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PREFACE

Performance Based FinancingBff has experienced a rapid growtin the last 15 yearsinternationally and
regionally It has attracted considerable interest from governments and aid agencies malwdvmiddleincome
countries as a means tnfluence performance various types of health care providers, changingaevioursand
work practices towardgcreasain productivity and quality of healticare.

By now, more than 30 countries in Siaharan Africa are in the process of introducing PBF. International evidence
suggests that when properly designed and applRBI- is capable to produce designed effects in restructuring scope
of servicesincreasing volume dhargetedservicesand improvequality ofhealth care.

The Lesotho Ministry of Health (MOH) has begun to implement a Maternal andbiNewHealth (MNH)

Paformance Based Financing system in 200K S D2 @SNYYSyid 2F [Saz20K2Qa aAiyAradl
decision to adpt PBFas an approach to finance and bolster its efforts atiain three health Millennium

Development Goalsa)reduce child mortalitygoal 4)b) improve maternal health (goaldnd 3) combat HIV/AIDS,

malaria and other communicable diseases (goalBgse three areas becontarget performance areafor 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 atimely, fFOG A BS I yR SFFAOASYG YIFIYyYySNW /2yaSlhdSyidtes Gl
and responsibilities of key individuals and structures and also provides operational guidelines and procedures for
SESOdziA2y 2F (GKS ab | dherefor& Bitendlad asta marageMant tddidok tRBe respoasible

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
GKSANI ALISOAFAO RdziAS& dzy RSNJ G6KS LINR2SOG® LYOARSyidltfex
users of this manual,.d., all project health workers, jointly and singly accountable for successful project

AYLE SYSYyGl GA2y YR GKSNBT2NBX SELISOG y2iKAy3a fSaa GKI
appreciation for your continued commitmentto achid¢& y i 2F 2 dzNJ O2YY2y @A&AA2Yy 27F al

2 A0K 1AYR LISNAR2YlFf NB3IFNRaAZ 6S NBYIFAyX

Mr. T.J. Lebakae

Principal SecretarMinistry of Health



ABBREVIATIONGSND ACRONYMS

CBO CommunityBased Organization

CHAL Christian Health Association dfsotho

DA Designated Accour®R District Administrator
DC District Council

DHMT District Health Management Team

DSC (PBF) District Steering Committee

EmONC Emergency Obstetric and Neonatal Care

GoL Government of Lesotho

HC Health Centre

HCC HealthCentreCommittee

HMIS Health Management Information System

HPSD Health Planning and Statistics Department

HRITF Health Results Innovation Trust Fund

IDA International Development Association

IMCI Integrated Management of Child llinesses
LesothoFlying Doctor Services

LFDS

LSL Lesotho Loti

MCH Maternal and Child Health

MNH Maternal and Neonatélealth

MoDP Ministry of Development Planning

MoF Ministry of Finance

MoH Ministry of Health

NGO Non-Governmental Organization

NSDO National DrugService Organiation

PAU Project Accounting Unit (in the MoH)




PBF Performance Based Financing

PHC Primary Health Care

PIM Project Implementation Manual

PPP Public Private Partnership

PPTA Performance Purchasing Technical Assistance

SRH TWG | Sexualand Reproductive Health Technical Working Group

ToR Terms of Reference
VHW Village Health Worker
WB World Bank
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1 INTRODUCTION

1.1 THEPROJECT

The Ministry of HealthMoH) in Lesothois 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 Lesofl@&oL)for a total of 20 million USOhe Project Appraisal Document is

dated 15 March 2013, but the projeonhly became effective in February 201t#thas been extended till enof June

2019

The overall project development objective is to improve the utilization and qualityidH servicesin selected
districts in Lesotho. The project htéwsee maincomponents:

1. Improving MNH services atrimary and secondary level through PBF

2. Training of health professionalsillsige Health Workers (VHV#hd improving monitoring and evaluation
(M&E)

3. PublicPrivate Partnership (PPP) Component

This nanualprimarily describescomponent 1 the PBF component
The projectisimplemented inthree phases:

1. During Phase | the projeetaspiloted in Quthing and Leribe districts (2014/2015)

2. During Phase 1l (2016) the project will gradually scgideo 4 additional districtdlokhotlong,Thaba Tseka;
Mafeteng; andVloHF f SQa |1 2S1 @

3. During Phase Il (201mid-2019) the project will be fully implemented in 6 districts.

1.2 THEUSERQGUIDBEMANUAL

Theprojectis implementedaccording to the provisi®outlined in thismanual The User€Guide Manuaprovides

a brief sector background, pject objectivesproject phasesand beneficiariesthe insttutional organizationaland

the implementationand management arrangementAnnexes contain all the tools used in the PBF projéce
UsergXsuide Manual clearly defines the roles and responsibilities of key individuals and structures and also provides
operational guidelines and peedures for execution dhe project

This documenhas10chapters:

U Chapter Iprovides ashortbackground to PBF and the Lesotho Health System thereby setting the stage for
understandingwhy the PBF approaclvas adoptedto address the challenges of maternal and newborn
healthamong the Basho
Chapter2 describes the projeabbjectiveand phases
Chapter Jdescribes the eligibility criteria for districtdealth Centreand hospitals to be included in the PBF
project

11



cC

c:

Chapter 4describes the project indicators, both quantity agdality, for Health Centrs, hospitals and the
DHMT

Chapter Sdetailsthe PBFcontractsand business plans

Chapter6 explainsverificationand validation

Chapter 7explains howPBFpaymentsare calculatecandhow PBF paymentsan be used

Chapter8 describes the institutional and implementation arrangements of the project. The roles, functions
and relationships of each level are articulated

Chapter9 summarizes the PBF cycle

Chapter 1Cexplains the PBF funds management at facilities level

12



2 PERFORMANMASED FINANCINBBF)AND THE LESOTH

HEALTH SYSTEM

2.1 RESULTS BASED FINANCRBG)PBF DEFINED

ResultsBased Financing (RB&an umbrella term that encompasses many different kinds of interventlmoth on
the supplyside (providers), and orthe demandside (patients or clients) The formal definition of RBF is that it
"covers cash or nomonetary transfers to a national or sutational government, manager, provider, payer or
consumer of health services after predefined results have tettained and verified. Payment is conditional on
measureable actions being take#."

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

1 Using rigorous verification to make health systems more efficient, and transpare

1 Addressing key bottlenecks in the system, such as prioritization and giving frontline health workers more
direct access to resources;

1 Fostering a cultural change that empowers frontline staff and makes them more autonomous and
accountable;

1 Addresses fiancial barriers by using vouchers or removing user fees to enable access to maternal and child
health services;

1 Improving health equity by reaching the most vulnerable through targeting

1 Enhancing the Health Management Information System (HMIS), becaesedre financial incentives for
timely and correct recording of services.

PBF is a supphbide RBFRapproachproviding incentives to providerenly (facilities or individuals) andot to
beneficiariess PBFis thus any program that rewards the delivefyone or more health outputs or outcomes, rather

than paying for inputs, through financial incentives, upon verification that the agoped resuls haveactually

been delivered. The organizatiovhichW 6 dz& FeSultsirdm3he provideris called the prchaser.

RBF andPBF 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 thaise 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.

! http:/iwww.rbfhealth.org

2Musgrove, P. (2010). Financial and Other Rewards for Good Performance or Results: A Guided Tour of Concepts
and Terms and 8hort Glossary. Washington DC.
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2.2 PBF ELEMENTS

Although PBFapproaches diffefrom one country to anotherthey tend to have certain elements in common
Specifically,hiey:

il
il
f

f
f
f

Linkhealth financing to health care outputs and their quality

Promotemanagerial autonomy and decision makinghts on resourceaitilizationfor service providers
Advocateseparation of functions, meaning thadeallylegally separate organizations are responsible for
regulating, purchasing and prewwnof services

Usebusiness plans and contracts to formalize the relationship between purchaser and provider
Allowindividual staff bonuses to increase motivation

Verifyoutputs of service providerbefore payment

In the PBF approachegulation, planning and quality assurance are provided byrdgeilator, who also defines
output, quality and equity targetsisingindicators. The regulator also establishes and oversees adherence to rules
and regulations. Ae purchaser sets targets amdiys results from health service providefithe providein 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 agopedh health targets or goals efficiently.

2.3 EVIDENCEHAT PBWORKS

A 2013 progress report for theealth Results Innovation Trust FuitRITlby the WB mentioned many results and
achievements of RBF/PBF progamstrengthening key health systems functionsval as improving quantity and
quality of services:

1

In Zimbabwe the RBF scheme promoted efficiency by shifting normal deliveries from hospitals to rural
Health Centrs (through decreasing the unit payment for hospitals and increasing the unit payment for
Health Centre¢;

In Zambia institutional deliveries increased much more in outgaged districts than in inpthiased
districts

Similarly in the Democratic Republic of Congo a study showed much higher coverage of family planning
methods supplied at faciliis receiving performanebased payments than in those receiving an equivalent
amount of inputbased money

In Burundi, where more of the PBF budget is allocated to remote and diff@uéiach areas, the variation

in quality scores decreased, meaning titla¢ 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 rategporting decreased substantially over time in

for example Cameroon.
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2.4 Lesotho Healtlistatus and Health System

2.4.1 Health Status

When the PBF project foLesothowas designed the country remaineoff track to meetthe Millennium
Development Goals. Although ti2909LesothoDemographic and Health SurvdypdSkey MNH indicators were
used at the time, the 201UDHS gives a more recent picturehgfalth statusBecauseluring all of 2014 the project
was only implemented in Quthing district, the 20I2HS figuresan be used as a baselifue the PBF projectFigure
1 presents key indicators relevant to the PBF project from the 2009 and D% studiesAll indicators show
considerable improvement over these five years

Tablel Key healthstatus indicators from LDHS 2009 and 2014

Indicator DHS 2009 DHS 2014

1

2

10

11

12

13

14

Total Fertility Rate

Unmet FP need among married women

Modern Contraceptive use among married women
FP demand satisfied with modern methods

Infant mortality (below 1 yeaf)000 live births
<5mortality (between 1 and 5 year4)000 live births
ANC by skilled provider at least once

Delivery in health facility

Delivery by skilled provider

Fully vaccinated children

Malnourished children <5 (weigtibr-age)

Women ever tested for HIV and received results
Men ever tested for HIV and received results

Maternal mortality/100.000 live births

15

3.3

23%

46%

65%

91

117

92%

59%

62%

62%

13%

66%

37%

1155

3.3

18%

60%

76%

59

85

95%

7%

78%

68%

10%

84%

63%
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At 23%Lesotho has very highHIV adult prevalence ratéLife expectancy at birth has declined from 60 years in
1992 to50 years in 2018WHO) AIDS being the most important cause of de&bcording to WHO data from May
2014 mortality due to HIV/AIDS a percentage of total mori@f is the highest in the worfdLesotho also has the
highest incidence of tuberculosis in the world and a 74% HIV/diBfection rate.

Lesotho continues to hava highlevel of inequality with30%of the population liuig below the national poverty

line®. Moreover, Lesotho is ranked 161 out of 1i8&he 2014UNDPHuman Development IndeXo improve these

indicators heGoLK | & A RSYUWINEBSRK®I f KX O2Yol i |1 L+ adonelRftheids{ I yR
key pillars of the2012/13 to 2016/1Mational Strategic Development Plan.

2.4.2 Health System

[ Sa2 ( K2crasysked Is Hoinikated by two main providers: teHand CHAL. THeealthcare system consists
of four tiers: @) tertiary andspecialized hospitalsb) district hospitals;d) filter clinics andHealth Centrs; and ¢l)
VillageHealth Workers (VHWS). There are 10 administrative districts in Lesotho. 2&1&f there were244 Health
Facilities across the country includigd hosptals (12 public, 8 CHAL and 1 private), 4 private primary hospitats
Health Centre$86 public, 73 CHAL, 4 LRCS and 52 priaateXFlter Ainics. Of the244 Health Facilities,101were
operated byMoH, 81 were operated by CHARY? were privately evned, and 4 were operated kihe LesothoRed
QossSociety (LRCSYhe biggest increase over the past five years occurred in the private sector.

The MoHhas embarked on a process of decentralizing health services to the Ministry of Local Government and
Chieftainship AffairsTheDistrict Health Management Tea(@HMT) is currently responsible for all health services
delivered in thedistrict at Primary Helth Care level When the decentralization is complete the DHMT will be
established as part of the District Courazid the District Health Manager (DHM) will be both the head of the DHMT
and the hospital The District Councils have the authority to proviky to day administration of the health care
workers and the DHMT has its own establishment list to ensureHieatth Centrsare fully staffed and rotation is
minimized. The MoH will remain the regulator and continue to carry the ultimate technicabmegplity for the
healthcare services.

2.4.3 Challenges

Thehealth systenis 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

SLesotho Global AIDS Response Country Progress Report, JanuaBe2@ehtber 2011, March 26, 20Mebsite
UNAIDS also showed 23.3% for 2014.

4 http:/fwww.worldlifeexpectancy.com
5 Lesotho Health Network PPP information on WB website, updated 19 Feb. 2016
5 Poverty and Equity database WB, 2015.
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inequities in service delivery and a difflt terrain, asnostparts of the country are hard to reatihese challenges
result in bw utilization of existinghealth services, alsodue to the poor (perceived and actual) quality of services.
Service quality is not only undermined by inadequatenumber of healthcare workers, but also bye lack of
equipment and a poor referral system betweetealth Centresind hospitalé The country has one of the worst
ratios of health workers to population in staharan Africaith just over one health profesional per 1,000 people.

On average, there are nine primary facilities and just one hospital per 100,000 people, with Quthikiglaind S Q a
Hoek districts having the lowest ratio of primary facilitiestie population.

5834LAGS GKS D2@SNYyYSyidQa STF2NIla G2 AYLNROS HatSaa (2
Centres and facilities affiliated with CHAL and LRCS in 2008, access to health services remains a serious challenge.
The healthcare deliveryhallenge in Lesotho is compounded by the fact that about 40 percent of the population

lives in remote rurabillagespften several hours walk through roughountainpaths to the nearest facilityfSeventy

three percent of women cited at least one problemdccessing health cgreespondentsmentionedunavailability

of drugs (599, treatment costs (339 transportation cost(32%) and long distance tthe facility (324 as problems

for accessing health services (2009 LDHS).

Against the backdrop of its health development goal, e has increased its allocations to the health sector from
US$148 million in fiscal year 2009/10 to US$187 in fiscal year 201A¥b3able expenditure data shows that
Lesotho spent an average 08%33.20 per capita over the period 2004/5 to 20097 he latest dat{WB database
2014)show that13.1% of total public expenditure was spent on health.

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

(¢p)
=

821 hy !'!'bL/9C FYR !'bCt! 3 awSRdOiGAZY 2F al dSNYylt FyR b

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 characteristie®BR approach arttie health
status and health system in mind, as well as thegong 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 pdicynulation/regulation,
service provision and purchasing.

