the salaries in the health sector are low, in particular those of support staff in the health facilities. This 

results in a less than optimal working environment and low motivation of staff, in turn translating into low utilization 

of services by the population.   

The PBF fee is thus an additional payment, over and above the regular salaries and operational budget. Therefore 

in PBF we talk about ΨincentiveΩ. 

5.1 QUALITY ASSESSMENT FOR HEALTH CENTRE 

The MoH is not interested in increasing the quantity of low quality services. That is why all PBF programs include a 

quality component. This first of all provides the authorities with the opportunity to regularly monitor quality of 

services and secondly offers the Health Centres the opportunity to increase their PBF incentives. Part of the 

incentives should be used to finance activities that will increase the quality. Quality in Health Centres is measured 

quarterly using a quality assessment checklist and a client satisfaction survey.  

The quality score is a composite score based on both the quarterly quality assessment by the DHMT and the client 

satisfaction survey with a weight of 80% of the score assigned to the quality assessment and 20% to the client 

satisfaction survey. The higher the scores a Health Centre receives the higher the quality bonus. 

5.1.1 QUALITY ASSESSMENT CHECKLIST FOR HEALTH CENTRES 

The purpose of the quality checklist is to guide and ensure that the Health Centre is delivering services according to 

prevailing norms, standards and protocols. The focus of these checklists is predominantly on pre-conditions for 

quality services (staffing, availability of drugs, appropriateness of buildings and equipment, management, 

collaboration with VHWs, etc.). In addition, emphasis is placed on clinical processes (e.g. rational drug prescribing 

patterns and adherence to defined treatment protocols). 

The quality assessment checklist as designed for Health Centres is divided in three main areas; general services, 

Primary Health Care services and community services. Within those areas there are in total ten categories, each with 

a number of indicators. In total there are 104 indicators, for which a maximum of 271 points can be scored. Each 

indicator has a maximum score between 1 and 6. In almost all cases either the maximum score is given or a zero. 

This is called the all-or-nothing principle. It motivates Health Centres to fulfill all criteria for each indicator, 

contributing to better overall quality. 
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Table 2: Quality summary score sheet for Health Centres 

No Service Max Points Score % 

 PART A ς GENERAL SERVICES 47   

1 General Management ς 9  indicators 24  
 

2 Environmental Health ς 14 indicators 23  
 

 PART B ς PRIMARY CARE SERVICES 209   

3 General Consultations ς 13 indicators 25  
 

4 Child Survival ς 16 indicators 42  
 

5 Family Planning ς 7 indicators 17  
 

6 Maternal Health ς 23 indicators 54  
 

7 STI, HIV and TB ς 9 indicators 28  
 

8 Essential drugs Management ς 7 indicators 20  
 

9 Priority Drugs ς 2 indicators 23  
 

 PART C ς COMMUNITY SERVICES  15   

10 Community based services ς 4 indicators 15    
Total 104 indicators 271 

  

 

The full checklist can be found attached to this manual as Annex 2. The checklist attempts to be as objectively 

verifiable as possible, i.e. assuring consistency in scoring even when done by different persons. The District Health 

Management Team (DHMT) will conduct one quality assessment in each contracted facility per quarter, using the 

quality checklist. Because HCs should have equal opportunity and time to improve their quality score DHMTs should 

visit the HCs in the same order each quarter, so that there is always around three months between quality 

assessments. 

Not only does the summary sheet be filled out but in addition two originals and the whole checklist are completed 

.. After the assessment the team of assessors discusses the findings with the HC staff and together they draw up 

recommendations including those requiring technical supervisions. At the end of the assessment the HC in- charge 

or his/her substitute and the head of the quality assessment team sign off on both copies. One original of the full 

checklist stays at the HC, in order for the staff to see which specific indicators they should improve and use that 

information in preparation for the next business plan. The other original scored checklist is kept at the DMHT office. 

The DHMT enters the data into the web enabled application. 

This activity is included in the performance assessment that is used to appraise DHMT performance (see Section 5.4 

below). Failure by the DHMT to conduct this assessment will lead to a deduction in their performance payment for 

the quarter. This therefore encourages the DHMT to visit each facility during the quarter. In case the DHMT has not 

been able to conduct the quality assessment during the quarter for a particular HC, the concerned HC will be 

awarded the same quality score as for the previous quarter. This is to ensure that the HC is not penalized for DHMT 

delay.  
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5.1.2 CLIENT SATISFACTION SURVEY FOR HEALTH CENTRES 

The PPTA contracts and trains a Community-Based Organization (CBO) in the catchment area of each HC to conduct 

a short satisfaction survey among clients. Questions relate to reception and waiting time, drugs and/or service 

availability, payment and overall satisfaction. Every quarter, the PPTA selects a random sample of 10 HC clients (and 

2-5 reserves) that have used PBF incentivized services during the previous quarter and provides the CBO with their 

names and contact details, date and type of received service and name of HC. The CBO tries to trace each selected 

client and, when found, administers the questionnaire by interviewing that patient. For clients who are available on 

their phone, the CBO may administer the questionnaire through the phone. At least 10 clients have to be interviewed 

each quarter. If a client cannot be traced, the CBO replaces him/her with one of the reserves. Completed 

questionnaires are submitted to the PPTA, who cleans and enters the data into the database and is analysed to give 

results. Reports are shared with the DSC, DHMT and the PBF Unit. 

The maximum score each client can give is 70 points. The score counts for 20% towards the total quality score for 

the HC. The Health Centre Client Satisfaction Survey tool is attached to this manual as Annex 4. 

5.1.3 HOW QUANTITY AND QUALITY ARE RELATED 

For HCs the quality assessment score and client satisfaction score are used to add a percentage to the amount earned 

for quantity. How this is exactly calculated is explained in Chapter 7. 

5.2 QUALITY ASSESSMENT FOR DISTRICT/LOCAL HOSPITALS  

For hospitals, quality is the only aspect of services that they can earn PBF incentives for (and not for 

productivity/quantity). Quality in hospitals is measured quarterly using a quality assessment checklist and a client 

satisfaction survey. Part of the incentives should be used to finance activities that will increase the quality (further). 

Quality assessment also provides the authorities with the opportunity to regularly monitor quality of services. 

The quality score is a composite score based on both the quarterly quality assessment and the client satisfaction 

survey with a weight of 80% of the score assigned to the quality assessment and 20% to the client satisfaction survey. 

The higher the scores received by a hospital, the higher the quality bonus.  

5.2.1 QUALITY ASSESSMENT CHECKLISTS FOR HOSPITALS 

The quality assessments are carried out by a team consisting of key technical and administrative staff from other 

hospitals (peer reviewers), with representatives from the MoH (Quality Assurance Unit/PBF Unit) and CHAL, assisted 

by the PPTA. The assessments are coordinated by the PBF Unit with the support of the PPTA and the schedule is 

communicated in advance to the hospitals.  

There are three major areas in the quality checklist for hospitals: general hospital services; Primary Health Care 

services and Secondary Health Care services. Within those areas there are in total 18 categories, each with a number 

of indicators. For each indicator one or more criteria have to be fulfilled in order to get the points allocated to that 

indicator. In total there are 232 indicators, for which a maximum of 516 points can be scored.  
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Each indicator has a maximum score between 1 and 6. In almost all cases either the maximum score is given or a 

zero. This is called the all-or-nothing principle. It motivates hospitals to fulfill all criteria for each indicator, 

contributing to better overall quality. 

The district/local hospital quality assessment checklist is attached to this manual as Annex 3. 

Table 3: Quality summary score sheet for hospitals 

 Service Max points Score % 

 Part A - General Hospital Services 49   

1 General Management  ς 19 indicators 35 

  

2 General Hygiene & Medical Waste Disposal ς 8 indicators 14 

  

 

Part B - Primary Care Services 140 

  

3 General consultation ς 15 indicators 25 

  

4 Child survival ς 16 indicators 44 

  

5 Family Planning ς 7 indicators 21 

  

6 ANC and  PNC ς 7 indicators 22 

  

7 STI/HIV/TB ς 9 indicators 28 

  

 

Part C - Secondary Care Services 327 

  

8 Paediatric ward ς 22 indicators 41 

  

9 Surgical/medical ward ς 23 indicators 46   

10 In-patient gyn/obs ward ς 22 indicators 42 

  

11 Delivery room ς 17 indicators 36 

  

12 Emergency services ς 7 indicators 14   

13 Blood transfusion and OT ς 11 indicators 21   

14 Essential Medicine Management ς 7 indicators 20   

15 Priority Drugs and supplies ς 2 indicators 53   

16 Laboratory ς 11 indicators 15   

17 Radiological Services ς 4 indicators 14   

18 Specialized services ς 15 indicators 25   

Total 232 indicators                                                           516   
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The quality assessment teams conduct one quality assessment in each contracted hospital per quarter (preferably 

in the third month), using the quality checklist. Two originals are filled out, the whole checklist, not only the summary 

sheet. After the assessment the team of assessors discusses the findings with the hospital management team and 

together they draw up recommendations. At the end of the assessment the DHM or his/her substitute and the head 

of the quality assessment team sign off on both copies. One original of the full checklist stays in the hospital, so the 

management team can see on which specific indicators they should improve and use that information in preparation 

of the next business plan. The other original of the scored checklist is kept at the MoH/PBF Unit. The later enters the 

data into the web application. 

5.2.2 CLIENT SATISFACTION SURVEY FOR HOSPITALS 

The PPTA contracts and trains a Community-Based Organization (CBO) in each district to conduct a short satisfaction 

survey among OPD and MCH clients (not among admitted patients). Questions related to reception and waiting time, 

service and/or drugs availability, payment and overall satisfaction. Every quarter, the PPTA selects a random sample 

of 20 clients (and 5 reserves) that have used the hƻǎǇƛǘŀƭΩǎ services during the previous quarter and provides the 

CBO with their names and contact details, date and type of received service. Only clients that live in the district are 

sampled. The CBO tries to trace each selected client and, when found, administers the questionnaire through an 

interview. For clients who are available on their phone, the CBO may administer the questionnaire through the 

phone. At least 20 clients have to be interviewed each quarter. If a client cannot be traced, the CBO replaces him/her 

with one of the reserves. Completed questionnaires are submitted to the PPTA, who cleans, enters the data into the 

database and is analysed to give results. Reports are shared with the DSC, DHMT and the PBF Unit. 

The maximum score each client can give is 70 points. The score counts for 20% towards the total quality score for 

the hospital. Unlike the quality assessment, the client satisfaction survey over any quarter is done in the subsequent 

quarter and the survey score for any quarterly payment thus reflects the data collected over the previous quarter.  

The hospital client satisfaction survey tool is attached to this manual as Annex 5. 

5.3 REGULAR ADJUSTMENT OF THE QUALITY ASSESSMENT TOOLS 

The quality checklists will be reviewed once per year. New norms and guidelines can thus be incorporated as they 

become available. Feedback from the end users can inform the design. Over time the quality checklist will be made 

progressively more sophisticated to motivate health staff to continue improving the quality of the services.  Adjusting 

the tool can be done in various ways: by adjusting the points value of certain items or making the criteria more 

difficult to reach; by deleting, adding or revising indicators; by lifting the threshold bar before a quality bonus is 

offered (at present set at 50%). 

 

5.4 INDICATORS DISTRICT HEALTH MANAGEMENT TEAM (DHMT) AND LESOTHO 

FLYING DOCTORS SERVICE (LFDS)  
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The DHMT holds a performance based contract which combines both quantity and quality indicators, whereby the 

main emphasis will be on quality of supportive supervision of health care services in the district and for providing 

essential support to the PBF project. The LFDS has the same responsibility as the DHMT and intervenes in hard to 

reach Health Centres within selected districts. The LFDS consequently signs a performance contract for the same 

purpose. The tables below give an overview of the performance indicators for the DHMT and the LFDS. The full tables 

with indicators, definitions, sources of verification and points are attached to this manual as Annex 6a and 6b. 

The DHMT and LFDS will not develop a (quarterly) business plan, but will use its current operational planning system 

which will have an additional emphasis on the PBF project related responsibilities that they will have.  

The Performance of the DHMT and the LFDS are assessed quarterly by the MoH/ Directorate PHC, using the DHMT 

and LFDS Performance Framework.  

 

Table 4: DHMT Summary Performance Indicators 

 Indicator Max. 
Points 

1 100% of HCs have received at least one comprehensive quality assessment applying the 
appropriate checklist and protocol, and providing adequate feedback per quarter 

45 

2 DHMT prepares quarterly progress report on PBF quantity and quality indicators 20 

3 At least one meeting at district headquarters with HC staff each quarter 25 

4 At least one hour of experience sharing in the form of presentations, discussions or 
demonstrations on a specific topic of interest for the Health Centre nurses, to be offered during  
the quarterly district staff meetings 

10 

5 Monthly HC HMIS report entered in the HMIS database  25 

6 Availability of a DHMT annual master plan  with  PBF activities clearly outlined 10 

7 Minutes and an attendance list are available for each quarterly PBF DSC meeting   20 

8 HCs have 80% of qualified staff as per minimum criteria based on HC establishment list   20 

9 DHMT facilitates a monthly visit by the Medical Doctor to at least 80% of all facilities in the district 25 

TOTAL score available and attributed after performance assessment 200 

 

Table 5: LFDS Summary Performance Indicators 

 Indicator Max. 
Points 
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1 100% of Health Centre have received at least one comprehensive quality assessment applying 
the appropriate checklist and protocol, and providing adequate feedback per quarter 

45 

2 LFDS prepares quarterly progress report on PBF quantity and quality indicators. 20 

3 LFDS holds Primary Health Care meeting at least once per quarter in any of the PBF participating 
districts where LFDS intervenes 

25 

4 At least one hour of experience sharing in the form of presentations, discussions or 
demonstrations on a specific topic of interest for the Health Centre nurses during the quarterly 
meeting 

10 

5 HC HMIS Monthly reports submitted to MOH 25 

6 Availability of LFDS quarterly activity plan with PBF activities clearly outlined 10 

7 Copy of the attendance list of participation in the last District Steering Committee meeting. The 
copy should indicates attendance of at least 1 LFDS staff member 

20 

8 LFDS facilitates a Monthly visit by the Medical Doctor to all LFDS supervised facilities in each 
participating PBF Districts. 

25 

TOTAL score available and attributed after performance assessment 180 
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6 PBF CONTRACTS AND BUSINESS PLANS 

In this chapter the UsersΩ Guide Manual clarifies why PBF utilize  contracts and business plans. Different types of 

contracts are summarized below.  

