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Abstract 

 

This exploratory sequential mixed method research aimed to understand the key determinants 

of performance for primary health care centers (PHCCs) under the performance based financing 

(PBF) scheme in Nigeria, and examine the relationship between health center management 

practices and performance. Specifically, the research carried out a qualitative case study of eight 

best and poorly performing PHCCs to identify key differentiating factors for performance (Chapter 

1), explored management practices of health centers as a major potential driver of performance 

through developing a management practice scorecard (Chapter 2), and examined using the 

scorecard the association between the level of various management practices and performance at 

the PHCCs under the PBF scheme (Chapter 3).  

 

The case study in Chapter 1 found critical differences between high and low-performing 

PHCCs in the areas of community engagement and support, and performance and staff management. 

Chapter 1 also found that (i) contextual and health system factors particularly staffing, access, and 

competition with other providers; (ii) health center management including community engagement, 

performance management, and staff management; and (iii) community leader support are 

influencing each other to drive performance improvement of the PHCCs. Among them, the study 

highlighted that the good health center management can overcome some of the contextual barriers 

and enhance community leader support.  

 

Through Chapter 2, we developed a novel scorecard that measures management practices 

in the PHCCs in developing countries. The developed scorecard includes 32 measurement practices 

in 6 broad areas: (i) community/client engagement; (ii) stakeholder engagement; (iii) staff 

management; (iv) planning and target setting; (v) performance management; and (vi) use of funds 

and financial management. The tool was validated through the review by experts and local 
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practitioners, high inter-rater reliability, and exploratory factor analysis (EFA) with the data from 

110 PHCCs that refined the scorecard into reduced 17 items with a different grouping.  

 

Through Chapter 3, we found a strong correlation between higher total scores for the 

selected eight management practices and faster improvement in outcomes. The review of each of 

the eight management practices found positive correlations with outcomes for patient recruitment 

and retention activities; staff attention to targets; listening and responding to client feedback; team 

work building; and addressing low performing staff.  

 

This research found that improving a set of key management practices can accelerate the 

improvement of PHCC performance. In particular, it provided qualitative and quantitative evidence 

about the importance of strategic community engagement activities, health worker accountability 

and motivation for improvement, and team building in improving health center performance.  The 

developed management scorecard provides a solid foundation for further development of a reliable 

and validated tool for government and development partners to use to measure management 

capacity of PHCCs. 

 

 

Name of the readers/advisors: Sara Bennett (Advisor); Kunle Alonge (Co-Advisor); David 

Holtgrave (Committee Chair); Leiyu Shi (Reader); and Dinesh Nair (Reader) 
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Introduction 

1. Background 

1.1. Introduction of PBF in Nigeria 

Despite rapid economic growth, Nigeria has made limited progress on improving MCH 

services. Nigeria is an economic giant in Africa with a GDP of $414.5 billion, and the economy 

has been consistently growing with a growth rate of 7%. Comparing data from 2003, 2008 and 

2013 Demographic and Health Surveys (DHSs), however, it is evident that Nigeria has made 

limited progress in delivering critical health services. Overall progress in key maternal and child 

health (MCH) indicators was not sufficient to achieve the health millennium development goals 

(MDGs) (Table 1). 

  

Table 1: Progress on Key Indicators in Nigeria  

Indicator (%) 2003 2008 2013 

Contraceptive Prevalence Rates (Modern) 8.2 10.0 9.8 

Antenatal Care Coverage 60.1 58.0 60.6 

Delivery in a Health Facility 32.6 35.0 35.8 

Skilled Birth Attendance 41.8 39.0 38.1 

DPT3 Coverage 20.1 35.4 38.2 

Source: Nigeria Demographic Health Survey (NDHS), 2003, 2008 and 2013 

 

PHCCs have been suffering from very low utilization and quality: while the average 

catchment population for a PHCC is around 7,600 people, PHCCs on average are seeing only 1.5 

patients per day even when the health center has more than 10 staff (World Bank, 2014). This low 

utilization appears to be partly related to poor quality of care. A large percentage of PHCCs do not 

have basic drugs in stock. More than 50% of households were dissatisfied with the services in 

public facilities (World Bank 2012).  
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Nigeria’s health system is decentralized and fragmented, leading to poor coordination 

and accountability. In Nigeria, three levels of government – federal, state and local government 

area (LGA) – are responsible for tertiary, secondary and primary health care respectively. In reality, 

however, responsibilities for PHCCs are diffused and overlapping – each of the federal, state and 

LGA has some role in PHCC service provision, financing, provision of human and other resources, 

and supervision. While the LGA level in principle enjoys a high degree of autonomy in all aspects 

of PHCC service provision, effective control over the release of budgeted funds, and major human 

resources functions for trained/ technical staff, are concentrated at the state level (Oxford Policy 

Management, 2011). This “fundamental problem of the lack of clarity in responsibilities for PHCC 

between state and local government” (Oxford Policy Management, 2011), coupled with poor focus 

on results in the health system creates poor accountability and motivation towards results. 

 

Little money is spent for daily operational cost, with no money flowing into health 

centers. The large share of budget going to salary expenditure and capital expense leaves no funds 

available for daily operational expenses for the PHCCs. For example, in Ekiti State, 78% of the 

state health expenditure accounts for salaries, and 13% for capital expenditure, while expense for 

drugs and supplies is only 3% (Ekiti State, 2010). Without the funds for drugs, essential equipment 

and supplies, and for outreach to communities, PHCCs cannot provide sufficient services to their 

catchment population. 

 

PBF in Nigeria aims to improve health results by providing health facilities autonomy 

and making them more accountable and motivated for results. In the World Bank funded 

Nigeria State Health Investment Project (NSHIP), the roles of the states and LGAs are clearly 

defined with their result indicators, and financial incentives are provided on the achievement of the 

indicators. PBF also provides direct finance to health centers based on the quantity and quality of 
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services delivered1, and the PHCCs have autonomy in using this funding to improve health services 

and pay health worker bonuses. PBF has been pre-tested in 33 primary PHCCs in Adamawa (Fufore 

LGA), Nasarawa (Wamba LGA) and Ondo (Ondo East LGA) states since December 2011. These 

three LGAs were purposefully selected by the state governments, and the model PHCCs for each 

ward2 in the LGAs were selected. The project scaled up over a period and reached 457 PHCCs in 

June 2016, covering the entire three states.  

 

A multi-layer verification mechanism enables the government to track the monthly 

utilization of services at the PHCCs for performance analysis. The hallmark of the PBF 

approach is its rigorous verification mechanism to ensure the reliability of performance data that 

the project incentivizes. In the PBF in Nigeria, monthly utilization of a basic package of services 

(including 21 indicators comprising outpatient visits, institutional delivery, fully immunized 

children and family planning) are reported by the PHCCs as a provisory invoice for performance 

payment. On receipt of the invoice, the State Primary Healthcare Development Agency (SPHCDA) 

and independent consultants visit the health centers to verify the reported quantity of services 

delivered by comparing the registers and the invoice. The data will be further verified by external 

organizations and by community based organizations (CBOs) through community visits. In 

addition, the quality of services is measured by the PHCC Department of the LGAs every quarter 

using the comprehensive quality checklist. The quality checklist consists of more than 200 

indicators in 15 areas3. The assessment results will also be counter-verified by an independent 

agency at least every six months.  

                                                      
1 Quantity bonus is calculated by the number of 21 basic health services delivered multiplied by incentive 

for each service. Quality bonus is calculated by the percentage (out of 100%) achieved in the quality 

checklist multiplied by 25% of total quantity bonuses of the quarter. 
2 There is one model PHCC for each ward in Nigeria. 
3 General management, business plan, finance, indigenous committee, hygiene, OPD, family planning, 

laboratory, inpatient wards, essential drugs management, tracer drugs, maternity, EPI, ANC, HIV/AC 
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1.2. Performance Variations among Health Centers under PBF 

Large variation in performance exists in pre-pilot PBF facilities. Preliminary results of 

the pre-pilot PBF activities in Adamawa and Nasarawa states suggested that the PBF created large 

variations in performance among the participating PHCCs4. Figure 1, 2, 3 and 4 compare the total 

PBF earnings as a reward for improved service utilization and quality scores5 (Figure 1), outpatient 

visits (OPDs) (Figure 2), institutional delivery (Figure 3) and consolidated quality score assessed 

with quality checklist (Figure 4) among PHCCs in Fufore LGA in Adamawa (14 facilities) and 

Wamba LGA in Nasarawa (10 facilities). The data (except for the quality score) is adjusted using 

the average catchment population of the PHCCs (i.e., 7,633 people) for comparison. These graphs 

show that the total earnings and uptake of essential services were equally low across PHCCs when 

the PBF started in December 2011, and began to vary greatly between good and poor performers 

during 2012. For example, in total earnings, Mayo-Ine health center in Fufore received over nine 

times more performance bonuses than the worst performing health centers in September 20126. 

Also in Wamba, the best performer earns about four times more than the worst performers in 

September 2012 (Figure 1). Ondo East LGA lagged behind the other two LGAs due to delayed 

performance payments. However, it later started to improve performance, with the large variation 

in performance between high and low performers. The range of scores had not been as wide in the 

                                                      
4 Large variations in performance between different LGAs in different states may relate to several factors, 

including: (i) leadership (e.g., Adamawa has a strong Executive Director (ED) of SPHCCDA, while 

Nasarawa experienced the change of the ED and Ondo did not have the SPHCCDA until recently); (ii) type 

of LGA (e.g., Ondo East is very rural); (iii) performance payment (e.g., Ondo experienced long delays of 

performance payment). However, the difference in performance across states/LGAs is out of scope of this 

research.  
5 Total earnings are calculated as the sum of quantity of a service delivered in a month * predetermined fees 

for the service (based on importance) for each of the 21 services + quality of services * 25% of the total 

quantity bonus. 
6 The validity of catchment population needs to be carefully examined, as underestimated catchment 

population can increase the standardized performance significantly. 
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quality score as the other quantity scores (Figure 4). However, there are still some PHCCs that 

improved the quality score significantly while the quality improvement in other PHCCs is limited. 

 

Figure 1: Total PBF Earnings (Naira) Dec 2011 – Sep 2012 

 (Adjusted using average catchment population) 

Adamawa (Fufore LGA)           

 

Nasarawa (Wamba LGA) 

 

Source: PBF Portal (http://nPHCCda.thenewtechs.com/) 
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Figure 2: Outpatient Visits (Unit) Dec 2011 – Sep 2012  

(Adjusted using average population) 

Adamawa (Fufore LGA) 

 

  Nasarawa (Wamba LGA) 

 

Source: PBF Portal (http://nPHCCda.thenewtechs.com/) 
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Figure 3: Institutional Delivery (Unit) Dec 2011 – Sep 2012 

(Adjusted using average catchment population) 

 

Adamawa (Fufore LGA)        

  

Nasarawa (Wamba LGA) 

 

Source: PBF Portal (http://nPHCCda.thenewtechs.com/) 
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Figure 4: Consolidated Quality Score (%) Dec 2011 – Sep 2012 

Adamawa (Fufore LGA)     

 

    Nasarawa (Wamba LGA) 

  

Source: PBF Portal (http://nPHCCda.thenewtechs.com/) 

 

This variation in performance is consistent across indicators. This suggests that good 

performers achieve high uptake in most indicators by using PBF wisely, while poor 

performers struggle with low uptake in most indicators. Figure 5 shows the ranking of the 

PHCCs in Adamawa and Nasarawa states for the standardized uptake of the three key indicators 

for the project, as well as the total earnings as a combined result of the utilization of 21 indicators 

and quality score. It shows that the top three PHCCs in total earnings also have high uptake in the 

three key indicators, whereas the worst three PHCCs in total earnings also have low uptake in the 

three indicators. This suggests consistent variations in performance between the PHCCs.  
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Location and number of staff does not seem to be a major explanatory factor for this variation. 

In Fufore, two of the top three PHCCs only have three qualified staff, and all are very rural facilities. 

The top three PHCCs in Wamba are also all rural, with less than the average number of qualified 

staff. 

 

Figure 5: Ranking of the Health Centers in Four Key Indicators 

(Performance in September, 2012, adjusted using the average catchment population)                                                                               

 
 

Adamawa State          

 

  

Nasarawa State  

 

Source: PBF Portal (http://nPHCCda.thenewtechs.com/) 

Top 3

Worst 3

Fufole 
 Total 
Earning  

Deliv
ery   OPD   FP  
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Deliv
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2. Hypothesis and Research Objectives 

 

Such consistent large variations in the results among the PHCCs under the PBF scheme 

suggest that some facilities used the PBF scheme well and improved performance significantly 

while others struggled to do so. Understanding the key factors that differentiate the good performers 

and poor performers will provide insights on the implementation challenges of the PBF approach, 

and on possible additional interventions to maximize the impact of the PBF.  

 

One of the hypotheses on the key differentiating factors of good and poor performers in PBF 

is management practices at the PHCCs. As discussed above, the PBF provides PHCCs autonomy 

to plan and implement their activities using incentives based on performance. In such circumstances, 

how they set targets, analyze issues in improving utilization and quality of services, plan and 

implement effective activities, review their performance regularly and carry out quick corrective 

actions can determine the performance.  

 

This research aimed to understand the key differentiating factors of performance between the 

PHCCs under the PBF scheme. Furthermore, this research specifically looked into the relationship 

between the management practices and the performance in the PBF facilities. 

 

The following overall Research Questions (RQ) were explored in this research. Specific 

questions for each Chapter are presented in the following sections: 

 

 RQ1: What are the key factors that differentiate good and poor performers among the PHCCs 

under the PBF scheme? 

- Through what mechanisms do these factors affect the performance of the PHCCs?  
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 RQ2: What are the associations between the management practices and overall performance in 

PHCCs under the PBF scheme?  

- How are specific aspects of management practice associated with performance?  

 

 

3. Conceptual Framework 

 

3.1. Literature Review7 

3.1.1. Literature on Factors Influencing Health Center Performance 

The determinants of health worker performance in poor resource setting have not been studied 

well (Marchal et al, 2010), and there is a dearth of evidence on what works to improve health 

worker performance (Dieleman et al, 2009). Also, research on management practices in primary 

health centers in developing countries has primarily focused on the effects of management support 

interventions (Bradley et al, 2008; Conne et al, 1996; Perry, 2008; Rowe et al, 2005; Rowe et al, 

2010; Twum-Danso, et al, 2012). In order to have sufficient ideas about the potential influencing 

factors on health center performance in developing countries, it would be necessary to review a 

broader literature including hospital settings, developed country settings and other industries. 

 

Dieleman et al reviewed published studies on interventions that improved health worker 

performance in low and middle income countries. Critical aspects identified included: (i) 

involvement of local authorities, communities and management; (ii) adaptation of interventions to 

the local situation; and (iii) active involvement of local staff by programs to identify and implement 

solutions to problems. Mechanisms that triggered change were increased knowledge and skills, 

                                                      
7 Additional literature review is presented in Chapter 2.  
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feeling obliged to change and health workers' motivation. Mechanisms to contribute to motivation 

were health workers' awareness of local problems and staff empowerment, gaining acceptance of 

new information and creating a sense of belonging and respect. In addition, staff were motivated 

by visible improvements in quality of care and salary supplements (Dieleman et al, 2009). 

 

In addition, supervision appears to be critical in improving the management practices of the 

health facilities. Randomized trials have shown that supportive supervision can improve 

performance, at least in the short term (Rowe et al, 2005). It was also found that better performance 

after training was associated with supervision (Amaral et al, 2004; Pariyo et al, 2005). 

 

Rowe et al also reviewed published studies on the determinants of health worker performance 

in low and middle income countries. They identified a wide range of factors or environments that 

may influence health worker practices: (i) health worker factors such as knowledge, motivation and 

experience; (ii) patient factors such as patient’s demands; (iii) attributes of the work such as clarity 

of guidelines; (iv) health facility environment including leadership of the director, supervision, peer 

pressure, and health worker participation in planning and organizing work; (v) and other 

environments such as professional, educational, administrative environments (e.g., incentives, 

salary, job security, and decentralization), employment, commercial, community, sociocultural, 

economic and political environments (Rowe et al, 2005). This framework suggests a dynamic 

situation where health workers face changing environments and adapt their practices. However, it 

does not explain what factors tend to be more critical than others, or how these factors interact with 

each other.  

 

Through their research in the industrial, commercial and service sectors, Pfeffer & Veiga 

identified a bundle of seven elements as attributes of good organizational performance, which they 

claim is universally valid: (i) providing employment security, (ii) ensuring comparatively high 



13 

 

compensation contingent on organizational performance, (iii) instituting training and development, 

(iv) putting in place selective hiring, (v) instituting self-managed teams and decentralization, (vi) 

reduction of status differences and (vii) information sharing (Pfeffer & Veiga, 1999. On 

organizational culture, Cameron and Quinn emphasize the importance of the coherence between 

the vision of the managers on their role, the practices they choose to implement, and the perception 

of their employees of these practices (Cameron and Quinn, 2006). 

 

Building on these elements, Marchal et al found three additional practices in a well-

performing hospital in Ghana: (i) teamwork; (ii) strong perceptions of support by the management 

team, and (iii) recognition and trust. They also considered the ‘decision space’, the margins of 

freedom of health service managers at the operational level, as a potentially important context factor 

for the high commitment of hospital management (Marchal et al, 2010). Also, Topp et al looked at 

the factors that drive health center performance in Zambia, and found the importance of 

accountability mechanism, a system to reward for good performance and sanction poor 

performance, and importance of leadership to drive them (Topp et al, 2014). 

 

In order to utilize these findings on the key factors that influence organizational and health 

worker performance in actual operations and interventions in developing countries, the factors need 

to be examined in developing countries context, and organized in an overarching framework. The 

World Bank initiated an effort to understand the factors influencing health center performance and 

health outcomes under the PBF approach. A conceptual framework developed by Hasan et al (2013) 

considers behavioral, organizational and program factors at the health facilities, as well as the 

broader factors at the health systems, community and political economy levels (Figure 6). This 

framework has several advantages in understanding the determinants of performance of health 

facilities under PBF. First, it captures multiple levels of relevant factors in developing country 

contexts, including community and health systems factors. At the community level, several factors 
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such as remoteness, cultural values, attitudes and perceptions and socioeconomic status can 

influence the demand for services, and thus the utilization of health services. Also, health systems 

factors such as human resources, financing and governance can influence the availability and 

quality of service delivery at the health facility level. Likewise, how a PBF program is designed 

and implemented can affect the ability of health facilities to improve their performance. Further, as 

indicated by the arrows in Figure 6, the framework aims to specify the pathways through which 

these factors influence performance.  

 

However, this conceptual framework does not fully take account of the potential influencing 

factors within the health facility. The model assumes that the organizational and behavioral changes 

will occur at the PHCCs when the PBF is designed and implemented appropriately and key 

behavioral attributes such as understanding, expectancy, valence, buy-in, and perceived fairness8 

exist. However, it does not explain: (i) how such key attributes can be formed among health 

workers; and (ii) what differentiate the level of organizational and behavioral changes brought to 

the PHCCs. Combining this conceptual framework with the other factors at the PHCC level such 

as health center management can provide a more comprehensive view of potential factors 

influencing PHCC performance. 

 

  

                                                      
8 Understanding: The knowledge of PBF incentives and other design features; Expectancy: Health facility 

staff’s belief that they can do things that will achieve the targets; Valence: The belief that the incentives are 

sufficiently valuable or substantial to inspire responses predicted by the theory of change; Buy-in: 

Acceptance of the program and its criteria; Perceived fairness: Staff believe the program features and 

implementation are fair (Hasan et al 2013). 



15 

 

Figure 6: PBF Conceptual Framework 

 

Source: Hasan et al (2013) 

 

3.1.2. Literature on Health Facility Management and Performance 

There are a few empirical studies in developed countries that have explored the relationship 

between health center management practices and performance. In a study on hospitals in the US 

and UK, a group of economists developed a set of 18 indicators for: (i) operations management 

(admitting the patient, standardization and protocols, coordination on handoffs, communication 

among staff, patient focus, discharging the patient), (ii) performance management (technology 

adoption, monitoring errors/safety, continuous improvement, performance review, performance 
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dialogue), (iii) target management (target balance, target interconnection, target stretch) and (iv) 

talent/people management (rewarding high performers, removing poor performers, managing talent, 

retaining talent) to measure excellence in management practices. They identified the strong 

association between the management practices scores and hospitals’ performance such as lower 

heart attack mortality rate, more income per bed, shorter waiting lists, higher patient satisfaction 

and better adoption of clinical best practices (Dorgan et al, 2010; Bloom et al, 2010). They also 

found a strong relationship between several contextual factors and effective management practices, 

such as competition, clinically qualified managers, level of autonomy of hospitals and scale of the 

hospitals (Dorgan et al, 2010). McConnell et al also used the same (slightly modified) 18 indicators 

in 590 cardiac units in the US hospitals and found that these management practices correlate 

significantly with mortality and all of the six process measures (McConnell et al, 2013). 

 

Another empirical study on management practices and performance is related to the Baldrige 

healthcare criteria for performance excellence. The Baldrige criteria were developed based on the 

criteria for manufacturing, services and small business in 1955, and tens of thousands of copies of 

the healthcare criteria have been distributed in developed and some developing countries (Meyer 

& Collier, 2001). They consist of seven criteria: (i) Leadership; (ii) Strategic Planning; (iii) Process 

Management; (iv) Human Resources (HR) Development and Management; (v) Information and 

Analysis; (vi) Focus on and Satisfaction of the Patients and Other Stakeholders, and (vii) 

Organizational Performance Results. Meyer and Collier translated these criteria into specific 

indicators and questions and verified the validity and reliability of the scores in US hospitals. Their 

analysis demonstrated that the “Leadership”, and “Information and Analysis” criteria have a direct 

significant causal link to “Organizational Performance Results” such as medical outcomes, costs 

and efficiency. It also suggested that the “Process Management”, and “HR Development and 

Management” criteria have a direct significant causal link to “Focus on and Satisfaction of the 

Patients and Other Stakeholders” (Meyer & Collier, 2001).  
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There are also several studies in developed countries that have examined the association 

between organizational attributes including management practices and performance. For example, 

Shortell et al suggested that in ICUs in the United States, caregiver interaction comprising the 

culture, leadership, coordination, communication and conflict management abilities of the unit was 

significantly associated with lower risk-adjusted length of stay, lower nurse turnover, higher 

evaluated technical quality of care and greater evaluated ability to meet family member needs 

(Shortell et al, 1994). However, such literature is mostly focused on the hospital environment in 

developed countries (Shortell and LoGerfo 1981; Shortell 1985, 1990; Davies and Ware 1988; 

Shortell, O’Brien et al. 1994; Shortell, Zimmerman et al. 1994; Shortell et al. 1998; Mitchell and 

Shortell 1997; Davies and Nutley 2000; Donaldson et al. 2000; Ferlie and Shortell 2001).  

 

 

3.2. Conceptual Framework and the scope of the Research 

3.2.1. General Framework 

Figure 7 provides a conceptual framework for the health center performance improvement 

under PBF in this research. This builds on Hasan et al’s framework (Figure 6), and adds constructs 

around health center management from the literature review. The framework consists of four 

components: (i) community; (ii) health systems; (iii) PBF design and implementation; and (iv) 

health center management.  

 

(i) Community: Cultural values and perceptions, information on health services, access to health 

centers and affordability for the community influence the demand for health center services. 

Also, community support or voice can influence directly the management of the health centers. 
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(ii) Health systems: Factors such as the involvement of local authorities, supervision and training, 

drugs/vaccines supply chain, employment security and selective hiring are health systems 

related issues managed by LGAs and states in Nigeria. Health systems performance influences 

both PBF implementation and health center management. For example, frequent and high-

quality supportive supervision to the PHCCs can improve their planning, problem-solving and 

performance management. Conversely, too many assignments of unskilled workforce to a 

health center through nepotism reduces the bonus amount each individual can receive through 

the PBF and can make PBF incentive less effective in motivating health workers. 

 

(iii) PBF design and implementation: Factors such as decision space/autonomy of PHCCs and 

comparatively high and timely compensation contingent on organizational performance are 

the factors that the PBF design and implementation is supposed to address. For example, 

delayed payment of performance incentive can lead to lack of operational cash for the PHCCs 

to operate and reduce the level of trust to the PBF scheme among health workers.  

 

(iv) Health center management: Factors that the PHCC can control by mobilizing their resources 

under the PBF including the practices summarized in Table 2 above (e.g., problem solving, 

communication, planning, performance management), the management practices that Dorgan 

et al 2010, Bloom et al 2010 and McConnell et al 2013 developed, and the Baldrige criteria in 

the section 3.1.1.  

 

The above four factors influence the quality of facility and services, skills and motivation of 

the health workers and relationship with the communities. These factors in turn influence the 

demand for services at the PHCCs, and the increased demand improves the uptake of essential 

health services at the PHCCs thus leads to better health outcomes and more performance bonuses 

to the PHCCs. The increased performance bonuses in turn creates more fiscal space for the PHCCs 
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to improve their services and engage with the communities further, and motivate health workers 

with more rewards. The aim of the PBF is to drive this virtuous cycle of continuous improvement 

at the PHCCs. 

 

Figure 7: Conceptual Framework of Health Center Performance Improvement under PBF 

scheme 

 

 

3.2.2. Related Research and the Scope and Focus of This Research 

There are two related studies for the NSHIP and this research plans to use part of the data from 

these other studies: (i) impact evaluation of the NSHIP; and (ii) demand-side barrier analysis in the 

NSIP’s pre-pilot health facilities. 

Community
• Cultural values, relationships and perceptions
• Geography and access to health centers
• Affordability to receive services
• Lack of information/knowledge about health services

Health Systems

• Leadership and governance
• Human resources (e.g., staffing, salary payment)
• Financing 
• Supply chain (e.g., vaccines supply)
• Stewardship (supervision, training)

PBF Design and Implementation

• Autonomy to health centers
• Performance based payment to health centers and LGAs
• Verifications

Health Center Management

• Target setting and planning
• Communication of target, issues, solutions and rewards
• Problem solving
• Performance management (e.g., data tracking/review)
• Team management, evaluation, rewarding and coaching
• Involvement of communities and local authorities
• Other management areas (e.g., financial)

• Increased 
demand to 
receive services 
at health centers

• Better equipped 
facilities

• More skilled and 
motivated health 
workers 

• Better relation-
ship with 
communities

• More 
uptake of 
essential 
health 
services

• Better 
quality 
score

• Better health 
outcomes

• More 
performance 
bonuses

• More finances to improve health centers and 
motivate health workers (virtuous cycle through PBF)
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(1) Impact Evaluation for the NSHIP (World Bank, 2012)  

The project impact evaluation employing a randomized control trial design aims to provide 

evidence of whether the PBF approach has contributed to an improvement in: (i) the availability, 

utilization and coverage of maternal, child, reproductive and disease control health interventions 

(e.g., institutional delivery, antenatal care, vaccination, family planning), particularly among the 

poor; and (ii) the quality of care, in publicly-financed health facilities. It compares the outcomes of 

the randomly assigned PBF LGAs (where PHCCs will receive performance based incentives) and 

decentralized financing facility (DFF) LGAs (where PHCCs will receive same level of grant as 

those in the PBF LGAs without linkage with performance) in the three project states (two treatment 

arm). In addition, it selects the additional three states with similar socio economic characteristics 

to the three project states as control states (Benue for Nasarawa, Taraba for Adamawa and Ogun 

for Ondo) and compares the outcomes in PBF and DFF LGAs with the outcomes in randomly 

selected LGAs in the control states where no project activities will be carried out (control arm). 