= =4 =4 =4

PBF can address many of the above mentioned challenges by giving dtigaltti Centre and hospitals more
autonomy to decide on the use of resources regarding the health facility and by givimgfithencial incentives to
increase production and quality of priority services. But PBF will only wibr dfetails are well thought out and all
stakeholders are aware of their roles and responsibilitieghis section the following aspects of the RB6&ject as
implemented in Lesotho will be explained:

Objectives

Phases

Financing

Beneficiaries

Roles and responsibilities

aprwbdpRE

3.1 PROJECT OBJECTIVE

The overall project development objective is to improve the utilization and quality Mfternal and Newborn
Health (MNH) services in selected districts in Lesotho.

The PBF projechus directlysupports the National Strategic Developméhan (NSDP) 2012/13 to 2016/1vhich

FAYa G2Y GAYLINRB@S (GKS ljdzr t AGeé 2F KSI t {KTttheSpreddaBd Y I G SNy
ySé6 AyFSOGAz2ya 2F I Lz FyR !'L5{T IyRZ NBRdzOS a20Alf @dz y
GKS t.C YSOKIyAayY gAtt O2y(iNRO6dziS G2 G(KS I2@SNYyYSyidQa |

Further, the project is okely aligned with the second area of engagement of the World Bank Countsfafssi
Strategy (CAS) 20®14:Human Development and Serviogidery ThePBF projecis consistent with the priorities

and goals identifieith the CAS: to protect and betteserve 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;deugntralize 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 projectisimplemented in three phases.

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

2. During Phase Il (2016) the project will gradually sogléo 4 additional districtsafetengz a2 1 I £ SQa |
Mokhotlong and Thaba Tsek&

3. During Phase Il (2017/2018) the project Wwél fully implemented in 6 districts.

Before the official start of the project there was a preparatory phias@uthing Districtduring whichcapacity was
built, project was designed and a pp#lot was conducted.

Thisphased approach allosfor adjustments in design based on lessons learned during the pilot phase.
3.3 PROJECT FINANCING

The Project is jointly funded ke International Development Association (IDA)SE$12 million) and the Health
Results Innovation Trust Fund (HRITB$I4 milion). The Government counterpart contribution, as parallel
financing to the IDA and HRITF financind)$£$4 million. This is for the operating costs of the MoH PBF Unit in
years 1 and 2In years 3 and 4, the counterpart funding will cater for the @pieilg expenses of the PBF Unit and
contribute to the PBF incentives for Phase Il districts.

The preparatory phase and project implementation readiness activities were financed through an HRITF preparation
grantof US$400,00@nd a Project Preparation Advee (PPA) of US$635,048

3.4 PROJECT BENEFICIBRIE

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 reducingmaternal and newborn deaths in Lesotho given the high maternal mortality and HIV
prevalence.

Therefore, direct beneficiaries are women of childbearing age, newborns and children fidoyears of age, as
well asTuberculosis and HIV patienits the sixdistricts. The project will specifically target beneficiaries in htod
reach areas within the selectegix districts (through a remoteness bonus) and aitm improve utilization by the
poor.

Indirectly the whole population of the six districts will béihnédrom the project, estimated at,011,362n 2015.

0 There are 10 districts in Lesotho. Initially all districts except Masera toebe 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 perspectivgersonnel inhealth facilitieswill benefit from training in MNH care and from
having more conducive work environments due to changes made at the health facilitigstiisiincentive funds.
Moreover, they can eara 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 dividegieryer
worker in the health facility.

The PBF project is implemented in hospitals Biedlth Centreowned 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 thelheakttor could potentially benefit other sectoas well

3.5 ROLES ANRESPONSIBILITIES

There are many stakeholders in the PBF projébe extensive roles and responsibilities of each are explained in
Chapter0. 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 GivicalsSQuality
Assurance Unit and therifhary 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 Planing and Statistics Departme(tiPSD)The existing Sexual and Reproductive Health Technical Working
Group (SRHWG) acts as the Steering Committee ($8¢ MoH receives technical support frarPerformance
Purchasing Technical Assistafle@TAjirm (InternationalContract). All financial transactions (apart from the PPTA)

are done by the Project Accounting Unit (PAU).

At the district level, the DHMThe Lesotho Flying Doctor Services (LFB&pital(s) and their boards, as well as
Health Centre and the Health Centrecommittees 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 validat®ices by the providers, a District (PBF) Steering Committee has
been established (DSC).
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4 ELIGIBILITY CRITERMB PARTICIPATE INETABF PROJEC

1.1 CRITERIA FOR DISTRICTS TO PARTICIPATE IN PBF

It wasinitially mentioned that a district should meet a strict set of giefined 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 couldfulfill them. Rather, the PBF project is designed to help the distfidfiil these critefa in the
future and they have been included in the DHMT performance framework §skdelow. Insteaddistricts weae

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

performance on key MNH indicators. Tledowing fourdistricts had the lowest valuemdwere chosen to scale up
after the pilot in Quthing and Leribe

1. ThabaTsekaThis is the lowest performing distrion % of woman delivering in a health facility, those
assisted by a skilled provider and % of childrro got all basic vaccinations;

2. Mafeteng. This is the lowest performing district on ANC coverage @mé&bo of children bm 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 pider. It is also the digct with the longest distances between villages and
a health facility

4. a2l I £ S QFnis ik thedistrict with the second lowest % of woman preseririge health facility
for postatal checkup andthe second lowes®o of chiflren born with weight less than 2.5kg. Apart
from that it is the district with thethird lowest % of woman delivering in a health facility and % of
children who got all the basic vaccinations.

Additional criteria are:

il

DHMTsare expectedto sign a performance contract to be included in iBF projecand 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 REQUIREMERSTFORHEALTH CENTRES PARTICIPATE IN PBF

HealthCentrescan jointhe PBFprojectif they satisfy the following criteria:

|l

Key positions should be filled, with a minimun®2afualified staff one of which must have midwifery skills

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

The Health Gentre 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 cogductin
deliveries at theHealth Centre

TheHealth Centrés expectedo sign a performance contraanhd staff should be willing tsign a motivation
contract

The Health Centreshould takeadministrative provisions, necessary for the implementation of PBF, in
particularopena bank account anbe able to keemccounts;
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1 AHealth Centre Committee (HCC) should be in ptaaevivedand actively provide oversighCommittee
members should be Wing to be trained on PBF;

1 Community mapping has been conducted together with the mapping of health naeds

1 VHWSs committee should be in place. The VHWSs should be known to be active and all households in the
catchment areshould becovered by VHWSs

The facilities will be supported by the MoH/DHMTSs with technical assistance from the PPTAdeaeetthe 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 theBF contract of thélealth Centre TheBusinessPlan should contain concrete and
realistic stepsgroadmap tofulfill the minimal requirements) with the maximum tefine of 90 days from the start

of the PBF contradb meettheserequirements

1.3 REQUIREMHIS FORHOSPITALS TRARTICIPATE IN PBF

¢tKS 2yte ONARGSNA2Yy F2N) K2aLAGlIfta G2 LINIHGAOALIGS Ay GKS
are willing to sign a PBF contract. No other eligibility criteria apply to district/lazspitals;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 poirtefaith CentresEligibility for PBF

does not guarantee receipt of Piteentives In order to receive PBF paymeni®spitals have to perform with a

quality score above 50%
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5 PROJECINDICATORS

PerformanceBased Financing uses a mix of quantity and quality indicators to define the lgyeffofmance 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 tDElMTbut in general are more of the process indicator type.

1.4 THEMINIMUM PACKAGE OEAVITIEBORHEALTHCENTRES

The Minimum Package of Activities (MP#at is incentivized in the Lesoth®BFproject is carefully chosento
respond to health problems facing the Basotho population. Thesen serviceare also based oA5 years of
incremental experiencgained on purchasingervices through PBiR other countries These services have the
highest potential to contribute taneeting theobjectives of the health sectpin particularrelating to decreasing
maternal and infant mortalityEach service is defined as an indicator and carries a uniefgard.

The services in the MPAave been adjusted in early 2016, the most impai changes beingpaying for growth
monitoring has been replaced by paying for malnourished children detected and treated; two HIV treatment
indicatorshave beeradded;in some cases the definition of the indicator has chanddéskPBFncentivesper unt

havealso been adapted. This was necessary, because more indicators were added and also to adjust for the desired
level of performance. This means that trewvardfor badly performing indicators was raised in order to give staff a
higher incentive to inease the productivity for this indicator. Conversely, if productivity was very high, approaching
the estimated maximum, theewardwas reducedThe revised MPA now has the following indicators:

Number of new outpatient consultations for curative care

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

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

Number of women with newborns with a postnatal caresiti between 24 hours and 1 week of delivery
Number of patients referred who arrive at the District/local hospital

Number of new and follow up users of sherm modern contraceptive methods

Number of new and repeat users of loigrm modern contraceptivenethods

Number of children under 1 year fully immunized

© ©oNoGk~wDNPRE

el =
= O

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

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

. Number of childen born to HIVpositive women who receive the 18 months confirmatory HIV test
. Number of children (€14 years) with HIV infection initiated and currently on ART

o
A wDdN

Atable, whichshowsthe following criteriajndicators, their exact definitions, the souréesgistersfrom which trey
can be countedas well as the uniewardfor each indicatorcan be found in Annex 1.

The facility itself counts the number of eligible services each month, which is verified by thelHBTAportant to
note the difference between a PB&e, and a traditional fedor-service provider payment mechanism.
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In PBF systems it is assumed that the costspimviding the services are already met (human resources;
infrastructure equipment drugsand variousother recurrent expensesHowever, more often than not the budget
for the recurrent costs is not sufficient to cover all costs, let alone to invest in quality improvement.

Besidesthe salariesn the health sectoiare low, in particulartiose of support staff in the health facilitieghis
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 PBHeeis thus an additional payment, over and above the regular salaries and operational buidgegfore
in PBF we talk abodhcentiveQ

5.1 QUALITVMWSSESSMENDRHEALTH CENTRE

TheMoH s not interested in increasing the quantity of low quality services. iEhaty all PBF programs include a
quality component This first of all provides the authorities with the opportunity to regularly monitor quality of
services and secondlgffers the Health Centreghe opportunity to increase their PBiRcentives Part of he
incentivesshould be used to finance activities that will increase the qua@tyalityin Health Centress measured
quarterly using a qualitgssessmenthecklist and a client satisfaction survey.

The quality score is a composite score based on both the quarterly quality assessnteetDHMTand the client
satisfaction survey with a weight &0%of the score assigned to the quality assessment a6&oto the client
satisfaction survey. The highttte scoresa Health Centreeceiveghe higher the quality bonus.

5.1.1 QUALITYASSESSMENJHECKLISFORHEALTHCENTRES

The purpose of the quality checklist is to guide and ensure thatiedth Centrés delivering services according to
prevailing norms, staratds and protocols. The focus of these checklists is predominantly eoopditions for
quality services (staffing, availability of drugs, appropriateness of buildings and equipment, management,
collaboration with VHWSs, etc.). In addition, emphasis i€gdaon clinical processes (ergtional drug prescribing
patterns and adherence to defined treatment protocols).

Thequality assessment checklias designedor Health Centreds divided in three main areageneral services,
PrimaryHealth @re serviceand community services. Within those areas there are in tetatategories each with

a number ofindicators In total there arel04 indicators, for which a maximum of 271 points can be scdfadh
indicator has a maximum score between 1 and 6. In ainadl cases either the maximum score is given or a zero.
This is called thall-or-nothing principle. It motivates Health Centresto fulfill all criteria for each indicator,
contributing to better overall quality.
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Table2: Quality siammary <ore sheet forHealth Centres

No Service Max Points Score %
PART A GENERAL SERVICES 47
1 General Management 9 indicators 24
2 Environmental Healtlg 14 indicators 23
PART B PRIMARY CARE SERVICES 209
3 GeneralConsultationsg; 13 indicators 25
4 Child Survivat 16 indicators 42
5 Family Planning 7 indicators 17
6 Maternal Healthg 23 indicators 54
7 STI, HIV and 1@ indicators 28
8 Essential drugs Managemeqf indicators 20
9 Priority Drugsg 2 indicators 23
PART @ COMMUNITY SERVICES 15
10 Community based servicest indicators 15
Total 104 indicators 271

The full checklist can be found attached to this manuaRaeex 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 gper, qisang the

quality checklistBecause 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 additievotoriginalsand the whole checklisire completed

.. After the assessment the team of assessors discusses the findings with the HC staff and together they draw up
recommendations including those reigimg technical supervisiongt the end of the assessment the HEdharge

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 H@\ order forthe staffto see whichspecific indicators they should improve and use that
information in preparatiorfor the next business plan. The other original scored checklist is kept at the DMHT office.
The DHMT enters the data into the wehabledapplication.

This activity is includeith the performance assessment that is used to appraise DHMT perfornfjseec&ectiors.4
below). Failure by the DHMT to conduct this assessnweilitiead toa deduction in their performance paymefur
the quarter. This therefore encourages the DHMT to visit each facility during the quartarse the DHMT has not
been able to conduct the qualitgssessmentluring the quarter for a particulaHG the concernedHCwill be
awarded the same quality score fas the previous quarter. This is to ensutet the HCis not penalizedor DHMT
delay.
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5.1.2 CLIENT SATISFACTISWMRVE¥ORHEALTHCENTRES

The PPTA contractsd trainsa CommunityBased @ganiation (CBO) in the catchment area of e&tito conduct

a short satisfaction survey among clients. Questions relate to reception and waiting time, afrdfgs service
availability, payment and overall satisfactidévery quarter, the PPTA selects a rand@mple 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, datand typeof received service and name of HC. The €R®totrace each selectd

client and when foundadministers the questionnairay interviewing that patientFor clientsvho are available on

their phone the CBAnayadministerthe questionnairghrough the phoneAt least 10 clients have to be interviewed

each quarter. If al@ent cannot be traced, the CBO replaces him/her with one of the reserves. Completed
guestionnaires are submitted to the PPTA, vdieans anenters the data into the databasend is analysed to give

results Reports are shared with the DSTHMTand the BF Unit.

The maximunscore each client can give i8 points. The score counts for 20% towards the total quality score for
the HC TheHealth Centredient SatisfactionQurvey tool is attached to this manual Asnex 4

5.1.3 HOWQUANTITY ANUALITY ARRELATED

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 HOSPITAL

For hospitals quality is the only aspect of services that they can earn RBEntivesfor (and not for
productivity/quantity). Quality inhospitalsis measured quarterly using a quality assessment checklist and a client
satisfaction survey. Part of thecentivesshould be used to finance activities that will increase the quéitsther).
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 quarerlity assessment and the client satisfaction
survey with a weight d80%of the score assigned to the quality assessment20fdto the client satisfaction survey.
The higher the scores received by a hospital, the higher the quality bonus.