6.1 CONTRACTS 

A contract is a (legally binding) written agreement or understanding between two or more parties, whereby one 

party pays the other party to perform services.  

The PBF project uses two different types of written agreements: 

1. Performance contract 

2. Motivation contract 

6.1.1 WHY DO WE USE CONTRACTS IN PBF?  

Written (rather than oral) agreements are used because: 

¶ They clarify expectations and responsibilities of the contractual parties  

¶ They enhance accountability of all parties 

¶ They enhance transparency for all stakeholders, not only parties to the contract 

¶ They describe how disputes will be solved, should they occur 

 

PBF contracts contain the following information: 

¶ Names of parties and their (legal) representatives (for example: providers of services such as health 

facility/DHMT on the one hand and the MoH as the purchaser of services on the other hand) 

¶ Period of the contract 

¶ Objective of the contract (brief explanation of PBF) 

¶ Specific role of the agency with whom the contract is made 

¶ Mention of services or activities eligible for payments 

¶ Payment schedule (reward-for-services) and calculations  

¶ What payments can be used for (staff bonus and operational costs related to improvement of services) 

¶ Obligations of the provider 

¶ Reporting requirements 

¶ Verification arrangements 

¶ Fines for errors in calculations and sanctions in case of data falsifications 

¶ Obligations of the purchaser (ensure timely verification and timely payment, feedback etc.) 
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6.1.2 PERFORMANCE CONTRACTS 

The PBF project in Lesotho uses the following performance contracts: 

¶ Performance contracts for Health Health Centres are signed annually between the DSC Chairperson (the 

purchaser) on the one hand and the nurse in-charge of the Health Centre and the HCC Chairperson together 

(the provider) on the other hand. The DHM under the auspices of the DSC is responsible for its monitoring 

whilst at the HC the nurse in charge is supported by the HCC to ensure its implementation. The full contract 

is attached to this manual as Annex 7.  

The HC nurse inȤcharge and the chairperson of the HCC are coȤsignatories to the contract with the 

purchaser. They have the following specific roles in overall contract management for the HC: 

Å Thoroughly be acquainted with the contents of the contract; 

Å Ensure strict compliance with the contractual terms and conditions; 

Å Ensure that health facility staff and HCC members are fully aware of the contractual implications 

and opportunities; and 

Å Represent the HC in key PBF interactions (including settlement of disputes) with the DHMT, PPTA 

(verifiers), DSC and others. 

¶ Performance contracts for district/local hospitals are signed between the MoH-Director Clinical Services 

(the purchaser) on the one hand and (in the case of CHAL) the Chairperson of the hospital board or (in the 

case of public hospitals) the DHM (the provider) on the other hand. The purchaser is responsible for its 

monitoring through the support of the PBF Unit and PPTA. The full contract is attached to this manual as 

Annex 8.  

¶ Performance contracts for DHMTs and LFDS are signed annually between the MoH-Director Primary Health 

Care (the purchaser) on the one hand and the DHM or in the case of LFDS, the DMO on the other hand. The 

purchaser is responsible for its monitoring through the support of the PBF Unit and PPTA.  

The District Steering Committee will support the DHMTs to ensure implementation. The full performance 

contracts for DHMTs and LFDS are attached to this manual as Annex 9a and 9b.  

¶ Performance contracts for CBOs are signed between the PPTA (the purchaser) on the one hand and the 

CBO Chairperson (the provider) on the other hand. The full contract is attached as Annex 10. 

The performance contracts clearly put the responsibility for implementing the Business Plan on the service providers 

(HCs and hospitals), which enhances their autonomy, while the contracts with the DHMTs and LFDS clearly put the 

responsibility for quality assessment, supervision, data entry etc. The contract with the CBOs put the responsibility 

for implementation of the client tracing and satisfaction surveys on the CBOs. All performance contracts also clearly 

put the responsibility for verification and regular and timely payment on the purchaser and the payer (PPTA and 

MoH). 
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6.1.3 MOTIVATION CONTRACTS 

 Motivation Contracts will be signed with staff  who may receive performance bonuses based on individual 

performance, which is assessed on a quarterly basis, using standard performance appraisal forms. These bonuses 

will be part of PBF incentives generated through an institutional/collective effort of the provider. Motivation 

Contracts aim to formalize the bonus arrangement, the appraisal and payment.  

The PBF project in Lesotho uses the following motivation contracts: 

¶ Motivation contract with HC staff is signed between the in-charge and the HCC on the one hand and 

individual staff members on the other hand. The full contract is attached to this manual as Annex 11. 

¶ Motivation contract with hospital staff is signed between the Head of Department/Unit on the one hand 

and individual staff members that work mostly in that department/unit on the other hand, including all 

support staff such as administration staff, cleaners, guards etc. The Heads themselves sign a motivation 

contract with the DHM and the DHM signs a motivation contract with the MoH/Dir. Clinical Services. The 

full contract is attached to this manual as Annex 12. 

¶ Motivation contract with DHMT and LFDS staff. The motivation contract with DHMT staff is signed 

between the DHM on the one hand and DHMT staff on the other hand. The DHM will sign her/his motivation 

contract with the Director Clinical Services. The full contract is attached to this manual as Annex 13a. The 

motivation contract with LFDS staff is signed between the DMO on the one hand and the LFDS staff on the 

other hand. The full contract is attached to this manual as Annex 13b.  

All contracts are valid for one year and renewable each year. Copies of the contracts, together with other PBF 

support documents and templates should be filed and safely stored in an office or location that allows smooth 

retrieval and referencing. Specific filing and storage modalities shall be clarified by the PBF Unit.  

6.2 THE HEALTH FACILITY BUSINESS PLAN 

The health facility business plan is the core planning tool for performance improvements in HCs and hospitals. Each 

quarter the facility decides which part of their performance they want to focus on. HCs chose 3 quantity indicators 

and 5 quality indicators; hospitals chose 8 quality indicators. They take stock of their financial situation, plan 

strategies and activities to improve performance on the chosen indicators, cost them and ensure they fit within the 

budget. It is demotivating to not be able to achieve your targets, so facilities should not plan more than can be done 

in three months. On the other hand if a facility does too little, they will miss out on potential PBF incentives. Facilities 

can also decide to save part of their income for bigger investments, meaning that they do not have to spend all their 

PBF revenues each quarter. The business plan actually serves as a quarterly work plan. The template for a HC 

business plan is attached to this manual as Annex 14. The template for the business plan of a hospital is attached to 

this manual as Annex 15. 

Facilities are trained and supported by the MoH/PBF Unit and PPTA on how to develop a realistic business plan and 

DHMTs/LFDS are trained on how to assess it. 

Failure to develop a business plan may result in the termination of the PBF contract or in disqualification for a 

contract renewal.  
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6.2.1 REQUIREMENTS FOR THE BUSINESS PLAN 

A business plan is mandatory for each HC or hospital included in the PBF project and should fulfill the following 

requirements: 

¶ It must be prepared quarterly 

¶ It must be prepared with key stakeholders, such as key HC/hospital staff, HCC/hospital board 

members/hospital management team, Village Health Workers (VHWs), and (if relevant) NGOs and CBOs 

providing health services in the catchment area 

¶ It must be completed one week before the end of each quarter for the next quarter. 

¶ It must be in line with the district annual health operational plan and individual Health Centre operational 

plan 

¶ All sections of the plan must be completed 

¶ .ǳǎƛƴŜǎǎ Ǉƭŀƴǎ ƻŦ I/ǎ Ƴǳǎǘ ōŜ ǎƛƎƴŜŘ ōȅ ǘƘŜ ƛƴπŎƘŀǊƎŜ ƻŦ ǘƘŜ ƘŜalth facility and endorsed by the Chairperson 

of the HCC.  

¶ Business plans of hospitals must be signed by the DHM of the hospital and countersigned by the hospital 

(governing) board. 

6.2.2 APPROVAL OF THE BUSINESS PLAN 

HCs send the business plan to the DHMT or LFDS for approval, the deadline for which is one week before the start 

of the quarter the plan is made for. The DHMT/LFDS fills out the last page of the business plan and sends it back to 

the HC within one week (that means before the start of the quarter). If the DHMT/LFDS does not approve of the 

plan, it should give clear reasons and recommendations for improvement. In that case the facility adapts the plan 

and resubmits it to the DHMT or to the LFDS for the health centres under LFDS supervision.  

Hospitals send the business plan to the MoH/Director Clinical Services for approval, the deadline for which is one 

week before the start of the quarter the plan is made for. MoH/Director Clinical Services fills out the last page of the 

business plan and sends it back to the hospital within one week (that means before the start of the quarter). If the 

MoH/Director Clinical Services does not approve of the plan, it should give clear reasons and recommendations for 

improvement. In that case the facility adapts the plan and resubmits it to the MoH/Director Clinical Services. 

If the DHMT or MoH/Director Clinical Services remains silent beyond the 1 week period, the business plan will be 

deemed to be approved. 

6.2.3 IMPLEMENTATION OF BUSINESS PLAN 

Once the business plan has been approved, health facilities should immediately start implementation. This means 

that, while the facility continues routine activities such as patient consultations, health promotion, outreach visits, 

supervision of VHWs etc., special attention should be given to the activities outlined in the plan for the quarter. It is 

the task of the DHMT to assist health facilities in implementation of business plans.  

Health facilities are recommended and expected to review progress of implementation of business plans and to 

discuss and agree the way forward at their regular (weekly/monthly) staff meetings. 
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7 VERIFICATION AND VALIDATION 

This chapter explains what verification is, why it is done and how it is done. It also explains how the amount of PBF 

payment is validated. 

7.1 VERIFICATION 

In any economic transaction the purchaser of a good or service only pays when s/he is certain that the product or 

service has been delivered and that it is functional and/or of agreed quality. In the case of PBF in Lesotho the 

purchaser is not the recipient of the service (that is the client or patient) and it is thus impossible for the purchaser 

to actually know that the service has been provided, let alone that it has been provided properly. The purchaser 

therefor hires an independent agent to check/verify in the field that services have been delivered as claimed by the 

provider, before paying the incentives. Verification is a critical process in the PBF system as it confirms that the 

reported performance on PBF indicators is true and accurate. It also helps to assess whether performance is 

improving over time. This verification is done by the PPTA, contracted by the MoH.  

There are two types of verification:  

¶ Checking that the number of services provided as claimed by the HC or DHMT can be verified in the registers 

or other documentation. This verification takes place in the health facility. 

¶ Checking with the beneficiaries (clients/patients) that they have actually received the services claimed by 

the HC. This verification takes place by phone or in the village, where the client lives and is called counter-

verification.  

7.1.1 VERIFICATION OF DATA PROVIDED BY HEALTH CENTRES 

At the beginning of each month the staff of each HC reports on the number of PBF incentivized services during the 

previous month, using a form called Provisional Monthly Invoice. Two originals should be filled out. This form 

contains data on the number of services provided for each quantity indicator, the unit fee for each service and the 

total amount thus earned for each type of service. The HC staff counts all services provided from the relevant 

registers, but they should only count those services that are eligible for PBF payment, meaning that they fulfill the 

criteria mentioned in the definitions on the document called MPA Indicators for Health Centres (Annex 1). For 

example: if a woman attends ANC for the first time and she comes during the 12th week of pregnancy (counted from 

the first day of the last menstrual period) the service is eligible for PBF payment, but if she comes during the 13th 

week, this ANC visit is not purchased by the PBF project and should thus not be counted. The Provisional Monthly 

Invoice is attached as Annex 16.  

Later that same month the quantities reported over the previous month are systematically verified by the PPTA 

verification officers, who will visit all HCs. They mimic the counting by the HC itself and count all eligible services 

using the relevant registers. They enter their counts on the provisional invoice. A special procedure pertains to 

indicator 6: Number of patients referred who arrive at the District/local hospital. The HC fill in the number they 

referred to the hospital, but the PPTA verifiers will go to the hospital to see how many have actually arrived at the 

hospital and were seen by a service provider. For this indicator the HC must use the referral form, which is attached 

to this manual as Annex 17.  
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The PPTA will contact the HC to agree on a date for the monthly verification mission. This can be any working day of 

the month following the reported month, starting with day 4. The Chairperson or, in his/her absence, another 

representative of the HCC should be present during the verification visit. All HC staff should fully cooperate with the 

PPTA team during a verification visit. This includes: 

¶ Meet with the PPTA Data Verifiers to confirm purpose and agree details of the visit. 

¶ Present completed PBF Provisional Monthly Invoice to the verifiers and accommodate them with a space 

for doing document review work. 

¶ Make all necessary registers, ledgers and forms available to the verifiers, as needed and requested by PPTA. 

The HC should thus take care that these registers or ledgers have not been taken out of the HC for outreach 

activities on the day the PPTA Data Verifiers visit the HC. 

¶ Ensure that HC staff responsible for compiling reports can be interviewed by the PTTA verifiers and work 

with them as necessary. 

¶ Cooperate with the verification team as necessary until the work is fully complete. 

¶ Attend feedback/debriefing by the verification team on results of verification and corresponding 

reconciliation of PBF incentives 

¶ Ask PPTA Data Verifiers questions about PBF indicators and data sources, if any. 

¶ Sign the PBF provisional monthly invoice as required. 

¶ Depending on verification results, work together to improve performance reporting. 

In case of any deviation between reported and verified data recommendations for improvement in recording are 

given by the PPTA verification team; in case discrepancies for any quantity indicator are more than 5% (either 5% 

more or 5% less than reported) this will have consequences for PBF incentives. In such a case the HC will not be paid 

for that indicator for that month. 

In case of intentional misreporting, in order to receive more PBF incentives than the HC would be entitled to, 

sanctions apply. These are elaborated in the contract (attached to this manual as Annex 7) 

Two original copies of the invoice are completely filled out and signed by the HCC representative, the in-charge and 

the head of the verification team.  One copy of the invoice stays at the HC for their records. The other copy is 

sent/taken to the PBF District Steering Committee (DSC) and following validation, to the PBF Unit for payment.  

After a HC has been included in the PBF project for one year, understand the business plan well and have few higher-

than-5% discrepancies between their own counts of services and the verified counts, verification can be conducted 

once per quarter on the recommendation of the PPTA. 