The impact evaluation will use pre-post comparison for difference-in-difference analysis. The data 

were collected through household and health facility surveys in the six states at the baseline (in 

2014), and will be collected at the mid-point (2.5 years after the project launch) and end-point of 

the project (5 years after the project launch). The sampling frame of the impact evaluation is 

summarized in Table 2. 

 

Table 2: Sampling frame for the NSHIP impact evaluation 

 

State name

Number 

of LGAs

Number 

of wards

Estimated 

number of 

model health 

facilities

Estimated max 

sample size - 

treatment 

facilities

Estimated max 

sample size - 

comparison 

facilities

Nasarawa 12 144 144 72 72

Ondo 17 193 193 97 96

Adamawa 20 213 213 107 106

Plateau 7 72 72 0 72

Ogun 10 97 97 0 97

Taraba 8 107 107 0 107

Total 826 276 550
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(2) Demand-Side Barrier Analysis (World Bank, 2013) 

The World Bank’s health team including the author carried out a separate demand-side barrier 

analysis in communities close to the selected 9 well-performing and poorly-performing PHCCs 

(based on the monthly operational data) in the three states/LGAs (3 PHCCs each). The research 

was carried out in 2013 and explored factors such as access to the PHCCs (e.g., distance, 

availability of transport, road condition and cost of transport), cost variation of the health services 

provided, cultural and information barriers and competition with other providers through key 

informant interviews and focus group discussions. The key findings include: (i) transport costs, 

other transportation obstacles, cost and unpredictability of the cost of drugs, preference to receive 

care from a fully-qualified doctor as well as from traditional providers given the more flexible 

payment schemes they offer, were common factors that influenced demand for services across 

PHCCs; and (ii) there were large variations in the commitment of community leaders and members 

to support PHCCs, and this influenced the utilization of services by the community. 

 

In addressing RQ1, which concerns key differentiating factors of performance among the 

PHCCs, this research focused on supply-side factors and used this separate analysis of the demand-

side factors as a reference. Demand-side factors (e.g., distance, income, cultural and social norms) 

were examined in the qualitative analysis (Chapter 1) as part of the contextual factors, but they 

were not the focus of the investigation. Also, Chapter 1 analyzed the support from community 

leaders, and PHCC practices that engage communities and enhance demand for services. 

 

4. Research Methodology 

 

4.1. Overall Research Design 
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This research used an exploratory sequential mixed methods design. Creswell and Plan defined 

mixed methods as “a research design with philosophical assumptions as well as methods of inquiry. 

It involves philosophical assumptions that guide the direction of the collection and analysis of data 

and the mixture of qualitative and quantitative approaches in many phases in the research process. 

Its central premise is that the use of quantitative and qualitative approaches in combination provides 

a better understanding of research problems than either approach alone”  (Creswell & Plan, 2010). 

As this study aims to understand “what” are the determinants of the PBF performance by focusing 

on management practices and “how” these determinants affect performance, either quantitative or 

qualitative method by itself would not be adequate. The study used the conceptual framework of 

health center performance improvement under PBF in Figure 7 as the overall guide and sequenced 

the qualitative and quantitative data collection and analyses. The following three sequenced 

Chapters were developed to address the research questions.  

 

 Chapter 1: Exploratory case studies on influencing factors of health center performance 

under PBF – This Chapter explored the key factors that differentiate good performers and poor 

performers among the PHCCs under the PBF scheme. A qualitative case study approach was 

used to understand why good performers could improve performance while poor performers 

struggle to do so. The primary focus was placed on management factors at the PHCCs. This 

Chapter provided information on the critical management practices in the PHCCs under the 

PBF scheme, helped develop a measurement approach for health center management in 

Chapter 2 and 3, and guided the selection of key management items for regression analyses in 

Chapter 3.  

 

 Chapter 2: Development of Health Center Management Practice Scorecard – This Chapter 

intended to develop and validate a tool to measure management practices at primary health 
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centers in developing countries. The developed tool was used in Chapter 3 to understand the 

relationships between management practices and performance in the PBF health facilities.  

 

 Chapter 3: Data analysis of potential influencing factors – This Chapter aimed to analyze 

the relationship between management practices and other influencing factors and health center 

performance in the PBF PHCCs under the NSHIP, using the management practices scorecard. 

This Chapter also aimed to illustrate what types of management practices are particularly 

important in achieving favored results. 

 

The exploratory sequential mixed method design with the three Chapters is summarized in 

Figure 8. Unlike the explanatory sequential design that shifts from quantitative analysis to 

qualitative analysis, the exploratory sequential design begins with the collection and analysis of 

qualitative data. Building on the exploratory results from the qualitative analysis, the researcher 

conduct a second, quantitative phase to test or generalize the initial findings (Creswell & Plan, 

2010). This research started from the exploratory case study in Chapter 1 and tested the findings 

quantitatively though Chapter 2 and 3.  

 

  



24 

 

Figure 8: Sequential mixed method design of the research 

 

 

Chapter 1 looked into the selected PHCCs that have been implementing the PBF as a pre-

pilot since December 2011. In contrast, the testing of the scorecard in Chapter 2 and the analysis in 

Chapter 3 used the larger sample of PHCCs that started PBF as the project scaled up gradually to 

the entire three states. Table 3 describes how the three Chapters address the research questions and 

the factors in the Conceptual Framework (Figure 7).  

 

Table 3: Contributions of the Chapters to the Research Questions  

Chapters Contributions to Research 

Questions 

Coverage of the Conceptual 

Framework 

1. Exploratory case 

study on 

influencing factors 

of health center 

performance 

under PBF 

Chapter 1 aimed to understand the key 

factors that differentiate good and 

poor performers among PHCCs under 

the PBF scheme (RQ1), with primary 

focus on the management practices 

that differentiate performance (RQ2).  

Chapter 1 focused on health 

center management, but it also 

covered the factors in health 

systems, PBF design and 

implementation, and 

community factors.  

Qualitative data 
collection and 
analysis

Builds to
Quantitative data 
collection and 
analysis

Interpretation

Paper 1
• Identify key determinants of 

performance for PHCs under PBF, 
focusing on but not limited to health 
center management factors

• Provide information on what 
management practices and other 
contextual factors are critical

Paper 2
• Develop a scorecard to measure 

management practices at PHCs
• Indicators, questions and scoring 

criteria for the scorecard will be 
built on the result of Paper 1

Paper 3
• Analyze the relationship between 

management practices and 
performance in PHCs, using the 
scorecard in Paper 2

• Contextual and other factors to 
control and analyze is informed 
from the result of Paper 1

• Quantitative and 
qualitative findings will 
be combined to 
understand what 
management practices 
and other factors 
influence PHC 
performance, why and 
how

Conceptual Framework of health center performance improvement under PBF 
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2. Development of 

Health Center 

Management 

Practice Scorecard 

Chapter 2 focused on developing a 

tool to assess the management 

practices of the health centers (RQ2).  

Chapter 2 focused on detailing 

the factors in health center 

management. 

3. Data analysis of 

potential 

influencing factors 

Chapter 3 aimed to measure the 

association between the management 

practices and performance (RQ2), 

controlling other factors that relate to 

performance (RQ1), based on the 

findings in Chapter 1.  

Chapter 3 focused on factors 

in health center management, 

controlling other factors. 
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Chapter 1: Roads to high and low-performing primary health care facilities - An 

exploratory case study on key differentiating factors of performance under the 

performance based financing (PBF) scheme in Nigeria 

 

Introduction 

 

Determinants of health facility performance and health center management in developing 

countries 

In low income countries, primary-level health services are often the only type of formal health 

care accessible to a majority of the population (Gormley et al. 2011; Komatsu et al. 2008; Schneider 

et al. 2006). Given their importance for reducing preventable deaths of children and mothers, 

numerous initiatives exist to improve the performance of primary health services. However, the 

determinants of primary health care facility performance in poor resource setting have not been 

studied well (Marchal et al, 2010), and there is a dearth of evidence on what works to improve 

health facility performance (Dieleman et al, 2009).   

 

One of the most under-researched areas in primary health services is facility management – 

including the practices and behaviors of officers in charge (OICs) and how these influence the 

management and operations of primary health facilities. Empirical studies that have explored the 

relationship between health facility management practices and performance are skewed toward 

hospital-based studies in developed countries (Dorgan et al, 2010; Bloom et al, 2009; Bloom et al, 

2010; McConnell et al, 2013; Meyer & Collier, 2001; Shortell and LoGerfo 1981; Shortell 1985; 

Davies and Ware 1988; Shortell et al. 1994a; Shortell et al. 1994b; Shortell et al. 1998; Mitchell 

and Shortell 1997; Davies and Nutley 2000; Donaldson et al. 2000; Ferlie and Shortell 2001). There 

are few empirical studies that look at management-related issues at the primary health care level in 
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developing countries (Topp et al, 2014), and many approaches to improve health facility 

management in developing countries are not based on evidence. 

 

Rowe et al (2005) and Dieleman et al (2009) reviewed published studies on factors that affect 

health worker performance and interventions that improved health worker performance in low and 

middle income countries. Also, Marchal et al (2010) examined practices in a well-performing 

hospital in Ghana, and Topp et al (2014) explored the factors that drive health center performance 

in Zambia. Important elements related to health facility management identified through these 

studies included: (i) engaging and problem-solving with local stakeholders (e.g., involvement of 

local authorities and communities; adaptation of approaches to the local situation; active 

involvement of local staff to identify and implement solutions to problems) (Dieleman et al, 2009); 

(ii) building a system of accountability (visibility of performance; rewards and sanctions based on 

performance) (Topp et al, 2014); (iii) motivating health workers for change (e.g., enhancing health 

workers' awareness of local problems; showing  visible improvements in quality of care; peer 

pressure; staff empowerment; and salary supplements) (Dieleman et al, 2009; Rowe et al, 2005); 

(iv) building team work and creating a sense of belonging, trust and respect , and support by the 

management team (Marchal et al, 2010; Dieleman et al, 2009); and (iv) leadership to help build 

such supportive environments (Topp et al, 2014; ; Rowe et al; 2005). These findings provide a 

useful list of important elements of health center management. However, such studies provide little 

insight on key drivers that improve performance and differentiate high and low performers, and 

pathways through which such drivers influence performance of primary health facilities.  

 

Performance based financing in developing countries 

Performance based financing (PBF) has been implemented or is under discussion in more than 

30 countries in Sub-Saharan Africa (World Bank, 2013). Major design features of PBF include: (i) 

providing finance to health facilities based on quantity and quality of services provided; and (ii) 
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providing autonomy for health facilities to plan and implement activities to improve their health 

services. PBF allows primary health care facilities to use the received funds at their discretion to 

improve health services. Health facilities, for example, can use a part of the received funds to 

purchase drugs from certified local pharmacies, refurbish facilities, buy equipment, carry out more 

outreach activities and provide monetary or non-monetary incentives to patients. The rest of the 

funds can be allocated to health workers based on their performance and responsibilities (Fritsche 

et al., 2014).  

 

However, providing autonomy to health facilities can create large variations in performance 

among them. Well-performing facilities will receive more performance incentives, can invest to 

further improve their performance and thus receive more funds (virtuous cycle). In contrast, health 

facilities that could not use the received finance to attract more patients effectively or have 

problems that cannot be addressed by having cash on hand will not receive much performance 

incentive, which in turn will limit their ability to improve health services (vicious cycle). With 

increased attention to the PBF approach, many rigorous impact evaluations of the overall effect of 

PBF on health service outputs, outcomes and other critical issues such as equity and health worker 

behavior have been designed and are currently underway – e.g., Afghanistan, Benin, Burundi, CAR, 

DRC, Lesotho, Nigeria, Zambia, Zimbabwe (World Bank, 2013). However, how PBF works in 

different contexts has been regarded as a “Black Box” (Renmans et al, 2016), and little research 

has tried to understand what determines or differentiates the performance of health facilities under 

a PBF scheme. 

 

PBF in primary health care centers in Nigeria 

Nigeria is an economic giant in Africa with a GDP of US$414.5 billion, and the economy has 

been consistently growing with a growth rate of 7%. However, Nigeria has made limited progress 

in delivering critical health services. Institutional delivery and DPT3 coverage remain very low at 
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35.8% and 38.2%, and contraceptive prevalence rate is only 9.8% (NDHS 2013). While the average 

catchment population for a primary health care center (PHCC) that provides first-level essential 

health services to the population of a ward is around 7,600 people, PHCCs on average are seeing 

only 1.5 patients per day even when PHCCs have more than 10 staff (World Bank, 2014). This 

poor performance despite relatively abundant human resources for health relates to poor 

accountability and motivation towards result due to the “fundamental problem of the lack of clarity 

in responsibilities for PHCC between state and local government” (Oxford Policy Management, 

2011), coupled with health financing issues with no money flowing into health centers.  

 

To address this, the World Bank-funded Nigeria State Health Investment Project (NSHIP) 

introduced PBF. At the pre-pilot in 33 PHCCs in Adamawa, Nasarawa, and Ondo states starting in 

December 2011, the PBF created large variations in performance among the participating PHCCs. 

The graphs in Figure 9 show that total PBF earnings, as a proxy for essential health services 

utilization and quality, began to vary greatly between good and poor performers shortly after the 

scheme was initiated and these differences increased over time. This suggests that good performers 

achieve high uptake in most indicators by using PBF wisely, while poor performers struggle with 

low uptake in most indicators.  

 

  



30 

 

Figure 9: Total PBF Earnings (Naira) Dec 2011 – Sep 2012 

 (Adjusted using average catchment population) 

Adamawa (Fufore LGA)  

  

Nasarawa (Wamba LGA) 

 

Source: PBF Portal (http://nPHCCda.thenewtechs.com/) 

 

 

Study Objectives 

This study aims to provide an in-depth understanding of the determinants of PHCC 

performance, with its focus on management practices at the PHCCs. The study is a part of a broader 

effort to understand the relationship between management and performance at PHCCs under the 

NSHIP. The following specific research questions were explored in this study.  
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1. What differentiates good and poor performers among the PHCCs under the PBF scheme in 

Nigeria? 

2. Particularly, which management factors differentiate the performance of the PHCCs? 

3. Through what mechanisms do these factors affect the performance of the PHCCs? 

 

Through the cases in Nigeria, this research seeks to address these questions to help policy 

makers and programs decide what to prioritize and where to start to improve health center 

performance in countries similar to Nigeria. 

 

 

Methods 

 

General approach 

In order to understand the differences between good and poor performers, this research used a 

multiple case study approach. A case study is “an empirical inquiry that investigates a 

contemporary phenomenon within its real-life context; when the boundaries between phenomenon 

and context are not clearly evident; and in which multiple sources of evidence are used” (Yin, 2009). 

In contrast to experimental designs that seek to test a specific hypothesis through the comparison 

of treatment and control groups, the case study approach lends itself well to capturing information 

on more explanatory ‘how’, ’what’ and ‘why’ questions (Creswell & Plan, 2010). This study was 

informed by the extreme or deviant case sampling approach that looks into unusual cases (in this 

research, high performers and low performers) that provide rich information (Patton, 1990). This 

approach allows us to “understand under what conditions programs get into trouble and under what 

conditions programs exemplify excellence” (Patton, 1990), and integrate organizational contextual 

factors in thinking about what works (Bradley et al, 2009).   
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Sampling and selection of cases 

This research was carried out in two Local Government Areas (LGAs) in Nasarawa and Ondo 

states that started the pre-pilot PBF activities in December 2011. Due to security reasons, another 

target state for the NSHIP, Adamawa state, was dropped from the selection of PHCCs for this 

research. The number of cases (8 cases – 2 high-performers and 2 low-performers for each of the 

2 LGAs) was determined considering the transferability of the findings to other PHCCs. Although 

PHCCs in the target LGAs are mostly rural and have a small number of staff, the contextual factors 

and management practices of the PHCCs can be diverse. By having more than one high and low 

performer in each LGA, the research aimed to develop a good understanding of what are common 

and distinctive factors that influence performance.  

 

This study selected high and low performers in each LGA based on the quantity and quality of 

essential health services provided by the PHCC. Total monthly PBF earnings was used as a proxy 

measure for the level of utilization and quality of essential health services9. The PHCCs were 

ranked using three methods: (i) total PBF earnings adjusted for catchment population of each 

PHCC; (ii) unadjusted total PBF earnings (as official catchment population data is not always 

accurate); and (iii) improvement (%) of total PBF earnings from baseline. For the ranking, two-

months average data before and after the payment delay that occurred between October 2012 and 

February 2013 were used, in order to use performance data when payments were made. Among the 

12 consistently high or low performing PHCCs identified through these rankings, eight PHCCs 

were selected through discussion with state and LGA staff in each state who had been supervising 

                                                      
 9 Total PBF earnings is calculated by adding quantity-based earnings for all of the selected 21 essential 

health services (e.g., outpatient visit, institutional delivery, full vaccination of under-five child) and quality-

based earnings based on quality assessment scores. The Quantity-based earnings for each service is 

calculated by multiplying the number of the service delivered per month by unit PBF fees for the service 

that is defined by the government of Nigeria based on the importance of each service. Quantity of services 

are verified by teams of State Primary Health Care Development Agency (SPHCDA) staff and technical 

assistance agency staff. 
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the PHCCs for more than two years. The PHCCs that recently experienced changes (e.g., change 

of Officers in Charge (OICs)) and a particularly large PHCC that was not comparable with other 

PHCCs were excluded. Appendix 1 describes details of the rankings and selection of the PHCCs. 

 

Conceptual framework 

Table 1 presents a conceptual framework on potential differentiating factors of PBF 

performance developed through literature reviews on health service performance and health facility 

management, and review of a conceptual framework developed by Hasan et al (2013) on PBF 

performance. The author’s own knowledge and experiences in PHCC performance as a core team 

member of the NSHIP at the World Bank was also drawn on to develop this framework. In summary, 

four main explanatory factors were identified: (i) community; (ii) health systems; (iii) PBF design 

and implementation; and (iv) health center management, together with more specific items (sub-

factors) in each of these factors that may help explain difference in performance across the PHCCs. 

The unshaded rows in Table 1 reflect sub-factors related to PBF design that will not vary by PHCC 

in the same LGA.  

 

Based on the themes that emerged through data collection and analyses, we adjusted these four 

main factors developing an alternative three factors that seemed to better frame the influences on 

performance:  contextual factors; community engagement and support; and performance and staff 

management. Table 4 explains the changes and reasons for the changes. Findings of the case 

studies are presented based on these factors in the Results section. 

 

Table 4: Potential Differentiating Factors of PBF Performance within an LGA – Conceptual 

Framework 

(Potential differentiating factors shaded in blue) 

 

Initial 

Factors 

Sub-Factors Initial supposition prior to data collection Final factors 

used 
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rCommunit

y/ Demand 

Cultural 

values, 

relationships 

and 

perceptions 

Different communities can have different 

values and relationships with PHCCs and 

alternative health providers (e.g., traditional 

healers and birth attendants). This 

influences the utilization of the PHCCs, and 

may directly influence facility 

accountability and management. Also, 

support from community leaders can vary 

and affect utilization of PHCCs 

significantly. 

 

A. Contextual 

and health 

system factors 

- Broader 

contextual 

sub-factors, 

such as 

competition 

with other 

providers (e.g., 

hospitals) and 

security issues 

were identified 

and included. 

- Differences in 

health systems 

and PBF 

design and 

implementatio

n did not 

appear to be 

significant 

explanatory 

factors and 

thus were 

integrated into 

this category 

rather than 

kept as 

standalone 

factors. 

 

B. Community 

engagement and 

support 

- Throughout 

the data 

collection and 

analyses, 

many 

differences 

between high 

and low 

performers 

emerged in 

terms of 

community 

engagement 

with PHCCs 

Geography 

and access 

Access to health centers can vary 

significantly and influence people’s 

willingness to visit PHCCs. Access to 

competing providers, such as hospitals can 

also influence the utilization of the PHCCs. 

Affordability 

of  services 

Income level of patients can be different 

between urban and remote PHCCs, which 

may affect service utilization. 

 

Health 

Systems 

Leadership 

and 

governance, 

key 

stakeholder 

support 

Although the health centers in the same 

LGAs are under the same leadership and 

governance, its influence on the health 

centers can be different. For example, the 

health centers close to an LGA or with close 

relationship with LGA staff may receive 

more support from the LGA. Leadership 

with strong focus on or less attention to 

equity may or may not support remote 

facilities more than urban ones 

Human 

resources 

(HR) 

Too few skilled staff (e.g., nurses, 

midwives) and too many unskilled staff 

(often the case in Nigeria) can affect 

performance and individual performance 

bonuses through the PBF. However, HR 

environment issues such as job security, 

opportunities for promotions and level and 

regularity of salary payment will not vary 

by facility within the same LGA. 

Financing PHCCs in Nigeria do not receive funds 

from the states or LGAs except for PBF 

performance bonuses. Yet some PHCCs 

may receive more commodity (e.g., free 

drugs) or infrastructure support than others, 

which can affect the performance of the 

PHCCs. 

Supply chain PBF allows the local purchase of drugs 

from certified distributers, so the influence 

of government’s supply chain performance 

on PBF PHCCs will be limited to vaccines 

that are not available in local pharmacies. 

However, access to the certified pharmacies 
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may be different, and remote facilities may 

face challenges in purchasing drugs when 

needed. 

and support 

from 

community 

leaders. 

Community 

engagement 

and support 

was thus 

elevated to 

become a 

factor in its 

own right.  

 

 

 

Supervision 

and training 

Frequency and quality of supportive 

supervisions may differ by supervisors and 

access of PHCCs.  

PBF Design 

and 

Implemen-

tation 

Autonomy to 

health 

centers 

Same level of autonomy (e.g., local 

purchase of drugs and other equipment/ 

supplies, no control on hiring and firing of 

health workers) are applied across health 

centers through PBF. 

Performance 

based 

payment 

Delays in performance based payment will 

negatively affect PHCCs’ performance. 

However, since the state governments pay 

to all PHCCs at a time, timing of the 

payment will not vary across PHCCs in the 

same state. 

Verifications Same verifiers (SPHCDA and consultant) 

visit health centers every month, though the 

time they spend and interactions during the 

verification visits may be different by 

access, relationship, etc.  

Health 

Center 

Manage-

ment 

Overall Management practices of PHCCs will differ 

significantly depending on OICs and other 

skilled health workers who support them. 

C. Performance 

and staff 

management 

- A set of 

performance 

management 

activities 

including 

planning, 

target setting, 

performance 

tracking and 

reviews, and 

problem 

solving 

emerged as a 

key sub-factor. 

- We also found 

clear 

differences 

between high 

and low 

performers in 

practices to 

motivate staff 

and build 

teams, making 

Planning Health facilities that defined a clear 

investment and activity plan based on a 

clear understanding of key issues can 

improve performance. Active involvement 

of stakeholders in the planning process can 

motivate the facilities to implement the 

plan. 

Problem 

solving 

How health workers identify issues, analyze 

root causes, develop solutions, turn them to 

specific actions and implement them can 

influence performance.  

Performance  

management 

Health facilities that set appropriate targets, 

track the achievement of the targets, review 

performance rigorously with data, 

implement corrective activities and follow 

up on the activities in a continuous way will 

be able to improve performance 

significantly.  

Staff and 

team 

management 

How health facilities: (i) nurture team work 

and trust; (ii) assess the individual health 

workers in fair way and reflect the results in 

rewards, and (iii) provide constructive 

feedback, coaching and training can 

influence motivation and growth of the 
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health workers and performance of the 

health facilities. 

this another 

key sub-factor. 

- Community 

engagement, 

was originally 

viewed as part 

of relationship 

building and 

resource 

mobilization 

sub-factor, but 

as noted above 

emerged as a 

key factor in 

its own right. 

 

 

 

Communica-

tion 

Effective communication of the 

performance targets, activity plan and 

progress to health workers can guide and 

motivate health worker to achieve the 

targets. 

Robust and frequent communication to 

communities about the improved care at the 

health facilities can attract the patients. 

Relationship 

building and 

resource 

mobilization 

How health facilities: (i) involve 

communities in planning and outreach 

activities; (ii) seek frequent help from LGA 

supervisors, PBF consultants and state staff 

proactively can improve quality of care and 

make outreach activities effective. 

Financial and 

drug 

management 

Good financial recording and management 

and drug management can maximize the 

value of investments using received 

performance based finance. 

 

 

Data collection approach 

In order to develop a thorough understanding of the cases and increase credibility of the 

study, the research involved the collection of multiple sources of evidence, using a range of 

quantitative and more commonly qualitative techniques (Creswell & Plan, 2010). This study 

collected information from operational data from the PBF reporting system, interview data, 

documentary data, and observations, (Table 5).  

 

Table 5: Collected Data and Data Use for Each Primary Health Center 

Type Data Use 

Operational 

data from 

PBF 

reporting 

system 

Monthly quantity of the selected 21 

services provided (e.g., Outpatient 

visit, vaccination, institutional 

delivery) for all the PBF PHCCs 

verified by an independent agency. 

To analyze the performance 

(utilization) of the health centers. 

Quarterly quality assessment score 

verified by local authority and 

counter-verified by the NPHCDA 

for all the PBF health centers (Since 

the launch of the PBF pre-pilot). 

To analyze the performance 

(quality) of the PHCCs. 

Management indicators in the 

quality checklist were used to 
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verify reported management 

practices. 

Interview 

data  

 

2 interviews, 

1 group 

interview, 

and 1 group 

discussion 

per facility 

OIC for the selected PHCCs 

(transcribed) 

 

 

 To understand specific 

organizational contexts, 

management practices at the 

PHCCs, and the support received 

from supervisors and 

communities.  

A group interview with 2-3 health 

workers (e.g., nurses, midwives, or 

community health extension 

workers) per case (transcribed) 

 To triangulate what OICs 

explained (e.g., check their 

understanding of PBF targets to 

assess the effectiveness of OIC’s 

communications); 

 To understand health workers’ 

perception of the health center’s 

practices and changes observed 

(e.g., their perception on 

communication with the OIC). 

A chairperson of Ward Development 

Committee (WDC)10 per case 

(transcribed) 

 To understand community leader 

and community engagement 

practices by the PHCCs, and the 

activities of the community and 

their effects. 

Group discussions with LGA PHCC 

Department supervisor and PBF 

consultant who visit the health 

centers regularly (not transcribed)  

 To understand how supervisors 

viewed the PHCCs and possible 

reasons for high and low 

performance. 

 To understand the differences in 

their supervision activities across 

the PHCCs. 

Documentary 

data 

Review of reports and tools used at 

the health centers, including: (i) 

business plan, (ii) financial 

statement (indices tool), (iii) PBF 

invoices, quality checklist, and 

HMIS report, (iv) drugs records; (v) 

notices and graphs on the wall, (vi) 

staff evaluation sheet, and (vii) 

minutes of the health facility 

committees and other meetings, 

based on the observation protocols. 

Triangulate the responses of the 

OICs and other stakeholders, and 

assess the management practices at 

the PHCCs (e.g., review meeting 

minutes to see if the PHCCs 

analyze issues, conclude with clear 

actions with deadlines, and review 

the progress of what are agreed in 

previous meeting). 