5.2.1 QUALITYASSESSMENTHECKLISTS FEIRSPITALS

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 Assurand®BRitUnit and CHAL, assted

by the PPTAThe assessments are coordindtey the PBF Unit with the support of tH&PTA and the schedule is
communicaed in advance to the hospitals

Thereare three major areas irthe quality checklist for hospitalgieneral hospital service®rimary Health @re
servicesaand SecondaryHealth @re servicesWithin those areas there are in tota8 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 are232 indicators, for which a maximum 6fL6 points can be scored.
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Each indicator has a maximum score between 1 and &lnhest all cases either the maximum score is given or a
zero. This is cat the allor-nothing principle. It motivates hospitals tllfill all criteria for each indicator,
contributing to better overall quality.

The dstrict/local hospital qulity assessmenthecklistis attached to this manuasAnnex 3

Table3: Quality summary score sheet for hospitals

Service Max points Score %
Part A- General Hospital Services 49
1 | General Management 19 indicators 35

2  General Hygiene & Medical Waste Dispas8lindicators 14

Part B- Primary Care Services 140
3  General consultatiolq 15 indicators 25
4 | Child survivat 16 indicators 44
5  Family Planning 7 indicators 21
6 < ANC and PNC7 indicators 22
7 | STI/HIVITR, 9 indicators 28

Part C- Secondary Care Services 327
8  Paediatric ward; 22 indicators 41
9 | Surgical/medical ward 23 indicators 46
10 In-patient gyn/obs ward; 22 indicators 42
11 Delivery roomg 17 indicators 36
12 Emergency services? indicators 14
13 | Blood transfusion and QJ11 indicators 21
14 Essential Medicine Managemeqt indicators 20
15 ' Priority Drugs and supplies2 indicators 53
16 Laboratoryc 11 indicators 15
17 Radiological Services4 indicators 14
18 Specialized servicesl5 indicators 25
Total232 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 assesment the team of assessors discusses the findings with the hospital management team and
together they draw up recommendationAt the end of the assessment tiiEHM or his/her substitute and the head

of the quality assessment team sign off on both copi@se 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 scateetklist is kepat the MoH/PBF Unit. The latenters the

data into the web application.

5.2.2 CLIENTATISFACTIORURVEY FOROSPITALS

The PPTA contracésd trainsa CommunityBased Organization (CBO) in edidtrictto conduct a short satisfaction
survey amon@PD and MCEHlients(not among admitted patientsQuestions relatéto reception and waiting time,
service and/odrugs availability, payment and overall satisfaction. Every quarter, BiédARselects a random sample
of 20 clients (and5 reserves) that have usdtie h2 & LJA sérvideduring the previous quarter and provides the
CBO with their names and contact details, datel typeof received servicelnly clients that live in the district are
sampled.The CBQries to traceeach selected client andvhen found,administers the questionnair¢hrough an
interview. For clientswho are available on theijphone the CBOmay administer the questionnair¢hrough the
phone At least ® clients have to be interviewed each quarter. If a client cannot be traced, the CBCeaepia/her
with one of the reserves. Completed questionnaires are submitted to the PPTAledrs enters the data into the
databaseand is analysed to give resullReports are shared with the DSTHMTand the PBF Unit.

The maximum score each cliergrcgive 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 thesurveyscorefor any quarterlypaymentthus 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 y&gw norms and guidelines can thus be incorporated as they
become available. Feedback from the end users can inform the design. Over time the clhutitlistwill be made
progressivelynore sophisticatedo motivate health staff to continue improvingétquality of the services. Adjusting
the tool can be done in various ways: by adjusting the points value of certain ibemsaking the criteria more
difficult to reach by deleting, adding or revisinopdicators by lifting the threshold bar before a glilg 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 DHMTholds a performance based contraethichcombines both quantity and quality indicators, whereby the

main emphasis will be on quality of supportive supervisibmealth care services in the district and for providing
essential support to the PBF proje@he LFDS has the same responsibilitthasOHMT and intervenes in hard to

reach Health Centres within selected districts. The LFDS consequently signs a performance contract for the same
purpose.The tablsbelowgivean overview ofhe performance indicators for the DHMiRd the LFDS he full fibles

with indicators, definitions, sources of verificatiand points areattached to this manual a&nnex & and 6b

The DHMBNd LFD®&ill not develop a (quarterly) business plan, but will use its current operational planning system
which will have an@ditional emphasis on the PBF project rehtesponsibilities that thewill have.

The Performance of the DHMiNd the LFDS amessessed quarterly by the MoH/ Directorate RiH§ing the DHMT
and LFD®erformance Framework

Table4: DHMTSummaryPerformancelndicators

Indicator Max.

Points

1 100% of HCshave received at least one comprehensive quality assessment applyini 45
appropriate checklist and protocol, and providing adequate feedback per quarter

2 DHMT prepares quarterly progress report on BB&ntity and quality indicators 20
3 At least one meeting at distrit headquarters wittHCstaff each quarter 25

4 At least one hour of experience sharing in the form of presentations, discussior 10
demonstrations on a specific topic of interest for tHealth Centrenurses, to be offered during
the quarterly district staff meetings

5 Monthly HC HMIS report ented in the HMIS database 25
6 Availability of a DHMT annual master plan with PBF activities clearly outlined 10
7 Minutes and an attendance listaavailable for each quarterly PBISC raeting 20
8 HCs have 80% of qualified staff as per mininmuiteria based on HC estbshmentlist 20

9 DHMT facilitates a onthly visit by the Medical Doctor to at least 80% of all facilities irdisteict 25

TOTAL score available and attributed after performance assessment 200

Table5: LFDSSummaryPerformancelndicators

Indicator Max.

Points
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100% ofHealth Centréhave received at least one comprehensive quality assessment apy
the appropriate checklist and protocol, and providing adequate feedback per quarter

LFDSrepares quarterly progress report on PBF quantity and quality indicators.

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

At least one hour of experience sharirig the form of presentations, discussions
demonstrations on a specific topic of interest for tHealth Centrenursesduring the quarterly
meeting

HC HMIS Monthly reports submitted to MOH

Availability of LFDS quarterly activity plan wRBF activities clearly outlined

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

LFDSacilitates a Monthly visit by the Medicalobtor to all LFDS supervised facilities in e
participating PBF Districts.

TOTAL score available and attributed after performance assessment

30

45

20

25

10

25

10

20

25

180



6 PBF CONTRACTS ANDSBNESS PLANS

In this chapter the Use€uide Manuaklarifies why PBHtilize contracts and business plans. Different types of
contracts are summarizelokelow.

6.1 CONTRACTS

A contract isa (legally binding) writtemgreement or understanding between two or more partiehereby one
party pays the other partjo perform services.

ThePBF project usedsvo different types of written agreements:

1.
2.

Performance contract
Motivation contract

76.1.1 WHYDO WE USEONTRACTIS! PBP

Written (rather than orallagreements are usedecause:

f
1
f
f

Theyclarify expectationsand responsibilities of the contractual parties
Theyenhance accountability of all parties

Theyenhance transparency for all stakeholders, not only parties to the contract
Theydescribe how disputes will be solved, should they occur

PBF contractsontain the following information:

1

=A =4 =4 4 -4 4 -4 -4 -4 -4

Names of parties and their (legal) representativefor( example:providers of services such as health
facility/DHMTon the one hand anthe MoHas the purchaser of services on the other hand)

Period of thecontract

Objective ofthe contract(brief explanation of PBF

Specific role of the agency with whom thentractis made

Mention of services or activities eligible for payments

Payment scheduledward-for-services) and calculations

What payments can be used for (staff borausl 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 tim&hrification and timely payment, feedback etc.)
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6.1.2 PERFORMANGEONTRACTS
The PBF project in Lesotho uses the folloviagormance contracts

1 Performance contracts foHealth Health Centresare signed annually between tH2SQChairpersor(the
purchaser) on the one hand and the nursecharge of theHealth Centreand the HCC Chairperson together
(the provider) on the other hand. TH8HMunder the auspices of the DSC is responsible for its monitoring
whilst at theHCthe nurse in charge is supported by the HCErtsure its implementation. The full contract
is attached to this manual asnnex 7

The HC nurse irharge and the chairperson of thdCCare cdsignatories to the contract with the
purchaser. Thghave thefollowing specific roles in overall contract management for i@

A Thoroughly be acquainted with the contents of the contract;

A Ensure strict compliance with the contractual terms and conditions;

A Ensure that health facility staff atdCQnembers are fullyjaware of the contractual implications
and opportunities; and

A Represent theHCin key PBF interactions (including settlement of disputes) with the DHMT, PPTA
(verifiers), DSC and others.

1 Performance contracts for district/local hospitalare signedbetween the MoHDirector Clinical Services
(the purchaserpn the one handand (in the case of CHAL) the Chairperson of the hospital board or (in the
case of public hospitals) theHM (the provider)on the other hand The purchaser is responsible for its
monitoring through the support of the PBF Unit and PPT#efull contract is attached to this manual as
Annex 8

1 Performance contracts for DHMBd LFD&resignedannuallybetween theMoH-Director Primary Health
Care(the purchaserpn the one hanaéndthe DHMor in the case of LFDS, the Did®the other handThe
purchaselisresponsible for its monitoring through the supporttbe PBF Unit anBPTA.

The District Steering Committee will support the DHMTSs to ensure implementati@nfullperformance
contracts for DHMTs and LFDS attached to this manual as Ann8a and 9b

1 Performance contracts for CB@se signed between the PPTi#he purchaserpn the one hand and the
CBO Chairpersdthe provider)on the other hand. The full contractastachedasAnnex 10

The performance contractdearly put the responsibility for implementing tiBasinesan on the service providers
(HCsand hospitals), which enhances their autongmhile the contracts with the DHMTand LFDS8learly put the
responsibility for quality assessmigisupervision, data entry et@.he contract with the CBQmut the responsibility
for implementation of the client tracing and satisfaction surveys on the CBIDgerformance contracts also clearly
put the responsibity for verification and regular and timely payment on the purchaser and the p@FRrFAand
MoH).
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6.1.3 MOTIVATIONCONTRACTS

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 perforapregsalforms. These bonuses
will be part of PBRncentivesgenerated throughan institutional/collective effort of theprovider. Motivation
Gontractsaim to formalize thébonusarrangement the appraisal and payment

ThePBF project in Lesotho uses the followingtivation contracts

1 Motivation contract with HCstaff is signed betweerthe in-charge andthe HCGon the one handand
individual staff membersn the other hand The fullcontractis attached to this manual annex11.

1 Motivation contractwith hospital staffis signed between theélead of Department/Unibn the one hand
and individual staff memberthat work mostly in that department/unibn the other hand including all
support staffsuchas admirstration staff cleaners, guardstc. The Heads themselves sign a motivation
contract with the DHM and the DHM signs a motivation contract with the Matiinical ServiceFhe
full contractis attached to this manual ésnnex 12

1 Motivation contract with DHMT and LFDStaff. The motivation contract with DHMT stafis signed
betweenthe DHM on theonehand andDHMT staff on thether hand. The DHM will sign hiais motivation
contract with theDiredor Clinical ServiceFhe fullcontractis attached to this manual as Anne3alThe
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 amenewable each yearCopies of the contrast together with other PBF
support documents and templates should be filed and safely stored ioffice or location that allows saoth
retrieval and referencingSpecific filing and storage modalities shall be clarified by the PBF Unit

6.2 THE HEALTH FACILBIOSINESS PLAN

The health facility business plan is the cptanningtool for performance improvements HCs and hospitalgach

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 také stotheir financial situation, plan
strategies andactivitiesto improve performance on the chosen indicatpeest them and ensure they fit within the
budget.It is demotivating to not be able to achieve your targets, so facilities should not plan herean be done

in three months. On the other hand if a facility does too little, they will miss out on potentidhB&Hkives Facilities

can also decide to save part of their income for bigger investments, meaning that they do not have to spend all the
PBF revenues each quart@rhe 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 develfsacbusiness plan and
DHMTé4LFDSare trained on how to assess it.

Failure to develop a business plan may result in the termination of the PBF contract or in fcsaicali for a
contract renewal.
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6.2.1 REQUIREMENTEORTHEBUSINES®ELAN

A business plan is mandatory for each HC or hospital included in the PBF project andfdfibutie following
requirements:

1 It mustbe prepared quarterly

1 It must be prepared with keystakeholders, 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

1 It must be completed one week before the endeafch quarter for the next quarter.

1 It mustbe in line with the district annual health operational plan and individdelth Centreoperational
plan

91 All sections of the plamustbe completed

f .dzaAySaa LXlya 27F |/ & Ydz (athasilityakdeyusréed iy the Ghiirpersbry m OK | N.
of the HCC.

1 Business plans of hospitals must be signed byDh#/of the hospital and countersigned by the hospital
(governing) board.

6.2.2 APPROVAL OF THE BNIS$S PLAN

HCssendthe business plato the DHMTor LD Sfor approva) the deadline for which is one week before the start

of the quarter the plan is made folhe DHM/LFDSills out the last page of the business plan and sends it back to
the HCwithin one week (that means before the start of the quarter). If the DIHWDSdoes 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 DHMar to the LFDS for the health centres under LFDS supervision

Hospitals send the business plan to the MoHébior Clinical Services for approval, the deadline for which is one
week before the start of the quarter the plan is made for. MDBltector Clinical Servis 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 recomomenigat
improvement. In that case the facility adapts the plan and resubmits it to the Mogt{iir Clinical Services.

If the DHMT or MoH/Deéctor Clinical Services remains silent beyond the 1 week period, the business plan will be
deemed to be approved.

6.2.3 IMPLEMENTATION (GBUSINESPELAN

Oncethe business plan has beapproved, health facilities shouichmediatelystart implementation.This means

that, while the facility continuegoutine activities such as patient consultations, health promotion, outreach yisits
supervision of VHWSs 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 faciliie$mplementation of business plans.

Health facilities are recommended and expected to review progress of implementation of business plans and to
discuss and agrethe way forward at their regular (weekly/monthly) staff meetings.
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7 VERIFICATIOANDVALIDATON

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

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 thatistfunctional and/orof agreed quality. In the case of PBFLesothothe
purchaser is not the recipi¢mf the service (that is the client or patient) and it is thus impossible for the purchaser

to actually know thathe servicehas been providedlet alone that ithas beenprovidedpropetdy. The purchaser
therefor hires an independent agent theckverify in the field that services have beeleliveredas claimedy the
provider, before paying the incentive¥erification is a critical process in the PBF system as it confirms that the
reported performance on PBF indicators is true and accuratalso helps to assess whether performance is
improving over timeThis verification is done by the PPTA, contracted by the MoH.

There are two types of verification:

1 Checking that the number of services provided as claimed bi@oe DHMT can be ver#d in the registers
or other documentation This verification takes place in the health facility.

1 Checking with the beneficiaries (clients/patients) that they have actually received the sesldoraed by
the HC This verification takes place by phonethe village where the client lives and is called counter
verification.