7.1.2 COUNTER-VERIFICATION OF DATA PROVIDED BY THE HEALTH CENTRES 

The PPTA Data Verifiers use the same registers to count the number of services as the HC staff uses. So basically they 

only check that the HC staff correctly counted and did not include services that are not eligible for PBF payment. But 

theoretically the HC could falsify registers by including patients who did not visit the HC (either non-existent persons 

or persons who do exist, but did not visit the HC) or by including patients who exist and did visit the HC, but for a 

non-eligible service (say malaria), while entered as a TB case (eligible). They could do this to increase the PBF rewards 

(although not in an honest way). The verifiers cannot establish this kind of fraud. 



37 

 

In order to control for this kind of intentional errors in the data the PPTA contracts local community-based 

organizations (CBO) to contact clients who visited the HC in the previous quarter to determine whether they actually 

exist and whether they indeed received the services that have been paid for on that specific date. Each quarter, the 

PPTA makes a random selection of 10 clients per HC (and 2-5 reserves) from the (PBF) registers and provides the 

names and contact details to the CBO. In principle clients who received any of the 14 services incentivized by the 

PBF project can be included. The CBO tries to trace these clients, confirm their existence and administers the Client 

Tracing and Satisfaction Survey questionnaire.  

For efficiency reasons clients will be interviewed through their cell phones, where possible. If this is not possible the 

CBO will visit the client at home. The questionnaire is attached to this manual as Annex 4.  

In case of any irregularities discovered in the course of counter-verification (including, but not limited to, inaccurate 

ǊŜǇƻǊǘƛƴƎ ŀƴŘ άƎƘƻǎǘέ ǇŀǘƛŜƴǘǎύΣ aƻIκt.C ¦ƴƛǘ ǘƻƎŜǘher with the PPTA and the DSC will start an investigation.  

If there is solid evidence of data manipulation the HC will be sanctioned by having to pay back all PBF earnings for 

that quarter. If fraud occurs a second time the HC may be barred from participating in the PBF project. 

The CBO reports back to the PPTA, handing over the questionnaires and a written report (for which a standard format 

may be designed by the PPTA). The satisfaction scores are entered into the database by the PPTA.  

While talking to the client the CBO also assesses the satisfaction of clients with the services (client satisfaction 

survey), as described above in section 5.1.2. 

7.2 HOSPITAL AND DHMT INVOICES 

Hospitals are only paid by the PBF project for quality indicators, which are externally assessed and scored quarterly 

(without self-assessment). As this assessment is already independent, there is no need for verification. However, the 

hospitals do have to prepare an invoice, based on their quality score. The format for this invoice is attached to this 

manual as Annex 18. 

Likewise the performance framework of the DHMT is also independently scored (by the MoH/Dir. PHC). No 

additional verification takes place. The filled and scored performance framework also serves as the DHMT invoice. 

It is attached to this manual as Annex 6. 

7.3 WEB ENABLE APPLICATION 

To support implementation of PBF, an online PBF database has been developed. This PBF web application will 

facilitate invoicing and reduce delays in the payment of incentives. The URL of the website 

is: http://lesotho.openrbf.org.  

The website has two main parts:  

¶ The ǇǳōƭƛŎ ƻǊ άŦǊƻƴǘ-ŜƴŘέ ǇŀǊǘ 

¶ The ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ƻǊ άōŀŎƪ-ŜƴŘέ ǇŀǊǘΦ  

http://lesotho.openrbf.org/


38 

 

The public part is open access to all and does not require any registration or login in. The objective of this front-end 

database is to increase transparency and accountability of the PBF implementation in Lesotho and to serve purposes 

of communication and dissemination of latest news, success stories and important data for public awareness and 

ǳǎŜǎΦ ¢ƘŜ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ǇŀǊǘ ƻǊ άōŀŎƪ ŜƴŘέ ŘŀǘŀōŀǎŜ Ŏŀƴ ōŜ ŀŎŎŜǎǎŜŘ ōȅ ŀǳǘƘƻǊƛȊŜŘ ǳǎŜǊǎ ƻƴƭȅΦ  

As any online system, the web application is vulnerable. In order to prevent unauthorized people entering or 

changing data, each person who wants access to the database has to request this with the MoH/PBF Unit and will 

be granted permission to only enter or change those items that concern the organization that s/he works for. Users 

receive access to the database depending on level of authorization (e.g. facility staff, DHMT, verifiers, observers, 

national administrators, etc.). Level of authorization grants access to a number of relevant user functionalities and 

data modules.  

For instance modules for users with database administration functions include management of a) health facilities 

(adding or deleting HFs), b) users, b) indicators, c) file type, data entry and Excel export capability. An authorization 

protocol has been prepared for this. A User Manual for the PBF Web Database Application is available online for all 

authorized implementers at http://lesotho.openrbf.org/ 

7.4 VALIDATION BY THE DSC 

As soon as all HC invoices have been verified and quality assessments have been conducted the PPTA consolidates 

the invoices for the whole district. A meeting of the DSC is planned to validate the invoices, the quality checklists 

and the consolidated invoice. This process includes the following steps: 

1. Re-calculating the percentage difference between the original count of the MPA indicators by the HC and 

the count by the verifiers for each indicator, using the original hard copies. 

2. Checking that the difference is between 95% and 105% and that the amount to be paid is correct (should 

be 0, if difference is not between the above percentages). 

3. Re-calculate the sum of the amounts to be paid for all indicators together. 

4. Re-calculate the sum of the scores for the quality indicators for each category/section of the quality 

checklists (from the original hard copies) for each HC and the hospital(s). 

5. Re-calculate the sum of the scores for all categories/sections together. 

6. Re-calculate the quality score (score divided by maximum score times 100). 

7. Correct any numbers as needed, and initial the changes on the original copies. 

8. Ensure that these changes are also made in the database or the web application. 

9. Sign the original invoices and quality checklists with name and date and signature. 

10. Check that the entries on the consolidated invoice (out of the database) are the same as on the hard copies 

and change as needed both on the hard copy and in the database/web enabled application. 

11. Check that formulas used in the database are correct. 

12. DSC Chair or alternate Chair signs the consolidated and validated invoice for the whole district. 

13. The DSC sends the signed validated invoice to the PBF Unit or gives it to the PPTA. 

14. DSC through the DHMT informs HCs of any changes in their approved invoice (and shares a copy of the 

consolidated and validated invoice with them). 
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8 PAYMENT OF PBF INCENTIVES 

8.1 HEALTH CENTRES 

The calculation of PBF payments for HCs is based on a formula with three elements:  

(i) Quantity of services provided;  

(ii) Quality of services provided;  

(iii) Relative remoteness of the HC.  

 

The three elements are defined as follows:  

8.1.1 Payment to HCs for Quantity of Services Delivered 

Annex 1 presents the Minimum Package of Activities (MPA), that is, the services to be incentivized at the HC level 

together with relative weights and unit pricesΦ CƻǊ ŜŀŎƘ ǎŜǊǾƛŎŜ άǿŜƛƎƘƛƴƎέ ǿŀǎ ŘƻƴŜΣ meaning that a weight has 

been determined based on relative priority given to that particular service and the estimated relative effort required 

to produce one more unit of the service. Subsequently the weight is translated into a price, the incentive per unit of 

service, expressed in Maluti.  

The amount of money the HC earns is simply the number of services (after verification) multiplied with the unit price 

for each indicator. The amounts are then totaled to get the total for quantity. In case of a discrepancy of more than 

± 5% between the quantity as counted ōȅ ǘƘŜ I/ ŀƴŘ ǘƘŜ ǾŜǊƛŦƛŜŘ ƴǳƳōŜǊΣ ǘƘƛǎ ƛƴŘƛŎŀǘƻǊ ǿƛƭƭ ƴƻǘ ōŜ άōƻǳƎƘǘέ ŦƻǊ 

that particular month, meaning there will be no PBF incentives to that HC for that indicator.  

8.1.2 Payment to HCs for quality of services delivered 

A quality assessment bonus, which is an additional payment on top of the quantity incentive payment, is based on 

the quality score obtained by the health facility on the quality assessment checklist. Because the quality assessment 

takes place once a quarter, but the quantity is calculated and verified every month, the quality score pertains to all 

three months in the quarter. If the quality assessment score is below 50% no quality assessment bonus is paid.  

The quality bonus of a HC is linked to the quantity of services they have produced. The quality assessment bonus 

counts for 80% towards the total quality bonus. The table below presents how the quality assessment bonus relates 

to the quality score on the checklist. The percentage quality assessment bonus is thus a percentage of the amount 

earned for quantity, which comes on top of the quantity amount.  
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Table 6: Quality assessment bonus calculation for HCs 

Quality Score Quality Assessment Bonus (%) 

<50  No bonus 

50-59.9 +15% 

60-69.9 +20% 

70-79.9 +30% 

80-89.9 +45% 

90-100 +65% 

 

8.1.3 CLIENT SATISFACTION SCORE 

The other 20% of the quality bonus is earned through the score on the client satisfaction survey. This part is also 

linked to the quantity of services produced, but not to the quality assessment by the DHMT and LFDS. The table 

below shows how the client satisfaction score is related to the client satisfaction bonus. The percentage client 

satisfaction bonus is thus a percentage of the amount earned for quantity, which comes on top of the quantity 

amount. 

Table 7: client satisfaction bonus calculation for HCs 

Client Satisfaction Score Client Satisfaction Bonus (%) 

<50  No bonus 

50-59.9 +15% 

60-69.9 +20% 

70-79.9 +30% 

80-89.9 +45% 

90-100 +65% 
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8.1.4 REMOTENESS BONUS 

HCs located in remote areas face inequities, such as difficulties to retain their staff, higher transport and 

communication cost and limited access to other services11. To overcome the aforementioned inequities and to make 

it more attractive for health personnel to work in remote areas, a so-called remoteness bonus is provided which is 

proportionate to the relative isolation of the HC.  

The relative isolation is assessed annually by the DHMT together with the MoH/PBF Unit, based on the following 

criteria: a) location outside urban areas; b) access to public transport; and c) availability of telephone network. 

There are two categories of remoteness, for which the bonus is 10% or 20% respectively over the quantity produced, 

but not over the quality.  

Table 8 provides the overview of the remoteness bonus.  

Table 8: Remoteness categories 

Category Remoteness Bonus 
(%) 

1. HCs in urban areas No bonus 

2. HCs located outside urban areas with access to public transport and network 10% 

3. HCs located in remote areas with infrequent public transport and unreliable 
network 

20% 

 

8.1.5 PAYMENT FORMULA FOR HEALTH CENTRES 

The formula to be used for calculation of the total PBF incentives for the HC for any quarter is as follows:  

P = AQ + (AQxQABx0.8) + (AQxCSBx0.2) + (AQxR) 

 where  

Å P = Payment 

Å AQ = Amount for Quantity  

Å QAB = Quality Assessment Bonus %  

Å CSB = Client Satisfaction Bonus (%) 

Å R = Remoteness Score (%) 

                                                                 

11 District and Local hospitals are not considered for a remoteness bonus. 
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8.1.6 EXAMPLES FOR HCS 

The following examples illustrate how the formula works: 

Example 1: 

¶ The assessment of 14 MPA indicators of a HC resulted in an incentive for quantity services of 5,000 LSL 

¶ The quality of care has been assessed at 85% which corresponds to a quality assessment bonus of 45% 

(as per Table 5) 

¶ The client satisfaction score is 65% which corresponds to client satisfaction bonus of 20% (as per table 

6) 

¶ The HC falls in remoteness category 2 which a corresponding remoteness bonus of 10% (as per Table 

7) 

The PBF incentive calculation for this scenario is as follows:  

P = 5,000 + (5,000*0.45*0.8) + (5,000*0.20*0.2) + (5,000*0.1) = 5,000 + 1,800 + 200 + 500 = 7,500 LSL.  

 

Example 2: 

Suppose the same HC has a quality score of 45%, it would not receive a bonus for quality performance (quality bonus 

is zero when the quality of care score is below 50%). If the client satisfaction score and the remoteness bonus are 

the same, its incentive will equal to 5,000 + 200 + 500 = 5,700 LSL. 

 

Example 3: 

Suppose another HC is entitled to LSL 3,000 for quantity of service, but has a quality of care score of 75% 

(corresponding to a quality bonus of 30%), a client satisfaction score of 75% (a bonus of 30%) and a 20% remoteness 

bonus, the PBF incentive calculation would be:  

3,000 + (3,000*0.3*0.8) + (3,000*0.3*0.2) + (3,000*0.2) = 3,000 + 720 + 180 + 600 = 4,500 LSL.  

 

8.2 HOSPITALS 

Hospital PBF incentives are rewarded for quality only. Hospitals cannot receive a remoteness bonus. The basis for 

calculation is a cap ς maximum amount ς of 20% of total salary costs of the hospital per year. The total salary costs 

are based on the number and grade of all staff members that have had an individual performance appraisal at the 

beginning of the contract. The cap is adjusted once a year, before the contract is renewed. Because PBF payments 

are quarterly, each quarter the cap is 1/4th of the annual amount. As with HCs both the score on the quality 

assessment and the score on the client satisfaction survey contribute to the quality payment, respectively for 80% 

and 20%. The score on the quality assessment checklist is translated in a percentage for the quality bonus according 

to the table 9: 

Table 9: Quality Assessment Bonus calculation for Hospitals 

Quality Score  Quality Assessment Bonus%  

<50% No bonus 

50% - 54.9% 50% 
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55% - 59.9% 55% 

60% - 64.9% 60% 

65% - 69.9% 65% 

70% - 74.9% 72.5% 

75% - 79.9% 77.5% 

80% - 84.9% 82.5% 

85% - 89.9% 90% 

90% - 94.9% 95% 

95% - 100% 100% 

 

If the quality assessment score is below 50% no quality assessment bonus is paid. At any other quality score, the 

incentive amount is 80% of the quarterly cap times the corresponding quality assessment bonus percentage.  

8.2.1 CLIENT SATISFACTION SCORE 

The other 20% of the hospital incentive amount is earned through the score on the client satisfaction survey. The 

table below shows how the client satisfaction score is related to the client satisfaction bonus. The amount earned is 

thus 20% of the quarterly cap times the client satisfaction bonus percentage. 