The data review results were 

documented in the case summary 

note for each PHCC, and extracted 

through the individual case 

analysis. 

Observations Observation of (i) facility, 

equipment, drugs and waste 
 Triangulate the performance data 

by looking at the conditions of 

                                                      
10 A committee comprised of community, youth, women leaders, etc. that is responsible for reviewing 

performance of a PHCC, authorizing the use of PBF funds, and assisting the PHCC to improve utilization 

and quality of services. 
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management and (ii) monthly 

meetings at the PHCCs based on the 

observation protocols.  

and services provided by the 

PHCCs; 

 Observe the meetings to see how 

performance and issues are 

discussed, actions are agreed and 

assigned, such actions are 

reviewed in the meeting, and 

health workers and communities 

are actively involved in open 

discussions.  

 

Two teams of two local researchers who have experience in qualitative research and speak the 

local languages spent about one week per PHCC and carried out data collection. They were trained 

by the author through discussion of interview questionnaires, observation protocols and mock 

interviews. During the data collection period, the team had initially daily and subsequently weekly 

calls with the author to debrief findings, review emerging themes, and data collection plans. 

 

Data Analysis 

Analysis was carried out in three phases. Phase one started concurrently with data collection, 

as transcribed data, interview notes, and observation notes were generated for each PHCC. Coding 

and subsequent case analyses used both deductive and inductive approaches. Transcribed 

interviews were imported into NVivo 10 for electronic coding based on a code book developed 

according to the conceptual framework (Table 4). The code book is presented in Appendix 2. 

Throughout the data collection process, many different elements of community engagement and 

support, and staff management and motivation emerged as potential key differentiating factors of 

PHCC performance, and additional factors and sub-factors related to community engagement and 

staff management were added in the code book  for coding and subsequent analyses. 

 

In phase two, data were organized to produce a case description for each PHCC. The interview 

and observational data were compared and synthesized in order to develop a comprehensive picture 

of each case and understand dynamic interactions of different elements in each case. To minimize 
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social desirability bias, interview results, particularly of OICs, were compared with interviews with 

other stakeholders (non-OIC health workers, WDC chairpersons, and LGA PHCC coordinators) 

and observation notes. To avoid the biased interpretation of the emerging key features of each case, 

texts that contradict with the emerging key features were searched and described if any in the case 

synthesis (rival explanation).  

 

Phase three focused on cross case comparisons. Individual case descriptions were summarized 

and compared in tables for high performers (4 PHCCs) and low performers (4 PHCCs). For each 

case syntheses of the three key areas of differentiating factors of performance were compared: 

Contextual and health system factors; Community engagement and support; and Performance and 

Staff Management (Table 6 and 7). To avoid biased interpretation of the emerging key differences 

and commonalities between good and poor performers, variations within the good performers and 

poor performers, especially examples that contradicted the emerging interpretations or patterns 

were examined. 

 

 

Results 

Findings from this study are presented in two broad sections. The first section provides a 

summary profile of the eight PHCCs, overall patterns observed in high and low performing PHCCs, 

and key areas of differentiating factors of performance. The second section compares the eight 

PHCCs for each area of potential differentiating factors.  

 

1. Key Features and Differences of Good and Poor Performers 

Tables 3 and 4 summarize the key features of all the high and low-performing PHCCs 

researched. They suggest diverse and dynamic characteristics of high and low performers. Among 

the high-performers, PHCC-1 has many contextual and health system-related advantages such as 
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abundant staff, good road access from/to communities, and no major competitor near the PHCC. 

These favorable features were fully leveraged through good management practices by the OIC. She 

not only served as a role model for other workers in hard work and patient care and support, but 

also carried out numerous strategic actions to motivate staff and gain support from WDC and 

traditional leaders. She also tracked key services indicators (e.g., institutional delivery, fully 

vaccinated child, ANC) on a wall, regularly updated targets to stretch staff, compared results with 

targets and agreed on specific activities for further improvement by fully involving WDC and 

traditional leaders. Abundant staff were managed with clear roles and responsibilities under three-

shift 24/7 operations.   

 

In contrast, PHCC-2, 3, and 4 had many contextual and health system-related disadvantages 

such as poor staffing (5 staff for each PHCC only), rural location, and very bad road access. 

However, they overcame or minimized such disadvantages through dedicated work (e.g., making 

themselves available 24H by sleeping in or next to the PHCCs) and good management practices 

mainly driven by the OICs. Notably, in PHCC-2 and 3, rural location is linked to the existence of 

very influential chiefs who enforced informal laws to ban the use of unlicensed providers and 

eliminated competition. Also, being in very remote PHCCs made it necessary for staff to sleep in 

the community through weekly shifts, which enabled staff to build family-like relationship with 

communities (PHCC-3 and 4). 

 

Contrary to the high-performing PHCC-2, 3, and 4 in rural locations, three of four low-

performing PHCCs (PHCC-6, 7, and 8) are in semi-urban location, with good road access from/to 

the catchment communities. Further, all of the four low performing PHCCs had more staff than 

PHCC-2, 3, and 4 (6-20 staff compared with 5 staff). It is important to note that semi-urban PHCCs 

can face additional challenges such as direct competition with general hospitals and security threats 

(PHCC-7 and 8). Also, level of commitment by OICs and staff can be eroded leading to absenteeism 
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given that they have other revenue-making opportunities (PHCC-5, 6 and 8). Comparison of 

PHCC-1 and low-performing PHCCs with similar semi-urban setting highlights the importance of 

OIC’s commitment and management capabilities. While PHCC-7 and 8 suffered from competition 

with general hospitals and other PHCCs, PHCC-1 with its close connection with the community 

and cheaper services leveraged PBF bonuses to take patients away from these competitors.   

 

Differences in management practices became evident only after PBF was implemented. The 

performance of high-performing PHCCs was equally very low and the difference with low-

performers was negligible before the PBF scheme. Although there were no visible differences in 

autonomy or the availability of performance based funds that the PBF platform provided to the 

PHCCs, the ways the PHCCs leveraged the opportunities were different between high and low 

performers. 

 

- Prior to PBF we had nothing and our structure here was very poor but PBF has been able to 

change that; OIC; PHCC-1.  

- In fact, the situation was very poor. […]  Patronage was quite low because the people would 

see the dilapidated building and wouldn’t want to be treated here. […]. But the difference is 

clear now that the government has provided the PBF; Non-OIC; PHCC-2. 
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Table 6: Overview of High-Performing PHCCs 

Sate Nasarawa Ondo 

Names PHCC-1 PHCC-2 PHCC-3 PHCC-4 

Catchment pop ~7,000 ~18,000 ~6,000 ~10,500 

Staffing 17 staff (6 skilled) 5 staff (2 skilled) 5 staff (2 skilled) 5 staff (3 skilled) 

Urban/Rural Semi-Urban Rural Rural  Rural 

Service Hours 24 hours/7 days 24 hours/7 days 24 hours/7 days 24 hours/7 days 

Summary A semi-urban PHCC with 

good access and abundant 

staff, and no major 

competitors. The OIC 

carried out numerous 

strategic actions to motivate 

staff, gain support from 

WDC and traditional 

leaders, and solve problems 

identified in regular 

performance reviews. The 

PHCC even was taking 

patients from bigger 

hospitals and PHCCs. 

Remote PHCC with serious 

shortage of staff and bad road 

access. The PHCC benefitted 

from full support by a very 

influential chief and a 

dedicated OIC. Although 

performance management did 

not seem to be as rigorous as 

other 3 high-performers, the 

OIC managed to build trust 

from traditional leaders and 

community, and motivate 

staff to achieve results. 

Small scale remote PHCC 

with serious shortage of staff 

and bad road access. The 

PHCC benefitted from full 

support by a very 

influential traditional 

leader who enforces a law 

against unlicensed providers. 

Highly dedicated staff (OIC 

and non-OIC) resided in the 

PHCC, reviewed performance 

on weekly basis and carried 

out numerous strategies to 

gain trust from traditional 

leaders and attract patients. 

Small scale remote PHCC 

with serious shortage of staff 

and bad road access. The 

OIC carried out numerous 

strategic actions to motivate 

staff, gain support from WDC 

and traditional leaders, build 

trust and attract patients. Staff 

were from the community and 

reside in the PHCC; OIC 

reviewed performance every 

week, and involved even 

LGA or state staff for solving 

problems. 

A. Contextual 

and health 

system factors 

Favorable conditions: 

Relatively good access to 

catchment area, abundant 

staff, and no major 

competitor near the PHCC.  

 

Proactive influence by 

PHCC on contextual and 

health system factors: e.g., 

hired extra staff from 

Serious shortage of staff, yet 

was making health services 

available for 24/7 by OIC and 

staff living in and near the 

PHCC.  

 

Very bad access during rainy 

season, yet mitigating it with 

planned outreach visits to 

affected communities. 

Serious shortage of staff, yet 

was making health services 

available for 24/7 by using a 

weekly duty roster with 2 

people on-duty sleeping at the 

PHCC each week. 

 

Very bad access with 3H 

drive from LGA secretariat 

Serious shortage of staff, yet 

was making health services 

available for 24/7 by staff 

sleeping at the PHCC.  

 

Very bad access with 40 min 

drive from main expressway 

on unpaved rough roads 

which get heavily flooded 

during the rainy season. OIC 
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community to enable 3 shifts 

and attract community 

members; hired a doctor to 

attract patients; prioritized 

pregnancy test to enroll 

reluctant women; worked 

with TBA; convinced 

community to construct a 

road to improve access. 

 

No major competition with 

large-scale providers given its 

remoteness. 

on unpaved roads with 

flooding in rainy season. 

 

No competition: Traditional 

leader and WDC regulated 

and removed unskilled 

providers (see below). 

mitigated it by paying staff 

and clients in cash or in kind 

often out of her pocket. 

 

No major competition with 

large-scale providers given its 

remoteness. 

B. Community 

engagement 

and support 

Strong support from WDC 

and traditional leaders for 

attracting patients and 

building infrastructure.  

 

Engagement with WDC, 

traditional leaders: Strong 

support was attributed to the 

OIC’s/PHCC’s devoted 

work and active and open 

engagement with them – 

OIC consulted with the 

WDC on all key decisions. 

Staff were all remembered 

by name by community.  

 

Community engagement 

and recruitment: PHCC 

built trust and recruits 

patients through numerous 

measures, e.g., frequent 

health education, free mobile 

clinic to remote 

communities, free and 

Strong support by 

traditional leader/WDC 

chair: The village chief and 

has very strong authority over 

sub-village chiefs and 

residents. His 

communications to 

communities enhanced 

utilization of PHCC.  

 

Engagement with WDC, 

traditional leaders: OIC 

built trust with the chief with 

hard work and adapting 

approaches based on his 

advice.  

 

Community engagement 

and recruitment: PHCC 

built trust and recruited 

patients through numerous 

measures, e.g., health 

education, outreach even in 

rainy season, fee reduction 

and transparent operation, 

Strong support from 

traditional leader: He set an 

unwritten law that banned 

unskilled providers and fined 

those who used them. Health 

committee monitored and 

eliminated competition.  

 

Engagement with WDC, 

traditional leaders: The 

PHCC requested the WDC 

specific supports, e.g., 

addressing poor utilization by 

a specific tribe, countering a 

false rumor, regulating 

household waste. It was 

sharing large part of PBF 

bonus with WDC.  

 

Community engagement: 

PHCC created bonds through 

residing in the PHCC, 

providing gifts, end of year 

parties, etc. Numerous 

measures to address barriers, 

Strong support from 

traditional leader: 

Traditional leaders mandated 

community members to 

utilize PHCC and settle any 

problems.  

 

Engagement with WDC, 

traditional leaders: Very 

open and proactive updates 

and consultation, in addition 

to gifts to appreciate them.  

 

Community engagement: 

All staff except OIC was 

from this community, and all 

staff were sleeping in the 

PHCC, which helped build 

family-like trust with the 

community. There was a free 

flow of people to PHCC not 

just for health services. 

Numerous strategies to recruit 

patients, e.g., outreach 2-3 

times a week; individual 
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discount services, services 

on credit. 

24/7 services, provision of 

incentives/gifts, and 

laboratory investigation. 

e.g., follow-up of pregnant 

women and children; motor 

bike transport for pregnant 

women; services on credit. 

tracking of pregnant and 

postnatal women; gifts; free 

services. 

C. Performance 

and Staff 

Management 

Strong performance 

management: OIC tracked 

key indicators, displayed 

them on a wall, compared 

targets and results at the 

monthly WDC meetings and 

discussed approaches to 

achieve targets, agreed on 

specific solutions (e.g., 

mobile clinic, local drug 

purchase to reduce price, 

road construction) with clear 

responsibilities, and 

followed up for 

implementation.  

 

 

Staff management/ 

motivation 

Role model: OIC was a role 

model of client service (e.g., 

paying costs for patients out 

of her pocket);  

Open environment to 

suggestion and correction 

from her subordinates;  

Motivating by targets: 

regular communication and 

tracking of targets;  

Strong performance 

management by OIC where 

he updated targets, presented 

targets and results in regular 

meetings with health workers, 

WDC, and at the community 

town halls, addressed specific 

problems (e.g., fee levels, 

growth monitoring 

improvement), and followed 

up by delegating and 

reviewing by himself. There 

was some level of attention to 

targets and actuals among 

workers (not as strong as 

PHCC-1, 3, 4). 

 

Staff management/ 

motivation 

Role model: OIC was a role 

model with his hard work, 

proactive covering of staff’s 

absence, and ensuring of 24H 

services by making himself 

available.  

 

Staff support: OIC provided 

personal gifts and feedback, 

training opportunities by 

qualification, step-down 

Strong performance 

management: OIC reviewed 

results on weekly basis with 

another key health worker by 

reviewing weekly handover 

notes, and identified and 

solved problems quickly by 

heavily involving WDC and 

traditional leaders. All staff 

interviewed had clear 

attention to and good memory 

of targets and performance of 

the PHCC for key indicators 

and commit to achieving the 

targets.  

 

 

Staff management/ 

motivation 

Role model: OIC was a role 

model for dedicated work, 

communication, and tracking 

of pregnant women. 

Intrinsic motivation: Highly 

motivated workers run two 

weekly shifts for 24/7.  

Staff support and team 

building: OIC campaigned 

vigorously for a prize from 

state; OIC changed the PBF 

Strong performance 

management: OIC updated 

and gave stretched targets to 

encourage improvement; 

tracked results every week; 

informed the weekly result to 

workers, pushed them and 

discussed ideas to improve. 

The PHCC involved WDC, 

traditional leaders, and even 

LGA and state staff to 

address problems as needed. 

Staff were fully aware of 

targets and performance, and 

highly committed to achieve 

the targets. 

 

Staff management/ 

motivation 

Staff support and team 

building: OIC fostered a 

family-like relationship 

within her team by bringing 

food (paid for out of her own 

pocket) and cooking and 

eating same food with all 

staff, and giving small money 

to them.  
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Staff support: OIC assisted 

staff from her own pocket 

when needed; regular 

monthly clinical training and 

step down training, made 

bonus transparent and 

objective by evaluating 

through a committee, etc. 

training, etc. The OIC 

changed the PBF bonus 

allocation formula to increase 

allocation to staff rather than 

OIC to motivate them to 

achieve targets. 

bonus allocation formula to 

increase allocation to staff 

rather than OIC; staff in the 

same shift cooked food 

together; coaching and flat 

mutual feedback relationships 

with staff. 

Motivating by targets: 

regular update of stretched 

targets based on past results 

and community situation, 

weekly communication and 

tracking of targets. 

 

Table 7: Overview of Low-Performing PHCCs  

Sate Nasarawa Ondo 

Names PHCC-5 PHCC-6 PHCC-7 PHCC-8 

Catchment pop ~6,500 ~8,500 ~8,000 ~10,000 

Staffing 8 staff (4 skilled) 20 staff (10 skilled) 6 staff (3 skilled) 8 staff (4 skilled) 

Urban/Rural Rural Semi Urban Semi Urban Semi Urban 

Service Hours Morning to evening Morning to evening Morning to evening 24 hours/7 days 

Summary A relatively well-placed 

rural PHCC in access, 

staffing and competition. 

However, OIC was 

regularly unavailable and 

there were no visible efforts 

in community outreach, 

performance management, 

and staff motivation. 

Support from WDC and 

traditional leaders were only 

on an ad-hoc basis.  

A well-placed semi-urban 

PHCC with good access, 

abundant staff, less 

competition and good support 

from other programs. 

However, limited 

community engagement, 

poor performance 

management, problems in 

bonus allocation to staff, etc. 

seem to have resulted in staff 

absenteeism, poor support 

from WDC and traditional 

leaders, and drug stock-outs. 

A semi-urban PHCC that 

faced challenges in 

competition with a general 

hospital and security. Poor 

management of 

performance, staff shifts, 

and engagement with WDC 

and traditional leaders seem 

to have resulted in only ad-

hoc support by traditional 

leaders, large difference in 

performance between shifts, 

and overall poor results. 

WDC Chairperson did not 

A semi-urban PHCC that 

faced challenges in 

competition with hospitals 

and public and private 

providers and unlicensed 

providers. WDC and 

traditional leaders did not 

assist handling of unlicensed 

providers. OIC’s weak 

commitment and poor 

management also seem to 

have contributed low staff 

motivation and limited 
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live in the community, 

which also limited his 

support. 

community engagement and 

support. 

A. Contextual 

and health 

system factors 

Shortage of staff, but better 

than PHCC-2, 3, and 4, and 

there had not been any 

strategy to address the staff 

shortage. The OIC was often 

not available.  

 

Bad access to some 

communities during rainy 

season, but it was less 

serious than PHCC-2, and 

there were no strategic 

efforts to address the 

problem. 

 

No major disadvantages in 

other areas: good support 

from other programs; similar 

cultural barrier to other 

PHCCs; some but not severe 

competition with other 

providers 

Abundant staff: In addition 

to 15 original staff, 5 staff 

(nurse/midwife and CHEWs) 

from a national scheme. 

 

Good regular access: It had 

access issue in rainy season, 

but regular access was good. 

 

Some competition with 

general hospital and 3 patient 

medical vendors, but this did 

not seem to pose particular 

challenge compared with 

other PHCCs. 

 

Relatively abundant 

support from national and 

state programs for 

equipment and medicines. 

Competition with a general 

hospital due to good access 

to city posed a major 

challenge. They also had 

competition with traditional 

providers, but its impact on 

performance was unclear.  

 

Security challenge made the 

residents of the catchment 

area leave their community in 

the afternoon, making it 

difficult to attract patients. 

 

Shortage of staff, but better 

than PHCC-2, 3, and 4 and 

they had less patients. OIC 

qualification (registered 

nurse) were the best among 

those researched.  

Competition with various 

health providers. There were 

also private pharmacies and 7 

unlicensed providers in the 

community. One of them was 

well integrated in the 

community, and known by 

traditional leaders and WDC.  

Security challenge: Two 

years ago 24 thieves trooped 

in and killed people. Concern 

still existed. 

Sufficient staff: 3 staff on 

duty all time for the very low 

patient traffic. 

 

Good access: Just off 

expressway to two towns and 

most could get there within 

30minutes of walk. 

B. Community 

engagement 

and support 

Limited engagement with 

and support from WDC 

and traditional leaders: 

Good relationship with 

WDC through consultation 

and sharing of PBF bonuses, 

and WDC helped engage 

community. However, the 

Relationship issues with 

traditional leaders and 

WDC: There was no visible 

support from WDC and 

traditional leaders in 

addressing the competition 

with patent medical vendors. 

WDC Chair demanded share 

Limited engagement with 

and support from WDC 

and traditional leaders: 
Traditional leaders’ support 

was limited to on-request 

basis. WDC mediated 

relationship, and PHCC 

provided some monetary 

Limited support from WDC 

and traditional leaders: A 

traditional leader who had the 

highest authority in the 

catchment area had not taken 

a decisive stand to support the 

PHCC against unlicensed 

providers, particularly the one 



47 

 

WDC only supported “when 

the need arises”.  

 

Limited community 

engagement/recruitment: 

Outreach by the PHCC was 

only 2-3 times a month; OIC 

was unavailable in the 

PHCC regularly and this had 

affected the level of 

patronage by community. 

of PBF bonus, which led to 

relationship issues. No 

relationship established with 

traditional leaders. 

Limited community 

engagement/recruitment: 

Household visits and health 

communication seem to have 

been implemented, but no 

24H services despite 

abundant staff; free services 

and incentives only when free 

drugs and kits were available; 

PBF bonuses not used to 

address financial barriers for 

community. 

incentives to them. However, 

WDC chair did not live in the 

community and his 

engagement was limited. 

PHCC did not report specific 

performance to WDC.  

 

Limited community 

engagement and 

recruitment: No visible 

strategies were presented. 

There seem to be good 

practices in one of the two 

shifts, but the other shifts 

does not seem to have been 

performing well. 

influential in the community. 

The WDC shared this stance, 

and the support from them 

was limited to ad hoc trouble 

shootings.  

 

Limited community 

engagement/recruitment: 

Outreach only once a month; 

lack of follow-up of pregnant 

women for delivery; no other 

visible strategic efforts by the 

PHCC to improve utilization 

of the PHCC. 

C. Performance 

and Staff 

Management 

Poor performance 

management: According to 

OIC, the performance had 

been tracked visually and 

reviewed with WDC 

members, but no specific 

improvements were 

explained as a result of the 

performance reviews. Staff 

did not know targets and 

plans of the PHCC, and 

neither attended the meeting 

nor got informed about the 

meeting results. 

 

Staff management/ 

motivation 

Collaborative relationship: 

Poor performance 

management: There was no 

update of plan and targets, 

and regular discussion with 

health workers on the target 

and monthly results. None of 

the health workers 

interviewed knew targets or 

actual performance. 

 

Stock-outs: This was the 

only PHCC that experienced 

two stock-outs of essential 

medicines in recent months. 

 

Staff management/ 

motivation 

Collaborative relationship: 

Poor performance 

management: There was 

little systematic process for 

planning for services, target 

setting, performance tracking 

and performance review. 

Staff meetings and meetings 

with WDC were irregular, 

performance were not 

discussed in numbers, and 

staff were not aware of plans 

and targets. 

 

 

 

Staff management/ 

motivation 

Poor performance 

management: There had 

been no changes in targets 

since the beginning of PBF, 

and staff were not aware of 

the targets. There was no 

evidence of systematic 

performance review. Staff 

and health committee 

meetings were irregular – 

only one staff meeting and 

two committee meetings in 

2013. 

 

 

Staff management/ 

motivation 

Collaborative relationship: 
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Collaboration among staff, 

fairness in training 

opportunities and technical 

sessions among staff for 

learning was working well.  

 

Poor motivation among 

staff was reported through 

multiple sources: Workers 

were not aware of any 

efforts by the OIC in 

encouraging good 

performers; lack of regular 

availability of the OIC 

affected the staff motivation; 

no specific team building 

efforts observed. 

OIC seemed successful in 

building collaborative 

relationship among staff and 

providing fair training 

opportunities and feedback. 

 

Poor motivation among 

staff: Absenteeism reported 

from multiple sources; there 

were complaints about non-

transparent distribution of 

performance bonus; there 

seemed to be no additional 

proactive engagement by the 

OIC in motivating staff. 

Disparity between shifts: 

There was a large disparity in 

the performance of the two 

shifts. From observation, 

members of the better 

performing shift were more 

motivated and worked well as 

a team compared to the other 

shift.  

 

Lack of efforts to motivate 

staff: OIC was not seen to do 

much to motivate staff, 

except for using the 

performance bonuses to 

reward good performers. 

Staff members covered for 

each other when someone 

was absent. 

 

Lack of efforts motivate 

staff: OIC showed up late for 

work and was idling around 

the PHCC rather than going 

after patients; did not sleep in 

the PHCC overnight like 

other staff do and did not 

come in on weekends. She 

was not around much of the 

time to supervise work. OIC 

seemed to have done little to 

motivate staff. 
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2. Differentiating Factors of Performance by Key Areas  

 

Area 1: Contextual and health system factors 

Among the potential contextual and health system factors that can differentiate performance in 

the original framework, key factors derived from the 8 cases were: (i) staffing; (ii) distance and 

accessibility; (iii) security; and (iv) competition with other providers. Notable differences were not 

found in other factors such as community income, cultural and social norms, and support from other 

partners and programs. Also, contrary to the hypothesis in the original conceptual framework 

(Table 1), except for staffing of the PHCCs, few notable differences were found in support by state 

or LGA, financing, supply chain, supervision and training, and PBF design and implementation 

among the PHCCs. At least for the PHCCs studied, differences in health system and PBF design 

and implementation were not the primary factors explaining differences in performance. 

 

As described in Table 8, some patterns of the key contextual and health system factors were 

found within the eight cases. Among the high-performers, PHCC-1 in a semi-urban community had 

favorable conditions for all the above four factors. In contrast, PHCC-2, 3, and 4 in rural 

communities had challenges in staffing and distance and accessibility, while security and 

competition issues were minimal. In contrast, among poor-performers, PHCC-6, 7, and 8 were 

semi-urban with more staff and good access, but PHCC-7 and 8 suffered from competition with 

other providers and security issues. PHCC-5 was in rural communities with the same challenges in 

staffing and distance and accessibility as high-performers in rural communities.   

 

Table 8: Comparison of contextual and health system factors between high and low-

performers in semi-urban and rural communities  

 High-performers Low-performers 

Semi-

Urban 

PHCCs 

PHCC-1 

 Abundant staff (17 staff) 

 Good access from/to community 

PHCC-6, PHCC-7, PHCC-8 

 Abundant staff (20 staff, 6 staff, 8 

staff) 
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 No security issue 

 Some competition with a 

hospital and a PHCC (but taking 

patients from them) 

 Good access from/to community 

 Security issue (PHCC-7 and 8) 

 Tough competition with hospitals, 

PHCCs, medicine stores, unlicensed 

providers 

Rural 

PHCCs 

PHCC-2, PHCC-3, PHCC-4 

 Serious shortage of staff (5 staff 

each) 

 Very poor access from/to 

community 

 No security issue 

 Few or no competition with 

other providers 

PHCC-5 

 Shortage of staff but sufficient for 

the low patient load (8 staff) 

 Poor access from/to community 

(better than PHCC-2) 

 No security issue 

 Some but not severe competition 

with other providers 

 

These characteristics need to be viewed in combination with other factors or drivers of 

performance such as community engagement and support, and performance and staff management. 

There seems to be no decisive contextual and health systems factor on the performance of PHCCs. 