77.1.1 VERIFICATION @ATAPROVIDED BMEALTH CENTRES

At the beginningof each month the staff of each HC reports on the number of PBF incentivized selwitesthe
previous month using a form called Provisional Monthly Invoidavo originals should be filled outhis 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 servidéehe HC staff counts all services provided from the relevant
registers, but theyshould only count those services that are eligible for PBF payment, meaning that they fulfill the
criteria mentioned in the definitions on thdocument called MPA Indicators fétealth CentrefAnnex 1). For
example: if a woman attends ANC for the fiisté and she comes during the1@eek of pregnancy (counted from

the first day of the last menstrual period) the service is eligible for PBF payment, but if she comes durirt§y the 13
week, this ANC visit is npurchasedoy the PBF project and should thast be counted.The Provisional Monthly
Invoice is attached as Annésg.

Later that samamonth the quantities reportedover the previous monttare systematically verified by the PPTA
verification officers who will visit all HCS heymimic the countingoy the HC itself and count all eligible services
using the relevat registers. Theenter their counts on the provisional invoicA. special procedure pertains to
indicator 6:Number of patients referred who arrive at the District/local hospitdde HCill 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 servim®vider.For this indicator the HC must use the referral form, which is attdche

to this manual as Annex 17.
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ThePPTAwill contact the HC to agree on a date for the montiyification missionThis can be any working day of
the month following the reported month, starting with day #he Chairperson or, in his/her absence, another
representative of the HCC should be present during the verification AIBHC staff should fullpooperate withthe
PPTA teanduring a verificatiorvisit. This includes:

1 Meetwith the PPTA Dataaifiersto confirm purpose and age details of the visit

1 Present completed PBF ProvisibiMonthly Invoice to theverifiersand accommodatéhem with a space
for doing document reviewvork.

1 Make all necessamggisters)edgers and forms available to tierifiers, as needed and requested b PA
The HC should thus take care that these registers or ledgers have not been taken out of the HC for outreach
activities on the dayhe PPTAata \érifiers visit the HC

1 Ensure thaHCstaff responsible for compiling reps can be interviewed bthe PTTAverifiersand work
with them as necessary

1 Cooperate withthe verification team as necessary untiletivork is fully complete.

1 Attend feedback/debriefingby the verification team on results of verification and correspondi
reconciliation of PBFcentives

1 AskPPTA Data Verifierguestions about PBF indicators and data sources, if any

1 Sign the PBF provisional monthly invoice as required

1 Depending on verification resultaork togetherto 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 discrepafeiesny quantity indicatoare more than 5%efther 5%

more or 5% less than reportett)is will have consequences for ABEentives 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 Ri8EnNtivesthan the HC would be entitled to,
sanctions apply. Theseeaelaborated in the contracgftachedto this manualbsAnnex 7)

Two original copies of the invoice are completely filled out and signed by the HCC representativehfgeaand
the head of the verification team. Ormopy of the invoicestays at theHCfor their records. Theother copy is
sent'taken to the PBF Birict Steering Committee (DS&)d following validation, to the PBF Unit for payment.

After a HC has been included in the PBF project for one yederstand the business plan well and hdew higher
than-5% discrepancies between their own counts of services and the verified counts, verification can be conducted
once per quarteon the recommendation of the PPTA

7.1.2 COUNTERERIFICATION QFATAPROVIDED BY THHEALTH CENTRES

The PPTRata \érifiers use the same registers to count the number of services as the HC staBosesically 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 falgifegisters by including patients who did not visit the HC (eitherarastent 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 entegeda TB case (eligible). They could do this to increase the PBF rewards
(although na in an honest way). The verifiers cannot establish this kind of fraud.
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In order to control for this kind of intentional errors in the dathet PPTA contrastlocal commurty-based
organizationgCBOJjo contactclientswho visited the HC in the previous quarterdetermine whether theyactually

exist andwhether theyindeedreceived the services that have been paiddarthat specific dateEach quarterthe
PPTA makes mndom selection ofl0 clients per HCand 25 reservesfrom the (PBFYegistersand provides the
names and contact details to the CB® principle clients who received any of the 14 services incentivized by the
PBF project can be included. The CBO tdégace these clientsconfirm their existencand administers th€lient
Trachg and Satisfaction Surveyestionnaire

For efficiency reasons clients will be interviewed through their cell phones, where padsithlis is nopossible the
CBO will it the client at home. The questionnaireaigachedto this manuaks Annex 4.

In case of any irregularities discovered in the course of cowgdfication (including, but not limited to, inaccurate
NBLIZ2NIGAY3 YR a3IK2alé¢ hedwiihkhd PRITA éndl theaDSC wilt sta€ an linyeatigatian.2 3 S G

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 franicipating in the PBF project.

The CBO reports back to the PPTA, handing over the questionnaires and a writter{feepoinich a standard format
may be designed by the PPTAhesatisfaction scoreare entered into the database by the PPTA.

While talking to the client the CB@Iso assesses thgatisfactionof clientswith the servies (client satisfaction
survey), aslescribed above in sectidh1.2

7.2 HOSPITAL AND DHMVOICES

Hospitals are only paid by the PBF project for quality indicators, which are externally assessed and scored quarterly
(without selfassessment). As this assessmisrdlready independent, there is no need for verification. However, the
hospitals do have to prepare an invoice, based on their quality scorefofinat for this invoice is attached to this
manual as Annex 18.

Likewise the performance framework of the BIF 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 WEBENABLE APLICATION

To support implemetation of PBF, an online PBF database has been develdpedPBF 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:

 ThelLJdzo f A O -2yNR éa FLNRNAL
f Thel RYAYAAUNI-S¥RY BINNIO®I Of
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http://lesotho.openrbf.org/

The public part is open access to all and does not require any registration or login in. The objective of teisdront
database is to increase transparency and accountability of the PBF implementation in Lesotho and to serve purposes
of communication andlissemination of latest news, success stories and important data for public awareness and
dzaS&ad ¢KS FRYAYAAGNI GA2Y LI NI 2N aol O] SyRé RIGFolFaS

As any online system, the web application is vulnerable. In ordgsréwent 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 izagam that s/he worksdr. Users

receive access to the database depending on level of authorizationféeility staff, DHMTyerifiers, 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 cafabilitiiorization
protocol has beemprepared for thisA User Manual for the PBF Web Database Application is available online for all
authorized implementers dtttp://lesotho.openrbf.org/

7.4 VALIDATION BY THECDS

As soon as aliCinvoices have been verifiemhd quality assessments have been conducted the Pgdh&olidates
the invoices for thewhole district. A meeting othe DSUs plannedto validate the invoicesthe quality checklists
and the consolidated invoicd his process includes the following steps:

1. Recalculating the percentage difference between the original cafrthe MPA indicatorby the HCand
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 amoiet paid is correct (should

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

Recalculate the sum of the amounts to be paid for all indicators together

Recalculate the sum of the scores for the quality indicators for each category/sectioneofjuhlity

checkliss (from the original hard copie$dr each HC and the hospital(s)

Recalculate the sum of the scores for all categories/sections together

Recalculate the quality score (score divided by maximum score times 100)

Correct any numbers aseeded, and initial the changes the original copies

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

Sign the original invoisand quality checklistwith name and date and signature

10. Check that the entries on the corli&tated invoice (out of the database) are the same as on the hard copies
and change as needdxbth on the hard copy and in the database/webabledapplication

11. Checkhat formulas used in the databasae correct

12. DSC Chair or alternate Chair signs thesctidated and validated invoider the whole district

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

14. DSChrough the DHMTinforms HCs of any changes in their approved invaacel (shares &opy ofthe
consolidatedand validated invoicgvith them).

W
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8 PAYMENT OF PBRCENTIVES

8.1 HEALTH CENTRES

The calculation of PBF payments F€ds based on a formula with three elements:

() Quantityof services provided,;
(i) Qualityof services provided;
(iii) Relativeremoteness of the HC.

The three elements are defined as follows:

8.1.1 Payment to HC#or Quantity of ServicesDelivered

Annex1 presents the Minimum Package of Activities (MPA), that is, the services to be incentivizedH&ll¢vel

together with relative weights and unjiricesP C2 NJ S+ OK & S NI A Ofeaning tSatadviighynds & & R
been determined based on relative priority given to that particular service and the estimated relative effort required

to produce one mae unit ofthe service. Subsequently the weight is translated into a ptleejncentive per unit of
serviceexpressed iMaluti.

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

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

+ 5% between the quantitgs countedd @ G KS 1/ YR (KS @OSNAFTASR ydzyoSNE KA
that particular month, meaninghere will be no PBiRcentivesto that HC for that indicator.

8.1.2 Payment to HCs for quality of services delivered

A qualityassessmenbonus, which is an additional payment on top of the quantity incentive payment, is based on
the quality score obtained by health facilityon the quality assessment chédick. 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 qualigssessmenscore is below 50% no quali@gsessmenibonus is paid.

The quality bonus of a HC is linked to the quantity of services they have proditeeduality assessment bonus
counts for80%towards the total quality bonusThe table below presentsow the quality assessment bonus relates
to the quality score on the checklisthe percentage qualigssessmenbonus is thus a percentage of the amount
earned for quantity, which comes on top of the quangityount
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Table6: Qualityassessmenbonus alculation for HCs

<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 CLIENTSATISFACTIORCORE

The other 20% of the quality bonus is earned through the score on the eligisfaction survey. This part is also
linked to the quantity of services producelut not to the quality assessmebly the DHMTand LFDSThetable

below shows how the client satisfaction score is related to the clsatisfactionbonus The percentagelient
satisfaction bonus is thus a percentage of the amount earned for quantity, which comes on top of the quantity
amount.

Table7: client satisfaction bonus calculation for HCs

Client Satisfaction &re Client SatisfactiorBonus (%)

<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 REMOTENES®ONUS

HCs located in remote areas face inequities, such as difficultiesetain their staff, higher transport and
communication cost and limited access to other sen/itd® overcome the aforementioned inequities and to make
it more attractive for health personnel to work in remote areas, ecathed remoteness bonus is provided which is
proportionate to the relative isolation of thelC

The relative isolation is assessannually 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 boad®6 or 20% respectively over the quantity produyced
but not over the quality

Table 8oprovides the overview of the remoteness bonus.

Table8: Remoteness categories

1. HCsin urban areas No bonus

2. HCs located outside urbareas with access to public transport and networ 10%

3. HCs located in remote areas with infrequent public transport and unrelii 20%
network

8.1.5 PAYMENTFORMULA FORIEALTH CENTRES
The formula to be used for calculation of the total RBfentivesfor the HC for any quarter is as follows:

P =& + (AQx@Bx0.8) + (AQx®R0.2) + (AQxR)

A P =Payment

A AQ = Amount for Quantity

A QAB= Quality AssessmeBonus%
A CSE- Client SatisfactioBonus(%o)
A R =Remoteness Score (%)

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

The followingexamplesllustrate how the formula works:
Example 1:
1 The assessment of MPAindicators of a H@esulted inan incentivefor quantity services of 5,000SL
1 The qualityof care has been assessed a#8%hich corresponds to a qualiégsessmenibonus 0f45%
(as per Tabl&)
1 The client satisfaction scoig65%which corresponds to client satisfaction bonus2i®s(as per table
6)
1 The HQalls in remoteness catego&which acorresponding remoteness bonus of 10% (as per Table
7)

The PE incentive calculation for this scenario is as follows:
P =5,000+ (5,0000.450.8) + (5,0000.20*0.2) + (5,0008.1) = 5,000 + 1,800200 + 500 = 7,80LSL

Example 2:
Suppose the same Hfasa 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¢4he client satisfaction score and the remoteness bonus are
the same, tis incentivewill equal to 5,000+ 200+ 500 =5,700 LSL.

Example 3:
Suppose another HC is entitled to LSL 3,000 for quantity of sekwitehas a quality of care score of b

(correponding to a quality bonus of 36) a client satisfaction score of 758tbonusof 309 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 + 72080+ 600=4,500 LSL.

8.2 HOSPITALS

Hospital PBinhcentivesare rewarded for quality onlyHospitals cannot receiva remoteness bonusthe basis for
calculation is a cap maximum amount; of 20% of total salary costs of the hospipalr year The total salary costs
are based on the number and grade of all staff members that have had an individual performance appthisal
beginning of the contract. The cap is adjusted once a,\y@fore the contract is renewe®ecause PBF payments
are quarterly, each quarter the cap is 1Y4f the annual amountAs with HCs both the score on the quality
assessment and the scora the client satisfaction survey contribute to the quality payment, respectively for 80%
and 20%The scoren the quality assessment checklist is translated in a percentage for theygoafius according

to the table 9

Table9: Quality AssessmenBonus calculation foHospitals

<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 assesdroras is paidAt any other quality score, the
incentiveamount is 80% of thgquarterly cap times the corresponding quality assessmamtiuspercentage

78.2.1 CLIENTSATISFACTIORCORE

The other 20% of théospitalincentiveamountis earned through the score on the client satisfaction suride
table below shows how the client satisfaction score is related to the client satisfaction bonus. The amount earned is
thus 20% of thejuarterlycap times the client satisfaction bonus percentage.

Table6: client satisfaction bonus calculation fordspitals

<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%
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90%- 94.9% 95%

95%- 100% 100%

8.2.2 FORMULA FOROSPITAPAYMENT

The formula to be used for calculation of the total RBfentivefor the hospital for any quarter is as follows:
P = Quarterly cap*QAB%*0.8) +(quarterly cap*C8%*0.2)

Where

P = Payment

QuarterlyCap =0.25*20%= 5%of salary costs of hospital
QAB% = QualitpssessmenBonus percentage

C8% = Client Satisfactidonus percentage

To To To I

8.2.3 EXAMPLE FOROSPITALS

The followingexampleillustrates how the formula works:
1 Assume thathe payment cap for a hospital is 2,000,000 a year, thus 500,000 per quarter
1 The quality of cee is assessed at ¥4 which corresponds to a qualigssessmenbonus of72.5% (as
per Tabler)
1 The client satisfaction score is 65&6rresponding to a client satisfaction bonus of 65%
The PBF incentive calculation for this scenario is as follows:
P =(500,0000.725*0.8) + 500,000%0.65*0.2) =290,000 465,000= 355,000_SL.

8.3 DHMTSAND LFDS

The maximum amount of money the DHMdiAd LFDS can earn as PBF incentive®@ T.SL per facility per quarter.
The actual amount depends on the score on the DHNA LFD$erformance framework

8.3.1 FORMULA FOR DHMTS
The formula to be used for calculation of the total RBfentivefor the DHMTfor any quarter is as follows:
P = nHC*5,000%% LSL

where

1 P =payment

1 nHC = number of HCs in the district
1 x = performance score
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8.3.2 EXAMPLE FOR DHMTS
1 Assume a distridtas 15 HCs
1 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 PAYMENPROCESSING

After receiving the signed consolidated invacieom the DSCihe PBF Unitand PPTA review the invoices and
prepare and submit payment orders. The payment ordersaatborizedby the Director HPSPBf the MoHor by the
Director of the PBF Unit

Within two weeks afteihaving been signed ofhe Project Accounting Unit (PAU) in the Mpkbcesgs payment.
Theamountsdue are paid intothe bank accounts of thelCC¥, hospitals, DHMTsand LFDS

Each recipient receives an official notice of transfer of payment, including datansfer and amount bfunds, so
that they can compare the amount actually receivetb their bank accountto their validated invoice.