Table 6: client satisfaction bonus calculation for Hospitals 

Client Satisfaction Score Client Satisfaction Bonus (%) 

<50% No bonus 

50% - 54.9% 50% 

55% - 59.9% 55% 

60% - 64.9% 60% 

65% - 69.9% 65% 

70% - 74.9% 72.5% 

75% - 79.9% 77.5% 

80% - 84.9% 82.5% 

85% - 89.9% 90% 



44 

 

90% - 94.9% 95% 

95% - 100% 100% 

 

8.2.2 FORMULA FOR HOSPITAL PAYMENT 

The formula to be used for calculation of the total PBF incentive for the hospital for any quarter is as follows:  

P = (quarterly cap*QAB%*0.8) + (quarterly cap*CSB%*0.2) 

Where  

Å P = Payment 

Å Quarterly Cap = 0.25*20% = 5% of salary costs of hospital  

Å QAB% = Quality Assessment Bonus percentage 

Å CSB% = Client Satisfaction Bonus percentage 

8.2.3 EXAMPLE FOR HOSPITALS 

The following example illustrates how the formula works: 

¶ Assume that the payment cap for a hospital is 2,000,000 a year, thus 500,000 per quarter 

¶ The quality of care is assessed at 71%, which corresponds to a quality assessment bonus of 72.5% (as 

per Table 7) 

¶ The client satisfaction score is 65%, corresponding to a client satisfaction bonus of 65%. 

The PBF incentive calculation for this scenario is as follows:  

P = (500,000*0.725*0.8) + (500,000*0.65*0.2) = 290,000 + 65,000 = 355,000 LSL.  

8.3 DHMTS AND LFDS 

The maximum amount of money the DHMT and LFDS can earn as PBF incentives is 7.000 LSL per facility per quarter. 

The actual amount depends on the score on the DHMT and LFDS performance framework. 

8.3.1 FORMULA FOR DHMTS 

The formula to be used for calculation of the total PBF incentive for the DHMT for any quarter is as follows:  

P = nHC*5,000*x% LSL 

where  

¶ P = payment  

¶ nHC = number of HCs in the district 

¶ x = performance score 
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8.3.2 EXAMPLE FOR DHMTS 

¶ Assume a district has 15 HCs 

¶ The DHMT receives a performance score of 85% 

The PBF incentive calculation for this scenario is as follows:  

P = 15*5,000*0.85 = 63,750 LSL. 

8.4 PAYMENT PROCESSING 

After receiving the signed consolidated invoices from the DSCs the PBF Unit and PPTA review the invoices and 

prepare and submit payment orders. The payment orders are authorized by the Director HPSD of the MoH or by the 

Director of the PBF Unit.  

Within two weeks after having been signed off the Project Accounting Unit (PAU) in the MoH processes payment. 

The amounts due are paid into the bank accounts of the HCCs12, hospitals, DHMTs and LFDS.  

Each recipient receives an official notice of transfer of payment, including date of transfer and amount of funds, so 

that they can compare the amount actually received into their bank accounts to their validated invoice. 

8.5 USE OF PBF INCENTIVES 

A PBF principle is that PBF incentives should be monetary rewards. This feature is based on the conviction that the 

beƴŜŦƛŎƛŀǊȅ ǿƛƭƭ ǳǎŜ ǘƘŜ ǇŀȅƳŜƴǘǎ ŀǎ ŀ άǎƻŎƛŀƭ ŜƴǘǊŜǇǊŜƴŜǳǊέ ŀƴŘ ǿƛƭƭ ǎǘǊƛǾŜ ǘƻ ƳŀȄƛƳƛȊŜ ŦǳǘǳǊŜ incentives and thereby 

will contribute to realizing the aims of the PBF project. 

One of the key features/principles of PBF projects is that the recipient of PBF incentives has autonomy on the use of 

these payments. The PBF project in Lesotho offers autonomy in use of payments too, but not unrestrictedly. It is felt 

essential to offer guidance to contracted parties on the use of the PBF incentives.  

It is essential to safeguard the realization of the aims and to avoid negative (side) effects, such as for example short-

term gain over long-term win or decisions that may have an adverse impact on public health or staff collaboration. 

The quarterly business plan should include what the HC or hospital is planning to do with the PBF incentives. The HC 

business plan has to be approved by the DHMT and the hospital business plan by the MoH/Dir. Clinical Services. The 

PBF incentives earned in a particular quarter by any HC or hospital will be divided between two main purposes, 

which are: 

a. Improvement of service delivery, for which a minimum of 50% of total incentives should be used.  

b. Motivation bonuses for HC or hospital staff, for which a maximum of 50% of total incentives can be used. 

                                                                 

12 Because it is not feasible for HCs to open their own bank account at present, the HCC opens a bank account on 

behalf of the HC. 
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DHMT and LFDS PBF incentives may be used for two purposes: 

¶ Improvement of functioning, for which they should use a minimum of 60% of total PBF incentives 

¶ Motivation bonuses for staff, for which they can use a maximum of 40% of total PBF incentives. 

It is up to the DHMT and LFDS internally to decide on the use of the incentives received, within the limits set above. 

Provision and improvement of services should, however, always be of paramount importance. 

8.5.1 IMPROVEMENT OF SERVICE DELIVERY 

This refers to (re)-investments in improvement of quality of care, accessibility of care and improvement of staff 

welfare. For example, this part of the money could be used for improvement in infrastructure, staff accommodation, 

medical and non-medical equipment, social marketing, items for service delivery (drugs and supplies), contributions 

towards transport costs for referrals, engaging additional staff on a contract basis, etc.  

As VHWs are not included in the PBF project at present, the HC or hospital can also decide to use part of this money 

to support the work of VHWs. How they intend to do this and how the planned activity is supposed to improve 

service delivery should be justified in the business plan, as any other activity. 

As explained in the section on business plans (Chapter 6.2 above) the HC or hospital can also decide to save some 

money for bigger investments in the future.  

Lastly the HC can decide to spend part of their motivation bonus for HC improvement. They could decide this if they 

think this investment will pay back later, so that their individual bonuses would be higher in the future. However, it 

is not allowed to spend less than 50% on HC improvement.  

8.5.2 INDIVIDUAL PERFORMANCE BONUS 

PBF requires a collective performance of a group of individuals (staff of HC, hospital, DHMT or LFDS) who jointly 

implement the services that generate the PBF incentives.  

Nevertheless, individual staff will benefit, indirectly (for example through improvement in their working and living 

environment or through gaining access to resources that contribute to their performance) and directly by receiving 

motivation (performance) bonuses.  

Staff who want to be entitled to a motivation bonus have to sign a so-ŎŀƭƭŜŘ άƳƻǘƛǾŀǘƛƻƴ ŎƻƴǘǊŀŎǘέΣ ŀǎ ƳŜƴǘƛƻƴŜŘ ƛƴ 

chapter 6.1.3 above. In Lesotho quite a number of volunteers work in HCs and hospitals.  As they form part of the 

team they contribute to the overall functioning and quality. In the case of volunteers, the in-charge in consultation 

with the HCC will decide on how to incentivize case by case; either through motivation contracts in the same way as 

staff or by one-off payment using improvement of service delivery funds when deemed desirable. The method for 

allocation of motivation bonuses to individuals is guided by a tool, which links the bonus to the individual 

performance, which is assessed quarterly using the staff appraisal tool.  

For every staff member who signed a motivation contract the amount of individual bonus is determined using the 

following two tools: 

¶ An individual quarterly performance appraisal  
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¶ A Bonus Calculation Tool to allocate available financial resources 

8.5.2.1 PERFORMANCE APPRAISAL 

The individual performance appraisal is an evaluation of how every member of staff has performed over the previous 

quarter. It contains items on four topics: 

1. Professional Awareness  

2. Team spirit  

3. Technical Competency and flexibility during work  

4. Willingness and aptitude for personal development. 

Staff members that do not work full-time have their score adjusted proportionally. Example: A midwife, who works 

3 days a week, will be appraised normally, as if 3 days a week is full-time, but at the end her/his score will be adjusted 

to 60% (3/5) of the score s/he received. This is indicated on the appraisal form. A volunteer that works part-time in 

a certain unit and has a motivation contract will be appraised normally, as if s/he is working full-time, but the 

appraisal score will be divided proportionally, for example the score of a volunteer that works 1 day per week, will 

be divided by 5. 

No bonus is paid for time on leave or sick or otherwise not present (including compassionate leave). Staff on leave 

or sick during the month of appraisal should still be appraised over the time in the quarter they were present, but 

their bonus should be adjusted proportionally as above.  

In a HC all staff members, including the in-charge, are appraised collegially during a quarterly staff appraisal meeting 

in the presence of the Chairperson or another representative of the HCC.  

In a hospital the appraisal is done by the head of the department/unit/team where the appraised is usually working, 

which is not necessarily his/her official supervisor.  

Cleaners are a good example of the latter: they usually work in a ward or a specific department together with the 

doctors or nurses, say in the OPD or in the pediatric ward, but they are accountable to the administrator. The cleaner 

is thus appraised by the head of the OPD or pediatric ward. The idea is that all those working together in a specific 

part/area of the hospital should as a team try to improve their performance. The head of a unit is appraised by the 

DHM, who shall consult the team s/he is heading. The DHM also appraises the MDs and the DHM him/herself is 

appraised by the MoH/Dir. Clinical Services.  

Staff that works in more than one department/unit is appraised in the department/unit where they work most of 

the time, but do not have their score adjusted to the percentage they work in that unit. The person appraising this 

kind of staff is expected to share the appraisal with/consult the head of the other unit where this staff member is 

working and take into account their opinion in scoring the different items on the appraisal form.  

There is a deadline for appraisals. All staff and volunteers have to be appraised for their performance in a given 

quarter within 1 month after that quarter. Those who have to appraise, but do not hand in the appraisals for all staff 

working for them, receive a deduction of 10% for each missing appraisal on their own appraisal score for that 

quarter. If the head of unit him/herself is not present, the deputy or his/her replacement is charged with the 

appraisals. In a hospital s/he can enlist the help of the Human Resources department or the DHM.  
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The performance appraisal tool for HCs is attached to this manual as Annex 19. 
The performance appraisal tool for hospitals is attached to this manual as Annex 20.  
The performance appraisal tool for DHMT and LFDS staff is attached to this manual as Annex 21. 

8.5.2.2 BONUS CALCULATION TOOL 

In a HC all appraisals are kept by the in-charge. In a hospital all individual appraisals are handed over to the Human 

Resources department, before the deadline. For the DHMT the DHM/PHN keeps the appraisals while the DMO keeps 

the appraisal for LFDS.  

They then use the bonus calculation tool to divide the available bonus money for that quarter over all staff that has 

been appraised, on the basis of their positions and their individual appraisal score. The salary grade is not taken into 

account13. The bonus calculation tool includes the list of attributed points per key positions in the DHs, DHMTs and 

HCs.  

An example of the bonus calculation tool is attached to this manual as Annex 22. It is the same for HCs, hospitals 

and DHMTs; with the only difference that the hospital tool is much longer, because of the large number of staff. On 

purpose the example in the Annex has been filled, so that it is clear how it should be filled. The original tool is 

available in MS Excel, in which the formulas have already been entered in order to minimize calculation errors. 

However, as most HCs do not avail of computers, the in-charges will have to do the calculations by hand. They can 

request support from the DHMT for this.  

The individual bonus amount for one quarter should not exceed the gross salary for one month for that individual. 

If so, the excess money will be allocated to the resources for improvement of service delivery. 

8.5.2.3 TRANSPARENCY AND ACCOUNTABILITY 

After the appraisals have been done the results will be discussed in the team/department/unit. All employees and 

volunteers have the right to be shown the calculation sheet. 

In case of consensus,  

Å A payment sheet will be filled out for each employee/volunteer with the name of the employee, the position 

held, the quarter to which the allowance applies, the actual allowance allocated  

Å The in-charge and the employee/volunteer will both sign the payment sheet and the money will be paid to 

the employee/volunteer in cash or through bank transfer within two weeks after the 

HC/hospital/DHMT/LFDS has received its performance payment 

Å In case of cash payment the employee/volunteer will sign also for receipt of the money  

                                                                 

13 In Lesotho the highest paid staff in a hospital earns around 14 times more than the lowest paid worker. Including 

salary scale in the bonus tool would mean that the contribution to the bonus of actual performance is almost 

negligible, defeating the purpose of PBF. The present way of calculating the bonus benefits support staff relatively 

more, thereby decreasing the salary gap somewhat. 
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Å In case of a bank transfer a bank statement is considered proof of payment 

In case no consensus is reached the matter will be forwarded to the chairperson of the HCC/Hospital (governing) 

Board/District Council for settlement. If also after their involvement no consensus is reached the matter will be left 

to the PBF DSC to decide. 

 

9 INSTITUTIONAL ARRANGEMENTS 

This section describes institutional and implementation arrangements for the Lesotho PBF project outlining roles 

and responsibilities; reporting structures; management and implementation arrangements; the actors that influence 

the way the project operates; the rules, regulations, policies and procedures.  

9.1 NATIONAL LEVEL  

9.1.1 Ministry of Health (MoH) 

At the National level, the MoH is the main implementing agency as the Regulator, Fund Holder and Purchaser of 

hospital services and services by the DHMTs. However, this PBF institutional design is an interim arrangement while 

the MoH is piloting the project in the two districts. The MoH will therefore use the lessons learnt and the capacity 

building efforts through PPTA, to gradually adopt a PBF institutional design with clear separation of functions in 

order to avoid conflict of interest and ensure transparency.  

As a Fund Holder, MoH receives and manages PBF funds from the World Bank. It also ensures that the PBF funds are 

used for the intended purposes based on payment advices that have been processed. 

The regulatory function of the MoH entails determination and monitoring of health care standards in the country, 

and more specific in respect to PBF: 

Å Setting PBF design and priorities for health care 

Å Planning, administration and coordination of PBF interventions 

Å Monitoring and evaluation 

Å Defining the quality standards for health care 

The MoH purchases services by contracting district hospitals and DHMTs in 6 districts, while the District PBF Steering 

Committee in the same districts purchases services by contracting Health Centres. The MoH also has a PBF MoU with 

CHAL for the HC and hospital services the latter provides in the same districts.  

9.1.2 National) Sexual and Reproductive Health Technical Working Group  (SRH 

TWG) 

In the MoH, the manager of the project is the existing National Sexual and Reproductive Health Technical Working 

Group (SRH TWG) which assumes the responsibility of being the PBF Steering Committee.   
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The SRH TWG is a multi-sectorial working group in which key sector Ministries e.g. Ministry of Finance, Ministry of 

Local Government, Chieftainship and Parliamentary Affairs, etc. and NGOs and representatives of key MoH 

departments sit to ensure full coordination of service providers and coverage of all facets of MNH at all levels of the 

health system.  