The case studies suggest that the PHCCs can change or mitigate contextual and health system-

related disadvantages, and leverage contextual and health system-related advantages. For example, 

PHCC-2, 3, and 4 addressed staffing and accessibility issues effectively by staff residing in or next 

to the PHCCs, scheduling outreach activities to avoid rains, and providing additional funds to the 

team for outreach during the rainy season from PBF funds or OIC’s own pocket. Also, as described 

below, competition particularly with unlicensed providers will differ based on support from 

traditional leaders in countering them. For the health system factors, in Ondo state, respondents 

from both high and low performers suggested that ad-hoc provision of free drugs helped increase 

patient numbers when they were available, but had a negative impact in terms of failing to meet 

raised community expectations when they were not available. Differences were found in how 

PHCCs responded to the availability of free drugs – PHCC-3 and 4 made services free, or 

discounted the price for patients using PBF funds when free drugs were not available, and received 

support from community leaders in explaining the need for user fees to the community, while such 

proactive actions were not observed in the PHCC-7 and 8.  
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Area 2: Community engagement and support 

Table 9 summarizes the three main patterns of community engagement and support we found 

in the eight cases. First, in high-performing PHCCs, we identified a pattern where strong and 

multiple types of engagement by the OICs/PHCC staff to WDC, traditional leaders and community 

members enhanced the level of support from the PHCC. Second, we observed another pattern 

where traditional leaders/chiefs in rural communities spontaneously exercised very strong authority, 

enforced the use of PHCCs, and removed unlicensed providers.  

 

Third, in low-performing PHCCs, in all four cases, although a few PHCCs shared their PBF 

bonus with WDC as an incentive, the engagements of the OICs/PHCCs with WDC and traditional 

leaders were limited to trouble-shooting on ad-hoc basis. Direct community engagement by PHCCs 

were also limited in these four PHCCs (e.g., outreach once a month by PHCC-8, and 2-3 times a 

month by PHCC-5, compared with 2-3 times a week by PHCC-1) with few specific strategies to 

recruit patients. In PHCC-5, regular absence of the OIC eroded community trust. In some PHCCs, 

there were clear challenges in WDC or traditional leader support, due to the unavailability of WDC 

(PHCC-7) and lack of collaboration to address competition with unlicensed providers (PHCC-8). 

 

The case studies suggest diversity in the pathways to gain community support. However, it was 

common across cases that community support could not be gained without support from WDC and 

traditional leaders, and that poor engagement of WDCs and traditional leaders by the OICs/PHCCs 

led to weak support. 
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Table 9: Observed patterns of community engagement and support   

Pattern Description PHCC Quotes (selected examples) 

Strong and 

multiple 

types of 

engagement 

by the 

OICs/PHCCs 

Strong and multiple types of 

engagement by the OICs/PHCC 

staff to WDC, traditional leaders 

and community members enhanced 

the level of support from them. The 

OICs/PHCCs fully involved WDCs 

and traditional leaders in planning, 

performance monitoring, problem 

solving, and PBF bonus allocation, 

which appears to have encouraged 

the WDC members and traditional 

leaders to support the PHCCs. 

PHCC staff also had built strong 

trust with community members. 

PHCC-1, 

PHCC-4 

(PHCC-2 

and 3 also 

carried out 

similar 

activities) 

She (OIC) is very active and devoted to the facility. She also looks up to the 

WDC for discussion on problems associated with the PHCC, relates very 

well with the community and the LGA PHC coordinator. If there is any 

problem she always inform me and if there is anything that she needs that 

would improve the PHCC she also tell me; WDC Chairperson; PHCC-1. 
 

Due to the help they render to people of the community, even if they 

(community members) don’t see any of the health workers they keep asking 

about the person. Through being nice and rendering help to clients, for 

example, treatment on credit. The community members know all the workers 

individually; WDC Chairperson; PHCC-1 
 

I tell them that we just got this bonus. I don’t hide it from them, because they 

are the ones who mark the scheme. I tell them, this is how much we were 

paid, and I give them N2,000 each. They tell me they have never experienced 

this kind of openness before with the PHC; OIC; PHCC-4 
 

When I get here every Monday, I go round the community to greet people. 

[…] For pregnant women especially, when I haven’t seen them in two or 

three days, I go to visit them […] Some other OIC may sit in the PHCC and 

not reach out to the community this way; OIC; PHCC-4 

Strong 

support by 

traditional 

leaders 

Traditional leaders/chief in rural 

community (a traditional leader of 

the community for PHCC-2 is also 

the WDC chairperson) 

spontaneously exercised very strong 

authority, enforced the use of 

PHCCs, and removed unlicensed 

providers. Traditional leaders also 

influenced WDC members for them 

PHCC-2, 

PHCC-3 

 

So I can say the chief is very much involved in the welfare of the ward as he 

represents the whole ward as the WDC chairman; OIC; PHCC-2  
 

I am the Chief. If I say anything, everybody cooperates with me. My late 

father had only one Mai unguwa (village sub-head) but I have four (4) Mai 

unguwas. If I want anything done I will tell them and they will go and inform 

people in their sub-wards […] Through me they (PHCC staff) have been 

able to build relationship with the community. If I talk to them, other leaders 

of the community will do as I say; WDC Chairperson; PHCC-2. 
 



53 

 

to engage with community and 

monitor unlicensed providers. 

Prior to PBF we didn’t have this level of communication with the community 

[…] Really it was because the announcement (by village head) is made that 

everybody is listening; OIC; PHCC-2. 
 

It is the traditional leader that will set down rules for the community 

members that if they do not come to the PHC for delivery, their lands which 

they are employed to will be collected from them; OIC; PHCC-3. 
 

WDC is just like the police. If we see you going to a quack (unskilled 

provider), you had better leave this community for us, so you don’t implicate 

us; WDC Chairperson; PHCC-3.  
 

It helps a lot. You see, that is what has made it easy for us to gain ground in 

this place. Because we didn’t meet quacks here; Non-OIC health worker; 

PHCC-3. 

Weak 

pathways to 

gain 

community 

support (Poor 

performing 

PHCs) 

The engagements of the 

OICs/PHCCs with WDC and 

traditional leaders were limited to 

trouble-shootings on ad-hoc basis. 

In some PHCCs, there are clear 

challenges in WDC or traditional 

leader support, due to the 

unavailability of WDC (PHCC-7) 

and lack of collaboration to address 

competition with unlicensed 

providers (PHCC-8). 

PHCC-5, 

PHCC-6, 

PHCC-7, 

PHCC-8 

 

Community members are not able to access the OIC regularly in the PHC 

and that eroded his cordial relationship with and the level of patronage by 

the community; LGA supervisor; PHCC-5 
 

We aren’t close to any of the traditional leaders; OIC; I am not aware of any 

support by the traditional leaders; Non-OIC health workers; PHCC-6. 
 

I don’t see any activity from them (WDC). The WDC chairman doesn’t live 

here. I don’t think I saw him once throughout the month of October […] The 

chairman didn’t attend the last meeting; Non-OIC Health Worker; PHCC-7. 
 

The Oloja (community leader) made it clear that there is nothing that can be 

done about this particular quack (unlicensed provider). He said they can’t 

chase him away because he is one of them in the community; OIC; PHCC-8. 
 

He said he would ask them if their community members had any particular 

reasons for not patronizing the center, note those down, and give us 

feedback. We have not heard any further word on the matter since then. He 

has not called us; Non-OIC health worker; PHCC-8 

  



54 

 

Area 3: Performance and staff management 

 

Performance Management 

There were clear common performance management features among high-performers that were 

missing in low-performers including planning, target setting, performance tracking and review, and 

problem solving. All of the four high-performing PHCCs had clear commitment to achieve targets, 

and carried out rigorous performance reviews and addressed problems by involving WDC, 

traditional leaders, and other stakeholders. All four high-performing PHCCs updated the target 

quantity of essential health services (e.g., outpatient visits, ANC, institutional delivery, full 

vaccination of children) based on actual performance and the community situation to keep them as 

“stretch” targets, and reviewed achievement of targets on a wall (PHCC-1), or on a monthly 

(PHCC-1 and 2) or weekly (PHCC-3 and 4) basis among staff and with WDC and traditional leaders. 

As a result, health workers of all four PHCCs interviewed (except one health worker at PHCC-2) 

could explain the targets and actual results of the recent month. The OICs and staff in the high-

performing PHCCs were able to explain many specific actions that came out of the performance 

review meetings, such as the use of a mobile clinic to access remote communities, negotiation with 

the LGA to purchase drugs from a certified vendor close to town rather than in the capital to reduce 

the cost of drugs, adjustment of the price of services using subsidies from the PBF bonus to ensure 

affordability to the community, and construction of a road to an underserved community by 

community groups. In contrast, none of the health workers interviewed at low-performing PHCCs 

were aware of or remembered targets of the PHCCs, and they could not explain any of the actions 

that came out of the performance review meetings. 

 

Staff management and motivation 

There were also clear differences between high-performers and low-performers in staff 

motivation. In three of the four low-performing PHCCs, low staff motivation and absenteeism 
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(PHCC-5, 6), and lack of trust in the OIC among staff (PHCC-8) were highlighted as an issue. In 

contrast, in high performers, highly motivated health workers clearly contributed to gaining support 

from WDC and traditional leaders, and trust-building with the community.  

 

Table 10 summarizes approaches observed in high-performing PHCCs. All four PHCCs used 

multiple approaches to motivate staff and build team spirit. Of these approaches, training and 

coaching were also implemented in all of the poor performers to some extent. Some low-performing 

PHCCs also ensured involvement of staff and transparency in decision making (PHCC-5 and 8). 

However, PHCC-6 suffered from non-transparent allocation of performance bonus among staff, 

and PHCC-7 did not involve health workers in deciding the use of PBF bonus for improving 

services. Other approaches, such as the OIC acting as a role model for other staff, having stretched 

targets and reviewing progress against them, providing rewards/gifts/assistance to staff, building 

of family-like relationship, and bonus re-allocation to benefit staff were not observed in any of the 

low-performing PHCCs. In PHCC-8, the OIC’s regular absence while asking other staff to maintain 

24 hours/7 days operation by sleeping in the PHCC seem to be a source of the staff’s mistrust in 

the OIC and lack of collaboration with her. 
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Table 10: Observed approaches in high-performing PHCCs in motivating staff  

(√: observed) 

 

Approach Description 

PH

CC-

1 

PH

CC-

2 

PH

CC-

3 

PH

CC-

4 

Quotes (selected examples) 

Role model OIC motivates staff 

through own 

behaviors such as 

hard work and 

good patient care. 
√ √ √ √ 

The workers in this clinic are good and have been really motivated 

especially through the OIC who supports the community members that come 

for treatment out of her pocket; WDC Chairperson, PHCC-1 
 

He makes sure he comes on time to observe those who also comes in time 

and late, by so doing he encourages us too since we are all close by. So by 

7:30 to 8:00 we are already in the office. He shows good example; Non-OIC 

health worker; PHCC-2 

Stretched 

target and 

review 

OIC sets “stretch” 

targets and monitor 

achievement with 

staff rigorously. 

√ √ √ √ 

It encourages the staff to achieve the targets because the bonuses boost their 

moral to work more. The volunteers are even more encouraged than the 

fulltime staff. For example, the lab technician comes to work on Sundays if 

there are tests to be carried out and analyzed; OIC; PHCC-1 
 

Yes, we have targets for the numbers of patient we expect for different 

services. For immunization, our target this month is 18 children and for 

pregnant women it is 20. Based on what the LGA gives us as our target 

numbers, the OIC sets the target for each month. For example, if we decide 

that OPD target is 300 for the month, then we know that we need to go out 

more into the community and do more outreaches to achieve the number. 

OPD target for October is 240; Non-OIC health worker; PHCC-4 

Involvement/ 

transparency 

OIC involves and 

consults with staff 

in key decisions, 

and ensure 

transparency. 

√ √ √ √ 

There is no secrecy at the center. All activities are open and clear to all staff 

so that in my absence any other staff can give a detailed report concerning 

our operations accurately; OIC; PHCC-2 

 

 

Flat and open 

environment 

OIC open to listen 

to feedbacks from 
√ √ √  

Our ability to sit/meet and discuss matters when they arise made us able to 

collaborate with each other. Through meeting and discussing issues team 
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workers and reflect 

them. 

work is successful. I am on a statewide immunization exercise now, but it is 

even the OIC that is covering up for me; Non-OIC health worker; PHCC-2 
 

We do it (setting targets) together. I tell them, this month, we should have so-

and-so numbers. They sit down and say, yes, it’s true. How do we achieve 

the numbers? One person may say they’ll go to this village, another will say 

they’ll go to that village. And then, they know the tricks they use to bring 

people in; OIC; PHCC-4 

Training and 

coaching 

OIC creates fair 

and frequent 

training and 

coaching 

opportunities to 

staff. 

√ √ √ √ 

PHC staff who were opportuned to attend other external trainings are 

mandated to carry out a step down training for other staff and to make any 

relevant educational materials acquired during the course of such trainings 

available in the PHCC; WDC Chairperson; PHCC-1 

Reward/gift/ 

assistance to 

staff 

OIC provides 

personal gifts, 

appreciation, cash 

to appreciate and/ 

or support staff. 

√ √ √ √ 

It’s the way I endear myself to them. When I’m coming here, I buy bread and 

other things - from my own pocket; I don’t let them feel anything. I tell them 

our money has not yet been paid, but encourage them to keep working 

because it will become our burden if we don’t do it. That lifts their spirits; 

OIC; PHCC-4 

Family-like 

relationship 

OIC builds family-

like relations, e.g., 

by cooking and 

eating together. 

  √ √ 

I bring raw food materials with me when I’m coming to the PHCC, and all 

the staff here cook and eat from the same pot. No one knows who owns what. 

But in (other PHCC), every staff member brings their own pot and cooks 

separately; OIC; PHCC-4 

Bonus re-

allocation 

OIC revise bonus 

allocation formula 

set by the project to 

benefit staff more 

than OIC. 
 √ √  

So we rather amended the formula and raised the indices thereby 

encouraging the staff. This solution was arrived at during the HF PBF 

meetings were we discussed and reviewed the indices to encourage the staff 

to work more; OIC; PHCC-2 
 

Last year, for instance, when I did a lot of extra time, they gave me extra 

money. My boss got only a little more money than me. I was very happy; 

Non-OIC health worker; PHCC-3. 
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Discussion 

 

Drivers and pathways of performance improvement 

The case studies provided important insights to the research questions. On the factors that 

differentiate good and poor performers (Research question 1), we found critical differences in the 

areas of community engagement and support, and performance and staff management. For the 

community engagement and support, multiple types of engagement by OICs and PHCC staff to 

build trust and gain support from WDC, traditional leaders and community members, and 

spontaneous support from influential traditional leaders in some of rural PHCCs enhanced the use 

of PHCCs by communities among high-performers. For performance and staff management, 

performance management activities, such as frequent updating of targets, visualized tracking of 

results, weekly or monthly reviews of performance and target achievement, and problem solving 

to improve performance with clear actions and follow-ups with WDC, traditional leaders, and other 

stakeholders came out as key differences between good and poor performers. Also, multiple 

approaches by OICs to motivate staff and build team spirit through providing an appropriate role 

model, setting stretch targets, providing rewards/gifts/assistance to staff, building a family-like 

relationship, and re-allocating bonuses in favor of staff emerged as a key difference between high 

and low performers. Among these factors, community engagement - engagement of WDC, 

traditional leaders and community members, performance management, and staff management 

approaches are health center management factors that seem to have differentiated high and low 

performing PHCCs (Research question 2).  

 

In terms of the mechanisms through which such differentiating factors affect the performance 

of the PHCCs (Research question 3), although we do not have sufficient information to fully 

explain all the dynamic mechanisms, we synthesized in Figure 10 the key pathways (presented as 
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arrows) identified through the case studies. Contextual and health system factors particularly 

staffing, access, and competition with other providers; health center management including 

community engagement, performance management, and staff management; and community leader 

support, are highlighted as the three main drivers of performance improvement (presented as boxes 

in Figure 10) that have direct influence on the use of essential health services by the community11.  

 

Importantly, these three main drivers of performance influence each other. The case studies 

particularly highlighted the influences that the health center management can have on the other 

drivers. High performing PHCCs employed management approaches to leverage positive 

contextual and health system factors and mitigate negative factors such as poor staffing and limited 

road access, whereas poor management cancelled the positive factors and worsened the negative 

factors. Also, as mentioned above, multiple types of engagement by PHCCs helped build trust and 

gain support from community leaders in high performing PHCCs. Health center management 

practices also mediated the impact of PBF bonuses on further performance improvement, as how 

the PBF bonuses were used for health center management activities differentiated performance. 

The case studies also showed that community leaders can not only encourage and sometimes 

enforce the use of PHCCs, but also greatly influence contextual factors by regulating unlicensed 

providers and reducing competition, and advising PHCCs on necessary actions to attract patients.   

                                                      
11 In Figure 10, community engagement is included in “Health Center Management” rather than in 

“Community engagement and support” as categorized in Table 6 and 7. This is because community 

engagement refers to the management activities by PHCCs, and pathways can be described more clearly in 

this way than in the way that separates community engagement from health center management.   
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Figure 10: Pathways to Improve the Use of Essential Health Services at the PHCCs 
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Value and transferability of findings 

This research intended to provide insights on what has been viewed as the “black box” in past 

literature on determinants of primary health facility performance, health facility management, and 

the PBF approach in developing countries.  What we found was consistent with findings from 

previous studies, while adding new insights. First, our findings support the importance of involving 

local authorities and communities and adapting approaches to the local situation that Dieleman et 

al (2009) identified. In addition, we found the critical contributions of proactive engagement by 

PHCCs to recruit patients and community leaders’ support in encouraging the use of PHCCs and 

regulating unauthorized providers to reduce competition for the PHCCs.  

 

Second, we found a system of accountability that Topp et al (2014) identified, and the various 

measures to improve staff motivation and team work highlighted by Dieleman et al (2009), Rowe 

et al (2005), and Marchal et al (2010). These performance and staff management activities were 

interlinked and mutually reinforcing as strong staff awareness of plans and targets motivated staff, 

and motivated collaborative teams appear to improve performance management and community 

engagement activities.  Third, in addition to the above drivers of performance, we described the 

various pathways through which these drivers of performance influence each other to improve 

performance. Understanding how each driver of performance can influence other drivers to 

improve performance will help policy makers and programs decide what to prioritize and where to 

start to improve health center performance in developing countries. 

 

The findings of this research need to be viewed in the particular context of rural Nigeria and 

the PBF scheme. For example, influence of traditional leaders differs by area, and other contextual 

factors such as cultural barriers may play a larger or smaller role in other places in Nigeria or in 

other countries. More importantly, PBF in Nigeria provides a particular platform where PHCCs are 
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afforded a relatively high level of autonomy12 and performance based bonus that they can use at 

their discretion. The importance of the health center management and OIC’s management capacity 

will be larger in such contexts than other cases where PHCCs do not receive any operational funds 

and their autonomy is quite limited.  

 

Limitation of the study 

This research has a few limitations which imply a need for further study. First, although 

longitudinal data on performance is available, this study took a snapshot of PHCC activities. 

Further research with a longitudinal study design is needed to acquire a more in-depth 

understanding of the dynamics of PHCC improvement. Second, the analysis of the demand-side 

factor (how community members see PHCCs and make decisions on their use) is limited, though 

interviews of health workers, WDC chairpersons and observations at the PHCCs allowed us to 

incorporate some dynamic interaction between PHCC’s community engagement approaches and 

community’s reactions. Third, health systems factors were not highlighted in this research as it was 

carried out in PHCCs with similar health systems conditions. However, importance of the health 

systems factors should not be underestimated. There may be many state and LGA level factors that 

the PHCCs are not aware of. It would be worthwhile doing case studies of LGAs and states in order 

to understand how their behavior supports high and low performers, to understand the full picture 

of health systems factors. 

 

Conclusion 

This research provides several important policy implications. First, it suggests the importance 

of a platform that provides autonomy to primary health centers. The examples of high-performing 

PHCCs in Nigeria provide a clear picture of how primary health centers can improve their 

                                                      
12 For example, they are allowed to purchase drugs from stores certified by LGAs. 



63 

 

performance with sufficient levels of autonomy and support. It should be noted that the 

performance of high-performing PHCCs was equally very low and the difference with low-

performers was negligible before the PBF scheme. Second, this research highlighted a strong need 

to develop and/or identify OICs with strong management capacity. Case studies described how 

OICs can, or fail to, influence contextual and health system factors, gain community leaders’ 

support, identify issues and solve them by involving key stakeholders, and motivate staff. They 

also highlighted the particular importance of performance management, staff management and 

motivation, and community and community leader engagement. Third, this research highlights the 

importance of looking at community leaders as a main driver to improve PHCC performance. 

Selections of OICs and health workers and interventions to PHCCs need to be centered on gaining 

support from community leaders as a central element of an integral approach to improve 

performance. 
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Chapter 2: Measuring Management Practices in Primary Health Care – 

Development and Testing of Management Practices Scorecard for Primary Health 

Care Facilities in Nigeria 

 

Introduction 

 

Health facility management and performance in developing countries 

In low income countries, primary-level health services are often the only type of formal health 

care accessible to a majority of the population (Gormley et al. 2011; Komatsu et al. 2008; Schneider 

et al. 2006a). Given its known importance for reducing preventable deaths of children and mothers, 

numerous initiatives exist to improve performance of primary health services (e.g., sustainable 

development goals: SDGs, Primary Health Care Performance Initiative: PCPI; Global Health 2035). 

However, determinants of primary health facility performance in poor resource setting have not 

been studied well (Marchal et al, 2010), and there is a dearth of evidence on what works to improve 

health facility performance (Dieleman et al, 2009).   

 

One of the most under-researched areas in the delivery of the primary-level health services is 

health facility management – including activities of officers in charge (OICs) and health workers 

and how these influence the management and operations of primary health facilities. Several 

empirical studies (Rowe et al, 2005; Dieleman et al, 2009; Marchal et al, 2010; Topp et al, 2014) 

have identified specific health facility management practices that are critical for improving health 

facility performance: (i) engaging and problem-solving with local stakeholders (e.g., involvement 

of local authorities and communities; adaptation of approaches to the local situation; active 

involvement of local staff to identify and implement solutions to problems) (Dieleman et al, 2009); 

(ii) building a system of accountability (visibility of performance; rewards and sanctions based on 
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performance) (Topp et al, 2014); (iii) motivating health workers for change (e.g., health workers' 

awareness of local problems; showing visible improvements; peer pressure; staff empowerment; 

and salary supplements) (Dieleman et al, 2009; Rowe et al, 2005); (iv) building team work and 

creating a sense of belonging, trust and respect, and support by the management team (Marchal et 

al, 2010; Dieleman et al, 2009); and (v) leadership to build these environment (Topp et al, 2014; ; 

Rowe et al; 2005).  

 

However, empirical studies that aimed to measure these critical health facility management 

practices and explore the relationship between these practices and health facility performance are 

skewed toward hospital-based studies in developed countries (Dorgan et al, 2010; Bloom et al, 

2010; McConnell et al, 2013; Meyer & Collier, 2001; Shortell and LoGerfo 1981; Shortell 1985, 

1990; Davies and Ware 1988; Shortell, O’Brien et al. 1994; Shortell, Zimmerman et al. 1994; 

Shortell et al. 1998; Mitchell and Shortell 1997; Davies and Nutley 2000; Donaldson et al. 2000; 

Ferlie and Shortell 2001). Without a validated reliable measurement tool to measure management 

practices, many interventions to improve the management and performance of primary health care 

facilities in developing countries are designed without an adequate evidence base on what 

management practices are critical for improving health facility performance, and where specific 

weaknesses in management practice lie. 

 

Performance based financing (PBF) in Nigeria 

Performance-based financing (PBF) has increasingly been used as a major tool for improving 

health facility management and performance in developing countries. In fact, PBF has been 

implemented or is under discussion in more than 30 countries in Sub-Saharan Africa (World Bank, 

2013). PBF in this paper is defined as “fee-for-service conditional on quality of care" (Musgrove, 

2011). The major design features of the PBF in Nigeria include: (i) the provision of finance to 
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health facilities based on quantity and quality13 of services provided; and (ii) provide autonomy for 

health facilities to plan and implement activities to improve their health services. The PBF allows 

primary health care centers (PHCCs) to use the received funds at their discretion to improve health 

services, such funds are received on top of existing budgets. The health facilities, for example, can 

use part of the received funds to purchase drugs from certified local pharmacies, refurbish facilities, 

buy equipment, carry out more outreach activities and provide monetary or non-monetary 

incentives to patients. The rest of the funds can be allocated to health workers based on their 

performance and responsibilities (Fritsche et al., 2014). PBF has been rolled out to the entire 

Adamawa, Nasarawa, and Ondo states in 2015, and will be further scaled up to an additional five 

states in the North East of the country. 

 

Given that PBF provides resources, and autonomy for primary health care facilities to manage 

resources, management practices at the primary health care facilities will be even more important 

than the facilities without such a platform (Chapter 1). However, how PBF works at the health 

facility level and how health facility management influences performance under PBF have been 

regarded as a “Black Box” (Renmans et al, 2016). A reliable measurement tool is required to unveil 

the dynamics between PBF, health center management, and performance. Such a measurement tool 

may be relevant not only to Nigeria but also to other countries implementing PBF. 

 

 

Study Objectives 

This research aimed to develop a scorecard to measure management practices at primary health 

care facilities under a PBF scheme in developing countries, and test the reliability and validity of 

the scorecard in PHCCs in Nigeria. The scorecard includes PBF-specific activities such as 

                                                      
13 Some PBF projects measure process or care quality and patient satisfaction while most of the projects 

focus on structural quality. The PBF project in Nigeria focuses on measuring structural quality. 
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development of a business plan and allocation of PBF funds. However, we aimed to develop an 

instrument that may be applicable to non-PBF environments too, with minor adjustments. 

 

 

Methods 

 

Scorecard design 

The management practices scorecard was developed through a three-step process. In the first 

step, we examined existing tools that could be built on to develop a management practices scorecard 

for PBF in Nigeria. The author conducted an extensive literature review in PubMed and Google 

scholar on tools to measure health facility management in developed and developing countries. We 

selected a tool to form the foundation for the scorecard based on the following criteria: (i) the tool 

had gone through a validation process that linked management measures to health facility 

performance; and (ii) the indicators and measurement approach were consistent with findings of 

the qualitative case study (Chapter 1).  

 

As the second step, we reviewed literature from PubMed and Google scholar between the years 

1996-2016 on necessary management practices and management competencies to run primary 

health centers. Based on the review of over 40 relevant papers identified, we developed a list of 

important management practices areas for health centers. In parallel, we reviewed PBF literature 

for Nigeria and more broadly for developing countries that described roles and responsibilities at 

primary health facilities, and listed key management practices for health facilities to manage the 

PBF scheme. We then compared the structure of the tool selected in step 1 with the list of key 

management practices for primary health facilities and for PBF approaches, and accordingly added 

and dropped areas and questions for the scorecard.  
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As a third step, we developed additional items/questions, evaluation criteria, and a scoring grid 

based on the key findings from the qualitative case study on the key determinants of PBF 

performance in pilot PHCCs under PBF (Chapter 1). For each management practice item in the 

scorecard, specific activities found from high-performing and low-performing PHCCs were used 

to develop scoring criteria ranging from a high score of 3 to a low score of 1.  

 

The final version of the developed scorecard included 32 management practice items grouped 

into 6 broad areas. Face validation of this version was conducted through a review by staff of the 

National Primary Health Care Development Agency (NPHCDA) and State Primary Health Care 

Development Agency (SPHCDAs) in Adamawa, Nasarawa, and Ondo states of Nigeria, PBF 

technical assistance consultants, the World Bank’s Nigeria health team who have been working on 

PBF in Nigeria for several years, and health policy and systems experts at Johns Hopkins University. 