8.5 USE OF PBNCENTIVES

A PBF principle is that PBIEentivesshould be monetaryewards. This feature is based on the conviction that the
bey STAOAINE gAff dzaS GKS LI &YSyda Fa I indestiGshdtherSby i NS LINE y
will contribute to realizing the aims of the PBF project.

One of the key features/principles of PBF projects is that the recipiePBBihcentiveshas autonomy on the use of
thesepayments The PBprojectin Lesotho offesautonomy in use opaymentstoo, but not unrestrictedly. It is felt
essential to offer guidance to contracted parties on the use of theift&htives

It is essentialo safeguard the realization of theras and to avoid negative (sideffects, such afor exampleshort-
term gain ovetlongterm win ordecisions that may have an adverse impact on publatheor staff collaboration

The quarterly business plan shoutlude what the HOr hospitalis planning to do with the PBrcentives TheHC
business plan has to be approved by the DHMd the hospital business plan by the MoH/Dir. Clinical Servites
PBFncentivesearned in a particular quarter by any W€ hospitalwill be divided between two main purposes,
which are:

a. Improvement of service deliveryor which aminimum of 50%of total incentivesshouldbe used.
b. Motivation bonusedor HC or hospitastaff, for which anaximum of 5®@6of total incentivescanbe used.

2Because it is not feasible for HCs to open their own bank acadyresent, the HCC opens a bank account on
behalf of the HC.
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DHMTand LFD®&BHncentivesmay be used for two purposes:

1 Improvement offunctioning, for which they should usenginimum of 60%of total PBRncentives
1 Motivation bonuses fostaff, for which they can useraaximum of 40%of total PBRncentives

It is up to the DHMand LFD#ternallyto decide on the use of thmcentivesreceived, within the limits set above.
Provision and improvement of services should, however, always be of paranmopoittance.

8.5.1 IMPROVEMENT O$ERVICBELIVERY

Thi refers to (rejinvestments in improvement of quality of care, accessibiitycare and improvement of staff
welfare. For example, this paof the moneycould be used for improvement in infrastructure, staff accommodation,
medical and normedicalequipment, social marketing, items for service delivigmugs and suppliestontributions
towards transport costs for referrals, engaging additional staff on a contract basis, etc.

As VHWSs are not included in the PBF project at present, thar H@spital can also decide to use part of this money
to support the work of VHWdHow 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 theegtion on business plans (Chap&PR abové the HCor hospitalcan also decide to save some
money for bigger investments in the future.

Lastlythe HC can decide to spend part of their motivation bonus for HC improvermry 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 lesban 50% on HC improvement.

8.5.2 INDIVIDUAIPERFORMANCBONUS

PBF requires a collective performance of a group of iddals (staff of HC, hospitdbHMTor LFDBwho jointly
implement the services that generate the PBE&entives

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 (performanceponuses.

Staff who want to be entitled to a motivation bonus have to sign-®©d0f £t SR aY2iA B GA2y O2y i NI O
chapter6.1.3 aboveln Lesotho quite a number of volunteers work in HCs and hospitals. As they form part of the
teamthey contribute to theoverall functioning and qualityn the case of volunteers, thia-chargein consultation

with the HCGwill decideon how toincentivize case by casgither through motivation contracts in the same way as

staff or by oneoff payment using improvement of service delivery funds when deedesirable The method for

allocation of motivation bonuses to individuals is guided by al,tevhich links the bonus to the individual
performance, which is assessed quarterly using the staff appraisal tool.

For every staff member who signed a motivation contihet amount ofindividualbonusis determinedusing the
followingtwo tools:

1 Anindvidual quarterly performanceappraisal
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1 ABonus Calculatiofiool to alloca¢ available financial resources

8.5.2.1 PERFORMAN@PPRAISAL

The individual performance appraisal is an evaluation of how every member of staff has performed over the previous
guarter. Itcontains items on four topics:

Professional Awareness

Team spirit

Technical Competency and flexibility during work
Willingness and aptitude for personal development.

powbdpR

Staff members that do not work fulime have their score adjusted proportionally. BExale: A midwife, who works

3 days a week, will be appraised normally, as if 3 days a weektigtillbut at the end her/his score will be adjusted
to 60% (3/5) of the score s/he received. This is indicated on the appraisalAovolunteer that works art-time in

a certain unitand has a motivation contraatill be appraised normally, as if s/he is working-fiie, but the
appraisal score will be dividgatoportionally, for example the score of a volunteer that works 1 day per week, will
be divided bys.

No bonus is paid for time on leave or sarkotherwise not present (including compassionate lea@ff 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 & adjusted proportionally as above.

Ina HGll staff members, including the-tharge, are appraised collegially during a quarterly staff appraisal meeting
in the presence of th€hairperson oanother representative of the HCC.

In a hospitallhe apprasalisdone 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 togethewith
doctors or nurses, say in the OPD or inpleeliatricward, but they are accountable to the administrator. The cleaner
is thusappraised by the head of the OPDpmdiatricward. The idea is that all those working together in a specific
part/area of he hospital should as a team try to improve their performance. The head of ésapipraised bythe
DHM who shall consult the team s/he is heading. ThéMVDalso appraise the MDs and theDHM him/herselfis
appraised by the MoH/Dir. Clinical Services

Staff that works in more than ongepartment/unit is appraised in thedepartment/unit where they work most of

the time, butdo not have their score adjusted to the percentage they work in that unit. The person appraising this
kind of staff is expected tchare the appraisal with/consult the head of the other unit where this staéimberis
workingand take into account their opinion in scoring the different items on the appraisal. form

Thereis a deadline for appraisals. All staff and volunteers have taferaised for their performance in a given
guarter within 1 month after that quartelThose who have to appraise, bidd not hand in the appraisals for all staff
working for them, receive a deduction of 10% for each missing appraisal on their own appraisa for that
quarter. If the head of unit him/herself is not present, the deputy or his/her replacement is charged with the
appraisalsin a hospital e can enlist the help of theluman Resourcegepartment or theDHM
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The performance appraisal toflr HCs is attachetb this manuaksAnnex 19
The performance appraisal tool for hospitals is attactethis manuakhs Annex0.
The performance appraisal tool for DHMAd LFDStaffis attached to this manual as Annek 2

8.5.2.2 BONUSCALCULATIOMOOL

Ina HC all appraisals are kept by thechrarge. In a hospital all individual appraisals are handed over to the Human
Resources department, before the deadlifrer he DHMThe DHM/PHNeeps the appraisals while the DMO keeps
the appraisal for LFDS.

They then usethe bonus calculation tool to divide the available bonus money for that quarter over all staff that has
been appraisedon the basis of theipositions and theimdividualappraisalcore The salary gradis not taken into
accounts. The bonus callation tool includes the list of attributed points per key positions in the DHs, DHMTs and
HCs.

An example of the bonusalculation tool is attached to this manual Aanex 2. It is the same for HChpspitals

and DHMTsyith the only difference that the hospital tool is much longer, because of the large number ofGaff.
purposethe examplein the Annexhas been filled, so that it is clear how it should be filled. The original tool is
available in MS Excel, in whichetifiormulas have already been entered in order to minimize calculation errors.
However, as most HCs do not avail of computers, theharges will have to do the calculations by hand. They can
request supporfrom the DHMT for this.

The individual bonuamount 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 ANMIXCOUNTABILITY

After the appraisals have been done the results will be discussed in the team/departmeniiirétnployees and
volunteers have the right to be shown the calculation sheet.

In case of consensus,

A Apayment sheet will be filled out for each employeelunteerwith the name of the employee, the position
held, the quarter to which the allowance applies, the actual allowance allocated

A The incharge and the employéeolunteer will both sign the payment sheet and the money willgsgd to
the employee/volunteer in cash or through bank transfer within two weeks after the
HQhospital/DHMTLFDShas received its performangeyment

A In case of cash payment the employeaunteer will sign also for receipt of the money

B 1n Lesotho the highest paid $fan a hospital earns around 14 times more ththe lowest paid workerincluding

salary scale in the bonus tool would mean that the contribution to the bariegtual 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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A Incase of a bank transfer a bank statementonsidered proof of payment

In case no consensus is reached the matter will be forwarded to thepehaonof the HCC/Hospital (governing)
Board/District Council for settlemenif. also aftertheir involvement no consensus is reached the matter will be left
to the PBADSQAo decide.

9 INSTITUTIONAARRANGEMENTS

This sectin describes institutional and implementation arrangements fioe Lesotho PBF projecutlining roles
and responsibilities;eporting structuresmanagement and implementation arrangemeritse actorsthat influence
the way the project operate the rules, regulations, policies and procedsire

9.1 NATIONAL LEVEL

19.1.1 Ministry of Health (MoH)

At the National level, théVloH is the main implementing agency as the Regulator, Fhibltler and Purchaseof
hospital services and services by the DHMHA@wvever, thi?BF institutional design is an interim arrangement while
the MoH is piloting the project in the two districtdheMoH will therefore usethe lessos learnt and the capacity
building effots through PPTA, ot graduallyadopt a PBF institutional desigwith clear separation of functionsn
orderto avoid conflict of interest and ensure transparency.

As a Fund HoldeMoHreceivesand managePBF funds from the World Barkalsoensuresthat the PBF fundare
used for the intended purposes based on payment advices that have been processed

The regulatoryfunction of theMoH entails determination and monitoring dfealth care standards in the country,
and more specific in respect to PBF:

A Setting PBF design and prioritfes health care

A Planning, administration and coordination of PBF interventions
A Monitoring and evaluation

A Defining the quality standards for health care

The MoHpurchase services by contractingjstrict hospitasand DHMTSs in 6 districtahile the District PBF Steering
Canmittee in the same districtpurchase servicedy contractingHealth CentresThe MoH also has a PBIeU with
CHAL for the HC and hospital services the latter provides in the same districts.

‘9.1.2 National) Sexual and Reproductive Healfhechnical Working GrougSRH
| TWGQ

In the MoH, the managerof the project is the existing National Sexual and Reproductive H&althnical Working
Group SRHTWQ whichassumes the responsibility of beittte PBF Steering Committee
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TheSRHTWGis a multisectorialworking groupin which key sectoMinistriese.g. Ministry of Finance, Ministry of
Local GovernmentChieftainship and Parliamentaiffairs, etc. and NGOsnd representatives of keyloH
departments sit to ensure full coordination of service providers and coverage of all facets of MNH at allflheels o
health system.

The SRHTWGmMmeets quarterly and isesponsible 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 progaims and budget.

The detailed ToR for the PBF Steering Commiittee, in this case the SRH TWG, is attached to thésrAaneal23.

9.1.3 PBF Unit

A PBF Unit has been established in kheH 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 D&@khe PPTAirm. The PBF Unit endorsEBF payments to contracted service providers,

i.e. district hospitalsHealth Centres and DHMTSs, based orerified and validatednvoices The PBF Unit also
provides operational and administrative support to the SRH TWG (preparing meeting agenda, reference documents
andwriting minutes of the meetings).

Each Fizal Year, the MolRBF Unipreparesan Annual Work Program of activities (including Training and Operating
Costs) proposed for inclusion in the Project during the following Fiscal YearNjapeh), including: (a) a detailed
timetable for the sequencing and implementatiohPBF implementation, training and other relevant activities; and
(b) a proposed budget and financing plan for such activitibéchalso includsethe estimated quarterly budget that
the different districts and health facilities expect to earn over fiseal year.

The MoH PBF Unénsuresthat 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 mettod 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 widttend the training or the workshop, and said personnel if already
known.

The PBF Uniis fully staffed with personnel under established posts in eH rather than recruiting external
consultantsfor sustainabilityreasons The following stafis appointed to the PBF unit from existiMpH personnel:
(i) PBF Unit Director, (BBenior PBF Officetiii) PBF Officer, (iv) M&Effi@er, and (vlL.ead Accountant and (vi) Senior
Accountant

Detailed T&for the PBF Unit and for the specific positioms attached to this manual a&nnex 2.
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Figurel: Organizational chart MoH/PBF Unit
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9.1.4 PPTA

The PPTA firn{MCDI and HealthN&9 provides technical and operational support to the PBF Unit while
simultaneously building PBF capacity at national and district leVbs firm assist the MoHin providing capacity
building on PBF implementation to health workers at facility level; at commusigl to HCCgsat district level to
DHMTs and the PBPSCsand at national level to the PBF Unihe PHC directorate, the Directorate of Clinical
Services, in particular the Quality Assurance UWmigto the SRHTWG The PPTAlsoverifiesmonthly delivery of
the servicedn the HCscontracts CBOs to conduct quarterly client tracing and satisfaction supmssres the
performance payment invoices for delivery of incentivized services (in quantity and quality terms), arsHasdit
Facilities and the district an@ommunity Councils with preparing PBF business plans. Theigtmbuild sufficient
capacity in thecountry to ultimately facilitate the transfer of the purchasemd verificationfunctions to an
independentNational PBF Wit.

The PPTA staffomprises the followig: two PBFEXpers, Community Clientand SatisfactiorlProgramme Officer,
DistrictPBFData \¢rifiers, Financial OfficeProgram Assistargnd Drives.

The PPT/#s placed within theMoH and maintairs a close workig relationship with the PBF Unit, to strengthen the
PBF Unit tggraduallytake independent charge of the PBF project.

The detailed functions and roles of the PPTA are attached to this manfahax 25

9.1.5 Christian Health Association of Lesotho (CHAL)

Hospitals andHCs owned by CHAL affiliates are included in the PBF prdjed?ioH sigreda PBF Addendum to the
existingMoU that specifies responsibilitiéa the light of the PBF project.
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CHAlfacilitiesalso sign PBF contracts, make business plansemedive their PBF reward payments directly into their
bank accounts, similar to GoL facilities. CHAL hospitals are also included in the peer revi@malbfquality of
hospital servicesThe Addendum is attached to this manualfasex 28

9.2 DISTRICT LEVEL

9.2.1 District Council(DC)

TheDQG 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 throug&due the
PBF project

9.2.2 District PBF Steering Committe@®SC)

The DS for exampleeomprised of the District Administrator (Chairperson), District Council Secretary (Alternate
Chaimperson), epresentation of the District Council, District Director of Health Serviael$), PHN ,Matron of the
Hospital, Ministry of Social development, Ministry of Finance (@wountancy), Pharmacist, District Health
Information Officer, Representatn of the Are Chiefs, Police, aralrepresentativeof local NGOs. The composition
may vary depending on the district needs.