The SRH TWG meets quarterly and is responsible for endorsing the ultimate design of the PBF scheme, setting 

standards, providing project policy guidance and implementation oversight to the PBF Unit, and approving the 

annual work programs and budget.   

The detailed ToR for the PBF Steering Committee, in this case the SRH TWG, is attached to this manual as Annex 23. 

9.1.3 PBF Unit 

A PBF Unit has been established in the MoH Health Planning and Statistics Department (HPSD) to manage the day-

to-day implementation, monitoring and management of the project, in coordination with relevant technical units, 

the SRH TWG, the PBF DSCs and the PPTA firm. The PBF Unit endorses PBF payments to contracted service providers, 

i.e. district hospitals, Health Centres, and DHMTs, based on verified and validated invoices.  The PBF Unit also 

provides operational and administrative support to the SRH TWG (preparing meeting agenda, reference documents 

and writing minutes of the meetings).   

Each Fiscal Year, the MoH PBF Unit prepares an Annual Work Program of activities (including Training and Operating 

Costs) proposed for inclusion in the Project during the following Fiscal Year (April-March), including: (a) a detailed 

timetable for the sequencing and implementation of PBF implementation, training and other relevant activities; and 

(b) a proposed budget and financing plan for such activities, which also includes the estimated quarterly budget that 

the different districts and health facilities expect to earn over the fiscal year.  

The MoH PBF Unit ensures that in preparing any training or workshops proposed for inclusion in the Project under 

an Annual Work Program shall include; (a) the objective and content of the training or workshop envisaged; (b) the 

selection method of the institutions or individuals conducting such training or workshop, and said institutions if 

already known; (c) the expected duration and an estimate of the cost of said training or workshops; and (d) the 

selection method of the personnel who will attend the training or the workshop, and said personnel if already 

known. 

The PBF Unit is fully staffed with personnel under established posts in the MoH rather than recruiting external 

consultants, for sustainability reasons. The following staff is appointed to the PBF unit from existing MoH personnel: 

(i) PBF Unit Director, (ii) Senior PBF Officer, (iii) PBF Officer, (iv) M&E Officer, and (v) Lead Accountant and (vi) Senior 

Accountant.  

Detailed ToR for the PBF Unit and for the specific positions are attached to this manual as Annex 24. 
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Figure 1: Organizational chart MoH/PBF Unit 

 

9.1.4 PPTA 

The PPTA firm (MCDI and HealthNetTPO) provides technical and operational support to the PBF Unit while 

simultaneously building PBF capacity at national and district levels. The firm assists the MoH in providing capacity 

building on PBF implementation to health workers at facility level; at community level to HCCs; at district level to 

DHMTs and the PBF DSCs; and at national level to the PBF Unit, the PHC directorate, the Directorate of Clinical 

Services, in particular the Quality Assurance Unit, and to the SRH TWG. The PPTA also verifies monthly delivery of 

the services in the HCs, contracts CBOs to conduct quarterly client tracing and satisfaction surveys, prepares the 

performance payment invoices for delivery of incentivized services (in quantity and quality terms), and assists Health 

Facilities and the district and Community Councils with preparing PBF business plans.  The goal is to build sufficient 

capacity in the country to ultimately facilitate the transfer of the purchaser and verification functions to an 

independent National PBF Unit.  

The PPTA staff comprises the following: two PBF Experts, Community Client and Satisfaction Programme Officer, 

District PBF Data Verifiers, Financial Officer Program Assistant and Drivers.  

The PPTA is placed within the MoH and maintains a close working relationship with the PBF Unit, to strengthen the 

PBF Unit to gradually take independent charge of the PBF project.  

The detailed functions and roles of the PPTA are attached to this manual as Annex 25. 

9.1.5 Christian Health Association of Lesotho (CHAL) 

Hospitals and HCs owned by CHAL affiliates are included in the PBF project. The MoH signed a PBF Addendum to the 

existing MoU that specifies responsibilities in the light of the PBF project.  

PBF Director

M&E OfficerPBF OfficerSenior PBF OfficerLead accountant

Accountant
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CHAL facilities also sign PBF contracts, make business plans and receive their PBF reward payments directly into their 

bank accounts, similar to GoL facilities. CHAL hospitals are also included in the peer review of overall quality of 

hospital services. The Addendum is attached to this manual as Annex 28. 

9.2 DISTRICT LEVEL 

9.2.1 District Council (DC) 

The DC, as the overall authority at the district level, under the terms of decentralization per the Ministry of Local 

Government, Chieftainship and Parliamentary Affairs, has policy oversight over the project through the DSC for the 

PBF project.  

9.2.2 District PBF Steering Committee (DSC) 

The DSC is for example comprised of the District Administrator (Chairperson), District Council Secretary (Alternate 

Chairperson), representation of the District Council, District Director of Health Services, DHM, PHN, Matron of the 

Hospital, Ministry of Social development, Ministry of Finance (Sub-Accountancy), Pharmacist, District Health 

Information Officer, Representation of the Area Chiefs, Police, and a representative of local NGOs. The composition 

may vary depending on the district needs.  

The DSC validates invoices of the facilities, once the quantity of services has been verified and quality has been 

assessed. The DSC also discusses progress made in the PBF project, any challenges encountered and potential ways 

to handle these. If any complaints by stakeholders have been received, the DSC should investigate these by hearing 

all parties. A field visit might be necessary.  

The detailed ToR for the DSC is attached to this manual as Annex 26. 

9.2.3 District Health Management Team (DHMT) and Lesotho Flying Doctor Services (LFDS) 

The DHMTs and LFDS enter into a performance-based contract with the PHC Department of the MoH to ensure that 

they provide effective supervision to Health Centres, build capacity and support provision of quality health services 

at the community level such as health campaigns and outreach visits. The PHC department will review the 

performance of the DHMT and LFDS against their performance contract. The contract, performance framework and 

its assessment are described in more detail in previous chapters of this manual. The DHMT and LFDS also support 

HCs and in making the quarterly PBF business plans.  

The DHMT also prepares and take minutes of the meetings during the PBF DSC. 

9.2.4 District/local Hospital 

District Hospitals owned by the GoL, as well as local hospitals owned by CHAL have a PBF contract for continuously 

improving the quality of primary and secondary services they deliver, the details of which are explained in previous 

chapters of this manual.  
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Each hospital included in the PBF project establishes a verification team that, together with a representative of the 

MoH/Quality Assurance Unit and the PPTA, conducts the quarterly quality assessment in another hospital. This kind 

of (partly) peer review ensures enough expertise on the assessment team and offers the opportunity to hospitals to 

learn from each other.  

9.3 COMMUNITY LEVEL 

9.3.1 Health Centre (HC) 

The HC is the lowest level facility in the Lesotho health system and is closest to the community. The HC is therefore 

a key actor in the PBF model, as it is the level where primary health services are provided and the gateway to 

secondary services at the hospital. The Health Centre is managed by a nurse-in charge, supported by a HCC and 

clinically supervised by the DHMT. The responsibilities of the Health Centre include a range of outpatient, clinical, 

preventive and health promotion services. Health Centres also provide support and supervision to the health 

activities provided at the community level by the VHWs.  

In principle all HCs (government and CHAL) are eligible to be included in the PBF project. The in-charge and HCC of 

government owned HCs sign an annual performance contract with the PBF DSC to increase the quantity of a set of 

carefully selected services, mainly on MNH. Besides they agree to continuously improve the overall quality of 

services. The in-charge and HCC Chair person of HCs owned by CHAL sign a contract with CHAL. The details of the 

contract, the quantity and quality indicators and the verification and assessment procedures are explained in 

previous chapters of this manual.   

9.3.2 Health Centre Committee (HCC) 

The HCC provides oversight to the HC and sees to it that the HC accommodates the health care needs of the 

community that depends on the HC. The HCC is therefore an important link between the HC and the community. 

The HCC consists of representatives of the community groups, including a representative of the VHWs.  

The HCC plays therefore an important role in the PBF project, being the voice of the community. The HCC co-signs 

the performance contract of the HC with the DSC; is involved in deciding which strategies and activities to include in 

the business plan and endorses the plan; participates in decisions about the use of the PBF incentives; is present 

when verification of invoices and quality assessments take place; co-signs the verification results; and is co-signatory 

to the HC bank account.  

The detailed ToR for the HCC is attached to this manual as Annex 27. 

9.3.3 Community-based Organization (CBO) 

Community participation will be promoted to strengthen project ownership and accountability. The PPTA engages 

local CBOs to trace and interview clients, randomly selected from health facility records. They counter-verify that 

clients received the services claimed by the facility and question them on their satisfaction with these services. The 

details of the CBO involvement, their contract and the tools they use are described in detail elsewhere in this manual.  
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9.3.4 Village Health Workers (VHWs) 

VHWs are an essential part of the continuum of care model and can play a crucial role in improving the health of the 

.ŀǎƻǘƘƻ ǇŜƻǇƭŜ ƎƛǾŜƴ [ŜǎƻǘƘƻΩǎ geographical challenges in providing access to quality health services. VHWs link 

communities to the first line of care at HCs. They are volunteers and receive a fixed compensation of LSL 300 per 

month.  

The VHWs are trained, supervised and provided with basic commodities as per MoH guidelines. The duties of VHWs 

are: 

¶ Community health mapping (vital statistics) 

¶ Conduct health education sessions in community 

¶ Growth monitoring 

¶ Check <1 immunization cards and refer as needed 

¶ Identify pregnant women and encourage them to go for ANC, PNC and deliver in health facility 

¶ Dress minor wounds of patients before referring them to the HC  

¶ Direct Observation Treatment  Support for patients who are on anti-TB treatment  

¶ Collecting ART drugs for patients who are too ill to come to the HC  

¶ Helping sexual abuse victims to reach facilities within 72 hours 

¶ Trace TB and HIV patients lost to follow-up 

¶ If needed accompany clients/patients to the HC 

¶ Help to organize outreach sessions by the HC 

¶ Care for terminally ill 

¶ Report dissatisfaction of the communities to the HC and/or HCC. 

¶ Reporting without failure all health related activities that happen at the villages  

¶ Produce monthly reports and attend monthly meetings 

Despite their important role, VHWs are at present not included in the PBF project. This is mainly due to the fact that 

the MoH has plans to substantially change the VHW organizational set-up, including attaching them to Electoral 

Divisions (ED), re-assessing them using new eligibility criteria, introducing supervisors, giving them specialized tasks 

and more elaborate training, establishing a Health Post in each ED etc. In a time of so many important changes it 

seems not wise to include them in the project. Once these reforms have been introduced and the institutional set-

up is stable, their inclusion will be re-considered. 

On the next page in Figure 2 the institutional arrangements are graphically explained. 
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Figure 2: PBF Institutional Arrangements 
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10 PBF CYCLE 

10.1 PHASES OF THE PBF CYCLE  

This section summarizes the various stages of the routine quarterly PBF cycle (after a service provider has been 

contracted): 

1. Preparation of quarterly business plans 

2. Implementation of (previous) business plan by health providers 

3. Verification of invoices and quality assessment 

4. Validation by DSC 

5. Payment of PBF rewards 

6. Use of PBF funds 

 

Figure 3: Phases of the PBF Cycle 

 

During the first stage the health facility develops a business plan, prioritizing which indicators they will focus on 

during the next quarter. The DHMT and PPTA provide technical support to health facilities not yet familiar with 

such plans. District PBF training courses have business plans as one of the focus areas. 

The second stage concerns the implementation of the (previous) business plan by the health care providers. The 

idea is that health providers pay particular attention to the activities in the business plan, while all the time 

normally providing all regular services. This phase actually continues throughout all the other phases.  

During the third stage, the PPTA (monthly) verifies the number of PBF services claimed by the HC, while the 

DHMT (quarterly) assesses the overall quality of HC services.  

Preparation of 
quarterly 

business plans

Implementation 
of business plans 

by providers

Verification of 
invoices and 

quality 
assessment

Validation of 
invoices and 

assessments by 
DSC

Payment of PBF 
rewards by MoH 

to providers

Use of PBF funds 
to improve 

service and staff 
bonus
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Quality in hospitals is assessed by peer reviewers and the QA Unit of the MoH. Also during this stage the 

performance framework of the DHMT is assessed by the PHC Directorate of the MoH. The CBO conducts counter-

verification and client satisfaction surveys among clients of HCs and hospitals.   

During the fourth stage the DSC checks all calculations completed during the verification of quantity and 

assessment of quality. Consolidated invoices for the whole district are forwarded to the MoH PBF Unit/PPTA, 

who conducts a last check. The PPTA also checks the CBO questionnaires. 

The fifth stage involves the payment of the PBF rewards to the HCs, District Hospitals, DHMTs and LFDS by the 

MoH, as well as to the CBOs by the PPTA 

Once the money has been received in their bank accounts during the sixth phase providers start using the funds 

to further implement the improve and expand services and make a new business plan, using what they learned 

from examination of feedback received by verifiers and assessors.  

10.2 TIMETABLE FOR THE PBF CYCLE 

The table below shows which activity has to be undertaken when, during one full PBF cycle. It also shows the 

critical time path. The pattern for month 1-6 is repeated. 

Table 7: PBF Timetable 

 Month 0 Month 1 Month 2 Month 3 Month 4 Month 5 Month 6 M
t
h 
7 

 w
1 

w
2 

w
3 

w
4 

w
1 

w
2 

w
3 

w
4 

w
1 

w
2 

w
3 

w
4 

w
1 

w
2 

w
3 

w
4 

w
1 

w
2 

w
3 

w
4 

w
1 

w
2 

w
3 

w
4 

w
1 

w
2 

w
3 

w
4 

 

Contracts X X X X                          

Training X X X X X                         

HFs make 
business 
plans  

   X            X            X  

DHMT/MoH 
approve 
business 
plans  

    X            X            X 

HFs provide 
services 

    X X X X X X X X X X X X X X X X X X X X X X X X X 

quality 
assessments 

    X X X X X X X X X X X X X X X X X X X X X X X X X 

HFs/DHMT 
invoice  

        X    X    X    X    X    X 

PPTA 
verifies 
invoices 

         X X X  X X X  X X X  X X X  X X X X 
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 Month 0 Month 1 Month 2 Month 3 Month 4 Month 5 Month 6 M
t
h 
7 

CBO survey                  X X          X 

DSC meeting                      X        

PBF 
Unit/PPTA 
prepare for 
payment 

                      X       

PAU pays 
HFs & 
DHMTs  

                       X      

HFs pay staff                           X    
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11 PBF CASH MANAGEMENT AT HEALTH FACILITIES  

This Chapter aims at providing guidance to health facility staff responsible for the receipt of PBF revenues so that 

spending of these funds properly documented and fully accounted for. 