The instruments were also pilot tested in six PHCCs under PBF in Nasarawa state that were not 

selected for the data collection for this study. The scorecard was then divided into questionnaires 

for OICs and for non-OIC health workers. These questionnaires and scoring grid were scripted into 

electronic templates on hand-held devices to facilitate data collection and reduce error in scoring 

and aggregation of the scores.  

 

Sampling and Data collection  

Of the 457 PHCCs that have been implementing PBF in Nigeria since 2014, 111 PHCCs in the 

three States (Adamawa: 54, Nasarawa: 21, and Ondo: 36) were selected for collecting the 

management practices scores through stratified random sampling using a random order table, based 

on the number of PHCCs on the PBF scheme in each State. Of the 111 PHCCs initially selected, 

two PHCCs in Ondo state refused the interview because they had just started PBF, and six PHCCs 

in Adamawa were not accessible due to insurgency. They were replaced by other PHCCs through 

random selection.  
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Through a local research firm (Hanovia Medical Limited) contracted for data collection, 12 

interviewers were recruited to form 6 teams of 2 interviewers. The number of teams was limited to 

improve inter-rater reliability. The interviewers were trained for five days, including two days of 

field-testing of the survey instruments. The survey team applied the questionnaires to the OIC of a 

selected PHCC, and a randomly selected non-OIC health worker who had worked for the PHCC 

more than one year. The non-OIC health worker interviews were carried out in an isolated room or 

outside the PHCC without the presence of other staff. At the end of each question, the two 

interviewers scored the PHCC using the scoring grid and criteria separately without consultations 

with each other - individual scores were used for assessing inter-rater agreement. Thereafter, they 

discussed the scores for each question and agreed on the final consolidated scores. Interviewers 

took short notes of responses to all of the 32 questions, and the final scores were reviewed and 

validated by the author and the data collection firm by referring to the short notes. Administrative 

data such as level of staffing were also obtained at the time of the data collection. 

 

Statistical Analysis 

As the scorecard uses ordinal categorical measures, the inter-rater reliability of the scorecard 

was calculated using inter-class correlation (ICC) (1, k) for two judges and not the same judges for 

all PHCCs, with one-way ANOVA. The range, mean, standard deviation and histograms of the 

scores for each item were also examined to understand the distribution of the scores.  

 

We then carried out exploratory factor analyses. All analyses were conducted using STATA 

14 statistical package. An exploratory factor analysis (EFA) was conducted to assess the underlying 

factor structure and refine the item pool (Cabrea-Nguyen, 2010). We estimated principal 

components for the 32 practice items in the scorecard and selected the number of factors to retain 

using eigenvalues (greater than 1) and a scree plot (based on number of observations above the 
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elbow). A factor analysis using Iterated Principal Factors (IPF) method was performed with the 

number of factors selected in the above steps. The IPF method was selected because it does not 

assume multivariate normality, and it is less likely than maximum likelihood (ML) to produce 

improper solutions (Fabrigar, 1999). Oblique (PROMAX) rotation was then used to redefine the 

factors to improve their interpretability, as we expect correlation among the underlying latent 

variables of the scorecard. We reviewed factor loadings to look into groups of items loaded by the 

same latent factors, and to drop items with low loading (loading < 0.40) (Netemeyer, 2003). Also, 

cross-loading items with values ≥ 0.32 on at least two factors were deleted, especially if there were 

other items with factor loadings of 0.50 or greater (Cabrera-Nguyen, 2010). Since all items except 

for S5, S22, S31, and S32 had uniqueness higher than 0.50, we kept the items with uniqueness 

higher than 0.50 as long as their factor loadings were 0.40 or above. 

 

The result of the EFA was used to develop an updated factor structure with a smaller number 

of items. We compared the updated factor structure with the original management practices 

scorecard we developed, and literature review results, to examine whether the updated structure 

can measure important management practices comprehensively.  

 

 

Results 

 

Scorecard Development 

 

Step 1: Selection of a tool to build on 

The number of tools to measure management practices of health facilities was very limited. We 

found three instruments for health facilities in developed countries that have been validated, whose 

results were published in academic journals – (i) the management practices measurement tool by 
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Dorgan et al 2010, Bloom et al 2010, and McConnell et al 2013; (ii) Baldridge healthcare criteria 

for performance excellence (Meyer and Collier 2001); and (iii) a questionnaire to measure 

organizational attributes of primary care practices (Ohman-Stickland 2007). However, we did not 

find any evidence that the reviewed instruments designed for developing countries14 were validated 

or used for statistical analysis with health facility performance.  

 

Table 11 summarizes the comparison of the three instruments. We found the management 

practices measurement tool by Dorgan et al 2010, Bloom et al 2010, and McConnell et al 2013 

most relevant to build on to measure management practices of health facilities under PBF in Nigeria. 

The management practices measurement tool and Baldridge healthcare criteria have similar 

components to the management areas identified in the qualitative case study in the PHCCs under 

PBF in Nigeria – i.e., performance management, staff management and motivation, and community 

engagement (Chapter 1). For the assessment approach, the management practices measurement tool 

uses an external assessment by trained personnel based on a specific scoring grid and criteria, while 

the Baldridge healthcare criteria employs self-assessment using a questionnaire. PHCCs in Nigeria 

and other developing countries may not have the capacity for managing self-assessment. Also, the 

risk of self-reporting bias will be better mitigated by external assessment. Further, the detailed 

scoring grid and criteria customized for each management practice item in the management 

practices measurement tool allows an understanding of the level of each management practice in 

more specific way than the uniform scale employed in the Baldridge healthcare criteria. 

 

 

                                                      
14 Reviewed instruments include National Harmonized Organizational and Capacity Assessment Tool 

(NHOCAT) by the National Agency for the Control of AIDS (NACA) in Nigeria, Capacity Assessment 

tools by USAID & AIDSTAR consortium, MEASURE Family Planning and Reproductive Health 

indicators, Management and Organizational Sustainability Tool (MOST) by Management Sciences for 

Health (MSH), Organizational Capacity Assessment Tool (OCAT) by Pact, and the Governance 

measurement tool by the World Bank. 
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Table 11: Comparison of identified instruments 

Tools Use Components  Assessment 

Approach 

Management 

practices 

measurement 

tool for 

hospitals  

 

- Multiple papers 

showed significant 

correlations 

between 

management 

practices and 

hospital 

performance;  

- Used in more 

than 6,000 firms 

across over 15 

countries and for 

the US Census; 

- Operation Management 

(admitting the patient, 

standardization and protocols, 

coordination on handoffs, 

communication among staff, patient 

focus, discharging the patient) 

- Performance Management 

(technology adoption, monitoring 

errors/safety, continuous 

improvement, performance review, 

performance dialogue) 

- Target Management (target 

balance, target interconnection, 

target stretch) 

- Talent Management (rewarding 

high performers, removing poor 

performers, managing talent, 

retaining talent) 

- Assessment by 

trained external 

interviewers, which 

can reduce self-

reporting bias. 

 

- Detailed criteria 

and scoring grid 

customized for each 

management 

practice to enable 

scoring of the level 

of complex 

management 

practice. 

Baldrige 

healthcare 

criteria for 

performance 

excellence 

 

- Widely used 

framework to self-

assess 

management of 

health facilities in 

the US and 

Europe. 

- Meyer and 

Collier (2001) 

translated the 

framework into 

indicators and 

verified the 

validity and 

reliability of the 

scores in the US 

hospitals.  

- Leadership (leadership system, 

public responsibility and citizenship) 

- Strategic Planning (strategy 

process, organizational strategy) 

- Focus on Patients, Customers 

and Markets (customer and health 

care market knowledge, customer 

satisfaction and relationship 

enhancement) 

- Information and Analysis 

(selection and use of information and 

comparative data, review of 

organizational performance) 

- HR Development and 

Management (work systems, staff 

development, staff well-being and 

satisfaction) 

- Process Management (design and 

delivery of patient health care 

services, management of support 

process) 

Organization Performance Results 

- Self-assessment 

survey filled by 

hospital staff, which 

requires certain 

level of capacity in 

responders. 

 

- Uniform scale of 

Not at all (1), 

Sometimes (4), and 

Always (7). 

 

Questionnaire 

to measure 

Organizational 

Attributes of 

Primary Care 

Practices  

- A validation 

study in 51 

community family 

medicine practices 

provided strong 

internal 

consistency of 

especially 

“Communication”, 

- Communication (open problem 

solving, constructive work 

relationship, tension, team work) 

- Decision making (staff input and 

participation, encouraging initiative, 

decision making authority, 

availability of leadership, staff 

involvement in planning) 

- Self-assessment 

survey filled by 

clinicians, nurses 

and office staff; 

 

- 5-point Likert-type 

scale. 
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“Decision making” 

and “Stress/chaos” 

factors.  

 

- Stress/chaos (level of stress, 

intensity of work, availability) 

- History of change (on how to take 

initiatives, how it does business, and 

how everyone relates) 

 

 

Step 2: Update of the areas and practices based on literature review 

Of the about 40 papers and reports reviewed, 13 papers and reports intend to define health 

facility managers’ competencies. Table 12 synthesizes the findings of the 13 papers and reports on 

competencies related to the management practices at health facilities.  

 

Table 12: Synthesized key elements of critical primary health facility management  

Key elements Synthesized Definition Reference 

Problem 

solving 

Analyze issues and make 

decisions systematically using 

evidence, encourage staff and 

achieve results. 

Baldridge performance excellence program, 

2011; Management Sciences for health, 1998;  

Karsten, 2010;  McCarthy et al, 2009; Office for 

Health Management, 2004;  Omoike et al, 2011; 

Schmalenberg, 2009; Sherman et al, 2007; Zori 

et al,  2010  

Communicati

on 

Communicate facility’s vision, 

values and key decisions and 

influence health workers, while 

engaging in frank, two-way 

communication throughout the 

facility.   

Baldridge performance excellence program, 

2011; Kramer et al, 2007; McCarthy et al, 2009; 

Office for Health Management, 2004;  Omoike 

et al, 2011; Pillay, 2010; Sherman et al, 2007; 

Squires, 2010; Zori et al,  2010. 

Staff and 

team 

management 

Create opportunities for 

learning, motivate and coach 

health workers and promote 

cohesion and team work. 

Assign appropriate roles and 

responsibilities. 

Baldridge performance excellence program, 

2011; Management Sciences for health, 1998;  

Karsten, 2010; McCarthy et al, 2009; Office for 

Health Management, 2004; Omoike et al, 2011; 

Schmalenberg, 2009; Sherman et al, 2007; 

Squires, 2010. 

Planning Set clear target, and plan 

resources efficiently and 

effectively within a specified 

time frame. Co-ordinate and 

schedule activities. 

Baldridge performance excellence program, 

2011; Karsten, 2010; McCarthy et al, 2009; 

NHS Institute for Innovation and 

Improvement and Academy of Medical Royal 

Colleges ,2010; Office for Health Management, 

2004; Omoike et al, 2011; Pillay, 2010; 

Squires, 2010. 

Performance 

management 

Measure performance, conduct 

formal performance reviews, 

mobilize resources and lead on 

proactive improvements.  

Baldridge performance excellence program, 

2011; Management Sciences for health, 1998; 

NHS Institute for Innovation and 

Improvement and Academy of Medical Royal 
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Colleges ,2010; Omoike et al, 2011; Pillay, 

2010; Squires, 2010. 

Relationship 

building and 

resource 

mobilization 

Develop and manage networks 

and relationships.  

Can mobilize necessary 

resources such as HR, 

equipment and supplies when 

necessary. 

McCarthy et al, 2009; NHS Institute for 

Innovation and Improvement and Academy of 

Medical Royal Colleges ,2010; Office for 

Health Management, 2004; Schmalenberg, 

2009 

Financial 

management 

Record, manage and balance 

revenue and expense to enable 

continuous improvement.  

McCarthy et al, 2009; Office for Health 

Management, 2004; Schmalenberg, 2009 

 

 

Table 13 summarizes the key management practices for health facilities to manage the PBF 

scheme, based on the elements of health facility autonomy under PBF developed by Fritche at al 

(2014) and NPHCDA 2012. 

 

Table 13: Key management practices for the health facilities to manage the PBF scheme 

Decision ability PBF in Nigeria Relevant area 

Manage 

funds/cash 

 

PHCCs receive and manage cash in the bank 

account. 

Financial 

management 

Procure drugs 

and medical 

consumables 

locally 

PHCCs are allowed to purchase drugs at the certified 

pharmacies. 

Drugs 

management 

Hire, fire, and 

incentivize, and 

discipline 

facility recruited 

staff 

PHCCs are allowed to hire additional staff using PBF 

funds, and allocate a portion of PBF funds for staff 

bonus. 

Staff management 

(staffing, 

motivation)  

Organize clinic 

operation and 

outreach 

activities 

Management should handle hours of operation for 

the clinic, including opening time. The days on 

which specific activities are carried out and the 

frequency and target of outreach activities are 

determined by local management. 

Performance 

management 

Develop and 

negotiate 

business plans 

PHCCs are obligated to develop and update business 

plan with specific performance targets every quarter. 

Planning; 

Target setting 

Source: Fritche et al, 2014; Federal Ministry of Health et al, 2012. 
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The original management practices measurement tool by Dorgan et al 2010, Bloom et al 2010, 

and McConnell et al 2013 consists of four areas of Operation Management, Performance 

Management, Target Management, and Talent Management and 18 practices in the four areas. 

Based on the findings of Step 2, eight practices that are for hospitals and not relevant for primary 

health care facilities and PBF facilities in developing countries (i.e., admitting the patient; 

standardization and protocols within the unit; coordination on handoffs; discharging the patient; 

technology adoption, monitoring errors; managing talent; and retaining talent) were dropped. 

Instead, key practices identified through the Step 2, including problem solving (as part of 

performance review), communication, planning, relationship building and resource mobilization 

(redefined as community/client engagement and other stakeholder engagement including 

community leaders and supervisors), financial management and drugs management were added to 

the scorecard.  

 

Step 3: Development of scorecard questions, evaluation criteria, and scoring grid 

Appendix 3 provides the developed management scorecard with interview questions, scoring 

grid with score 1, 2, and 3 (higher score indicates better performance), and scoring criteria for open-

ended questions, along with the structure of the scorecard developed by Dorgan et al 2010, Bloom 

et al 2010, and McConnell et al 2013. The scorecard included 32 management practices grouped 

into the following 6 broad areas:  

(i) Community/client engagement (4 practices - outreach; household visit; listening and 

responding to client feedback; patient recruitment and retention activities);  

(ii) Stakeholder engagement (5 practices - meetings with community leaders; request to 

community leaders; activities to encourage support from community leaders; meetings 

with supervisors; request to supervisors);  

(iii) Staff management (9 practices - staff involvement; team work building; efforts to 

improve staff working environment; feedback to OIC; responses from OIC to 
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feedback; open communication; PBF bonus allocation; rewarding of high-performing 

staff; addressing low-performing staff);  

(iv) Planning and target setting (6 practices - business plan update; business plan content; 

staff attention to business plan; target update; target stretch/achievable; staff attention 

to targets);  

(v) Performance management (4 practices - visualization of performance data; staff 

attention to performance; regular performance review meeting; performance review 

discussions); and  

(vi) Use of funds and financial management (4 practices - drug management; use of PBF 

funds; financial record update; financial record content). 

 

For each area, relevant practices, scoring grid, and scoring criteria were developed based on 

the findings from the qualitative case study (Chapter 1). For example, the case study found that 

high-performing PHCCs carry out frequent outreach activities, visit targeted households in each 

outreach, change services based on the feedback from patients, and carry out many strategic 

activities such as creating incentives to deliver at PHCCs, individualized follow up of pregnant 

women, year-end celebration, etc. to recruit and retain patients. Also, the study found that 

engagement of and support from community leaders play a critical role in influencing a 

community’s support to the PHCC. Such findings were reflected in the management practices 

scorecard.  

 

The original management practices measurement tool assumed interviews would be conducted 

by individuals with education and work experiences in healthcare, such as masters or doctoral 

degrees in public health, medicine, or business administration to increase reliability of the score 

(McConnell et al 2013). Given that such resources are not easily available in developing countries, 

the developed scorecard made a few revisions in format from the original tool: (i) scoring criteria 
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for open-ended questions were defined clearly to reduce potential inter-rater reliability issues; and 

(ii) in addition to questions for OICs, we developed questions for non-OIC health workers to assess 

practices by OICs and reduce social desirability bias.  

 

Statistical Analysis 

Table 14 presents the mean and standard deviation of all of the 32 items in the scorecard. Half 

of the 32 items (16 items – S1, S3, S4, S6, S7, S8, S11, S12, S17, S18, S21, S23, S24, S25, S28, 

S30) have distribution centered around the score 2 (medium score). However, responses to 13 items 

(S2, S10, S13, S14, S15, S16, S19, S20, S22, S27, S29, S31, and S32) had largest number of 

responses for the score 3 (high score), and 3 items (S5, S9, S26) for the score 1 (low score). For the 

ICC, the correlation among mean ratings for each team of judges is 0.94, showing high inter-rater 

reliability.  

 

Table 14: Mean scores and standard deviations (SD) for each item of the management 

practices scorecard in April-May 2016 at 111PHCCs in Nigeria  

(Minimum score 1, maximum score 3) 

Areas Sub-Areas ID 
Item Mean score 

(SD) 

1. 

Community/ 

Client 

Engagement 

1.1. Community 

outreach 

S1 Outreach 1.77 (0.55) 

S2 Household visit 2.30 (0.80 

1.2. Community trust 

and satisfaction  
S3 

Listening and responding to client 

feedback 
2.21 (0.63) 

1.3. Client 

recruitment/retention 
S4 

Patient recruitment and retention 

activities 
1.56 (0.57) 

2. 

Stakeholder 

Engagement 

2.1. Engagement with 

Community Leaders 

S5 Meetings with community leaders 1.94 (0.83) 

S6 Request to community leaders 1.88 (0.74) 

S7 
Activities to encourage support from 

community leaders 
2.05 (0.54) 

2.2. Supervisor 

engagement 

S8 Meetings with supervisors 1.94 (0.74) 

S9 Request to supervisors 1.54 (0.72) 

3. Staff 

management 

3.1. Management of 

staff and working 

environment 

S10 Staff involvement in bonus decision 2.72 (0.51) 

S11 Team work building 1.91 (0.35) 

S12 
Efforts to improve staff working 

environment 
2.07 (0.35) 

3.2. Staff 

communication 

S13 Feedback to OIC 2.40 (0.66) 

S14 Responses from OIC to feedback 2.55 (0.52) 

S15 Open communication 2.77 (0.44) 

S16 PBF bonus allocation 2.68 (0.70) 
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3.3. Recognition,  

Rewarding and 

punishment of staff 

S17 Rewarding of high-performing staff 1.90 (0.71) 

S18 
Addressing low-performing staff 

1.83 (0.54) 

4. Planning 

and Target 

Setting 

4.1. Planning 

S19 Business plan update 2.77 (0.43) 

S20 Business plan content 2.77 (0.46) 

S21 Staff attention to business plan  1.60 (0.59) 

4.2. Target setting 

S22 Target update 2.61 (0.49) 

S23 Setting stretch/achievable targets 2.07 (0.46) 

S24 Staff attention to targets 1.50 (0.60) 

5. 

Performance 

Management 

5.1. Performance 

tracking 

S25 Visualization of performance data 2.26 (0.55) 

S26 Staff attention to performance 1.69 (0.77) 

5.2. Performance 

review 

S27 Regular performance review meeting 2.57 (0.64) 

S28 Performance review discussions 2.18 (0.73) 

6. Use of 

funds and 

financial 

management 

6.1. Use of funds 

S29 Drug management 2.49 (0.70) 

S30 
Use of PBF funds to attract patient and 

build trust 
2.02 (0.33) 

6.2. Financial 

Management 

S31 Financial record update 2.34 (0.77) 

S32 Financial record content 2.24 (0.81) 

 

 

Table 15 presents the result of the EFA with PROMAX rotation. Five factors had eigenvalues 

more than 1, and screeplot shows flattened line at the Factor 7. Given that the commonality is higher 

for the six-factor model than for the five-factor model, and that the original hypothesis in the 

scorecard was a six-factor model, we looked into the six-factor model. 12 items with loadings less 

than 0.4 were dropped. Also, 3 cross-loading items with values ≥ 0.32 on at least two factors were 

dropped (S9, S17, S20). As a result, 17 items were kept for analysis.  

 

Table 15:  Result of exploratory factor analysis for six factors with PROMAX rotation 

Variable Factor 

1 

Factor 

2 

Factor 

3 

Factor 

4 

Factor 

5 

Factor 

6 

Uniqueness Items 

Selection 

S1 0.31 0.32 -0.06 -0.09 -0.17 0.02 0.84 Dropped 

S2 0.32 0.007 -0.038 0.15 0.03 0.25 0.82 Dropped 

S3 0.02 0.29 0.20 -0.11 0.09 0.20 0.80 Dropped 

S4 0.03 0.01 0.12 -0.13 0.23 0.21 0.86 Dropped 

S5 0.01 0.49* -0.11 0.18 0.30 -0.14 0.50 Selected 

S6 -0.13 0.45* 0.11 -0.02 0.03 0.16 0.74 Selected 

S7 0.05 0.22 -0.05 -0.11 0.59* -0.07 0.52 Selected 

S8 -0.27 0.44* -0.01 0.02 0.08 -0.02 0.68 Selected 

S9 -0.13 0.32x -0.02 -0.26 -0.14 0.47* 0.63 Dropped 

S10 0.28 -0.01 -0.24   -0.03     0.12    0.05 0.85 Dropped 

S11 0.02    0.10     0.05 -0.02 -0.03 -0.13 0.97 Dropped 

S12 0.25 0.10     0.11    -0.08     0.36 -0.18 0.70 Dropped 
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S13 0.19 0.10     0.11     0.02    -0.15    -0.13 0.92 Dropped 

S14 0.14 0.52* -0.13     0.03    -0.09      0.11 0.74 Selected 

S15 -0.11 0.38 -0.05     0.13     0.20     0.12 0.75 Dropped 

S16 0.22    0.14    0.11    0.14     0.06     0.04 0.88 Dropped 

S17 0.37x  0.46* -0.01 -0.12     0.18    -0.13 0.58 Dropped 

S18 -0.01 0.05     0.07    -0.22     0.25   0.45* 0.65 Selected 

S19 0.11 0.15     0.62* -0.03     0.11     0.11 0.53 Selected 

S20 0.23   0.52* 0.34x 0.06   -0.15   0.02 0.53 Dropped 

S21 -0.01     0.07     0.11     0.56* 0.06     0.03 0.65 Selected 

S22 -0.12     0.02     1.03* 0.08     0.02    -0.15 -0.05 Selected 

S23 0.12     0.07     0.21     0.03    -0.13     0.41* 0.72 Selected 

S24 -0.05      0.04     0.02     0.62* 0.01    -0.05 0.59 Selected 

S25 0.11     0.02    -0.20     0.13     0.08     0.36 0.84 Dropped 

S26 0.13     0.00 -0.04     0.67* -0.07     0.09 0.55 Selected 

S27 -0.13     0.01     0.00     0.16     0.36 0.10 0.84 Dropped 

S28 0.02 0.24     0.01     0.16     0.06     0.50* 0.69   Selected 

S29 0.42* 0.15   0.02     0.06    0.09     0.02 0.79 Selected 

S30   0.13    -0.13     0.08     0.01     0.55* 0.25 0.60 Selected 

S31 0.86* -0.19    -0.00 -0.03     0.00     0.01 0.18 Selected 

S32 0.82* -0.11   0.02     0.03    -0.00     0.06 0.28 Selected 

* Larger loading than 0.4 

x Cross-loading with values ≥ 0.32 

 

Table 16 summarizes the analysis of the factors presented in the EFA and items. The EFA result 

consists of 6 factors and 17 items. The six factors named based on the review of grouped items 

under each factor were: A: Stakeholder engagement and communication; B: Community-level 

activities; C: Update of plan and target; D: Performance Management; E: Staff attention to plan, 

target, and performance; and F: Drugs and financial management. 

 

In the exploratory factor analysis (EFA) presented above, average communality of selected 

items was 0.45. The items per factor ratio (p:r ratio) in the model presented in Table 17 is 17:6. For 

exploratory factor analysis (EFA) with low communality case (less than 0.4), an empirical study 

suggested that N=100 and N=200 is needed to have over 95% convergence for 20:3 and 10:3 p:r 

ratios respectively (MacCallum et al, 1999). They also found that for p:r ratio 10:3 or 20:3, even 

the N=60 can result in over 99% of convergence, if the level of communality is wide or high. As 
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the commonality of this EFA result is higher than 0.4, 17:6 p:r ratio may require a little over 100, 

which is consistent with the sample size of the study N=111. 
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Table 16: Factor Structure from EFA 

Latent Factors No. Items Analysis/ Comparison with Original Scorecard 

A. Stakeholder engagement and 

communication (Factor 2) 

S5 Meetings with community leaders S5, S6, and S8 relate to external stakeholder engagement (e.g., 

community, community leader, local government supervisor), while 

S14 relates to engagement with internal PHCC staff (responsiveness 

and rewarding to staff). Unlike the structure in the original scorecard 

that treats them separately, they seem to have a common latent factor 

on engagement and communication with external and internal 

stakeholders.  

S6 Request to community leaders 

S8 Meetings with supervisors 

S14 
Responses from OIC to staff feedback 

B. Community-level activities 

(Factor 5) 
S7 

Activities to encourage support from 

community leaders 

S7 and S30 have commonalities as their scoring criteria refer to 

community –level activities, such as incentives to community leaders 

(S7) and use of funds to attract patients to facilities and gain trust 

from community (S30).  
S30 

Use of PBF funds to attract patient and 

build trust 

C. Update of plan and target 

(Factor 3) 

S19 Business plan update S19 (Business plan update) and S22 (Target update) show clear 

grouping related to frequent update of plan and target. S22 Target update 

D. Performance management 

(Factor 6) 
S23 Setting stretch/achievable targets S18 (Addressing low-performing staff), S23 (setting stretch/ 

achievable targets), and S28 (Performance review discussions) are 

related to performance management, which is consistent with the 

original factor structure. 

S28 Performance review discussions 

S18 Addressing low-performing staff 

E. Staff attention to plan, target, 

and performance (Factor 4) 
S21 

Staff attention to business plan  S21, S24, and S26 are all related to staff attention to plan, target, and 

performance of the PHCCs. This is different from the way the 

original scorecard was structured, but suggests importance of 

communication to and involvement of staff in planning, target setting, 

and performance review to raise their attention. 

S24 Staff attention to targets 

S26 Staff attention to performance 

F. Drugs and financial 

management (Factor 1) 

S29 Drug management A group of S29, S31, S32 is consistent with the original scorecard, 

related to how PHCCs manage drugs and funds available for them. S31 Financial record update 

S32 Financial record content 
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Discussion 

 

This paper developed a novel scorecard that measures management practices in the PHCCs 

in developing countries. As a result of the systematic review of literature and the qualitative case 

study (Chapter 1), we highlighted community engagement and stakeholder engagement, and 

financial management as key additional elements of management for PHCCs in developing 

countries, in addition to the elements in the instrument for hospitals in developed countries by 

Dorgan et al 2010, Bloom et al 2010, and McConnell et al 2013. The scorecard also introduced 

more specific definition of scoring criteria than the original instrument and questions for non-OIC 

health workers to enable local data collectors to rate practices and to reduce social desirability bias. 