The DS@alidates invoicesof the facilities,once the quantityof services habeen verifiedand quality has been
assessedTheDSQlsodiscuisesprogresanade in the PBF projecany challengesncounteredand 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 detdled ToR for the DSC is attached to this manu®rasex 26

9.2.3 District Health Management Team (DHM@and Lesotho Flying Doctor Services (LFDS)

TheDHMTsand LFD8nter intoa performancebased contractith the PHC Department of the MdH ensure that
they provide effective supervisiaio Health Centresbuild capacity and support provision of quality health services
at the community levelsuch ashealth campaigns and outreactisits The PHC department will review the
performance of theDHMTand LFD&gainst their performance contracthe contract, performance framework and
its assessment ardescribedin more detail in previous chapters of this manuethe DHMTand LFDS also support
HCs andn making the quarterly PBF business plans.

The DHMT also prepares atake minutesof the meetingsduringthe PBF DSC.

9.2.4 District/local Hospital

District Hospitals owned by the Gas 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 Ppieject establishes a verification team that, together with a representative of the
MoH/Quiality Assurance Unit and the PPTA, consline quarterly quality assessmerih another hospital This kind

of (partly) peer review ensures enough expertise on thgegssment team and offers the opportunity to hospitals to
learn from each other.

9.3 COMMUNITXYEVEL

9.3.1 Health Centre(HC)

TheHCis the lowest level facility in the Lesotho health systemais closest to the community. ThCis therefore

a key actor in the PB model, as it is the level where primary health services are proadedthe gateway to
secondary services at the hospitdlheHealth Centrds managed by a nurda charge, supported by a HCC and
clinically supervised by theHMT The responsibilitiesf the Health Centrénclude a range of outpatient, clinical,
preventive and health promotion serviceblealth Centresalso provide support and supervision to the health
activities provided at the community level by the VHWSs.

In principle all HCs (government and CHAL) are eligible to be included in the PBF Phejéetharge and HCC of
government owned HCsign an annualperformancecontract with the PBF DSC to increase the quantity of a set of
carefully selected servicespainly on MNH.Besides they agree to continuously improve the overall quality of
services. The wharge and HCChair persorof HCs owned by CHAL sign a contract with CH#Ad_details of the
contract the quantity and quality indicators and the verifitat and assessment procedurese explained in
previous chaptesof this manual.

9.3.2 Health CentreCommittee (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. THEC is therefore an important link between the HC and the community.
TheHCC consists of representatives of the community groups, including a representatiec\iWs.

The HCC plays therefoan important role in the PBF project, being the voice of the community. The HEIghso

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; p@ptites in decisions about the use of the RBgentives is present

when verification of invoices and quality assessments take plaegigos the verification results; and is-signatory

to the HC bank account.

The detailed TR for theHCQds attached ¢ this manual ag\nnex27.

9.3.3 Communitybased Organization (CBO)

Community participation will be promoted to strengthen project ownership and accountability. The PPTA€ngage
local CBO#®o trace and interviewclients randomly selected from health facilitgcords They countetverify that
clients receivedhe serviceslaimed by the facilitand question them ortheir satisfaction with these serviceghe
details of the CBO involvement, their contract and the tools they use are described in detail elsewthexenanual.
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9.3.4 Village Health Worker6vVHWS)

VHWs are an essential part of the continuum of care model and can play a crucial role in improving the health of the
a2 K2 LIS 2 LI Seograpicabhallgndes id prévRiitgdaccess to quality healervicesVHWslink
communitiesto the first line of care aHCs.Theyare volunteers andeceive a fixec&wompensation of LSL 300 per
month.

The VHWaretrained, supervised and providedith basic commodities as p&oH guidelinesThe duties of VHWSs
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 Treatmen$upport for patients who are on arfiB treatment
Collecting ART drugs for patients who are too ill to come to the HC

Helping sexual abuse victims to reach fie# within 72 tours

Trace TB and HIV patients lost to follagw

If needed accompany clients/patients to the HC

Help to organie outreach sessions by the HC

Care for terminally ill

Report dissatisfaction of the communities to the HC and/or HCC.
Reportingwithout failure all health related activities that happen at the villages
Produce monthly reports and attend monthly meetings

=A =4 =4 4 =4 4 a4 A -a - a8 s oa o s

Despite their important role, VHWSs are at present not included in the PBF project. This is mainly due to the fact that
the MoH ha plans to suliantially change the VHW orgaaiional setup, including attaching them to Electoral
Divisions (ED), rassessing them using new eligibility criteria, introducingesvisors, giving them speciait tasks

and more elaborate training, estéshing 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 institutienal set
up is stable, their inclusion will be-oonsidered.

On thenext page in Figure the institutional arrangements are graphically explained.
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Figure2: PBF Institutional Arrangements
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10PBF CYCLE

10.1PHASES OF THE PBELEY

Thissectionsummarizeshe various stages of theutine quarterly PBF cycl@fter a service provider has been
contracted)

Preparation of quarterly business plans

Implementation of (previous) business play health providers
Verification of invoices and quality &ssment

Validation by DSC

Payment of PBFewards

Use of PBRunds

ok whPRE

Figure3: Phases of thd®BFCycle

Preparation of
quarterly

business plans

Use of PBF fundg
to improve
service and staff
bonus

Implementation
of business plan
by providers

Verification of
invoices and

quality
assessment

Payment of PBF
rewards by MoH
to providers

Validation of
invoices and
assessments by
DSC

During thefirst stagethe health facility develops a business plan, prioritizing which indicators they will focus on
during thenext 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.

Thesecond stageoncerns the implementation of the (previous)diness 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 thepb#ses.

During thethird 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.
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Quality in hospitals is assessed by peer reviewers and the QA Unit of thie Mso 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 clientd@&and hospitals

During thefourth stagethe DSC checks all calculatiocmmpleted 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 quéstgnna

Thefifth stageinvolves the paymenof the PBF rewards to the HCs, District HospilaléMTsand LFD8y the
MoH, as well as to the CBOs by the PPTA

Once the money has been received in their bank accounts duringptttephaseproviders start usinghe 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.

10.2TIMETABLE FOR THEERB/CLE

The table below shows which activity hash® undertaken when, during one full PBF cycle. It also shows the
critical time path. The pattern for month@. is repeated.

Table7: PBF Timetable

Month 0O Month 1 Month 2 Month 3 Month 4 Month 5 Month 6

Contracts X X X X

Training X X X X X

HFs make X X X
business
plans

DHMT/MoH X X X
approve

business

plans

HFs provide 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
services

quality 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
assessmerd

HFs/DHMT X X X X X X
invoice

PPTA X X X X X X X X X X X X X X X X
verifies
invoices
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Month 0 Month 1 Month 2

Month 3

Month 4

Month 5

Month 6

CBO survey

DSC meeting

PBF
Unit/PPTA
prepare for
payment

PAU  pays
HFs &
DHMTs

HFs pay staff
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11 PBF CASH MANAGEMEANT HEALTIHACILITIES

ThisChapter aimsat providingguidanceto health facility staff responsible for the receipt of RB¥Fenuesso that
spending othese funds properly documented affiglly accounted for.

11.1BUSINESS PLARSPENDITUREORECAST

Expenditures of the Health Facilities are generally guided hiyltisiness plang€very health facility would have
prepared a business plan with thelp of the PBF Unit and/or PPTA and wouddébeen approved by the DHMT

The business plan contains a Financial Management seetfuoh the facility uses to

- Direct decision making on spending of PBF funds according toulis G
- List the expenditure plannedto incur in order to implement its strategiesd actiondor improvement of
services

Monitor actual expenditureand compare againgplanned budget items and amount#ctual uses of PBF
revenues by a HF may diffeeom its initial spending plarHowever, it is necessary to explore rationale and/or
reasors of each of such differences, once in place. This is both an internal function of a HF itself and a function
of the DHMTwith supportfrom the PPTAeam toassess the expendituraf HFagainst iis business plans advise
afacility on aneed forcorrective course of actiqiif necessary.

11.2RECEIPT OF INCENTRREMENTS

For all participating in PBFacilities ownedby GoL, the HCCepen a designated PBEvenue/rewardsbank
accountat a commercial bank in Lesotho.

Each quarter, HF issues in invoice to the MOH through the PPTA Ddter V@& 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 d PBF rewards earned in a previous quarter. A HF manager cashes the cheque and is responsible for
making paymentsf PBF rewards/bonuses to staffcording to predefined tools.

The MOH, with the supporf PPTA, advisamanagers of HBn best choices ofccessible ast-effective and
innovative ways to safkeep and transfefunds (cashamong staff suchas mobile payment methodse(g.
Mpesa and ecaash).

Every participating facilitgpens adesignaed PBF bank account. Government facilities shall opark laccount

under their committees while CHAL facilities open bank acctuatcommercial bank of their choicd8ank

information should fully and timely beommunicate to the MOHPBFUManagement of this bank account

should followrules governind®BF aaaunts. The responsible of the facility together with the chairperson of the

committee cesigns bank transactions for Government owned facilitieJWE LINA S (i 2 NX dGandNie LINS & Sy (i
responsible of the facilitgo-sigrs any banktransaction documentogether with a 3¢ person of their choice as

an alternate signatory.

11.3RECORDING OF PBFNB®ACTIONS
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Health Facilitiesare mandated torecord allPBRransactiongfor any kind (inflow and outflowin a cashbookA
cashbook may ba manual record or aalectronic Kcel spread sheet

The latterrequiresaccessfor HF staff,to computer facilitiesand skillsto do recording electronicallyAfter
invoicesare paid for, detailsshould berecorded in the cashbookith properindexngand crosseferences of
primary records usingequential numbédng. Number assigned to a transaction (primary documesiipuld be
noted ina cashbookor easy identification onytransactionand locating a corresponding invoice.

11.4CASHBOOK LAYOUT

The lefthand side (debit) of theashbook will be usetb record the receipt of fundsWhenever a payment is
made from the cash held at the health facility, the rigisind side (credit) of the cashbook should be used to
record this transaction.

A sample layout of a cashbook with a spesinentry is shown below:

DATE PAYEE REF NO. | AMOUNT | DESCRIPTION

15/09/15 Engen 09/01 250.65 Paraffin for heaters

Signed by: HC in ChalgX X X X X X XX @ OX XX DI / / [/ KF ANLISNAZ2Z Y XXXXXXXXXXXXX

11.5AUTHORITY TO SPEND

Every expenditurédrom PBF fundsto be preauthorized by the healtliacility manager and the Chairperson of
the committeebeforeit is incurred.Every execute@xpenditure should be supporteloly a valid invoice and a
receipt.

11.6 RECONCILIATION

The balance ofashasrecorded in the facility cashbook shall be routinely reconcilamthe physical cash held at
the health facility If found, all dscrepancies should be investigated and explaimegriting in the cashbook and
signed off by the facility manager Health facility staff in charge should fully communicate any found
discrepanges investigation results and explanations to the casehe DHMT/PPTA teams of verifiers during
their periodic Quality Assessmentaregular supporitve supervisiorvisit. This should be note

11.7MISCELLANEOUS MATSER
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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;

- Theabove cashbook should be updated regulanhyl at real timeds soon as a transaction occ)irs
and

- All invoices & other relevant documentation should be filed in easilyessible files and cross
referenced to the cashbook.

ANNEXES
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ANNEX1 MPA INDICATORS FOGIREALTH CENER

No | Reward indicator Definitions Data PBF
source/register incentive
per unit in
LSL

1 Number of new outpatient| Patients attending OPD or seen during outreach fo| OPD Register 4
consultations for curative| new complaint or disease. If a patient has multip
care complaints, s/he is counted only once.

2 Number of pregnant women| Pregnant women attending antenatal care for the fif ANC Register 115
having their first antenatal| time during first 12 weeks of their pregnancy, calculaf
care visit in the first trimester| from the first day of last menstrual period.

3 Number of pregnant women| Pregnant women with four (4) focused antenatal cg ANC Register 82
with fourth or last antenatal| visits completed, while the last visit takes place betwe
care visit in lastmonth of | 36-39 weeks
pregnancy

4 Number of deliveries Women delivering in the HC or hospital assisted | Delivery Register| 206

skilled/trained health staff, (excluding complicated
deliveries and Caesarean sections)

5 Number of women with| Women who deliver in health facilities receive postnal Postnatal 123
newborns with a postnatall care prior to discharge from the maternity. Thes Register
care visit between 24 hourg women and their newborns, as well as women w
and 1 week of delivery delivered at home, should have (another) PNC withi

week of delivery. Only these PNC visits are bought.

6 Number of patients referredl Number of patients referred who arrived g Referral Register 41
who arrive at the | District/Local hospital with referral letter from thei| at the hospital
District/local hospital Health Centre

7 Number of new and follow ug Women receiving 3 monthly cycles of or| Family Planning| 12
users of shorterm modern | contraceptives (Pills) or quarterly contraceptiy Register
contraceptive methods injections for the first time. Women receiving a ref|

after 3 months will be counteds follow up visits.

8 Number of new and repeal Women receiving intrauterine device and Implants f| Family Planning| 240
users of longerm modern | the first time or are repeat users. Each of the meth{ Register
contraceptive methods provides an estimateg@rotection for 3 or more years.

9 Number of children under 1 Children who have completed their primary course| Under 5 Register | 103
year fully immunized immunization before the age of one year. A prima

course includes BCG, Polio PRentavalent 3,
pneumococcal and measles before one year of age.
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10 | Number of malnourished| Number of children under 5 yearshose weight and| Under 5 Register | 200
children detected and| height hasa Zscore below2 and are treated according
WiNBI GSRQ to IMAM guidelines.
Paed register?
11 | Number of notified HIV+ TE Notified tuberculosis patients tested Hpositive and | TB Register 370
patients completed| completed their treatment or cured. TB patients a
treatment and/or cured confirmed to be cured (Categoryldy sputum negative
smears at end of treatment month 6 and at least o
previous occasion, Category Il sputum négasmears
at 5 and 8 months) and completed treatment (n
classified as cured and not as failure e.g. for sput
negative declared tuberculosis patients)
12 | Number of HIV+ TB patient{ Number of HIV+ TBatients on ART on the last day { TB Register 40
initiated and currently on AR the month. The month the patient is initiated o
treatment is bought, whatever date of the mont| (inthe TB ward or
treatment started. What counts is the situation on th 1B clinic)
last day of the month.
13 | Number of children born to| Number of children of known Hipobsitive mothers that| Under 5 Register | 103
HI\(positive women who| have an HIV test between 18 and 24 months. This {
receive the 18 months should be done before the child is 2 years old. HIV Exposed
confirmatory HIV test
14 | Number of children (@4 | Number of HIV+ children on ART on the last day of | ART Register 60

years) with HIV infection
initiated and currently on AR

month. The month the child is initiated on treatment
bought, whatever date athe month treatment started.
What counts is the situation on the last day of th
month.