11.1 BUSINESS PLANS EXPENDITURE FORECAST 

Expenditures of the Health Facilities are generally guided by their business plans. Every health facility would have 

prepared a business plan with the help of the PBF Unit and/or PPTA and would have been approved by the DHMT.  

The business plan contains a Financial Management section, which the facility uses to: 

- Direct decision making on spending of PBF funds according to this Guide 
- List the expenditures planned to incur in order to implement its strategies and actions for improvement of 

services;  

Monitor actual expenditure and compare against planned budget items and amounts. Actual uses of PBF 

revenues by a HF may differ from its initial spending plan. However, it is necessary to explore rationale and/or 

reasons of each of such differences, once in place. This is both an internal function of a HF itself and a function 

of the DHMT with support from the PPTA team to assess the expenditure of HF against its business plans advise 

a facility on a need for corrective course of action, if necessary. 

11.2 RECEIPT OF INCENTIVE PAYMENTS 

For all participating in PBF facilities owned by GoL, the HCCs open a designated PBF revenue/rewards bank 

account at a commercial bank in Lesotho.  

Each quarter, HF issues in invoice to the MOH through the PPTA Data Verifier for an amount of PBF rewards 

earned and verified, as required. The MOH issues a bank cheque to each health facilities manager for the total 

amount of PBF rewards earned in a previous quarter. A HF manager cashes the cheque and is responsible for 

making payments of PBF rewards/bonuses to staff according to pre-defined tools.  

The MOH, with the support of PPTA, advises managers of HF on best choices of accessible cost-effective and 

innovative ways to safe-keep and transfer funds (cash) among staff, such as mobile payment methods (e.g. 

Mpesa and eco-cash). 

Every participating facility opens a designated PBF bank account. Government facilities shall open bank account 

under their committees while CHAL facilities open bank account in a commercial bank of their choice. Bank 

information should fully and timely be communicated to the MOH PBFU. Management of this bank account 

should follow rules governing PBF accounts. The responsible of the facility together with the chairperson of the 

committee co-signs bank transactions for Government owned facilities. A ǇǊƻǇǊƛŜǘƻǊΩǎ ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ and the 

responsible of the facility co-signs any bank transaction document together with a 3rd person of their choice as 

an alternate signatory. 

 

 

 

11.3 RECORDING OF PBF TRANSACTIONS  
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Health Facilities are mandated to record all PBF transactions for any kind (inflow and outflow) in a cashbook. A 

cashbook may be a manual record or an electronic Excel spread sheet.  

The latter requires access for HF staff, to computer facilities and skills to do recording electronically. After 

invoices are paid for, details should be recorded in the cashbook with proper indexing and cross-references of 

primary records using sequential numbering. Number assigned to a transaction (primary document) should be 

noted in a cashbook for easy identification of any transaction and locating a corresponding invoice. 

11.4 CASHBOOK LAYOUT 

The left-hand side (debit) of the cashbook will be used to record the receipt of funds. Whenever a payment is 

made from the cash held at the health facility, the right-hand side (credit) of the cashbook should be used to 

record this transaction. 

A sample layout of a cashbook with a specimen entry is shown below: 

DATE PAYEE REF NO. AMOUNT DESCRIPTION 

15/09/15 Engen 09/01 250.65 Paraffin for heaters  

     

     

     

     

Signed by: HC in ChargeΧΧΧΧΧΧΧΧΧΦΦΧΧΧΦI// /ƘŀƛǊǇŜǊǎƻƴΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΦ  

 

11.5 AUTHORITY TO SPEND  

Every expenditure from PBF fund is to be pre-authorized by the health facility manager and the Chairperson of 

the committee before it is incurred. Every executed expenditure should be supported by a valid invoice and a 

receipt. 

 

11.6 RECONCILIATION 

The balance of cash as recorded in the facility cashbook shall be routinely reconciled to the physical cash held at 

the health facility. If found, all discrepancies should be investigated and explained in writing in the cashbook and 

signed off by the facility manager. Health facility staff in charge should fully communicate any found 

discrepancies, investigation results and explanations to the case to the DHMT/PPTA teams of verifiers during 

their periodic Quality Assessment or a regular supportive supervision visit. This should be noted.   

 

11.7 MISCELLANEOUS MATTERS 
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Other requirements to PBF funds cash management at health facilities include, but may not be limited to the 

following: 

- All cash should be kept in a safe or at least in a secure cupboard;  

- Payments must be properly receipted; 

- The above cashbook should be updated regularly and at real time (as soon as a transaction occurs); 
and 

- All invoices & other relevant documentation should be filed in easily accessible files and cross-
referenced to the cashbook. 
 
 
 

ANNEXES 
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ANNEX 1 MPA INDICATORS FOR HEALTH CENTRES  

 

No Reward indicator Definitions Data 

source/register 

PBF 

incentive 

per unit in 

LSL 

1 Number of new outpatient 

consultations for curative 

care  

Patients attending OPD or seen during outreach for a 

new complaint or disease. If a patient has multiple 

complaints, s/he is counted only once.  

OPD Register  4 

2 Number of pregnant women 

having their first antenatal 

care visit in the first trimester 

Pregnant women attending antenatal care for the first 

time during first 12 weeks of their pregnancy, calculated 

from the first day of last menstrual period.  

ANC Register  115 

3 Number of pregnant women 

with fourth or last antenatal 

care visit in last month of 

pregnancy 

Pregnant women with four (4) focused antenatal care 

visits completed, while the last visit takes place between 

36-39 weeks 

ANC Register  82 

4 Number of deliveries Women delivering in the HC or hospital assisted by 

skilled/trained health staff, (excluding complicated 

deliveries and Caesarean sections) 

Delivery Register  206 

5 Number of women with 

newborns with a postnatal 

care visit between 24 hours 

and 1 week of delivery 

Women who deliver in health facilities receive postnatal 

care prior to discharge from the maternity. These 

women and their newborns, as well as women who 

delivered at home, should have (another) PNC within 1 

week of delivery. Only these PNC visits are bought. 

Postnatal 

Register  

123 

6 Number of patients referred 

who arrive at the 

District/local hospital 

Number of patients referred who arrived at 

District/Local hospital with referral letter from their 

Health Centre.                       

Referral Register 

at the hospital 

41 

7 Number of new and follow up 

users of short-term modern 

contraceptive methods  

Women receiving 3 monthly cycles of oral 

contraceptives (Pills) or quarterly contraceptive 

injections for the first time. Women receiving a refill 

after 3 months will be counted as follow up visits. 

Family Planning 

Register  

12 

8 Number of new and repeat 

users of long-term modern 

contraceptive methods 

Women receiving intrauterine device and Implants for 

the first time or are repeat users. Each of the method 

provides an estimated protection for 3 or more years. 

Family Planning 

Register  

240 

9 Number of children under 1 

year fully immunized  

 

Children who have completed their primary course of 

immunization before the age of one year. A primary 

course includes BCG, Polio 3, Pentavalent 3, 

pneumococcal and measles before one year of age.  

Under 5 Register  103 
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10 Number of malnourished 

children detected and 

ΨǘǊŜŀǘŜŘΩ 

Number of children under 5 years whose weight and 

height has a Z-score below -2 and are treated according 

to IMAM guidelines. 

Under 5 Register  

 

 

 

 

 

Paed register? 

200 

11 Number of notified HIV+ TB 

patients completed 

treatment and/or cured 

Notified tuberculosis patients tested HIV-positive and 

completed their treatment or cured. TB patients are 

confirmed to be cured (Category I- by sputum negative 

smears at end of treatment month 6 and at least one 

previous occasion, Category II sputum negative smears 

at 5 and 8 months) and completed treatment (not 

classified as cured and not as failure e.g. for sputum 

negative declared tuberculosis patients)  

TB Register  370 

12 Number of HIV+ TB patients 

initiated and currently on ART 

Number of HIV+ TB patients on ART on the last day of 

the month. The month the patient is initiated on 

treatment is bought, whatever date of the month 

treatment started. What counts is the situation on the 

last day of the month. 

TB Register  

(in the TB ward or 

TB clinic) 

40 

13 Number of children born to 

HIV-positive women who 

receive the 18 months 

confirmatory HIV test  

Number of children of known HIV-positive mothers that 

have an HIV test between 18 and 24 months. This test 

should be done before the child is 2 years old.  

Under 5 Register 

HIV Exposed   

103 

14 Number of children (0-14 

years) with HIV infection 

initiated and currently on ART 

Number of HIV+ children on ART on the last day of the 

month. The month the child is initiated on treatment is 

bought, whatever date of the month treatment started. 

What counts is the situation on the last day of the 

month. 

ART Register  

(in ART clinic and 

adolescent 

corner, if 

present) 

60 
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ANNEX 2 QUARTERLY QUALITY ASSESSMENT CHECKLIST FOR 

HEALTH CENTRES 

 

 

 

 

 

PBF LESOTHO 

 

The quality assessment will be carried out by a team from the District Health Management Team, 
assisted by the Performance Purchasing Technical Assistance Team. The assessments will be done 
against a roster which is communicated in advance.  

 

The protocol prescribes that a HC quality assessment will have the following elements: 

¶ An introductory meeting with the facility staff to explain the procedures of the quality assessment (first visit 
only, or in case a new in-charge has been appointed) 

¶ Use of the designated HC quality assessment checklist 

¶ Meeting with the HC team and HC Committee to give concise feedback on the Quality score obtained 

¶ Compilation of the quality assessment report, which each section duly filed  

¶ Report is filled out in twofold; each copy is duly signed by the head of the assessment team and 
countersigned by the in-charge of the health facility; one copy is left in the facility 

¶ The original (signed) HC assessment report is filed in the appropriate folder and one copy is forwarded to 
the DSC, one copy to the MOH (Quality Assurance Unit) and one copy to the national PBF unit. 

 

 

The above bullets are crossed out because they do not form part of the quality assessment, but of a regular 

supervision visit. The two should be clearly separated.   
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Summary Score sheet  

 

No Service Max Points Score % 

 PART A ς GENERAL SERVICES 47   

1 General Management 24  
 

2 Environmental Health 23  
 

 PART B ς PRIMARY CARE SERVICES 209   

3 General Consultations 25  
 

4 Child Survival 42  
 

5 Family Planning 17  
 

6 Maternal Health 54  
 

7 STI, HIV and TB 28  
 

8 Essential drugs Management 20  
 

9 Priority Drugs 23  
 

 PART C ς COMMUNITY SERVICES  15   

10 Community based services 15   

 
Total 271 

  

 

 

Name Head of Assessment team 

 

 

Date and Signature 

 

 

 

Name in-charge of HC 

 

 

Date and Signature 
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Name Chairperson DSC 

 

 

Date and Signature 

  
Final Score  

 

 

 

Date: 

ΧΧΦ κΦΦΦΦΦΦΦΦΦΦΦ κ нлΦΦΦΦ 

Name(s) head of assessment: 

ΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧ 

ΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΦΦ 

District: 

ΧΧΧΧΧΧΧΧΦΦΧΧΧΧΦΧΦ 

Community Council: 

ΧΧΧΧΧΧΧΧΧΧΧΧΧΦΧ ΧΧΧΧ 

Facility Name: 

ΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧ 

ΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΦΦ 

 

Facility Proprietor: 

GOL/ CHAL/ LRCS/ PRIVATE 

 

Facility Type: 

HEALTH CENTRE/FILTER CLINIC 

Catchment Population: 

ΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧ 

Number of beds: 

ΧΧΦΧΧ 

Staffing: Number and Category 

Nurse Clinician: Nursing Officer: Nursing Sister: 

Nursing Assistant: Health Assistant:  

List other staff (non-medical or unqualified): 

 

Total qualified staff: Total other staff: 
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PART A ς GENERAL SERVICES 

 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

1 GENERAL MANAGEMENT General management to be assessed in the Administration Department     

1.1 Staff is correctly managed       

1.1.1 Duty roster for professional 
staff is posted  

Check that on the day of the assessment that: 

1. There is a duty register 
2. duty roster for the active period is visibly posted 
3. qualified staff is present or on call 24/7 
4. qualified staff for obstetric services is present or on call  

All or 

nothing 
4   

1.1.2 Staff clocking sheets are used 
and kept by the in-charge  

 

 

Ask for the files with clocking sheets, for the period being assessed  

Check that: 

1. Sheets are filed in consecutive order (by date)  
2. Months and years are separated by dividers 

Randomly chose one week in the quarter 

3. Check that for each day of that week clocking sheets are present 
in the file (including for the weekend)  

All or 
nothing 

3   

1.1.3 Staff meeting is conducted 
monthly 

 

1. Ask for the file with minutes of the staff meetings 
2. Check that the staffs have met at least once during each of the three 

preceding months.  
E.g. If the assessment takes place in Feb you check that the staff met 
in Nov, Dec and Jan 

All or 
nothing  

 

 

1   
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PART A ς GENERAL SERVICES 

 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

1.1.4 Minutes of monthly staff 

meeting are correctly taken  

Randomly select one month from the previous three months  

Check that:  

1. Date of the meeting and agenda is recorded 

2. Signed list of participants is attached 

3. Follow-up/implementation of decisions taken during the 
previous meeting is minuted 

4. For each point of the agenda/issue there is a description of the 
problem and list of recommendations or decisions taken 

5. On each issue there is a responsible person named and deadline 
for action 

6. Each month the monthly financial balance is discussed 

7. Minutes of the meeting are signed by the chairman 

All or 
nothing 

2   

1.2 Records and information are 
up to date and correctly filed 

     

1.2.1 All HMIS reports are filled and 
timely submitted to the DHMT 

The HC should submit the following HMIS reports monthly: 

¶ Immunization Tally Sheet/ Delivery Report/ OPD/  

¶ MCH Report/ ANC Report/ HIV-TB Report/ PBF Invoices  
1. Randomly select one month from the last three full months 
2. Check that ALL above mentioned reports were submitted by the 7th 

of the following month 

All or 
nothing 

2   
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PART A ς GENERAL SERVICES 