These are new and original features of the scorecard that is adapted to a capacity-constrained 

context in developing countries. 

 

The developed scorecard was further refined through the EFA. The EFA reduced the number 

of items from 32 to 17 items. It also provided a different grouping of items from the original 

management practices scorecard. Table 17 compares the original management practices scorecard 

developed through this research with the EFA results. There are a few notable differences. First, 

although community engagement is to some extent covered by the latent factor A and B, some 

selected set of items to build relationship with and attract patients (S1-S4) were not included in the 

EFA results. These dropped items were however highlighted as key differentiating factors of PHCC 

performance under the qualitative study in Chapter 1. This may suggest that there are slight 

differences between factors that relate to PHCC performance (evaluated in Chapter 1) and factors 

that represent health center management (suggested through EFA). Hence, the same set of factors 

may not explain health center management and performance. For example, drugs and financial 

management are not a factor that directly differentiated high and low performers in the qualitative 

case study (Chapter 1), whereas this is an important element of health center management. Likewise, 
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outreaches, household visits, and strategies to attract patients may not be direct elements of health 

center management, though they are key specific approaches that influence performance of the 

PHCC.  It is noted that the community/client engagement is not included in the management 

practices measurement tool by Dorgan et al 2010, Bloom et al 2010, and McConnell et al 2013, 

and synthesized key elements of critical primary health facility management (Table 12).  

 

Another possibility is that the indicators for community/client engagement did not measure 

the practices sufficiently well. For example, frequency of outreach last week (S1) may be too short 

a time period to get a reliable picture of outreach, or this measure may put too much emphasis on 

frequency and not enough on the quality of outreach. Further elaboration and testing of the 

scorecard questions may be needed in this area. 

 

Second, most of the items related to Staff Management in the original scorecard were dropped, 

and the items kept were assigned to separate groups (i.e., “A. Stakeholder engagement” and “D. 

Performance management”). This is not consistent with the synthesized key elements of critical 

primary health facility management (Table 12) where activities to assign appropriate roles and 

responsibilities, create opportunities for learning, motivate and coach health workers, and promote 

cohesion and team work are highlighted as a key element of health facility management. The 

management practices measurement tool also has “Talent management” in the instrument (Dorgan 

et al 2010, Bloom et al 2010, and McConnell et al 2013). This may suggest the challenge of scoring 

such activities in the scorecard, and needs further review. At least, however, some dimensions of 

the staff management, such as responsiveness to staff feedback as a part of broader stakeholder 

engagement, and handling of poor performing staff as a part of performance or consequence 

management are covered by the EFA result.  
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The EFA results are consistent with the developed management practices scorecard and other 

literature in other areas. Latent factors “C. Update of plan and target”, and “D. Performance 

management” and the items grouped in these factors are consistent with the management practices 

measurement tool. Also, the factor “F. Drugs and financial management” is consistent with the 

synthesized key elements of critical primary health facility management (Table 12), as well as the 

key management practices for the health facilities to manage the PBF scheme (Table 13). The latent 

factor “E. Staff attention to plan, target, and performance” is a different grouping from the original 

management practices scorecard. However, this demonstrates the importance of communication, 

involvement, and incentives to motivate staff to be attentive to plan, target and performance, which 

is consistent with the findings in the qualitative case study (Chapter 1) and the Communication 

element of the synthesized key elements of critical primary health facility management (Table 12). 

  

Table 17: Comparison of EFA results with the original management practices scorecard 

Areas Sub-Areas ID Item New Groupings 

1. 

Community/ 

Client 

Engagement 

1.1. Community 

outreach 

S1 Outreach Dropped 

S2 Household visit Dropped 

1.2. Community 

trust and 

satisfaction  

S3 

Listening and responding to 

client feedback Dropped 

1.3. Client 

recruitment/ 

retention 

S4 

Patient recruitment and 

retention activities Dropped 

2. 

Stakeholder 

Engagement 

2.1. Engagement 

with Community 

Leaders 

S5 
Meetings with community 

leaders 
A. Stakeholder 

engagement 
S6 Request to community leaders 

S7 

Activities to encourage 

support from community 

leaders 

B. Community 

incentive/trust 

2.2. Supervisor 

engagement 

S8 
Meetings with supervisors A. Stakeholder 

engagement 

S9 Request to supervisors Dropped 

3. Staff 

management 

3.1. Management of 

staff and working 

environment 

S10 
Staff involvement in bonus 

decision 
Dropped 

S11 Team work building Dropped 

S12 
Efforts to improve staff 

working environment 
Dropped 

3.2. Staff 

communication 

S13 Feedback to OIC Dropped 

S14 
Responses from OIC to 

feedback 

A. Stakeholder 

engagement 
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S15 Open communication Dropped 

3.3. Recognition,  

Rewarding and 

punishment of staff 

S16 PBF bonus allocation Dropped 

S17 
Rewarding of high-performing 

staff 
Dropped 

S18 
Addressing low-performing 

staff 

D. Performance 

management 

4. Planning 

and Target 

Setting 

4.1. Planning 

S19 
Business plan update C. Update of plan and 

target 

S20 Business plan content Dropped 

S21 
Staff attention to business plan  E. Staff attention to plan, 

target, and performance 

4.2. Target setting 

S22 
Target update C. Update of plan and 

target 

S23 
Setting stretch/achievable 

targets 

D. Performance 

management 

S24 
Staff attention to targets E. Staff attention to plan, 

target, and performance 

5. 

Performance 

Management 

5.1. Performance 

tracking 

S25 
Visualization of performance 

data 
Dropped 

S26 
Staff attention to performance E. Staff attention to plan, 

target, and performance 

5.2. Performance 

review 

S27 
Regular performance review 

meeting 
Dropped 

S28 
Performance review 

discussions 

D. Performance 

management 

6. Use of 

funds and 

financial 

management 

6.1. Use of funds 

S29 
Drug management F. Drugs and financial 

management 

S30 
Use of PBF funds to attract 

patient and build trust 

B. Community 

incentive/trust 

6.2. Financial 

Management 

S31 Financial record update F. Drugs and financial 

management S32 Financial record content 

 

 

 

Conclusion 

 

This research added significantly to the literature on health center management in developing 

countries. Careful review of prior studies and application of existing instruments with adjustments, 

expert review of the scorecard, and high inter-rater reliability are signals of the validity and 

reliability of the developed measurement approach to assess management capacity of primary 

health facilities in low- and middle income countries where PBF is being applied. The EFA also 
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provided a refined management practices scorecard, despite some differences of the results with 

findings from literature and the qualitative case study (Chapter 1).  

 

Capacity building of health facilities is included in most of the primary health care interventions 

in developing countries. However, there has been no instrument that can provide evidence on what 

management practices are critical for improving health facility management, and where specific 

weaknesses in management practice lie. This scorecard can address this critical gap to make 

primary care interventions more targeted and effective, and thus can help strengthen policy and 

programs. The scorecard is particularly relevant for primary facilities under PBF or similar schemes 

that provides autonomy and funds for the health facilities to improve health services.  

 

There are several limitations to this research and the scorecard. First, although the scorecard 

was developed based on an extensive literature review, criteria used for scoring drew on the 

findings from the qualitative case study (Chapter 1) in Nigeria. In order to understand how this 

scorecard is applicable in other country contexts, further study in other countries using the 

scorecard, and confirmatory factor analysis (CFA) to assess model fit of the scorecard will be 

necessary. Second, the scorecard is for the primary health facilities with autonomy and funds. To 

assess management practices of the health facilities with limited autonomy and funds, the scorecard 

needs to be adjusted. However, as suggested in Chapter 1 and 3, health center management will 

have very limited impact on health services outcomes if health facilities do not have sufficient 

autonomy and funds. Third, as suggested above, some of the scorecard questions and scoring 

criteria may need further refinement. Particular areas for potential refinement includes, as 

suggested above, community/client engagement, and staff management.    
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Chapter 3: Management and Primary Care Performance – A Quantitative Study on 

Relationship of Management Practices and Performance under a Performance 

Based Financing Scheme in Nigeria 

 

Introduction 

 

Primary-level health services are often the only type of formal health care accessible to a 

majority of the population in low- and middle-income countries (Gormley et al. 2011; Komatsu et 

al. 2008; Schneider et al. 2006a). Given its known importance for reducing preventable deaths of 

children and mothers, numerous initiatives exist with the aim of improving the performance of 

primary health services (e.g., sustainable development goals: SDGs, Primary Health Care 

Performance Initiative: PCPI; Global Health 2035). However, little is known as to the determinants 

of primary health facility performance in poor resource setting (Marchal et al, 2010), and there is a 

dearth of evidence on what works to improve health facility performance (Dieleman et al, 2009).   

 

One of the most under-researched areas in primary-level health services is health facility 

management – including activities of officers in charge (OICs) and health workers and how these 

influence the management and operations of primary health facilities. Empirical studies that have 

explored the relationship between health facility management practices and performance are 

skewed toward hospital-based studies in developed countries (Dorgan et al, 2010; Bloom et al, 

2010; McConnell et al, 2013; Meyer & Collier, 2001; Shortell and LoGerfo 1981; Shortell 1985, 

1990; Davies and Ware 1988; Shortell, O’Brien et al. 1994; Shortell, Zimmerman et al. 1994; 

Shortell et al. 1998; Mitchell and Shortell 1997; Davies and Nutley 2000; Ferlie and Shortell 2001). 

A few empirical studies examined management related and other factors that affect health facility 

and health worker performance in developing countries, and found key elements such as 
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engagement with local stakeholders, systems of accountability, activities to motivate health 

workers for change, and team work building (Rowe et al, 2005; Dieleman et al, 2009; Marchal et 

al, 2010; Topp et al, 2014). However, there is no quantitative study in developing countries that 

examined the association of such management practices and performance of primary health 

facilities. 

 

Performance based financing (PBF), defined in this paper as “fee-for-service to health facilities 

conditional on quality of care" (Musgrove, 2011), has increasingly been used as a major tool for 

improving health facility management and performance in developing countries. It has been 

implemented or is under discussion in more than 30 countries in Sub-Saharan Africa (World Bank, 

2013). The major design features of the PBF include: (i) provide finance to health facilities based 

on quantity and quality15 of services provided; and (ii) provide autonomy for health facilities to 

plan and implement activities to improve their health services. Given that PBF provides resources 

and autonomy for health facilities to manage resources, how they manage such resources can have 

a significant influence on performance (Fritsche et al, 2014). However, surprisingly little is known 

as to how PBF works at the health facility level (Renmans et al, 2016), and little research had tried 

to understand what elements of health facility management determine performance of primary 

health facilities under a PBF scheme. 

 

 

Study Objectives 

In this context, this research intends to examine the following two research questions by 

examining the cases in Nigeria. First, what are the associations between the management practices 

                                                      
15 Some PBF projects measure process or care quality and patient satisfaction while most of the projects 

focus on structural quality. The PBF project in Nigeria focuses on measuring structural quality. 
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and performance of the primary health care centers (PHCCs) under the PBF scheme in Nigeria? 

Second, how are specific aspects of management practices associated with performance?  

 

Methods 

 

Primary care performance, performance based financing in Nigeria 

Despite its constant about 7%e economic growth, Nigeria has made limited progress in 

delivering critical health services. Institutional delivery and DPT3 coverage remain very low at 

35.8% and 38.2%, and contraceptive prevalence rate is only 9.8% (NDHS 2013). While the average 

catchment population for a primary health care center (PHCC) that provides first-level essential 

health services to the population of a ward is around 7,600 people, PHCCs on average are seeing 

only 1.5 patients per day even when PHCCs have more than 10 staff (World Bank, 2014). This 

poor performance relates to poor accountability and motivation towards result due to the 

“fundamental problem of the lack of clarity in responsibilities for PHCC between state and local 

government” (Oxford Policy Management, 2011), coupled with health financing issues with no 

money flowing into health centers.  

 

To address this, the World Bank-funded Nigeria State Health Investment Project (NSHIP) 

introduced PBF. Under PBF that gives funds and autonomy to health facilities, the health facilities, 

for example, can use a part of the received funds to purchase drugs from the certified local 

pharmacies, refurbish facilities, buy equipment, carry out more outreach activities and provide 

monetary or non-monetary incentives to patients. The rest of the funds can be allocated to health 

workers based on their performance and responsibilities (Fritsche et al., 2014). In Nigeria, PBF has 

been scaled-up to the entire three states (Adamawa, Nasarawa, and Ondo), and will also be 

implemented in additional five states in the North East Region (Bauchi, Borno, Gombe, Taraba, 
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and Yobe) through the NSHIP. This research targeted PHCCs in Adamawa, Nasarawa, and Ondo 

states where PBF has been rolled out. 

 

Scorecard design 

In order to measure management practices in the PHCCs under PBF in Nigeria, the author 

worked with the Nigeria health team of the World Bank that finances the PBF project, and health 

policy and health systems specialists at Johns Hopkins University and developed a management 

practices scorecard (Appendix 3). Detailed scale development process is described in Chapter 2. 

Given the relatively few available relevant tools that have been published in academic journals with 

analysis of validity and reliability, we used a scorecard that has been developed, updated, and 

validated by Dorgan et al, 2010, Bloom et al, 2010, and McConnell et al, 2013 as a basis of the 

management practices scorecard for developing countries. As the scorecard was designed for 

hospitals in developed countries, we modified the scorecard based on: (i) literature review of 

necessary management practices and management competencies to run the primary health centers 

effectively; (ii) review of necessary practices to manage the PBF scheme; and (iii) findings from a 

qualitative case study on the key determinants of PBF performance in pilot PHCCs under PBF 

(Chapter 1).  

 

Our developed management scorecard included 32 management practices grouped into 6 broad 

areas of: (i) community/client engagement (4 practices - outreach; household visit; listening and 

responding to client feedback; patient recruitment and retention activities); (ii) stakeholder 

engagement (5 practices - meetings with community leaders; requesting clear support to 

community leaders; activities to encourage support from community leaders; meetings with 

supervisors; request to supervisors); (iii) staff management (9 practices - staff involvement; team 

work building; efforts to improve staff working environment; feedback to OIC; responses from 

OIC to feedback; open communication; PBF bonus allocation; rewarding of high-performing staff; 
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addressing low-performing staff); (iv) planning and target setting (6 practices - business plan 

update; business plan content; staff attention to business plan; target update; target 

stretch/achievable; staff attention to targets); (v) performance management (4 practices - 

visualization of performance data; staff attention to performance; regular performance review 

meeting; performance review discussions); and (vi) use of funds and financial management (4 

practices - drug management; use of PBF funds; financial record update; financial record content). 

Appendix 3 provides the final scorecard with interview questions, scoring grid with score 1, 3, and 

5 (higher score indicates better performance), and scoring criteria for open-ended questions, along 

with the structure of the scorecard developed by Dorgan, Bloom, and McConnell et al. Chapter 2 

describes the adaptations made to the Dorgan, Bloom and McConnell scorecard to accommodate 

the different context in Nigeria. 

 

The developed scorecard was reviewed by staff of National Primary Health Care Development 

Agency (NPHCDA) and State Primary Health Care Development Agency (SPHCDAs) in 

Adamawa, Nasarawa, and Ondo states, PBF technical assistance (TA) consultants, the World 

Bank’s Nigeria health team who have been working on PBF in Nigeria for several years, and the 

health policy and systems experts at Johns Hopkins University. The instruments were also tested 

in six PHCCs under PBF in Nasarawa state that were not selected for the data collection for this 

study. The scorecard was then divided into questionnaires for OICs and for non-OIC health workers.  

These questionnaires and scoring grid were scripted into electronic templates on hand-held devices 

to facilitate the data collection and reduce error in scoring and aggregation of the scores.  

 

Sampling and Data collection  

Outcomes 

Two main outcomes (measures of performance) assessed at the health facility level were 

selected for this study: the number of institutional delivery and outpatient visits per month (panel 
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data). These outcomes were selected because of the low level of health services utilization at 

PHCCs in Nigeria. Under the NSHIP, the data is reported every month by the PHCCs based on the 

records in the patient register, and all data is verified by SPHCDA staff and PBF TA consultants 

by comparing the report and register. The verified data is used for calculating the performance-

based bonus for each month, and was used as the outcomes for this study16. PHCCs started PBF at 

different times (pre-pilot PHCCs to test the approach started in December 2011 and latest scale-up 

occurred in some PHCCs in January 2016), and the outcome data for each PHCC is available since 

each PHCC started PBF.  

 

Management Practices 

Of the 457 PHCCs that have been implementing PBF in Nigeria, 111 PHCCs in the three States 

(Adamawa: 54, Nasarawa: 21, and Ondo: 36) were selected for collecting the management practices 

scores through stratified random sampling by state using a random order table, based on the number 

of PHCCs on the PBF scheme in each State. Two PHCCs in Ondo state refused the interview 

because they had just started PBF, and six PHCCs in Adamawa were not accessible due to 

insurgency. They were replaced by other PHCCs through random selection.  

 

Through a local research firm (Hanovia Medical Limited) contracted for data collection, 12 

interviewers were recruited to form 6 teams of 2 interviewers. The number of teams was limited to 

improve inter-rater reliability. The interviewers were trained for five days, including two days of 

field-testing of the survey instruments. The survey team applied the questionnaires to the OIC of a 

selected PHCC, and a randomly selected one non-OIC health worker who had worked in the PHCC 

for more than a year. The interviews to the non-OIC health workers were carried out in an isolated 

room in or outside the PHCC without the presence of other staff. At the end of each survey, the two 

                                                      
16 The data can be downloaded at http://nigeria.openrbf.org/.  

http://nigeria.openrbf.org/
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interviewers scored the PHCC using the scoring grid and criteria separately without consultations 

with each other - individual scores were used for assessing inter-rater reliability. Thereafter, they 

discussed the scores for each question and agreed on the final consolidated scores. The inter-rater 

agreement of the two interviewers/scorers with linear weighting for each score for the 32 items for 

all of the 111 PHCCs was 94.38%, and the kappa coefficient with linear weighting was 0.85, which 

is “almost perfect” based on the interpretation by Landis and Koch (1977).  

 

Interviewers/scorers took short notes of responses to all of the 32 questions, and the final 

scores were reviewed and validated by the author and the data collection firm by referring to the 

short notes. Administrative data such as level of staffing were also obtained at the time of the data 

collection. 

 

 

Statistical Analysis 

We first evaluated distribution and trend of outcomes over time. We also assessed the 

distribution of management scores for each of the 32 items, and the total score. We then created 

box plots of outcome data by management score category to see a general trend on the relationship 

between the total management scores and outcomes. Bivariate regression between management 

scores (total score and score of each item) and the outcomes were also examined, in order to 

understand their overall relationship. 

 

To examine the association between management scores and outcomes, we used multilevel 

linear regression models to account for the hierarchical structure of the data. We included PHCC 

random effects to account for the repeated measurement of outcome variables at PHCC level. In 

order to understand how management capacity of PHCCs influences how much they improve 

outcomes every month after the introduction of PBF, we turned the management score into a 
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categorical variable (scorecat𝑗) and included the interaction terms of the categorical variable with 

time (scorecatj × Time𝑖). We adjusted for the number of technical staff, catchment population, 

quality score, seasonality, and State in the regression. These adjustment variables were selected 

based on the findings of the qualitative case study and our knowledge on the large variation in 

catchment population, influence of rainy season, and difference in context between Adamawa, 

Nasarawa, and Ondo States. The regression models used to assess the association of total 

management practices score groups and performance (i.e., institutional delivery and outpatient 

visits) are as follows: 

 

Deliveryij or OPDij = β0 + β1 scorecat𝑗 + β2 Time𝑖 + β3 scorecatj × Time𝑖 + β4Staffj + 

β5Populationj + β6Qualityij + β7Season𝑖 + β8State𝑗 + e𝑖𝑗+Uj 

 

Where 

 Deliveryij and OPDij  represent the number of institutional deliveries and outpatient visits 

respectively at time i at PHCC j 

 scorecat𝑗 is a categorical valuable that represents the level of total management practices 

scores - Group 1 (low score), 2 (medium-low score), 3 (medium-high score), and 4 (high 

score)  

 Time𝑖 is a continuous variable which represent the number of months since the start of the 

PBF scheme at time i 

 Staffj represents the number of skilled health workers at PHCC j as a continuous variable 

 Populationj represents the number of catchment population for PHCC j 
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 Qualityij represents the quality score of PHCC j at time i17. This was added to control quality 

differences at baseline that may influence differences in outcome.   

 Season𝑖 is a categorical variable from 1 (January) -12 (December) included in regression 

models to control for the seasonality. 

 State𝑗 is a categorical variable that represents state fixed effects (1=Adamawa state; 

2=Nasarawa state; and 3=Ondo state) 

 e𝑖𝑗 is an error term for PHCC j at time i 

 Uj is a   PHCC-level random intercept 

 

Improvement in outcomes related to management score groups consists of three parts in this 

regression model: β1 , β2 , and β3 . β1  shows the difference in outcome at baseline, i.e., before 

starting PBF, between Groups 2, 3, and 4 and Group 1. This indicates whether there is any 

difference in outcomes between the groups before the PBF started.  β2  shows monthly 

improvement rate of the outcomes after PBF was introduced for the Group 1 (reference group). β3, 

the co-efficient for scorecatj × Time𝑖, is the coefficient that this study is interested to examine. It 

shows the difference in monthly improvement rate of the outcomes between Groups 2, 3, and 4 and 

Group 1 (reference group). A positive and significant result suggests that once PBF is introduced 

and PHCCs have funds and management autonomy, PHCCs with higher management capacity 

improve the number of institutional deliveries and outpatient visits at faster pace than PHCCs with 

low management capacity.  

 

                                                      
17 Under PBF in Nigeria quality score is measured by local government area (LGA) supervisor every 

quarter using a quality checklist with about 200 indicators. The checklist consists of: (i) general 

management; (ii) business plan; (iii) finance; (iv) indigent committee; (v) hygiene; (vi) OPD; (vii) family 

planning; (viii) laboratory; (viiii) inpatient wards; (x) essential drugs management; (xi) tracer drugs; (xii) 

maternity; (xiii) EPI; (xiv) ANC; and (xv) HIV/TB. Of these components, (i) (ii) (iii) (iv) and (x) were not 

included in the quality score we used, in order to avoid duplications with the management practices 

scorecard.    
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Also, comparison of the results of Chapter 1 and Chapter 2 suggested that there are some 

differences between the factors that represent health facility management and the factors that 

influence outcomes. The management practices scorecard has many items that are important 

elements of health center management but may only indirectly contribute to the increase in 

utilization of essential health services (e.g., drugs and financial management). Also, a refined set 

of management practices developed through the EFA do not include some of the key items that 

were identified as key differentiating factors of performance through Chapter 1 (Chapter 2). In 

order to examine whether key differentiating factors of performance found in Chapter 1 

demonstrate statistical association with outcomes, we specified eight key management items that 

were identified in Chapter 1 as key differentiating factors of PHCC performance – Patient 

recruitment and retention activities; Listening and responding to client feedback; Activities to 

encourage support from community leaders; Staff attention to targets; Performance review 

discussions; Team work building; Rewarding of high performing staff; and Addressing low 

performing staff. Appendix 4 shows detailed selection process and results. 

 

Results 

 

Outcome data  

Panel data of institutional delivery (Figure 11) and outpatient visit (Figure 12) show consistent 

average seemingly linear improvement of both quantities over time (since the start of PBF). The 

lines created by lowess smoother suggest that the monthly improvement of the outcomes do not 

seem to become flat even after 30 months of PBF experiences. Outpatient visit appears to have 

more variability than institutional delivery (Figure 11 and 12).  
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Figure 11: Delivery since the start of PBF  

 

 

Figure 12: Outpatient visit since the start of PBF 

 

 

Management practices scores 

Of the 32 items, half of the 32 items (16 items) have distribution centered around score 3 

(medium score). However, responses to 13 items had largest number of responses for the score 5 

(high score), and 3 items for the score 1 (low score). Figure 13 shows the distribution of total 

management practice scores among health facilities. We found wide distribution, with the mean 

score of 106 out of a possible score of 160 and standard deviation of 12.3, and minimum and 

maximum scores were 78 and 134 respectively. The total scores are normally distributed according 
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to the Shapiro-Wilk normality test (p-value 0.67). Based on this, the total management scores were 

categorized into four Groups: 1. Low score (1st quartile); 2. Medium-Low score (2nd quartile); 3. 

Medium-High score (3rd quartile); and 4. High score (4th quartile). 

 

Figure 13: Distribution of total management practices scores in 111 PHCCs 

 

 

Association of overall management scores with performance 

Table 18 and Figure 14 and 15 display unadjusted number of institutional delivery and 

outpatient visits per month for all of the panel data at different time altogether, and their median 

and interquartile range (IQR) by management practices score category. In comparison to the Group 

1 (low score), PHCCs in higher management score groups had more institutional deliveries and 

outpatient visits per month. However, there are a lot of outliers in PHCCs with low management 

scores for institutional delivery (Figure 14), and in PHCCs with all management score categories 

for outpatient visit (Figure 15). 

 

Table 18: Median and interquartile range (IQR) for the outcome indicators by group of 

management practices scores 
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Outcome 

indicators 

 Group 1 

(Low) 

Group 2 

(Med-Low) 

Group 3 

(Med-High) 

Group 4 

(High) 

Delivery Median 10 10 11 19 

IQR 17 16 21.5 30 

OPD Median 109 155 142 339 

IQR 186 171 224 471 

 

Figure 14: Delivery by management score 

  

 

Figure 15: Outpatients visit by management score 

 

 

Table 19 shows the full results of the multi-level regression with PHCC random effects that 

adjust for covariates described previously. For the covariates adjusted for the multi-level regression, 
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we found significant association with institutional delivery and outpatient visits for time, number 

of staff, and quality score (structural quality). Also, Ondo state has significantly lower outcomes 

than Adamawa state.  

 

For the differences in outcomes between management score groups, there were no significant 

differences in baseline number of institutional deliveries and outpatient visits between management 

score groups and Group 1.  Monthly average increase in number of delivery and outpatient visits 

for the PHCCs under management score Group 1 (Low score) after they started PBF is 0.66 (p-

value 0.000) and 9.20 (p-value 0.000) respectively. The rates of monthly improvement had no 

difference for PHCCs in Group 2 (Medium-Low) and Group 3 (Medium-High) for institutional 

delivery, and Group 2 (Medium-Low score) and Group 4 (High score) for outpatient visits 

compared to PHCCs in Group 1 (Low score). However, we found that the rates of monthly 

improvement were significantly larger by 0.26 (p-value 0.037) for PHCCs in Group 4 (High score) 

for institutional delivery, and by 5.54 (p-value 0.011) for PHCCs in Group 3 (Medium-High score) 

for outpatient visits, compared to PHCCs Group 1. 