(in ART clinic ang
adolescent
corner, if
present)

63




ANNEX2 QUARTERLY QUALITYSASSMENT CHECKLIOR
HEALTH CENTRES

BOPHELO

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:

1 Anintroductory meeting with the facility staff to explain the procedures of the quality assesgfirstvisit

only, or in case a new-charge has been appointed)

U< 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 twofd; each copy is duly signed by the head of the assessment team and

countersigned by the keharge of the health facility; one copy is left in the facility

1 The original (signed) HC assessment report is filed in the appropriate folder and one copy isddreard
the DSC, one copy the MOH (Quality Assurance Urafd one copy to the national PBF unit.

=A =4 =4 =4

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 clearlpaeted.
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Summary Score sheet

Max Points Score

1 General Management 24
2 Environmental Health 23
PART B PRIMARY CARE SERVICES
3 General Consultations 25
4 Child Survival 42
5 FamilyPlanning 17
6 Maternal Health 54
7 STI, HIV and TB 28
8 Essential drugs Management 20
9 Priority Drugs 23
PART € COMMUNITY SERVICES 15
10 Community based services 15
Total 271
Name Head of Assessment team Date andSignature
Namein-charge oHC Date and Signature




Name Chairperson DSC Date and Signature

Final Score

Date:

XXD® KPPOPDPDPDPDD D

Name(s) head of assessment: District:
XXXXXXXXXXXXXXXXXXXXXXXXXPOXXXX DX D

XXX XXXXXXXXXXXXXX

Community Council:

XXXXXXXXXXXXXDX

Facility Name: Facility Proprietor:
XXXXXXXXXXXXXXXXX| GOL/ CHAL/ LRCS/ PRIVATE

XXXXXXXXXXXXXXXXX

Facility Type:

HEALTH CENTRE/FILTER CLINI(

Catchment Population: Number of beds:

XXXXXXXXXXXXXXXXX| XXPXX

Staffing: Number and Category

Nurse Clinician:

Nursing Officer: Nursing Sister:

Nursing Assistant:

Health Assistant

List other staff (normedical or unqualified):

Total qualified staff:

Total other staff:
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PART A GENERAL SERVICES

Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
1 GENERAL MANAGEMENT | General management to be assessed in the Administration Departm
1.1 Staff is correctly managed
1.1.1 | Duty roster for professiona Check that on the day of the assessment that: All or |4
staff is posted nothing
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
1.1.2 | Staff clocking sheets are usg Ask for the files with clocking sheets, for the period being assessed | All or|3
and kept by the ircharge nothing
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 pre
in the file (including for the weekend)
1.1.3 | Staff meeting is conducte( 1. Ask for the file with minutes of the staff meetings All or|1
monthly 2. Checkhat the staffs have met at least once during each of the th| nothing
preceding months.
E.g. If the assessment takes place in Feb you check that the sta
in Nov, Dec and Jan
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PART A GENERAL SERVICES

Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
1.1.4 | Minutes of monthly stafff Randomly select one month from the previous three months All or|2
meeting are correctly taken nothing
Check that:
1. Date of the meeting and agenda is recorded
2. Signed list of participants is attached
3. Followup/implementation of decisions taken during th
previous meeting is minuted
4. For each point of the agenda/issue there is a description of
problem and list of recommendations or decisions taken
5. On each issue there is a responsible person namelddaadline
for action
6. Each month the monthly financial balance is discussed
7. Minutes of the meeting are signed by the chairman
1.2 Records and information are
up to date and correctly filed
1.2.1 | All HMIS reports are filled an| The HC should submit the following HMIS reports monthly: All or| 2
timely submitted to the DHMT nothing
1 Immunization Tally Sheet/ Delivery Report/ OPD/
1 MCH Report/ ANC Report/ HINB Report/ PBF Invoices
1. Randomly select one month from the last three full months
2. Checkthat ALL above mentioned reports were submitted by tffe
of the following month
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PART A GENERAL SERVICES

Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
1.2.2 | The business plan is comple| Ask for the business plan of the quarter being assessed Each 6
and signed and addresse criteria
priorities problem Checkthat met is 2
o points
1. Plan issigned
2. The plan addresses priorities issues
3. For each issue there is a description of the strategies chose
address it
1.2.3 | Financial and  accountin| Ask for thefinancial PBF files Each 2
documents in relation to PB criteria
available and well kept Check that met is 1
1. Bank statements, receipts, invoices and all relevant docum point
related to expenditures and earnings are filed in clearly labe
files
2. Cashbook is well balanced and indicates both receipts of
incentivesand expenditures
1.2.4 | Health education register an{ Check that: Each 2
schedule upgo-date criteria
1. Weekly schedule of health education sessions is visibly pd met is 1
(for the active period) point
2. Health education register for a randomly sampled week in
quarter has been correctly filled
1.3 Health Centres can make a cg Check that: All or|2
to the DHMT and District nothing
Hospital 1. atwo-way radio transmitter or mobile phone is present
2. Transmitter or phone has batteriesd is charged
3. In case of mob phone minimum of M25 airtime available
4. Tel number of DHMT members and hospital departments
entered in the contacts or a listé&vailable
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PART A GENERAL SERVICES

Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
Total Points General management (9 indicators) 24

Remarks
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PART B GENERAL SERVICES

Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
2 ENVIRONMENTAL HEALTH
2.1 Health facility is properly| Walk around the outer borders of the health facility arfteckthat: All or| 2
fenced nothing
1. the fence is welmaintained, without holes and not raised abo
the ground
2. fence has a gate that can be closed and locked at night
2.2 Courtyard is clean Walk around the premises and check that All or|2
nothing
1. thereis at least one garbage bin
2. binis lined with black plastic
3. there isno waste lying around in the courtyard
2.3 Waste is disposed of accordin
to National Norms
2.3.1 | General waste is disposed { Check that bins All or|1
correctly nothing
1. have a lid and foot pedal
2. are lined withblackplastic
2.3.2 | Contaminated medical waste | Check that bins All or| 2
disposed of correctly nothing
1. have a lid and foot pedal
2. arelined withred plastic
2.3.3 | Organic medical waste Check that All or|3
disposed of correctly nothing
1. Red plastic bucket with lid or closed container is present
2. Placenta pit or functional freezer available
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PART B GENERAL SERVICES

Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
2.3.4 | Protective gear for personng Checkavailability of: All or| 2
managing  medical  wast nothing
available 1. boots
2. plastic pants
3. thick plastic/rubber gloves
4. goggles
2.4 Hygienic conditions in woung
dressing and injections room
assured
2.4.1 | Sharpscontainers for needley CheckCAREFULLY that: All or| 2
are correctly used nothing
1. the boxes are well positioned (close to where the needles
used)
2. they are not more than 80% full
3. there are no sharp objects next to the container
2.4.2 | Instruments are disinfected Checkthat used instruments are All or|1
nothing
1. washed with soap and water
2. putin a container/bowl with lid containing disinfectant
25 Sterilization is done accordin¢ Check that: All or|2
to the norms nothing
1. Functioning sterilizer iavailable
2. Sterilizer protocol is available
3. Sterilized packs/taped with appropriate sterilizedlors
2.6 Sanitary facilities are clean an
well maintained
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PART B GENERAL SERVICES

Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
2.6.1 | Latrines/toilets are well buili Checkhat everylatrine/toilet has: All or|2
and maintained nothing
1. a water container with sufficient water (water reservoir)
2. afloor without fissures or broken tiles
3. adoor that can be closed, but not locked
2.6.2 | Toilets are clean Check that toilet All or|1
nothing
1. is without visiblefecalmatter
2. has no offensive smell and no flies
3. has water container/functioning tap and soap for hand wash
4. has a cleaning schedule next to toilet
2.6.3 | There is at least one functiony Check that shower /bath has runningater or water reservoir (try thg All or|1l
shower/bath per ward tap) nothing
2.6.4 | Shower/bath is well built anq Check that the shower/bathing room has All or|1l
maintained nothing
1. Walls and floor that are in tact
2. A door that can be closed but not locked
3. evacuationof waste water in a sanitation pit
2.6.5 | Shower/bath is clean Check that: All or|1
nothing
1. floor and walls are clean
2. cleaning schedule is next to shower/bath
Total Points Environmental healtfil4 indicators) 23
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PART B GENERAL SERVICES

Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score

Remarks
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PART ¢ PHC SERVICES

Indicator How to Check Criteria ol Qige itzll Comments
max score | score
3 GENERAL CONSULTATION
Waiting area is in gooc
3.1 "
condition
3.1.1 Patients and accompanyin Check that: All or| 1
persons can be seated nothing
1. thereare sufficient benches and or chairs for at least 20 peop
2. the waiting area is protected against sun, rain, wind and cold
3.1.2 Waiting area is clean Check that: All or| 1
nothing
1. thereis a general waste bin in waiting area
2. lined with black plastic
3. notfull
3.1.3 Patients are seen in order ¢ Check that: All or|1l
arrival nothing
1. A waiting card system with numbers exists
2. Five randomly selected patients have a card with a number
3.2 Consultation rooms is/are in
good condition
3.2.1 Consultation room is well buil Check that: All or|3
and maintained nothing
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
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PART ¢ PHC SERVICES

Indicator How to Check Criteria ol Qige itzll Comments
max score | score
322 [t dASyidQa O 2 | Check that: All or|2
assured nothing
1. Consultation room and waiting area are separated
2. Windows to corridor, waiting area or outside have curtains
tinted glass
3.2.3 Consultation room is clean an Check that: All or|1l
organised nothing
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
3.24 Room where emergencies af Check that there islectricity from the grid and/or functional solar light ¢ If any of| 1
received has 24/7 light paraffin/gas light try if light comes on the criteria
is met: 1
3.3 Patients are seen by qualifie¢ Check by doing spot checks that: All or|3
staff nothing
1. All consultations are done by nursgheck name tag)
3.4 Consulting staff is well| Check that: All or|1l
dressed nothing
1. All staff in OPD wears prescribed uniform
2. All staff in OPD wears nee tags, including function/title
3.5 Patient administration is| Check that manual patient registers are All or|1l
done correctly nothing
1. correctly filled
2. consecutively numbered
3. closed at the end of the month
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PART ¢ PHC SERVICES

Possible Obtained

Indicator How to Check Criteria Comments
max score | score

3.6 Small diagnostic equipment iy Check thain each consultation roonthe following equipment is presen All or|3
available and functional and functional (try out yourself): nothing
1. stethoscope
2. sphygmomanometer
3. thermometer
4. weighing scale
5. otoscope (diagnostic set)
3.7 Examination bed available Check that bed has: All or| 2
nothing
1. mattress
2. non-torn, plasticcover
3. clean sheet
4. sufficient disposable linen savers (10)
3.8 Common illnesses correctly Ask for the OPD register and randomly selepatients from the quarter,| Each casq 5
managed one each with common coldjiarrheg pneumonia, hypertension an( correctly
diabetes and check that: treated is 1
point

1. Treatment was prescribed according to guidelines

USE STANDARD TREATMENT GUIDELINES, IF NEEDED

Total Points General Consultation (13 indicators) 25
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PART ¢ PHC SERVICES

Indicator How to Check Criteria sl Claiined Comments
max score | score

Remarks
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PART B PHC SERVICES

Indicator How to Check Criteria gzl Calined Comments
max score | score

4 CHILD SURVIVAL

4.1 Integrated Management of
Childhood llinesses (IMC
strategy is applied

4.1.1 IMCI protocols present i Check that IMCI protocols are: All or|1

consultation rooms nothing
1. present in consultation room where children <5 are seen

2. accessible to the staff (not under lock and key)

4.1.2 {G201 27F 04dz] |1 Countthe booklets irach consultation room (if more than one) | All or|1
(which includes Road to Heall 2. Add the numbers in the different consultation rooms nothing
chart) 3. In sum there should be at least 10 child health booklets
4.1.3 Baby weighing scalg Check that: All or|1
functional nothing
1. ahanging or tabldop scale is present in each consultation rog
2. the balance is calibrated to zero
3. in case of hanging scale, pants are available, clean and in
condition
41.4 Under 5 services are availab Randomly select a week in the assessment quarter and check in If any| 3
at least five days week register that the following services have been provided every working service not
of that week: provided
_ o every day
immunization give 0
growth monitoring points

curative care
health promotion

PobdE
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PART B PHC SERVICES

Indicator How to Check Criteria Rl Qiele il Comments
max score | score
4.1.5 Children <5 are diagnosed ar Ask three mothers with a child <5 exiting the consultation room if you| Each casq 3
treated according to IMC| see the bukana or check within the IMCI Register correctis 1
strategy/protocol point
Check for each child that:
1. diagnosis is correctly made
2. treatment is correct
3. all necessary information has been entered in the bukana
Nutrition management is
4.2
done correctly
4.2.1 The nutrition guidelines arq Check that nutritiorguidelines are: All or|1
available nothing
1. presentin every consultation room where children <5 are se
2. accessible to the staff (not under lock and key)
Screening of nutritional statu L o o
4.2.2 propeﬂy recorded L y- uKS alyYs thaKyNLBCSGCkédﬂK}I’ "ml [:fDﬁ)COI, Che| All or| 2
that : nothing
1. Weight for Height and Weight for Age have been updated
2. Both have been properly recorded
4.2.3 Children <5 receive Vitamin | From the <5 register or the OPD regigi@ndomly select 2 children <5 fq¢ Each child 6
each 6 months each month in the quarter. Check for each child correctis 1
point
1. how old the child was at the time of consultation
2. that the child received the correct number of doses of Vitami
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Indicator How to Check Criteria Rl Qiele il Comments
max score | score
Malnutrition correctly
424 managed From the <5 register or OPD register randomly select 3 casg Each casg
malnutrition in children <5. For each child check that: met is 1
_ _ _ . point 3
1. The child was correctly diagnosed as having mild, moderat
severe malnutrition
2. The child was managed accordingly
Immunisation processes arg
4.3 .
in order
Child immunization register i
4.3.1 well maintained Ask for the vaccination register and check that All or|2
nothing
1. itis possible to identify fully vaccinated children and drop ou
2. vaccination schedule and record of appointments is noteq
register
3. action taken for drop outs is recorded
4.3.2 Temperature in vaccinatiol Randomly select a week in the quarter and check that: All or|2
fridge is within standard rangs nothing
1. thefridge has a temperature monitoring form
2. the form is filled twice a day
3. temperature remains between +2° and +8° C on the form
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Be careful to kep the fridge open as briefly as possible, so t
temperature is maintained between standard range