 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

1.2.2 The business plan is complete 
and signed and addresses 
priorities problem  

Ask for the business plan of the quarter being assessed 

Check that  

1. Plan is signed 
2. The plan addresses priorities issues  
3. For each issue there is a description of the strategies chosen to 

address it 

Each 
criteria 
met is 2 
points  

6   

1.2.3 Financial and accounting 
documents in relation to PBF 
available and well kept 

Ask for the financial PBF files 

Check that 

1. Bank statements, receipts, invoices and all relevant documents 
related to expenditures and earnings are filed in clearly labelled 
files 

2. Cashbook is well balanced and indicates both receipts of PBF 
incentives and expenditures 

Each 
criteria 
met is 1 
point 

2   

1.2.4 Health education register and 
schedule up-to-date  

Check that: 

1. Weekly schedule of health education sessions is visibly posted 
(for the active period)  

2. Health education register for a randomly sampled week in the 
quarter has been correctly filled  

Each 
criteria 
met is 1 
point  

2   

1.3 Health Centres can make a call 
to the DHMT and District 
Hospital 

Check that:  

1. a two-way radio transmitter or mobile phone is present  
2. Transmitter or phone has batteries and is charged 
3. In case of mob phone minimum of M25 airtime available  
4. Tel number of DHMT members and hospital departments are 

entered in the contacts or a list is available 

All or 
nothing  

2   
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PART A ς GENERAL SERVICES 

 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

Total Points General management (9 indicators) 24   

Remarks 
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PART B ς GENERAL SERVICES 

 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

2 ENVIRONMENTAL HEALTH      

2.1 

 

Health facility is properly 
fenced  

Walk around the outer borders of the health facility and check that: 

1. the fence is well-maintained, without holes and not raised above 
the ground 

2. fence has a gate that can be closed and locked at night 

All or 
nothing 

2   

2.2 

 

Courtyard is clean Walk around the premises and check that  

1. there is at least one garbage bin 
2. bin is lined with black plastic 
3. there is no waste lying around in the courtyard 

All or 
nothing 

2   

2.3 Waste is disposed of according 
to National Norms  

     

2.3.1 General waste is disposed of 
correctly 

Check that bins  

1. have a lid and foot pedal  
2. are lined with black plastic 

All or 
nothing 

 

1   

2.3.2 Contaminated medical waste is 
disposed of correctly 

Check that bins  

1. have a lid and foot pedal  
2. are lined with red plastic 

All or 
nothing 

 

2   

2.3.3 Organic medical waste is 
disposed of correctly 

Check that 

1. Red plastic bucket with lid or closed container is present 
2. Placenta pit or functional freezer available 

All or 
nothing 

3   
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PART B ς GENERAL SERVICES 

 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

2.3.4 Protective gear for personnel 
managing medical waste 
available  

Check availability of: 

1. boots 
2. plastic pants 
3. thick plastic/rubber gloves 
4. goggles 

All or 
nothing 

2   

2.4 Hygienic conditions in wound 
dressing and injections room 
assured 

     

2.4.1 Sharps containers for needles 
are correctly used 

Check CAREFULLY that: 

1. the boxes are well positioned (close to where the needles are 
used) 

2. they are not more than 80% full  
3. there are no sharp objects next to the container 

All or 
nothing 

2   

2.4.2 Instruments are disinfected  Check that used instruments are 

1. washed with soap and water  
2. put in a container/bowl with lid containing disinfectant  

All or 
nothing 

1   

2.5 Sterilization is done according 
to the norms 

Check that: 

1. Functioning sterilizer is available 
2. Sterilizer protocol is available 
3. Sterilized packs/taped with appropriate sterilized colors  

All or 
nothing 

2   

2.6 Sanitary facilities are clean and 
well maintained 

     



 
73 

PART B ς GENERAL SERVICES 

 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

2.6.1 Latrines/toilets are well built 
and maintained 

 

Check that every latrine/toilet has: 

1. a water container with sufficient water (water reservoir) 
2. a floor without fissures or broken tiles 
3. a door that can be closed, but not locked 

All or 
nothing 

2   

2.6.2 Toilets are clean 

 

Check that toilet 

1. is without visible fecal matter 
2. has no offensive smell and no flies  
3. has water container/functioning tap and soap for hand washing  
4. has a cleaning schedule next to toilet 

All or 
nothing 

1   

2.6.3 There is at least one functional 
shower/bath per ward 

Check that shower /bath has running water or water reservoir (try the 
tap) 

All or 
nothing 

1   

2.6.4 Shower/bath is well built and 
maintained 

Check that the shower/bathing room has 

1. Walls and floor that are in tact 
2. A door that can be closed but not locked 
3. evacuation of waste water in a sanitation pit 

All or 
nothing 

1   

2.6.5 Shower/bath is clean Check that: 

1. floor and walls are clean 
2. cleaning schedule is next to shower/bath 

All or 
nothing 

1   

Total Points Environmental health (14 indicators) 23   
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 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

Remarks 
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

3 GENERAL CONSULTATIONS      

3.1 
Waiting area is in good 
condition 

   
  

3.1.1 Patients and accompanying 
persons can be seated 

Check that: 

1. there are sufficient benches and or chairs for at least 20 people 
2. the waiting area is protected against sun, rain, wind and cold 

All or 
nothing 

1   

3.1.2 Waiting area is clean Check that: 

1. there is a general waste bin in waiting area 
2. lined with black plastic 
3. not full 

All or 
nothing  

1   

3.1.3 Patients are seen in order of 
arrival 

Check that: 

1. A waiting card system with numbers exists 
2. Five randomly selected patients have a card with a number 

All or 
nothing 

1   

3.2 Consultation rooms is/are in 
good condition 

     

3.2.1 Consultation room is well built 
and maintained 

Check that: 

1. walls are made from durable materials and well painted 
2. floor is paved with cement without fissures, tiled or vinyl 
3. ceiling is intact 
4. windows are intact 
5. door can be locked from both sides 

All or 
nothing 

3   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

3.2.2 tŀǘƛŜƴǘΩǎ ŎƻƴŦƛŘŜƴǘƛŀƭƛǘȅ ƛǎ 
assured 

Check that: 

1. Consultation room and waiting area are separated 
2. Windows to corridor, waiting area or outside have curtains or 

tinted glass 

All or 
nothing 

2   

3.2.3 Consultation room is clean and 
organised 

Check that: 

1. There is no litter or spills on the floor 
2. Furniture is dusted 
3. Curtains are clean 
4. Equipment, medicines, supplies etc. are neatly organised 

All or 
nothing 

1   

3.2.4 Room where emergencies are 
received has 24/7 light 

Check that there is electricity from the grid and/or functional solar light or 
paraffin/gas light ς try if light comes on 

If any of 
the criteria 
is met: 1  

1   

3.3 Patients are seen by qualified 
staff 

Check by doing spot checks that: 

1. All consultations are done by nurses (check name tag) 

All or 
nothing 

3   

3.4 Consulting staff is well-
dressed 

 

Check that: 

1. All staff in OPD wears prescribed uniform 
2. All staff in OPD wears name tags, including function/title  

All or 
nothing  

1   

3.5 Patient administration is 
done correctly 

Check that manual patient registers are 

1. correctly filled 
2. consecutively numbered 
3. closed at the end of the month 

All or 
nothing 

1   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

3.6 Small diagnostic equipment is 
available and functional 

Check that in each consultation room the following equipment is present 
and functional (try out yourself): 

1. stethoscope  
2. sphygmomanometer 
3. thermometer  
4. weighing scale 
5. otoscope (diagnostic set) 

All or 
nothing 

3   

3.7 Examination bed available  

 

Check that bed has: 

1. mattress 
2. non-torn, plastic cover 
3. clean sheet 
4. sufficient disposable linen savers (10) 

All or 
nothing 

2   

3.8 Common illnesses correctly 
managed 

 

Ask for the OPD register and randomly select 5 patients from the quarter, 
one each with common cold, diarrhea, pneumonia, hypertension and 
diabetes and check that: 

1. Treatment was prescribed according to guidelines 

USE STANDARD TREATMENT GUIDELINES, IF NEEDED 

Each case 
correctly 
treated is 1 
point 

5   

Total Points General Consultation (13 indicators) 25   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

Remarks 
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

4 CHILD SURVIVAL      

4.1 Integrated Management of 
Childhood Illnesses (IMCI) 
strategy is applied 

   
  

4.1.1 IMCI protocols present in 
consultation rooms 

Check that IMCI protocols are: 

1. present in consultation room where children <5 are seen 
2. accessible to the staff (not under lock and key) 

All or 
nothing 

1   

4.1.2 {ǘƻŎƪ ƻŦ ōǳƪŀƴŀΩǎ ƛǎ ǎǳŦŦƛŎƛŜƴǘ 
(which includes Road to Health 
chart) 

1. Count the booklets in each consultation room (if more than one) 
2. Add the numbers in the different consultation rooms 
3. In sum there should be at least 10 child health booklets 

All or 
nothing 

1 
   

4.1.3 Baby weighing scales 
functional 

 

Check that: 

1. a hanging or table-top scale is present in each consultation room  
2. the balance is calibrated to zero 
3. in case of hanging scale, pants are available, clean and in good 

condition 

All or  
nothing 

1   

 

4.1.4 Under 5 services are available 
at least five days a week 

Randomly select a week in the assessment quarter and check in the  
register that the following services have been provided every working day 
of that week: 

1. immunization 
2. growth monitoring 
3. curative care 
4. health promotion 

If any 
service not 
provided 
every day 
give 0 
points 

3   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

4.1.5 Children <5 are diagnosed and 
treated according to IMCI 
strategy/protocol 

Ask three mothers with a child <5 exiting the consultation room if you can 
see the bukana or check within the IMCI Register  

Check for each child that: 

1. diagnosis is correctly made 
2. treatment is correct 
3. all necessary information has been entered in the bukana 

Each case 
correct is 1 
point 

3   

4.2 
Nutrition management is 
done correctly 

 
   

 

4.2.1 The nutrition guidelines are 
available  

Check that nutrition guidelines are: 

1. present in every consultation room where children <5 are seen 
2. accessible to the staff (not under lock and key) 

All or 
nothing 

1  

 

4.2.2 
Screening of nutritional status 
properly recorded Lƴ ǘƘŜ ǎŀƳŜ ǘƘǊŜŜ ōǳƪŀƴŀΩǎ that you checked for IMCI protocol, Check 

that : 

1. Weight for Height and Weight for Age have been updated  
2. Both have been properly recorded 

All or 
nothing 

2  

 

 

 

4.2.3 Children <5 receive Vitamin A 
each 6 months 

From the <5 register or the OPD register randomly select 2 children <5 for 
each month in the quarter. Check for each child 

1. how old the child was at the time of consultation 
2. that the child received the correct number of doses of Vitamin A  

Each child 
correct is 1 
point 

6   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

4.2.4 
Malnutrition correctly 
managed From the <5 register or OPD register randomly select 3 cases of 

malnutrition in children <5. For each child check that: 

1. The child was correctly diagnosed as having mild, moderate or 
severe malnutrition 

2. The child was managed accordingly 

Each case 
met is 1 
point 

3  

 

4.3 
Immunisation processes are 
in order 

 
   

 

4.3.1 
Child immunization register is 
well maintained 

 

Ask for the vaccination register and check that 

1. it is possible to identify fully vaccinated children and drop outs  
2. vaccination schedule and record of appointments is noted in 

register 
3. action taken for drop outs is recorded 

All or 
nothing 

2   

4.3.2 Temperature in vaccination 
fridge is within standard range  

Randomly select a week in the quarter and check that:  

1. the fridge has a temperature monitoring  form  
2. the form is filled twice a day  
3. temperature remains between +2° and +8° C on the form 

All or 
nothing 

2   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

4.3.3 Vaccines are stored 
appropriately in fridge 

Check that:  

1. vaccines for polio, BCG and measles are in the very cold 
compartment 

2. vaccines for pentavalent, TT and HPV are in the less cold 
compartment 

3. there are no expired vaccines in the fridge 
4. all vaccines have readable labels 
5. Vaccine Vial Monitor (VVM) shows the temperature exposure 

hence the potency of the vaccines 
6. if VVM has been below +2° C or above +8° C appropriate action 

has been taken and recorded. 
7. Be careful to keep the fridge open as briefly as possible, so that 

temperature is maintained between standard range 

All or 
nothing 

5   

4.3.4 There is an appropriate stock 
of vaccines 

1. Establish the target population for the different vaccines 

¶ no. of <1 for polio, BCG, measles and pentavalent 

¶ no. of pregnant women for Tetanus Toxoid 

¶ no. of girls 9-13 for Human Papilloma Virus 
2. To get the minimum stock divide the numbers by 12 (for 1 month) 

and add 25% (reserve) 
3. Check for each vaccine that the minimum stock is present in the 

fridge 
4. Ensure that there is also sufficient diluent  

Be careful to keep the fridge open as briefly as possible, so that 
temperature is maintained between standard range 

All or 
nothing 

5   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

4.3.5 There is a ledger/bin cards in 
which stock of all vaccines is 
registered  

Check that: 

1. the ledger or bin cards are close to the fridge 
2. physical stock is concordant with balance of in and out for one 

randomly selected vaccine 

Be careful to keep the fridge open as briefly as possible, so that 
temperature is maintained between standard range 

All or 
nothing 

1   

4.3.6 Cold chain is properly 
maintained 

¶ In case the HC has electricity it should have back-up of gas fridge 

with not empty (48kg) gas cylinder on stand by 

¶ In case the HC has no electricity it should have gas fridge with 

two (48kg) gas cylinders ς one in use, another full one on 

standby 

Either one 
present 

2 

  

4.3.7 Immunisation supplies 
available in sufficient 
quantities 

Check that all the following items are available: 

1. Syringes (according to total doses of vaccine stock)  
2. Sharps container (total vaccine stock divided by container 

capacity ς 80%) 
3. Cool boxes  
4. Vaccine carriers  
5. Polio droppers  
6. Refuse bags (black and red)  
7. Emergency tray (hydrocortisone, adrenaline) 
8. Cold packs  

All or 
nothing 

4   

Total Points Child Survival (16 indicators) 42   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

Remarks 
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

5 Family Planning      

5.1 

 

tŀǘƛŜƴǘΩǎ ŎƻƴŦƛŘŜƴǘƛŀƭƛǘȅ ƛǎ 
assured 

Check that: 

1. Consultation room and waiting area are separated 
2. Windows to corridor, waiting area or outside have curtains or 

tinted glass 

All or 
nothing 

1   

5.2 

 

Family planning methods 
available for demonstration to 
potential users 

 

Check that examples of the following are readily available: 

1. contraceptive Injections 
2. implants 
3. intrauterine Contraceptive Device (IUCD) 
4. oral contraceptives 
5. penis model 
6. condoms (Female and Male)  

All or 
nothing 

2   

5.3 Stock of oral and injectable 
contraceptives in adequate 
quantities 

 

Check that 2 month stock is available of the following contraceptives: 

1. Noristerate (generic) injection 
2. Depo Provera injection 
3. Microgynon OC (generic) or  
4. Microlut OC (generic) or  
5. Microval OC (generic) 

¶ How much 2 month stock is can either be seen on the Bin Cards or 
calculated from the FP register. Use average usage of 6 months x2. 