 

Table 19: Regression result for institutional delivery and outpatient visits18 

  Institutional 

Delivery (95%CI) 

Outpatient Visits 

(95%CI) 

Baseline Difference in outcome at baseline between 

Group 2 and Group 1 

2.00 

(-3.57 to 7.57) 

27.41 

(-59.50 to 114.32) 

Difference in outcome at baseline between 

Group 3 and Group 1 

-0.43 

(-6.09 to 5.23) 

-56.14 

(-114.36 to 32.08) 

Difference in outcome at baseline between 

Group 4 and Group 1 

-1.06 

(-8.51 to 6.38) 

34.35 

(-80.97 to 149.66) 

Monthly 

change 

Monthly increase in outcome for Group 1 0.66 

(0.47 to 0.85)* 

9.20 

(6.19 to 12.21)* 

Difference in change in outcome per month 

between Group 2 and Group 1 

-0.12 

(-0.39 to 0.15) 

-3.01 

(-7.37 to 1.35) 

Difference in change in outcome per month 

between Group 3 and Group 1 

0.14 

(-0.13 to 0.40) 

5.54 

(1.27 to 9.81) * 

                                                      
18 Regression: Delivery/OPDij = β_0 + β_1  scorecat_j + β_2  Time_i + β_3  scorecat_j*Time_i + β_4Staffj 

+ β_5Populationj + β_6Qualityij + β_7 Season_i + β_8 State_j+e_ij+U_j 
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Difference in change in outcome per month 

between Group 4 and Group 1 

0.26 

(0.02 to 0.50) * 

2.20 

(-1.75 to 6.15) 

Other 

key 

control 

variable 

Staff 0.83 

(0.40 to 1.27)* 

11.37 

(4.71 to 18.04)* 

Population  0.00 

(-1.00e to 0.00) 

0.00 

(-0.00 to 0.00) 

Quality 0.07 

(0.01 to 0.12)* 

1.41 

(0.49 to 2.33)* 

State 

fixed 

effects 

Difference in outcome between Nasarawa 

and Adamawa states 

-4.2 

(-9.5 to 1.1) 

73.22 

(-7.81 to 154.3) 

Difference in outcome between Ondo and 

Adamawa states 

-14.9 

(-19.5 to -10.3)* 

-108.9 

(-179.6 to -38.2)* 

Seasona

lity 

effect 

Difference in outcome between June and 

March 

1.37 

(-0.77 to 3.51) 

43.5 

(8.75 to 78.3)* 

Difference in outcome between September 

and March 

-0.41 

(-2.53 to 1.72) 

140.4 

(105.9 to 175.0)* 

Difference in outcome between October 

and March 

-6.62 

(-28.0 to 14.8) 

44.2 

(-302.8 to 391.2) 

Difference in outcome between November 

and March 

-18.3 

(-30.7 to -6.00)* 

-64.6 

(-264.7 to 135.5) 

Difference in outcome between December 

and March 

-1.23 

(-3.14 to 0.68) 

-0.26 

(-31.3 to 30.8) 

 Cons 1.70 

(-3.80 to 7.21) 

-95.3 

(-180.9 to -9.63)* 

* p-value <0.05 

 

Association of selected key management items with performance 

We examined the association of the total scores of the eight key management items with the 

monthly improvement rate in number of institutional delivery and outpatient visits. In doing so, we 

calculated the total scores of the eight items for all PHCCs, categorized them into three groups 

based on the distribution of the scores, and carried out the same regression analysis adjusting the 

same covariates with the updated score categories. Total scores appear to be distributed normally 

around the mean score of 22.6 out of full score of 40, with standard deviation of 4.15 and minimum 

and maximum scores of 10 and 36 respectively. Based on this, the total management scores were 

categorized into three instead of four groups given the small score differences: 1. Low (total score 

<=21); 2. Medium (21 < total score <=25); 3. High (25 < total score).  
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Table 20 displays the full result of the regression. The PHCCs in the Group 2 (Medium 

management score) had 0.42 (p-value 0.000) and 9.93 (p-value 0.000) higher monthly improvement 

rates compared to the PHCCs in the Group 1 (Low management score) for institutional delivery 

and outpatient visits respectively. Also, the PHCCs in the Group 3 (High management score) had 

0.49 (p-value 0.000) and 5.10 (p-value 0.003) higher monthly improvement rates compared to the 

PHCCs in the Group 1 for institutional delivery and outpatient visits. There were no difference 

between the management score groups and the Group 1 at baseline. 

 

Table 20: Regression result of total selected eight key management practices scores for 

institutional delivery and outpatient visits19 

  Institutional 

Delivery (95%CI) 

Outpatient 

Visits (95%CI) 

Baseline Difference in outcome at baseline between 

Group 2 and Group 1 

1.27 

(-3.57 to 6.11) 

-50.9 

(-127.5 to 25.7) 

Difference in outcome at baseline between 

Group 3 and Group 1 

-1.13 

(-6.62 to 4.36) 

-28.9 

(-115.5 to 57.7) 

Monthly 

change 

Monthly increase in outcome for Group 1 0.46 

(0.31 to 0.61)*  

6.23 

(3.80 to 8.67)* 

Difference in change in outcome per month 

between Group 2 and Group 1 

0.42 

(0.18 to 0.65)* 

9.93 

(6.15 to 13.71)* 

Difference in change in outcome per month 

between Group 3 and Group 1 

0.49 

(0.28 to 0.70)* 

5.10 

(1.76 to 8.44)* 

Other 

key 

control 

variable 

Staff 0.75 

(0.32 to 1.17)* 

11.1 

(4.44 to 17.8)* 

Population  0.00 

(-0.00 to 0.00) 

0.00 

(-0.00 to 0.00) 

Quality 0.06 

(0.01 to 0.12)* 

1.31 

(0.49 to 2.22)* 

State 

fixed 

effects 

Difference in outcome between Nasarawa and 

Adamawa states 

-4.46 

(-9.5 to 0.67) 

83.2 

(3.06 to 163.3)* 

Difference in outcome between Ondo and 

Adamawa states 

-15.0 

(-19.4 to -10.6)* 

-102.2 

(-171.2 to -33.3)* 

Seasona

lity 

effect 

Difference in outcome between June and 

March 

1.46 

(-0.65 to 3.58) 

46.0 

(11. 5 to 80.5)* 

Difference in outcome between September 

and March 

-0.35 

(-2.45 to 1.75) 

140.8 

(106.6 to 175.0)* 

                                                      
19 Regression: Delivery/OPDij = β0 + β1 keymgtcat𝑗  + β2 Time𝑖  + β3 keymgtcatj ∗ Time𝑖  + β4Staffj + 

β5Populationj + β6Qualityij + β7Season𝑖  + β8State𝑗 + e𝑖𝑗+Uj, where keymgtcat𝑗  is a categorical valuable 

that represents the level of total management practices scores for the selected eight key items in the 

management practices scorecard. Categories include: Group 1 (low score), 2 (medium score), and 3 (high 

score). 



103 

 

Difference in outcome between October and 

March 

-5.90 

(-27.0 to 15.2) 

52.3 

(-291.7 to 396.4) 

Difference in outcome between November 

and March 

-18.4 

(-30.5 to -6.26)* 

-57.6 

(-255.0 to 139.8) 

Difference in outcome between December 

and March 

-1.21 

(-3.10 to 0.68) 

-0.32 

(-31.1 to 30.5) 

 Cons 2.61 

(-2.50 to 7.72) 

-76.1 

(-156.8 to 4.53) 

* p-value <0.05 

 

In sensitivity analyses, we ran the same multi-level regression with PHCC random effects by 

changing Time variable to binary variable “before_after𝑖" that compares 18 months after the 

implementation of PBF and the baseline20. In this regression, the outcomes of PHCCs at the 18th 

month and at the 1st month (baseline) after the introduction of PBF were used for analysis. The 

regression demonstrated similar results. After 18 months, the PHCCs in the Group 2 had 9.38 (0.52 

per month, with p-value 0.018) significantly higher improvement in institutional delivery compared 

with the Group 1, and the PHCCs in the Group 3 had 8.30 (0.46 per month, with p-value 0.05) and 

123.21 (6.85 per month, with p-value 0.044) significantly higher improvement in institutional 

delivery and outpatient visits respectively.  

 

Association of Individual Key Management Items 

In order to understand what specific management practices items really matter for health centers 

to improve utilization of essential health services (research question 2), we also examined the 

association of each of the eight items with performance adjusting for all covariates. The same multi-

level regression with PHCC random effects was used, replacing the categorical variables on 

management score groups by the score of each selected item (Score 1: Low; score 3: Medium; and 

score 5: High). Table 21 demonstrates three sets of different results of the regression: 

                                                      
20 Deliveryij or OPDij = β0 + β1 scorecat𝑗 + β2 before_after𝑖  + β3 scorecatj ∗ before_after𝑖  + β4Staffj + 

β5Populationj + β6Qualityij + β7Season𝑖  + β8State𝑗 + e𝑖𝑗+Uj. where before_after𝑖  is a binary variable that 

is 0 if Time = 0, and 1 if Time = 18. 



104 

 

 

1. High positive correlation: Significantly higher monthly improvement rates compared with 

PHCCs with Low scores, in 3 of 4 groups with Medium and High management scores for 

institutional delivery and outpatient visits: patient recruitment and retention activities; staff 

attention to targets (2 items); 

 

2. Some positive correlation: Significantly higher monthly improvement rates compared with 

PHCCs with Low scores, in 2 of 4 groups with Medium and High scores for institutional 

delivery and outpatient visits: Listening and responding to client feedback; team work building; 

and addressing low performing staff (3 items);  

 

3. No or negative correlation: No difference, or significantly lower monthly improvement rate 

compared with PHCCs with Low scores: Activities to encourage support from community 

leaders; performance review discussions; and rewarding of high performing staff (3 items). 

 

Table 21: Regression results of monthly improvement rate of institutional delivery and 

outpatient visits at PHCCs with Medium and High scores for key management items, 

compared with the PHCCs with Low scores21 

Management 

Areas 

Selected key Items Scores  Institutional 

Delivery  

(95% CI) 

Outpatient Visits  

(95% CI) 

Community 

Engagement 

Patient recruitment and 

retention activities 

Medium 0.49 (0.29 to 0.68)* 6.68 (3.55 to 9.81)* 

High 0.40 (0.09 to 0.71)* 3.93 (-1.12 to 8.97) 

Listening and 

responding to client 

feedback 

Medium 0.37 (0.11 to 0.62)* 0.37 (-3.86 to 4.60) 

High 0.56 (0.28 to 0.83)* 1.67 (-2.81 to 6.15) 

Activities to encourage 

support from 

community leaders 

Medium -0.45 (0.71 to 0.19)* -1.11 (-5.40 to 3.17) 

High -0.31 (-0.71 to 0.09) 3.42 (-3.08 to 9.93) 

Staff attention to targets Medium 0.14 (-0.07 to 0.35) 10.18 (6.79 to 

13.57)* 

                                                      
21 Regression: Delivery/OPDij = β0 + β1 ag_score𝑗𝑘 + β2 Time𝑖  + β3 ag_scorejk ∗ Time𝑖  + β4Staffj + 

β5Populationj + β6Qualityij + β7Season𝑖  + β8State𝑗 + e𝑖𝑗+Uj, where: ag_score𝑗𝑘 is agreed score for item k 

among the two data collectors for PHCC j. 
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Planning and 

performance 

management 

High 0.54 (0.25 to 0.82)* 6.18 (1.56 to 

10.80)* 

Performance review 

discussions 

Medium -0.35 (-0.70 to -

0.01)* 

-2.84 (-8.46 to 2.79) 

High -0.14 (-0.46 to 0.18) -0.64 (-5.83 to 4.55) 

Staff 

Management 

Team work building Medium 0.67 (0.41 to 0.92)* 8.47 (4.29 to 

12.65)* 

High 0.43 (-1.52 to 2.38) -1.63 (-33.66 to 

30.40) 

Rewarding of high 

performing staff 

Medium 0.18 (-0.03 to 0.39) -3.11 (-6.48 to 0.26) 

High 0.12 (-0.14 to 0.39) -4.52 (-8.79 to 

0.24)*  

Addressing low 

performing staff 

Medium 0.45 (0.17 to 0.73)* 2.58 (-2.03 to 7.20) 

High 0.91 (0.37 to 1.44)* 4.35 (-4.49 to 

13.18) 

* p-value <0.05 

 

Discussion 

 

For the overall scores of the management scorecard, although some groups with higher 

management scores had significantly higher rate of increase in some of the outcomes, the 

relationship between management scores and performance was not very clear. A similar result was 

obtained on the association between management practices scores of the items selected through the 

exploratory factor analysis (EFA) in Chapter 2 and outcomes. The positive relationship between 

higher management score and higher rate of performance improvement becomes clear, when we 

limit the management practice items into eight key items that were identified through the qualitative 

research (Chapter 1). The results of the regressions for each of the individual eight selected items 

show, however, mixed results, with higher scores for some items being correlated with higher 

performance while others were not. Positive correlations with performance in patient recruitment 

and retention activities and attention to targets are consistent with the findings from the qualitative 

case study – high performers carried out multiple strategies to attract and retain patients, such as 

individual follow-up with pregnant women, public recognition, gifts, free transport, discounted or 

free services by subsidizing from PBF bonuses, improvement of maternity ward, etc.; high 
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performers also focused staff attention on targets and achievement of the targets through multiple 

efforts by OICs such as frequent comparison of targets and results, and discussions of strategies to 

achieve targets (Chapter 1).  

 

These positive correlations are also consistent with findings from existing literature. Rowe et 

al (2005) and Dieleman et al (2009) reviewed published studies on factors that affect health worker 

performance and interventions that improved health worker performance in low and middle income 

countries. Also, Marchal et al (2010) found practices in a well-performing hospital in Ghana, and 

Topp et al (2014) looked at the factors that drive health center performance in Zambia. For patient 

recruitment and retention activities, and listening and responding to client feedback, Dieleman et 

al (2009) found engaging and problem-solving with local stakeholders (e.g., involvement of local 

authorities and communities; adaptation of approaches to the local situation; active involvement of 

local staff to identify and implement solutions to problems) to be a key determinant of performance. 

Also, attention to targets and addressing low-performing staff are critical parts of building a system 

of accountability (e.g., visibility of performance; rewards and sanctions based on performance)  and  

motivating health workers for change (e.g., health workers' awareness of local problems; showing  

visible improvements in quality of care; peer pressure; staff empowerment; and salary supplements) 

that Topp et al (2014), Dieleman et al (2009), and Rowe et al (2005) found as determinants of 

performance. Marchal et al (2010) and Dieleman et al (2009) also found team building to be a 

critical factor to improve health worker performance.  

 

However, the lack of association or negative associations found in this study regarding activities 

to encourage support from community leaders, performance review discussions, and rewarding of 

high performing staff are not consistent with the findings of the qualitative paper and the existing 

literature. This discrepancy in results between the regression analysis and the qualitative case study 

may highlight a challenge of measuring these factors quantitatively – for example, as shown in 
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Appendix 3, for the measure of activities to encourage support from community leaders, the number 

of listed strategies mentioned during an interview determines the score. However, it measures 

neither the frequency/ effectiveness of these activities nor subsequent support the PHCC received 

from community leaders. Also, for the performance review discussions, a PHCC obtains a score 5 

when “The OIC explained clearly how performance was reviewed, and agreed actions to improve 

performance were very specific.” However, this does not differentiate very simple specific actions 

such as more outreach and very well-thought out actions based on the in-depth understanding of 

the issues at the community. More analysis and refinement of the scorecard will be needed for these 

items, which will be a focus of further research. 

 

Despite the above challenges in the management practices scorecard, this research showed that 

PHCCs with higher management capacity can leverage the platform that PBF provides and improve 

utilization of key health services at a much faster pace than the PHCCs with low management 

capacity. It also highlighted particularly important management practices to accelerate the 

improvement of performance, such as strategic activities to attract and retain patients, activities to 

increase staff’s attention to targets, listening and responding to client feedback, team building, and 

addressing low-performing staff. This is the first study that has identified a statistically significant 

positive relationship between management practices and performance under PBF in developing 

countries. This result makes a strong case for PBF projects to incorporate select interventions to 

strengthen key management practices to accelerate performance improvement, such as strategic 

selection of OICs with management capacity and targeted mentoring on key management practices 

by high-performing PHCCs/OICs or other relevant coaches. Assessment of what interventions can 

strengthen key management practices should be a topic for further studies. 

 

Also, it should be noted that there was no significant difference in performance at baseline 

between higher management score groups and the low management score group. Many of the 
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management activities in the scorecard including the items with significant association with 

performance require financial resources and autonomy to make decisions at the PHCC level to 

implement. This suggests that good management practices would not be implemented or contribute 

to faster improvement of performance without sufficient funds, autonomy, and incentives for the 

PHCCs. This makes a case for a combination of PBF or other approaches that provide funds, 

autonomy, and incentives to PHCCs with management strengthening approaches to accelerate the 

primary health care improvement.  

 

Given that the study randomly sampled PHCCs from the three states with different 

characteristics, these policy implications would be applicable to other states in Nigeria. Moreover, 

given that the management practices scorecard was developed through a broad literature review, it 

could apply to other developing countries with some modifications to fit into country specific 

contexts. However, as suggested above, the results in this research are all under the PBF platform, 

and applicability of the results may be limited in different settings, particularly for PHCCs whose 

financial resources and autonomy are very limited. 

 

This study has several limitations. First, as suggested above, measuring complex management 

practices are not easy and there is a need to validate and further refine the tool. Second, the research 

was not able to control several potential confounders identified through the qualitative case study. 

They include support from community leaders, competition with other providers, physical access 

of the PHCCs, etc. Although the random effect model used in this study helps control for 

unobserved heterogeneity at the PHC level, including such variables in the regression would have 

strengthened the model.  

 

Third, due to resource constraints, the management scores are only available as a snapshot, cross 

sectional data rather than longitudinal data, assuming that the management practices scores are 
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constant over time. In reality, management practices score can change over time. For example, 

change in an OIC can change the management practice score of the PHCC significantly.  

Longitudinal data on the management practices scores would have provided a better view of the 

association between management practices and performance.  

 

Conclusion 

 

This research is one of the first attempts to examine the relationship between management 

practices and performance in primary health care facilities in developing countries. Although some 

results are not fully consistent with literature and the qualitative case study result (Chapter 1), it 

provided one of the first statistical evidence on the importance of strategic community engagement 

activities to recruit and retain patients and be responsive to clients, health worker accountability 

and motivation for improvement, and team building in improving health center performance. 

Positive significant relationship between these management practices and performance suggest a 

large potential of targeted management interventions in improving performance, when sufficient 

finance and management authority are provided to the facilities. This opens for further researches 

to understand management interventions to effectively address the identified key practices, and to 

measure the effect of the interventions. Also, the novel approach of this research in measuring 

management practices in developing countries and assessing their association with performance 

may enhance similar quantitative researches in various contexts in developing countries and enrich 

necessary evidence-base to improve health center performance. 
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Conclusion 

 

Summary findings 

This thesis aimed at understanding the key factors that differentiate good and poor 

performers among primary health facilities and mechanisms through which these factors affect the 

performance. It also aimed to understand the relationship between health facility management and 

performance, and identify key management practices that are associated with performance. The 

case study in Chapter 1 found critical differences in the areas of community engagement and 

support, and performance and staff management. Chapter 1 also found that (i) contextual and health 

system factors particularly staffing, access, and competition with other providers; (ii) health center 

management including community engagement, performance management, and staff management; 

and (iii) community leader support are influencing each other to drive performance improvement 

of the PHCCs. Among the three drivers of performance improvement, the study highlighted with 

detailed examples that the good health center management can overcome some of the contextual 

and health system barriers and enhance community leader support. This made a case for addressing 

health center management issues in improving PHCC performance.  

 

Through Chapter 2, we sought to develop a novel management practices scorecard for 

developing countries by combining literature review results and findings from Chapter 1, and 

validating it through various measures including expert review, inspection of face validity by local 

practitioners, inter-rater reliability, and exploratory factor analysis (EFA). Building on the result of 

Chapter 2, Chapter 3 examined statistical relationships between the management practices that were 

highlighted in Chapter 1 as key differentiating factors of performance and the outcome measures 

(i.e., number of institutional delivery and outpatient visits). We found a strong correlation between 

higher total scores for the selected eight management practices and faster improvement in outcomes. 

This suggests that there are specific management practices measured by the scorecard such as 
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patient recruitment and retention activities, and staff attention to targets that matter in improving 

performance. The findings from both the qualitative case study (Chapter 1) and the statistical 

analysis (Chapter 3) also suggest that management practices at PHCCs matter only when the 

PHCCs are given decision-making authority and funds. PHCCs had no significant differences in 

performance at baseline across groups with different management scores, prior to the introduction 

of PBF. 

 

Policy implication and recommendations 

 This research provides several important policy implications and recommendations. First, 

improving a selected set of eight management practices, particularly the ones with significant 

association with outcomes such as patient recruitment and retention activities, and staff attention 

to targets can accelerate the improvement of PHCC performance. This would be applicable for the 

PHCCs under PBF or similar approach, for Nigeria, and possibly other countries. Selection, 

retention, and replacement of Officers in Charge (OICs) can be done based on such management 

practices. Also, the research findings can help enhance quality of existing capacity building 

activities, such as mentoring, coaching and training, by improving their focus on key management 

practices identified through the research.  

 

 Second, in particular, this research both qualitatively and quantitatively suggested the 

importance of engaging with community. Importance of community engagement by PHCCs has 

been suggested in a few literature (Dieleman et al, 2009), and recently highlighted in light of the 

Ebola virus disease (EVD) outbreak in West Africa where community played a key role in 

containing the disease. However, few literature on health center management (mostly available for 

developed countries) highlighted community engagement as a key management practices of health 

facilities. Chapter 1 provided useful examples of how they influence the performance of PHCCs, 

and Chapter 3 quantitatively validated it by showing statistical association between patient 



112 

 

recruitment and retention activities and listening and responding to client feedback and 

performance improvement. These results suggest to put community and community leader 

engagement a core element of management practices in developing countries, and prioritize support 

to PHCCs in building trust and collaborative relationship with the community. 

 

Third, although it needs to be improved in some the questions and assessment criteria (e.g., 

related to staff management) and validated in other countries, the management scorecard refined 

through EFA provides a solid foundation for further development of a reliable and validated tool 

for government and development partners to use to measure management capacity of PHCCs 

(particularly under PBF or a similar scheme). The tool can help to highlight management areas 

where there are weaknesses that should be addressed, and track improvement over time. While 

there are still weaknesses with the tool developed here (as demonstrated in Chapter 3) this research 

has made an important contribution to the literature, as there are few other instruments to assess 

management of PHCCs in developing countries, and these have not been validated in any way. 
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Appendices 

 

Appendix 1: Selection of top and poorest performing PHCCs 
 

Ranking 

Data adjusted by 

catchment pops 
Non-adjusted Data 

Improvement (%) from 

Baseline 

 
Consistent 

high 

performer 

Selection 
Aug/Sep 

2012 

Feb/Mar, 

2013 

Aug/Sep 

2012 

Feb/Mar, 

2013 

Aug/Sep, 

2012 

Feb/Mar, 

2013 

Best 

Nasar

awa 

1 

PHCC 

not 

selected 

PHCC-1 PHCC-2 PHCC-1 
PHCC not 

selected 

PHCC not 

selected 
PHCC-1 Selected  

2 PHCC-1 

PHCC 

not 

selected 

PHCC-1 PHCC-2 PHCC-1 
PHCC not 

selected 

PHCC not 

selected 

Very large urban PHCC that is not 

comparable with other PHCCs 

3 

PHCC 

not 

selected 

PHCC 

not 

selected 

PHCC not 

selected 

PHCC not 

selected 
PHCC-2 PHCC-1 PHCC-2 Selected 

Best 

Ondo 

1 

PHCC 

not 

selected 

PHCC 

not 

selected 

PHCC not 

selected 

PHCC not 

selected 
PHCC-3 PHCC-3 

PHCC not 

selected 
OIC recently changed 

2 PHCC-3 PHCC-3 PHCC-3 PHCC-3 
PHCC not 

selected 

PHCC not 

selected 
PHCC-3 Selected 

3 PHCC-4 PHCC-4 PHCC-4 PHCC-4 
PHCC not 

selected 

PHCC not 

selected 
PHCC-4 Selected 
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Ranking 

Standardized Data Non-Standardized Data 
Improvement from 

Baseline 

 
Consistent 

low 

performer 

Note 
Aug/Sep, 

2012 

Feb/Mar, 

2013 

Aug/Sep, 

2012 

Feb/Mar, 

2013 

Aug/Sep, 

2012 

Feb/Mar, 

2013 

Worst 

Nasar

awa 

1 

PHCC 

not 

selected 

PHCC-5 

PHCC not 

selected PHCC-5 PHCC-5 PHCC-5 PHCC-5 Selected 

2 

PHCC 

not 

selected 

PHCC 

not 

selected 

PHCC not 

selected 

PHCC not 

selected PHCC-6 PHCC-6 PHCC-6 Selected 

3 PHCC-5 

PHCC 

not 

selected 

PHCC-5 

PHCC not 

selected 

PHCC not 

selected 

PHCC not 

selected 
PHCC not 

selected 
Improving with OIC change 

Worst 

Ondo 

1 PHCC-7 

PHCC 

not 

selected 

PHCC-7 
PHCC not 

selected 

PHCC not 

selected 

PHCC not 

selected 
PHCC-7 Selected 

2 

PHCC 

not 

selected 

PHCC-7 
PHCC not 

selected 
PHCC-7 PHCC-8 PHCC-8 

PHCC not 

selected 
Improving recently 

3 

PHCC 

not 

selected 

PHCC 

not 

selected 

PHCC not 

selected PHCC not 

selected 

PHCC not 

selected 

PHCC not 

selected PHCC-8 Selected 

Source: PBF Portal (http://nphcda.thenewtechs.com/) 

  

http://nphcda.thenewtechs.com/
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Appendix 2: Final Code Book 

Ref. Codes Definition/Inclusion Criteria  

CONTEXT 

C1 
Distance and 

accessibility 

Distance of the community to health facility, remoteness of 

the health facility, road conditions and its seasonality, 

availability and cost of transport 

 

C2 Community income 
Occupational patterns and income levels of community 

members, income distribution and intensity of poverty  
 

C3 Security 
Security threats to health workers and patients, including 

robbery, terrorist attacks and other threats 
 

C4 
Cultural and social 

norms 

Socially accepted practices including home delivery, 

childcare and traditional treatment regimes, as well as 

patterns of community organization (e.g. native vs. migrant 

populations) 

 

C5 
Competition with 

other providers 

Availability and use of alternative health care providers 

including traditional, government and private facilities 
 

C6 

Support from other 

partners’ and/or 

government’s program 

Existing technical, financial or material resources/capacity 

established by past or present donor/government 

programmes (other than the PBF) 

 

C7 Qualification of OIC Education and professional training history of OIC  

C8 
Other contextual 

factors 

Other factors relating to baseline conditions in the 

community prior to or in parallel with the PBF intervention 
 

 

HEALTH SYSTEMS 

H1 Stewardship Origin, frequency, content and impact of supervision visits   

H2 
Human resources/ 

staffing 

Overall staffing size and structure, staff training history and 

experiences, salary payments 
 

H3 Supply chain 

Functioning of government supply chains for vaccines, 

drugs and other supplies (including NHIS drugs) and how 

they affect the health facility’s operations 

 

H4 Bonus administration 
Invoice verification processes, regularity of PBF bonus 

payments and implications for facility performance  
 

H5 
Health center 

infrastructure 

Availability and features of physical infrastructure, medical 

equipment and outreach vehicles at the facility 
 

H6 
Other health systems 

factors 

Other factors relating to health systems, states and LGAs 

activities that can affect health center performance 
 

 

HEALTH CENTER MANAGEMENT 

M1 Planning 

Involvement of staff, community members and supervisors 

in decision making and drafting of business plans, 

regularity and granularity of the business plan, links 

between the business plan and health centre activities. Also 

involves monthly or weekly activity plan including plan for 

outreach and other activities.  