Indicator How to Check Criteria Rl Qiele il Comments
max score | score
4.3.3 Vaccines are store( Check that: All or|5
appropriately in fridge nothing
1. vaccinesfor polio, BCG and measles are in the very ¢
compartment
2. vaccines for pentavalent, TT and HPV are in the less
compartment
3. there are no expired vaccines in the fridge
4. all vaccines have readable labels
5. Vaccine Vial Monitor (VVM) shows themperature exposure
hence the potency of the vaccines
6. if VVM has been below +2° C or above +8° C appropriate 4
has been taken and recorded.
7. Be careful to keep the fridge open as briefly as possible, so
temperature is maintained between standarange
4.3.4 There is an appropriate stog 1. Establish the target population for the different vaccines All or|5
of vaccines 1 no. of <1 for polio, BCG, measles and pentavalent nothing
1 no. of pregnant women for Tetanus Toxoid
1 no. ofgirls 913 for Human Papilloma Virus
2. To get the minimum stock divide the numbers by 12 (for 1 moy
and add 25% (reserve)
3. Check for each vaccine that the minimum stock is present in
fridge
4. Ensure that there is also sufficient diluent
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Indicator How to Check Criteria Rl Qiele il Comments
max score | score
4.3.5 There is a ledger/bin cards i Check that: All ol
which stock of all vaccines nothing
registered 1. theledger or bin cards are close to the fridge
2. physical stock is concordant with balance of in and out for
randomly selected vaccine
Be careful to keep the fridge open as briefly as possible, so
temperature is maintained between standard range
4.3.6 Cold chain is properl 1 Incase the HC has electricity it should have hazkf gas fridge Either one| 2
maintained with not empty (48kg) gas cylinder on stand by present
1 In case the HC has no electricity it should have gas fridge
two (48kg) gascylinders¢ one in use, another full one o
standby
4.3.7 Immunisation supplie§ Check that all the following items are available: All or| 4
available in sufficien nothing
quantities 1. Syringes (according to total doses of vaccine stock)
2. Sharpscontainer (total vaccine stock divided by contain
capacityg 80%)
3. Cool boxes
4. Vaccine carriers
5. Polio droppers
6. Refuse bags (black and red)
7. Emergency tray (hydrocortisone, adrenaline)
8. Cold packs
Total Points Child Survival (lifdicators) 42
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Indicator How to Check Criteria gzl Calined Comments
max score | score

Remarks
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Indicator How to Check Criteria ol Qige itzll Comments
max score | score

5 Family Planning

5.1 tFiASyGQa O 2 y| Check that: All or|1
assured nothing

1. Consultation room and waiting area aseparated
2. Windows to corridor, waiting area or outside have curtains
tinted glass

5.2 Family planning methodg Check that examples of the following are readily available: All or| 2
available for demonstration to nothing
potential users 1. contraceptivelnjections

2. implants

3. intrauterine Contraceptive Device (IUCD)
4. oral contraceptives

5. penis model

6. condoms (Female and Male)

5.3 Stock of oral and injectablg Check that 2 month stock is availablettoé following contraceptives: All or|3
contraceptives in adequate nothing
quantities 1. Noristerate (generic) injection

2. Depo Provera injection
3. Microgynon OC (generioy
4. Microlut OC (generi@r
5. Microval OC (generic)
T How much 2 monthtstock is can either be seen on the Bin Cards
calculated from the FP register. Use average usage of 6 months

5.4 IUCDs can be inserted an Check that: All or| 2

removed nothing
1. Atleast 2 IUCDs are available in the HC
2. At least one staff has hggractical training on how to insert an
remove an IUCD (ask the person where and how s/he was tral
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Indicator How to Check Criteria ol Qige itzll Comments
max score | score
55 Implants can be inserted an¢ Check that: All or| 4
removed nothing
1. Atleast 10 implants (Jadelle) are available in the MCH departr
2. At least onestaff has had practical training on how to insert a
remove an implant (ask the person where and how s/he
trained)
5.6 Equipment functional Check that the following equipment is present and functional All or|3
nothing
(utilized for FP Services)
1. scale (weigh yourself)
2. sphygmomanometer
3. vaginal speculae (in 3 sizesmall, medium and large)
4. light source
5. examination bed or gynaecological chair available
5.7 Medical supplies available Check that the following supplies are presant utilized for FP Serviceg All or| 2
nothing
1. gloves
2. decontaminants/disinfectants
3. | & N$padakcervical brushes
4. slides & fixative (also for PAP smears)
5. IUCD insertion kits
Total Points Family Planning (7 indicators) 17
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Indicator How to Check Criteria sl Claiined Comments
max score | score

Remarks
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Indicator How to Check Criteria Rl Qiele il Comments
max score | score
6 MATERNAL HEALTH
6.1 1t ANC visit properly] Sample 5 % ANC visits from the quarter and check for each woman { All or|5
conducted the following have been recorded: nothing
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
6.2 4% or last ANC visit properly Sample 5% ANC visits from the quarter and check for each woman { All or|5
conducted the following have been recorded: nothing
1. Gestational age
2. Expected Date of Delivery
3. HIV retest results (at 36 weeks)
4. Tetanusvaccine given twice
5. ldentification of problems if any, and actions taken
6. All columns have been filled
6.3 Risk of Mother to Child Check in ANC register that all HIV+ pregnant women from the qu{ All or|2
Transmission of HIV reduced| received ART nothing
6.4 Lesotho Obstetrical Recor{ Check that there are at least 5 LOR in stock All or|1
(LOR) booklets for mothers nothing
available
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Indicator How to Check Criteria Possible Obtained Comments
max score | score
6.5 Equipment forANC functional| Check that the following equipment is present in the room(s) where 4 All or|1
is done and functional: nothing
1. Weighing scale, calibrated to zero
2. Stethoscope
3. Sphygmomanometer
6.6 Postnatal Care is properly Sample 5 PNC visftom the quarter and Check for each woman that t| All or| 4
conducted following have been recorded: nothing
1. Whether the PNC visit is with4B hours, 7 days,-8 weeks and
14 weeks
2. Family Planning advice
3. PMTCT advice
4. Infant feeding options discussed
5. Pap smear done
Delivery Room
6.7 Running Water and liquid A functioning water source and liquid soap dispenser All or|2
soap in delivery room nothing
available
6.8 Light in delivery room 24 Electricity, solar light or rechargeable battery lampgas/paraffin lamp| All or| 2
hours filled with paraffin/gas nothing
6.9 Waste from Maternity | Placenta is placed in a red plastic container with lid and stored in a wo| All or|1
correctly handled fridge prior to disposal nothing
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Indicator How to Check Criteria Rl Qiele il Comments
max score | score
6.10 Delivery room is well- | Check that All or|4
maintained nothing
1. Walls are from durable materials and painted
2. Floor is tiled or made of cement without fissures
3. Caeiling 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
proof/disinfectant bottle
6.11 Delivery table in good state | Check that: All or|1
nothing
1. Table is in two parts
2. with removable nororn plasticized mattress and
3. two functional leg supports
6.12 Avalilability of necessary
equipment assured
6.12.1 | Tape to measure lengt 1
available
6.12.2 | Aspirator available Check that the manual/electric aspirator is All or|1l
nothing
1. functional
2. plunged into a nosrritating disinfectant
6.12.3 | Vacuum extractor available | Check that All or|2
nothing

1. vacuum extractor is functional
2. that a nurse/doctor is trained in its use
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Indicator How to Check Criteria Rl Qiele il Comments
max score | score
6.13 Availability of necessary All or
supplies assured nothing
6.13.1 | Sterilized delivery  pack| Check that: All or|2
available nothing
1. There are at least 10 delivery packs available
2. Each pack contains
1 1 pair of episiotomy scissors
1 2 artery forceps, nottoothed
1 2 artery forceps, toothed
1 1 kidney dish
1 2 bowls (1 medium and 1 large)
1 4 dressing towels
1 1 needle holder
1 1 pair of suture scissors
6.13.2 | Sterile gloves available Check that at least 10 pairs of sterile gloves are available All or|1
nothing
6.13.3 | Under buttocks/drapeg Check that there is at least 1 box in stock All or|1
available nothing
6.14 Use of the Partograph in thg Randomly select 3 partogrammes and Check for each that they are| Each 3
Lesotho Obstetric Record with times indicated for the following: correct
partogram
cervical dilatation is 1 point

uterine contractions
foetal heart rate
actionline crossed/not
pulse and blood pressure
descend of foetal head
state of membranes

SIRCRCIE BRI Ry
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max score | score
6.15 ANC/PNC and Deliverief Randomly select 1 month in the quarter and check: All or| 2
performed by skilled nothing
personnel 1. namesin the register for ALL ANC, PNC and deliveries are
Registered Midwife
2. midwife has signed
6.16 ANC shelter available Check that ANC shelter: All or|5
nothing
1. is used (check register)
2. is clean (no litter, no spills)
6.17 Newborn Care is doneg Check that: All or|3
according to the standards nothing
1. Sterile clip for umbilical cord is available
2. 1% tetracycline eye ointment has been given
3. Vitamin K/injection has been given
APGAR during delivery noted
6.18 Randomly select Besotho Obstetrical Records and Check: All or|3
nothing
that APGAR scores are filled for the 1sf ahd 10thminute after birth
Maternity services are free of
6.19 charge Ask 3 randomly chosen women in the waiting room whether they paiq If any | 2
anyservices mentioned in the LOR during or after the present pregnal woman
paid, 0
Total points maternal health (23 indicators) 54
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Indicator

How to Check

Criteria

Possible Obtained
max score | score

Comments

Remarks
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Indicator How to Check Criteria Rl Qige itzll Comments
max score | score
7 STls, HIV and TB
7.1 HIV and AIDS properly
managed
7.1.1 | HIV testing and counsellinf NB: all patients seen for consultation should be counsedied tested,| All or|3
provided to all patients unless they have already been tested less than 3 months ago nothing
1. Sample 3 patients from the OPD register or EMR
2. Note names and dates of visit
3. ldentify the same patients in the HTC register
4. Check that they were counselled and tested
5. Check that testesult is correctly recorded
7.1.2 | Post exposure prophylaxi Check that the poster is in the room where HIV consultations are dor All or|1
poster visible on the wall nothing
7.1.3 | Staff trained in HIV rapi( Counselling and testing is done by a trained provider (Ask if there All or|1
testing and counselling cadre who was trained) nothing
7.1.4 | ART Register properly filled | Sample 3 HIV+ patients from the ART register or EMR (1 for each nf All or|3
in the quarter) nothing
Check that:
1. treatment regimens are filled in
2. CD4 cell counts are recorded
3. all information has been filled
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Indicator How to Check Criteria Rl Ol Comments
max score | score
7.1.5 | Monitoring tracking tool i Sample 3 patients from the ART register who missed appointments | 1 point for | 3
used and filled properly each
Ask for themonitoring tracking tool and Check that: patient
) tracked
1. VHWs followed up these patients
2. Outcome of followup is recorded in the tracking tool
7.1.6 | HI\texposed babies regularl Ask for the <5 register df8 months agand identifyHI\ exposed babieg Deduct 0.5| 5
tested (look for Y=yes in the relevant column) for each
baby not
Check for all HPéxposed babies that they were tested and results | tested 4x
recorded (at 6 weeks, 14 weeks, 9 months and 18 months)
7.2 STls prperly managed Sample3 patients from OPD register with STI symptoms and Check t| Each 3
atient
1. Their symptoms were properly classified Eorrect is
2. They were properly treated, based on syndromic approach
1 point
7.3 TB properly managed
7.3.1 | National TB Control Guideling Randomly sample 3 patients from the TB register that were entayed 6
are followed year agoand Check that:
Each
1. Initial and one followup sputum were tested and result patient
recorded correct is
2. HIVtest was done and result recorded
3. TB treatmet was initiated 2 points
4. ART treatment was initiated, if patient HIV+
5. End of treatment/cured recorded
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Total Points STls, HIV and TB management (9 indicators)

Indicator How to Check Criteria Rl Ol Comments
max score | score
7.3.2 | Each bacteriologically positiy For the 3 patients sampled above Check that: Each 3
patient has a DOTS support patient
attached to him/her 1. Contact details of such a supporter is registered in the care { correct is
1 point
28

Remarks
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Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
8 Essential Medicine (EM
Management
8.1 Medicines stored correctly
8.1.1 | Bin cards for Essentig Check in the pharmadpat Each drug 3
Medicines are correctly correct is 1
maintained 1. bin cards show minimum stock levels (buffer) = aver| point
monthly consumption x2
Randomly select three EM and Check that
2. Supply in the bin card corresponds with physical supply
8.1.2 | Storage room is  wel Check that storage room All or|1
maintained nothing
1. Isclean
2. Well ventilated
3. All medicines are stored on labelled shelves
8.1.3 | Medicines and medicg Check that they are All or| 4
consumables are store nothing
correctly 1. in alphabetical order
2. onafirst to expire first out basis (FEFO)
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Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
8.1.4 | Absence of expired items ¢ Verifier randomly selectd drugs and2 consumables and verifies that Each item | 5
items with unreadable labels correct is 1
1. none of the stock is expired point
2. labels are unreadable
8.1.5 | Expired/unreadable items ar{ Ask to see expired stock and Check that All or|1
well separated from stock ani nothing
disposed of according t 1. the disposal protocol is present
protocol 2. at least one staff member knows how to safely dispose
questions)
8.2 Medicines are timely
requisitioned and correctly
dispensed
8.2.1 | Pharmacy staff keeps track ( Ask for a copyf the order and the delivery note of one month in th All or|3
quantities requisitioned and quarter and Check that they have calculated the service level nothing
quantities supplied
8.2.2 | Medicines to clients are onl] Prescriptions are found in ipatient files or ® 5 0 dz] Goytd the§ Each 3
dispensed througn RA A LISy alF NE FyR Fal GKNBS LI GASy|bukana
prescriptions. with
1. Check that there is a prescription in each of them correct
2. Check that prescription is legible prescriptio
nis 1 point
Total Points EM management (fddicators) 20
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Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
Remarks
9 Priority medicines and supplies List in annex
9.1 Minimum  stock  (Average Use the list in the annex and for each priority item

Monthly Consumption = AMC 3
2) of priority drugs and
supplies available

establishthe AMC using the bin cards

Check that at least twice this amount is on the shelf

if OK tick the list in the annex

Count the number of ticks

Check below in which category the score is and give
concordant points

aprwbdE

9.1.1 | 91-100% of drugs/suppligzave | The minimum stock for at least 31 items is present
AMC stock

20
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Scoring Possible Obtained
Indicator How to Check Comments
rules max score | score
Between 6190% of the tracer The minimum stock for between 21 and 30 items is present OR 10
medicines have AMC stock
60% or less of the medicing The minimumstock for less than 21 items is present ORO
have AMC stock
9.2 No STOCGKOUT of any of 7 The 7 tracer items are: All or|3
tracer medicines and medica _ nothing
supplies 1. irontabs
2. folic acid tabs
3. ORS
4. oxytocin (or ergometrine)
5. cotrimoxazole (double strength)
6. magnesium sulphate
7. anyinjectable contraceptive
Check using the Bin cards that none of them have been out of stoc
more than 3 consecutives days
Total points tracer drugs and supplies (2 indicators) 23
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Indicator How to Check Comments
rules max score | score

Remarks
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