All or 
nothing 

3   

5.4 IUCDs can be inserted and 
removed 

 

Check that: 

1. At least 2 IUCDs are available in the HC 
2. At least one staff has had practical training on how to insert and 

remove an IUCD (ask the person where and how s/he was trained) 

All or 
nothing 

2   



 
86 

 PART B ς PHC SERVICES  

 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

5.5 Implants can be inserted and 
removed 

Check that: 

1. At least 10 implants (Jadelle) are available in the MCH department 
2. At least one staff has had practical training on how to insert and 

remove an implant (ask the person where and how s/he was 
trained) 

All or 
nothing 

4   

5.6 Equipment functional 

 

Check that the following equipment is present and functional  

(utilized for FP Services)  

1. scale (weigh yourself) 
2. sphygmomanometer  
3. vaginal speculae (in 3 sizes ς small, medium and large) 
4. light source 
5. examination bed or gynaecological chair available 

All or 
nothing 

3   

5.7 Medical supplies available Check that the following supplies are present and utilized for FP Services: 

1. gloves 
2. decontaminants/disinfectants 
3. !ȅǊŜΩǎ spatula/cervical brushes 
4. slides & fixative (also for PAP smears) 
5. IUCD insertion kits 

All or 
nothing 

2   

Total Points Family Planning (7 indicators) 17   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

Remarks 
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

6 MATERNAL HEALTH      

6.1 1st ANC visit properly 
conducted 

Sample 5 1st ANC visits from the quarter and check for each woman that 
the following have been recorded: 

1. Gestational age 
2. Parity 
3. Last Menstrual Period 
4. Expected Date of Delivery 
5. Haemoglobine test results 
6. Syphilis test results 
7. HIV test results 
8. Mother Baby Pack received 

All or 
nothing 

5   

6.2 4th or last ANC visit properly 
conducted 

Sample 5 4th ANC visits from the quarter and check for each woman that 
the following have been recorded: 

1. Gestational age 
2. Expected Date of Delivery 
3. HIV re-test results (at 36 weeks) 
4. Tetanus vaccine given twice 
5. Identification of problems if any, and actions taken 
6. All columns have been filled 

All or 
nothing 

5   

6.3 Risk of Mother to Child 
Transmission of HIV reduced 

Check in ANC register that all HIV+ pregnant women from the quarter 
received ART  

All or 
nothing 

2   

6.4 Lesotho Obstetrical Record 
(LOR) booklets  for mothers 
available 

Check that there are at least 5 LOR in stock All or 
nothing 

1   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

6.5 Equipment for ANC functional 

 

Check that the following equipment is present in the room(s) where ANC 
is done and functional: 

1. Weighing scale, calibrated to zero 
2. Stethoscope 
3. Sphygmomanometer 

All or 
nothing 

1  

 

6.6 Postnatal Care is properly 
conducted 

Sample 5 PNC visits from the quarter and Check for each woman that the 
following have been recorded: 

1. Whether the PNC visit is within 48 hours, 7 days, 6-8 weeks and 
14 weeks  

2. Family Planning advice 
3. PMTCT advice 
4. Infant feeding options discussed 
5. Pap smear done  

All or 
nothing 

4   

 Delivery Room      

6.7 Running Water and liquid 
soap in delivery room 
available 

A functioning water source and liquid soap dispenser  All or 
nothing 

2 
 

 

6.8 Light in delivery room 24 
hours 

Electricity, solar light or rechargeable battery lamp or gas/paraffin lamp 
filled with paraffin/gas 

All or 
nothing 

2 
 

 

6.9 Waste from Maternity 
correctly handled 

Placenta is placed in a red plastic container with lid and stored in a working 
fridge prior to disposal 

All or 
nothing 

1 
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

6.10 Delivery room is well-
maintained 

Check that  

1. Walls are from durable materials and painted  
2. Floor is tiled or made of cement without fissures 
3. Ceiling is not damaged 
4. Windows are intact with clean curtains or tinted glass 
5. There is a curtain between delivery bed and door 
6. Delivery room is cleaned with disinfectant. Ask for 

proof/disinfectant bottle 

All or 
nothing 

4   

6.11 Delivery table in good state 

 

Check that: 

1. Table is in two parts  
2. with removable non-torn plasticized mattress and  
3. two functional leg supports 

All or 
nothing 

1   

6.12 Availability  of necessary 
equipment assured  

     

6.12.1 Tape to measure length 
available 

  1   

6.12.2 Aspirator available 

 

Check that the manual/electric aspirator is  

1. functional 
2. plunged into a non-irritating disinfectant  

All or 
nothing 

1   

6.12.3 Vacuum extractor available 

 

Check that 

1. vacuum extractor is functional  
2. that a nurse/doctor is trained in its use 

All or 
nothing 

2   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

6.13 Availability of necessary 
supplies assured 

 All or 
nothing 

   

6.13.1 Sterilized delivery packs 
available 

Check that: 

1. There are at least 10 delivery packs available  
2. Each pack contains  

¶ 1 pair of episiotomy scissors 

¶ 2 artery forceps, non-toothed 

¶ 2 artery forceps, toothed 

¶ 1 kidney dish 

¶ 2 bowls (1 medium and 1 large) 

¶ 4 dressing towels 

¶ 1 needle holder 

¶ 1 pair of suture scissors 

All or 
nothing 

2   

6.13.2 Sterile gloves available Check that at least 10 pairs of sterile gloves are available All or 
nothing 

1   

6.13.3 Under buttocks/drapes 
available 

Check that there is at least 1 box in stock All or 
nothing 

1   

6.14 Use of the Partograph in the 
Lesotho Obstetric Record  

 

Randomly select 3 partogrammes and Check for each that they are filled 
with times indicated for the following: 

1. cervical dilatation 
2. uterine contractions 
3. foetal heart rate 
4. action line crossed/not 
5. pulse and blood pressure 
6. descend of foetal head 
7. state of membranes 

Each 
correct 
partogram 
is 1 point 

3 
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

6.15 ANC/PNC and Deliveries 
performed by skilled 
personnel 

 

Randomly select 1 month in the quarter and check: 

1. names in the register for ALL ANC, PNC and deliveries are of a 
Registered Midwife 

2. midwife has signed 

All or 
nothing 

2   

6.16 ANC shelter available Check that ANC shelter: 

1. is used (check register) 
2. is clean (no litter, no spills) 

All or 
nothing 

5  

 

6.17 Newborn Care is done 
according to the standards 

Check that: 

1. Sterile clip for umbilical cord is available 
2. 1% tetracycline eye ointment has been given 
3. Vitamin K/injection has been given 

All or 
nothing  

3   

6.18 
APGAR during delivery noted   

 
Randomly select 3 Lesotho Obstetrical Records and Check: 

that APGAR scores are filled for the 1st , 5th and 10th minute after birth 

All or 
nothing 

3   

6.19 
Maternity services are free of 
charge Ask 3 randomly chosen women in the waiting room whether they paid for 

any services mentioned in the LOR during or after the present pregnancy 
If any 
woman 
paid, 0 

2   

Total points maternal health (23 indicators) 54   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

Remarks 
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

7 STIs, HIV and TB       

7.1 HIV and AIDS properly 
managed 

     

7.1.1 HIV testing and counselling 
provided to all patients 

NB: all patients seen for consultation should be counselled and tested, 
unless they have already been tested less than 3 months ago  

1. Sample 3 patients from the OPD register or EMR 
2. Note names and dates of visit 
3. Identify the same patients in the HTC register 
4. Check that they were counselled and tested 
5. Check that test result is correctly recorded 

All or 
nothing 

3   

7.1.2 Post exposure prophylaxis 
poster visible on the wall 

Check that the poster is in the room where HIV consultations are done All or 
nothing 

1   

7.1.3 Staff trained in HIV rapid 
testing and counselling 

Counselling and testing is done by a trained provider (Ask if there is a 
cadre who was trained)  

All or 
nothing 

1   

7.1.4 ART Register properly filled Sample 3 HIV+ patients from the ART register or EMR (1 for each month 
in the quarter) 

Check that: 

1. treatment regimens are filled in 
2. CD4 cell counts are recorded 
3. all information has been filled 

All or 
nothing 

3   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

7.1.5 Monitoring tracking tool is 
used and filled properly 

Sample 3 patients from the ART register who missed appointments 

Ask for the monitoring tracking tool and Check that: 

1. VHWs followed up these patients 
2. Outcome of follow-up is recorded in the tracking tool 

1 point for 
each 
patient 
tracked 

3   

7.1.6  HIV-exposed babies regularly 
tested 

Ask for the <5 register of 18 months ago and identify HIV-exposed babies 
(look for Y=yes in the relevant column) 

Check for all HIV-exposed babies that they were tested and results are 
recorded (at 6 weeks, 14 weeks, 9 months and 18 months) 

Deduct 0.5 
for each 
baby not 
tested 4x 

5   

7.2 STIs properly managed Sample 3 patients from OPD register with STI symptoms and Check that: 

1. Their symptoms were properly classified 
2. They were properly treated, based on syndromic approach  

Each 
patient 
correct is  

1 point 

3   

7.3 TB properly managed       

7.3.1 National TB Control Guidelines 
are followed 

Randomly sample 3 patients from the TB register that were entered  one 
year ago and Check that: 

1. Initial and one follow-up sputum were tested and results 
recorded 

2. HIV test  was done and result recorded  
3. TB treatment was initiated 
4. ART treatment was initiated, if patient HIV+ 
5. End of treatment/cured recorded 

Each 
patient 
correct is  

2 points 

6   
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 Indicator How to Check Criteria 
Possible 
max score 

Obtained 
score 

Comments 

7.3.2 Each bacteriologically positive 
patient has a DOTS supporter 
attached to him/her 

For the 3 patients sampled above Check that:   

1. Contact details of such a supporter is registered in the care card 

Each 
patient 
correct is  

1 point 

3   

Total Points STIs, HIV and TB management (9 indicators) 28   

Remarks 
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 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

8 Essential Medicine (EM) 
Management  

     

8.1 Medicines stored correctly      

8.1.1 Bin cards for Essential 
Medicines are correctly 
maintained 

Check in the pharmacy that 

1. bin cards show  minimum stock levels (buffer) = average 
monthly consumption x2 

Randomly select three EM and Check that  

2. Supply in the bin card corresponds with physical supply 

Each drug 
correct is 1 
point 

3   

8.1.2 Storage room is well 
maintained 

Check that storage room 

1. Is clean 
2. Well ventilated 
3. All medicines are stored on labelled shelves 

All or 
nothing 

1   

8.1.3 Medicines and medical 
consumables are stored 
correctly 

Check that they are 

1. in alphabetical order 
2. on a first to expire - first out basis (FEFO) 

All or 
nothing 

4   
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 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

8.1.4 Absence of expired items or 
items with unreadable labels 

Verifier randomly selects 3 drugs and 2 consumables and verifies that  

1. none of the stock is expired  
2. labels are unreadable 

Each item 
correct is 1 
point 

5   

8.1.5 Expired/unreadable items are 
well separated from stock and 
disposed of according to 
protocol  

Ask to see expired stock and Check that 

1. the disposal protocol is present 
2. at least one staff member knows how to safely dispose (ask 

questions) 

All or 
nothing 

1   

8.2 Medicines are timely 
requisitioned and correctly 
dispensed 

     

8.2.1 Pharmacy staff keeps track of 
quantities requisitioned and 
quantities supplied 

Ask for a copy of the order and the delivery note of one month in the 
quarter and Check that they have calculated the service level 

All or 
nothing 

3   

8.2.2 Medicines to clients are only 
dispensed through 
prescriptions.  

Prescriptions are found in in-patient files or Ot5 ōǳƪŀƴŀΩǎΦ Go to the 
ŘƛǎǇŜƴǎŀǊȅ ŀƴŘ ŀǎƪ ǘƘǊŜŜ ǇŀǘƛŜƴǘǎ ǘƻ ǎŜŜ ǘƘŜƛǊ ōǳƪŀƴŀΩǎ 

1. Check that there is a prescription in each of them 
2. Check that prescription is legible 

Each 
bukana 
with 
correct 
prescriptio
n is 1 point 

3   

Total Points EM management (7 indicators) 20   
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 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

Remarks 

 

 

 

 

 

 

 

 

9 Priority medicines and supplies     List in annex 

9.1 Minimum stock (Average 
Monthly Consumption = AMC x 
2) of priority drugs and 
supplies available 

Use the list in the annex and for each priority item 

1. establish the AMC using the bin cards 
2. Check that at least twice this amount is on the shelf 
3. if OK tick the list in the annex 
4. Count the number of ticks 
5. Check below in which category the score is and give the 

concordant points 

    

9.1.1 91-100% of drugs/supplies have 
AMC stock 

The minimum stock for at least 31 items is present  20   
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 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

 Between 61-90% of the tracer 
medicines have AMC stock 

The minimum stock for between 21 and 30 items is present  OR 10   

  60% or less of the medicines 
have AMC stock 

The minimum stock for less than 21 items is present  OR 0   

9.2 No STOCK-OUT of any of 7 

tracer medicines and medical 

supplies 

The 7 tracer items are: 

1. iron tabs 

2. folic acid tabs 

3. ORS 

4. oxytocin (or ergometrine) 

5. co-trimoxazole (double strength) 

6. magnesium sulphate 

7. any injectable contraceptive 

Check using the Bin cards that none of them have been out of stock for 

more than 3 consecutives days 3 months 

All or 

nothing 

3   

Total points tracer drugs and supplies (2 indicators) 23   
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 Indicator How to Check 
Scoring  

rules 

Possible 

max score 

Obtained 

score 
Comments 

Remarks 
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