 

M2 Target setting 

Involvement of staff, community members and supervisors 

in target setting, planning of health centre activities to meet 

targets 
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M3 
Communication of 

plan and target 

OIC’s communication of business plan and targets, shared 

understanding of plans and targets among staff 
 

M4 Performance tracking 

Tracking mechanisms, indicators tracked, visibility and 

accessibility of tracked data by staff and community 

members 

 

M5 Performance review 

Involvement of staff and community members in 

performance review, frequency of review, iterative 

application of review results and follow up actions to 

improve performance 

 

M6 Problem solving 

Involvement of staff, community members and supervisors 

in identifying and implementing solutions, follow up on 

agreed activities by OIC and other staff 

 

M7 Pricing of services 

Factors influencing pricing of drugs and services, including 

community feedback; pricing of services relative to 

alternative providers; effects of pricing on uptake of 

services 

 

M8 

Use of performance 

bonus and other 

resources 

Administration and spending of revenues from PBF bonus 

and other sources 
 

M9 Financial management 

Documentation and management of income sources, 

including PBF bonuses and user fees; documentation of 

expenditure items; scope and credibility of accounting 

practices; evidence of long-range financial planning  

 

M 

10 
Drugs management 

Procurement processes for drugs; stock management 

processes, including stock out detection and prevention; 

stock out occurrences and impact 

 

 

STAFF MANAGEMENT 

S1 Staff involvement 

Involvement of staff in health center management and 

decision making, either spontaneously or at the prompting 

of the OIC 

 

S2 Staff motivation 
Source and level of staff motivation, and impact on PHC 

performance 
 

S3 Role modeling Exemplary behavior set by OIC for other members of staff  

S4 Team building  

Mutually beneficial exchanges and shared practices that 

build team spirit and trust among staff members, conflict 

resolution strategies and activities 

 

S5 
Staff rotation and 

availability 

Allocation of available staff to work shifts, including 

creative management of staff shortage situations; regularity 

of staff attendance at the PHC, factors affecting staff 

availability, and the impact of staff (un)availability on PHC 

perception and performance 

 

S6 Staff assignment 

Communication of weekly or monthly duty schedules to 

staff, initiation of performance improvement activities by 

OIC or other staff and follow-through on those activities  

 

S7 Staff training 

Frequency, content, fairness of opportunities and impact of 

external and internal training programmes attended and 

carried out by staff 

 

S8 Staff coaching 
Individual coaching  and mentoring of staff by OIC and 

other staff 
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S9 

Performance 

evaluation and bonus 

allocation 

Perceived fairness of performance evaluation and bonus 

allocation process among staff, impact of PBF incentive 

and evaluation process including feedback on staff 

performance  

 

S10 

Other staff incentives/ 

rewards or 

punishments 

Other cash, in-kind and non-material incentives given by 

the OIC to encourage good performers and penalties given 

to address poor performance 

 

 

COMMUNITY ENGAGEMENT 

CE1 WDC engagement 

Various ways in which Ward Development Committee 

(WDC) members are mobilized to help the PHC establish 

and maintain an ongoing relationship with the broader 

community, including the use of incentives; impact of 

WDC engagement on perception and use of the PHC by 

community members 

 

CE2 
Community leader 

engagement 

Various ways in which other community leaders are 

mobilized to help the PHC establish and maintain an 

ongoing relationship with the broader community, 

including the use of incentives; impact of community 

leader engagement on perception and use of the PHC by 

community members 

 

CE3 
Client recruitment and 

retention 

Routine and periodic strategies used by PHC staff to boost 

client motivation and lower barriers to uptake of PHC 

services 

 

CE4 
Clinical 

communication 

Direct communication of health messages and PHC 

objectives to the wider community by PHC staff 
 

CE5 
Relationship with 

community members 

Approachability of PHC staff to community members, 

clinical and social interactions between PHC staff and 

community members   

 

CE6 
Other community 

engagement 

Other issues highlighting the nature and impact of PHC-

community interactions 
 

 

  



 

143 

 

Appendix 3: Management Practices Scorecard for the PHCCs under PBF in Nigeria 

Areas Sub-Areas Description Questions 

Examples of Acceptable 

strategies/activities/ incentives 

for scoring (Not exhaustive) 

Indicator/Scoring Criteria Q

-

I

D 
1 3 5 

1. 

Community/ 

Client 

Engagement 

1.1. 

Community 

outreach 

The PHCC 

frequently 

conducts 

outreach and 

household 

visits 

Outreach 

How often did you and 

your staff conduct outreach 

last week?  

  Zero 1-2 times 
3 times or 

more 
1 

Household visit 

Do you and your staff 

always visit individual 

households during the 

outreach? (To verify - Who 

do you visit? What do you 

do at each household?) 

  

PHCC do not 

carry out 

household visits, 

or they failed to 

explain who they 

target and what 

they do in each 

household 

PHCC 

sometimes 

visits 

households 

and/or is 

vague about 

who they 

target and 

what they do 

in each 

household. 

Always - 

PHCC could 

explain who 

they target 

(e.g., 

pregnant 

women, 

under-five 

children) and 

what they do 

in each 

household. 

2 

1.2. 

Community 

trust and 

satisfaction  

The PHCC 

builds trust 

and improves 

satisfactions 

of the 

community 

members 

Listening and 

responding to client 

feedback 

- Does the PHCC have a 

functional suggestion box, 

or other means to collect 

complaints? 

- In recent 6 months, have 

you made any changes 

based on a suggestion from 

patients? Please explain. 

  

PHCC did not 

have a functional 

suggestion box or 

other specific 

means to collect 

client feedback. 

PHCC has a 

suggestion 

box or other 

means, but 

have not made 

changes based 

on the client 

feedback in 

recent 6 

months. 

PHCC has a 

suggestion 

box or other 

means, and 

had made 

changes 

based on the 

feedback in 

recent 6 

months. 

3 
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1.3. Client 

recruitment 

and retention 

The PHCC 

carries out 

multiple 

forms of 

strategies to 

attract and 

retain patients 

Patient recruitment 

and retention activities 

What have you done to 

attract patients to come to 

and continue to use 

PHCCs? 

 1. Standard approach 
- Outreach to explain value of 

PHCC 

- Communications through 

community leaders, 

- Physical incentives such as 

gift, 

 

2. Advanced strategy 

(1) Communication and 

partnership 
- Individual follow-up with 

pregnant women,  

- Partnership with TBAs and 

other providers 

(2) Incentives 
- Public recognition of those 

attending,  

- Free transport service,  

(3) Service improvement 

- Improvement of maternity 

ward, 

- TV and other services to 

improve experiences at PHCCs 

- Friendly/respectful 

communications (with 

distinctive examples),  

PHCC does not 

carry out 

standard 

approach 

comprehensively. 

PHCC carries 

out standard 

approach but 

use of 

advanced 

strategy is 

limited to 1 or 

2 advanced 

strategies 

mentioned. 

PHCC carries 

out standard 

approach and  

3 or more 

advanced 

strategies in 

the criteria to 

attract 

patients 

4 

2. 

Stakeholder 

Engagement 

2.1. 

Engagement 

with 

Community 

Leaders 

The PHCC 

involves 

community 

leaders (e.g., 

community 

leaders, 

traditional/reli

gious leaders, 

Meetings with 

community leaders 

In the last 30 days, how 

many times did you or your 

staff meet or speak with 

Ward Development 

Committee (WDC) and 

community leaders?  

  Zero or once. 2-3 times. 
4 times or 

more. 
5 
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youth leaders) 

in important 

decision 

making and 

problem 

solving, and 

gains support 

from them. 

The PHCC 

places clear 

requests to 

WDC and 

community 

leaders, and 

Incentivize 

their support. 

Request to community 

leaders  

In the last 30 days, have 

your PHCC asked specific 

support from WDC or 

community leaders to 

improve quantity or quality 

of PHCC services? What is 

it? 

-  Address/regulate quacks,  

- Educate, inform, and 

encourage community to visit 

PHCCs,  

- Facilitate labor contribution by 

community, 

- Identify those who do not use 

PHCCs and address them, 

- Advise decision on the use of 

PBF funds 

- PHCC did not 

ask any specific 

support to WDC 

and/or 

community 

leaders in the 

recent month. 

- PHCC asked 

1 or more 

support in the 

recent month, 

but requests 

are not 

specific for 

their actions. 

- PHCC 

asked 1 or 

more specific 

support in the 

recent month. 

6 

Activities to encourage 

support from 

community leaders  

What does your PHCC do 

to encourage or appreciate 

the support from WDC and 

community leaders? Probe 

if needed: 

- Do you provide any gift or 

financial incentive to them? 

- Do you meet with them to 

report the performance of 

your PHCC?  

- Do you publicly recognize 

their support? How? 

- Cash, gifts,  

- Free or discounted service to 

family,  

- Public recognition of their 

contribution,  

- Involvement in decision 

making,  

- Frequent meeting and reporting 

 No specific 

rewards or 

incentives are 

provided to 

WDC and 

community 

leaders. 

1-3 specific 

rewards or 

incentives in 

the criteria are 

provided to 

WDC and 

community 

leaders. 

4-5 forms of 

incentives in 

the criteria 

are 

explained. 

7 

2.2. 

Supervisor 

engagement 

PHCC 

frequently 

consults with 

LGA, 

SPHCCDA 

supervisors, 

or consultants 

on utilization 

and quality 

 

Meetings with 

supervisors  

In the last 30 days, how 

many times did you or your 

staff meet or speak with 

LGA or SPHCCDA 

supervisors, or other 

supervisors (e.g., TA 

consultants)? 

  Zero or once. 2-3 times. 
4 times or 

more. 
8 
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issues, receive 

various helps. 
Request to supervisors  

In the last 30 days, have 

your PHCC asked specific 

support from LGA or 

SPHCCDA supervisors to 

improve quantity or quality 

of PHCC services? What is 

it?  

-  Technical advice on the use of 

PBF bonus or other issues, 

- Technical advice on specific 

indicators to improve results,  

- Engage with community 

leaders to educate community 

and/ or address quacks, 

- PHCC did not 

ask any specific 

support to 

supervisors in the 

recent month. 

- PHCC asked 

1 or more 

support in the 

recent month, 

but requests 

are not 

specific for 

their actions. 

- PHCC 

asked 1 or 

more specific 

support in the 

recent month. 

9 

3. Staff 

management 

3.1. 

Manage-

ment of staff 

and working 

environment 

The PHCC 

manages staff 

and creates an 

environment 

in a way that 

it enhances 

staff 

motivation 

and teamwork 

and ensures 

employee 

safety and 

satisfaction.  

Staff involvement 
For the last PBF bonus 

received, who decided the 

way to use the bonus? 

(Probe: Are there staff who 

were not involved in that 

decision?) 

  

PHCC staff are 

not involved in 

the decision on 

the use of PBF 

bonuses and 

other revenue. 

Some but not 

all of PHCC 

staff are 

involved in 

the decision 

on the use of 

PBF bonuses 

and other 

revenue. 

All PHCC 

staff are 

always 

involved in 

the decision 

on the use of 

PBF bonuses 

and other 

revenue for 

improving 

health 

facilities. 

10 

Team work building  

What do you do to build 

team work and encourage 

them to help each other? 

- Covering up staff's absence,  

- Team events,  

- Providing food to eat together,  

- Discuss team work in staff 

meeting,  

- Proactively resolve or set-up a 

system to resolve staff conflicts 

No clear 

activities are 

mentioned for 

building team 

work and 

collaboration. 

1 or 2 specific 

activities are 

mentioned for 

building team 

work and 

collaboration. 

Combination 

of multiple 

efforts are 

made to 

enhance team 

work. 

11 

Efforts to improve staff 

working environment  

How do you improve staff's 

working environment and 

facilitate their outreach 

activities? 

- Staff housing,  

- Security,  

- Finance transport for outreach,  

- Hire extra staff to address staff 

shortage,  

- Create staff training 

opportunities,  

- Make sure to prevent drugs and 

supplies stock out 

No clear activity 

in the criteria was 

explained for 

staff's working 

environment and 

their outreach 

activities. 

1-2 activities 

in the criteria 

for staff's 

working 

environment 

and their 

outreach 

activities are 

mentioned. 

3 or more 

activities in 

the criteria 

for staff's 

working 

environment 

and their 

outreach 

activities are 

mentioned. 

12 
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3.2. Staff 

communica-

tion 

PHCC creates 

an 

atmosphere 

and process 

for open 

communicatio

n between 

staff, and staff 

and OIC 

Feedback to OIC  

(to non-OIC health worker) 

(1) When is the last time 

you provided your 

suggestions to the OIC to 

improve use and quality of 

PHCC? 

 

Staff did not 

provide any 

opinion in the 

last one month. 

Less than a 

month ago. 

Less than a 

week ago. 
13 

Responses from OIC to 

feedback 

(to non-OIC health worker) 

 Is OIC receptive to your 

opinion, and act on your 

suggestions?  

 No 
To some 

extent 
Always 14 

Open communication  

(to non-OIC health worker) 

Does OIC make visible 

efforts to encourage open 

communication? 

 No  
To some 

extent 
Always 15 

3.3. 

Recognition,  

Rewarding 

and 

punishment 

of staff 

Staff's good 

practices and 

high 

performance 

are 

recognized 

and rewarded 

PBF bonus allocation  

(to non-OIC health worker) 

How performance bonuses 

are allocated? Do staff at 

this facility see the 

allocation of the 

performance bonus as fair? 

  Unfair Neutral Fair 16 

Staff's good 

practices and 

high 

performance 

are 

recognized 

and rewarded, 

while poor 

performance 

and bad 

Rewarding of high-

performing staff  

In addition to bonus 

allocation, how are the staff 

rewarded based on 

performance? (Probe: 

public recognition/award, 

additional cash or gifts, 

training opportunities, more 

responsibility/promotion?) 

- Public recognition/award,  

- Additional cash or gifts,  

- Training opportunities,  

- More responsibility/promotion 

No other rewards 

than the 

performance 

bonus allocation 

are provided. 

In addition to 

the 

performance 

bonus 

allocation, one 

more form or 

reward is 

provided.  

2 or more 

forms of 

rewards are 

provided. 

17 
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behavior are 

addressed 

appropriately. 
Addressing low-

performing staff 

How are those who perform 

poorly addressed?  Probe: 

- Have anyone been fired or 

replaced because of poor 

performance? 

- Have the bonus to them 

been reduced and reasons 

given? 

- Are they monitored 

closely by OIC, based on 

improvement targets?  

Minimum activities 

- Low performance bonus,  

- Individual and public feedback,  

 

Advanced activities 

- Agreement on improvement 

plan and follow-up on 

implementation,  

- Monetary penalties, 

- Termination of employment or 

transfer, 

- staff change 

No actions are 

made to poor 

performers. 

Minimum 

activities in 

the criteria are 

made to poor 

performers. 

Minimum 

activities and 

some of the 

advanced 

activities in 

the criteria 

are made to 

poor 

performers. 

18 

4. Planning 

and Target 

Setting 

4.1. 

Planning 

The PHCC 

has robust 

business plan 

with targets, 

analysis of 

problems, and 

actions to 

resolve them 

and achieve 

targets. The 

plan is 

updated 

regularly, and 

staff know 

and feel 

Business plan update  

When is the last time the 

business plan was updated? 

  

There is no 

update on the 

business plan 

since it was 

developed, or it 

has not been 

updated more 

than a year.  

The business 

plan was 

updated 

within 12 

months. 

The business 

plan is 

updated 

within last 3 

months.  

19 

Business plan content  
(Observation of the 

business plan) Does the 

plan describe targets, 

problems in achieving the 

targets, key activities to 

address them, timeline, and 

budget for them?  

  

The business 

plan includes 

none of them. 

The business 

plan includes 

some of them. 

The business 

plan includes 

all of them. 

20 
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ownership to 

the plan.  

 
Staff attention to 

business plan  
(to non-OIC health worker) 

What are the key issues and 

activities explained in the 

business plan?  

  

The staff do not 

know about the 

business plan. 

The staff have 

some 

knowledge 

about the 

activities in 

the business 

plan (e.g., 

priority 

activities) 

The staff is 

fully aware 

of the content 

of the 

business plan 

(at least 

target, issues, 

and key 

activities). 

21 

4.2. Target 

setting 

Targets on the 

utilization of 

key services 

and quality 

score for key 

areas are up-

to-date, 

specific, 

demanding 

and 

achievable, 

and known by 

staff.  

Target update 

When is the last time the 

targets were updated? 

  

There is no 

update on the 

targets since they 

were set, or it has 

not been updated 

more than a year.  

The targets 

were updated 

within last 12 

months. 

The targets 

were updated 

within last 3 

months. 

22 

Target stretch/ 

achievable  

(For an example of 

"institutional delivery" 

indicator - ask only if the 

target was updated within 

last 12 months) Why is the 

current target updated? 

(Prove: how does it relate 

to current performance? 

How is it achievable?) 

Scoring criteria:  

The updated target should be: (i) 

based on the current 

performance; (ii) demanding; 

and (iii) achievable. 

The target is not 

updated (Score 1 

in the previous 

question), or does 

not meet any of 

the criteria 

The targets 

meet some of 

the criteria. 

The targets 

meet all of 

the criteria. 

23 

 

Staff attention to 

targets  

(to non-OIC health worker) 

What are the key indicators 

and targets of the PHCC? 

  

The staff do not 

know about the 

targets. 

The staff have 

some 

knowledge 

about the key 

indicators and 

targets (e.g., 

can tell what 

are key 

indicators for 

the PHCCs). 

The staff is 

fully aware 

of the key 

indicators 

and targets 

(e.g., key 

target 

numbers and 

actuals). 

24 
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5. 

Performance 

Management 

5.1. 

Performance 

tracking 

PHCCs track 

their quantity 

and quality 

performance 

regularly in a 

visible way. 

Performance 

is 

communicate

d to staff and 

staff are 

aware of the 

situation 

Visualization of 

performance data 

(Question and 

Observation) How are the 

quantity and quality 

performance data recorded 

and presented in the 

PHCC? (Verify physically) 

  

Quantity and 

quality of 

services are not 

recorded 

regularly 

(monthly). 

Quantity and 

quality of 

services are 

recorded 

regularly 

(monthly) but 

not visualized 

so that all staff 

and patients 

can always see 

them. 

Quantity and 

quality of 

services are 

recorded 

regularly 

(monthly) 

and 

visualized 

(e.g., on a 

wall as a 

graph or 

table) so that 

all staff and 

patients can 

always see 

them. 

25 

Staff attention to 

performance  

(to non-OIC health worker) 

What are the performance 

of last month for key 

indicators (e.g., institutional 

delivery, OPD, quality 

score) of the PHCC? 

  

The staff do not 

know about the 

actual 

performance. 

The staff can 

explain the 

actual 

performance 

for at least one 

key indicator. 

Staff is fully 

aware of the 

actual 

performance 

for key 

indicators 

(e.g., 

institutional 

delivery, 

OPD, quality 

score). 

26 

5.2. 

Performance 

review 

 PHCC carries 

out regular 

performance 

review 

meetings with 

key 

stakeholders 

and develops 

activities 

based on the 

review 

results. 

Regular performance 

review meeting  

Are there regular meeting at 

the PHCC to review 

performance, with staff, 

WDC and community 

leaders? 

  

There is no 

regular 

performance 

review meetings 

at the PHCC. 

The 

performance 

review 

meeting is 

held at the 

PHCC every 

month or 

quarter. 

However, 

WDC and 

community 

leader, and 

other 

The 

performance 

review 

meeting is 

held at the 

PHCC every 

month or 

quarter, and 

staff, WDC, 

and 

community 

leaders 

27 
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stakeholders 

do not 

participate or 

their 

participation 

is not regular. 

participate in 

the meeting. 

Performance review 

discussions  

To review the contents of 

the meeting:  

- What was discussed in the 

last meeting? (Probe: 

performance? agreed 

actions to improve 

performance?) 

  

There is no 

discussion on 

performance, and 

actions to 

improve 

performance. 

The OIC 

explained 

clearly how 

performance 

was reviewed, 

but agreed 

actions to 

improve 

performance 

were not very 

specific. 

The OIC 

explained 

clearly how 

performance 

was 

reviewed, 

and agreed 

actions to 

improve 

performance 

were very 

specific. 

28 

6. Use of 

funds and 

financial 

management 

6.1. Use of 

funds 

PHCC uses 

performance 

bonus and 

other funds 

received to 

the area that 

directly 

Drug management 
In the last quarter, had the 

PHCC experienced any 

stock-outs? (To verify, 

observe the storage room 

whether the room is fully 

equipped with drugs) 

  

PHCC 

experienced 

stock-outs more 

than 3 times n the 

last quarter. 

PHCC 

experienced 

stock-outs 1-2 

times in the 

last quarter. 

None. 

Storage room 

has no stock-

outs. 

29 
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improve 

patient use 

and quality of 

services. 

Use of PBF funds  

In addition to the funds for 

drugs and supplies:  

- In the recent three months, 

what did the PHCC use 

PBF bonus or other funds 

for?  

- Why did the PHCC use 

funds for these activities?  

Patient attraction:  
- Incentives/gifts to pregnant 

women for visit to PHCCs; fee 

reduction, fee waiver, transport 

support, etc.;  

Patient trust:  
- Hiring of additional staff (e.g., 

medical doctors, staff from 

community. staff to enable 24H 

service);  

- Improvement of maternity 

ward or other services that 

attract patients; 

Outreach:  

- Transport for outreach 

Quality of care:  

- Any areas in the quality 

checklist that the PHCC does not 

achieve/score 

PHCC does not 

invest in the 

areas that directly 

help attract 

patients, build 

patient trust, 

strengthen 

outreach 

activities, or 

improve quality 

of care. 

PHCC use 

funds for a 

few activities 

that directly 

help attract 

patients, build 

patient trust, 

strengthen 

outreach 

activities, or 

improve 

quality of 

care. 

PHCC 

invests in the 

area that 

directly help 

attract 

patients, 

build patient 

trust, 

strengthen 

outreach 

activities, 

and improve 

quality of 

care in 

multiple 

ways. 

30 

6.2. 

Financial 

Manage-

ment 

PHCC 

records 

incomes and 

expenses 

clearly, 

reviews the 

financial 

records 

regularly, and 

plans the 

activities 

based on 

available 

funds. 

Financial record 

update  

(Observation) How often 

do your PHCC update the 

financial book? (To verify, 

review the actual financial 

book) 

  

The financial 

records are not 

updated. 

The financial 

records are 

updated with 

some delays, 

and monthly 

balance is not 

available. 

The financial 

records are 

updated each 

time there is 

expense, and 

revenue and 

expenses are 

balanced 

every month.  

31 

Financial record 

content 
(Observation) Can we see 

the financial record of the 

PHCC? - Check whether 

incomes and expenses for 

the last month are recorded 

clearly, and total balance of 

the month or quarter is 

calculated correctly. 

  

The incomes and 

expenses are 

recorded poorly 

or not recorded, 

and the 

calculation does 

not match. 

The incomes 

and expenses 

are recorded 

OK.  

The incomes 

and 

expenses, 

and the total 

balance of 

the month or 

quarter are 

calculated 

correctly. 

32 
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Appendix 4: Selection of key management items that can influence performance based on findings from the qualitative case 

study (Chapter 1) 

 

Selection Criteria 

 Based on the findings of the qualitative case study on key differentiating factor of performance in PBF pre-pilot PHCCs in Nigeria; 

 Avoid duplication – drop items that can measure the same sub-areas less directly; 

 

Areas Sub-Areas 
I

D 

Item Selec

tion 
Comment/Reasons 

1. 

Community/ 

Client 

Engagement 

1.1. Community 

outreach 

1 Outreach  Included in the client recruitment and retention strategy 

2 Household visit  Same as item 1 

1.2. Community trust 

and satisfaction  
3 

Listening and responding to client 

feedback 
X Related to trust building and client satisfaction 

1.3. Client 

recruitment/retention 
4 

Patient recruitment and retention 

activities 
X 

Identified as a key differentiating factor of performance in the 

qualitative case study 

2. 

Stakeholder 

Engagement 

2.1. Engagement with 

Community Leaders 

5 
Meetings with community leaders 

 
 Included in the activities to encourage support from community 

leaders 

6 Request to community leaders  Same as item 5 

7 
Activities to encourage support 

from community leaders 
X 

Engagement to attract support from community leaders identified 

as a key differentiating factor 

2.2. Supervisor 

engagement 

8 Meetings with supervisors  Not different between high and low performers in case study 

9 Request to supervisors  Same as item 8 

3. Staff 

management 

3.1. Management of 

staff and working 

environment 

10 Staff involvement  Included in the team work building 

11 
Team work building 

X 
Identified as different between high and low performers in the 

case study. Linked with motivation 

12 
Efforts to improve staff working 

environment 
 Important but related to efforts to build team work 

3.2. Staff 

communication 

13 
Feedback to OIC 

 
Not identified as differentiating factor in the case study (most of 

the PHCC do well) 

14 Responses from OIC to feedback  Same as item 13 

15 Open communication  Same as item 13 
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3.3. Recognition,  

Rewarding and 

punishment of staff 

16 PBF bonus allocation  Same as item 13 

17 

Rewarding of high-performing 

staff X 

Differences observed in the case study. Highlighted in the 

management scorecard by Dorgan et al, 2010, Bloom et al, 2010, 

and McConnell et al, 2013. A set with the item 18 

18 Addressing low-performing staff X Same as above. A set with the item 17 

4. Planning 

and Target 

Setting 

4.1. Planning 

19 

Business plan update 

 

Business plan development was not highlighted as a key 

difference between high and low performers in the case study – 

even high-performing PHCCs focus on shorter-term planning and 

problem solving. 

20 Business plan content  Same as item 19 

21 Staff attention to business plan   Same as item 19 

4.2. Target setting 

22 Target update  Less critical than item 24 (not useful if not known by staff) 

23 Target stretch/achievable  Less critical than item 24 (not useful if not known by staff) 

24 
Staff attention to targets 

X 
Highlighted as a key difference in the case study. This suggests 

how PHCCs raised staff attention to targets 

5. 

Performance 

Management 

5.1. Performance 

tracking 

25 
Visualization of performance data 

 
Important but some states coach PHCC to do so – poor performers 

also followed, though the data was not used well 

26 Staff attention to performance  Important but similar to item 24 

5.2. Performance 

review 

27 
Regular performance review 

meeting 
 

Less critical than item 28 (not useful if discussions are not 

effective) 

28 Performance review discussions X Highlighted as a key difference in the case study. 

6. Use of 

funds and 

financial 

management 

6.1. Use of funds 

29 Drug management  Not a key difference between high and low performers 

30 
Use of PBF funds 

 
Important, but related to all the above items, e.g., item 4 

(duplicative) 

6.2. Financial 

Management 

31 Financial record update   Not a key difference between high and low performers 

32 Financial record content   Not a key difference between high and low performers 
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