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ACRONYMS

ANC  Antenatal Care

BEMONC Basic Emergency Obstetric and Neonatal Care

CEMONC Comprehensive Emergency Obstetric and Neonatal Care

CHMT  County Health Management Team

CHV  Community Health Volunteers

DHIS2  District Health Information System 2

DFID  Department for International Development

DSF  Demand-side Financing

EMONC Emergency Obstetric and Neonatal Care

FP  Family Planning

PBF  Performance-Based Financing

PMIS  Project Management Information System

PNC  Post Natal Care

MANI  Maternal and Newborn Improvement Project

MNH  Maternal and Newborn Health

MVA  Manual Vacuum Aspiration 

QuIC  Quality of Institutional Care

HMIS  Health Management Information Systems

HSS   Health Systems Strengthening

SBMR  Standard Based Management and Recognition 

KMC  Kangaroo Mother Care

RBF  Results Based Financing 
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BACKGROUND

The Maternal and Newborn Improvement Project (MANI), supported by the UK Department for International Development 
(DFID), is a health systems strengthening intervention with the goal of reducing maternal and neonatal deaths in 
Bungoma County in Kenya. The project is made up of a range of demand-and supply side interventions, which are 
implemented by the MANI programme team in collaboration with various stakeholders to achieve this goal (see Table 1 
for specific intervention activities).

Table 1: Summary of MANI Interventions

Demand-side interventions Supply-side interventions

• Social Behaviour Change Communication 
approaches through:
 » Information sessions on local radio station
 » Participatory education theatre groups
 » Re-orienting traditional birth attendants to 

birth companions
 » Community scorecard dialogues to promote 

social accountability
• Improving the functionality of community units
Home visits by Community Health Volunteers(CHVs)

 » Community dialogue days
 » Income generating activities for the community 

units
 » Health education
 » Use of community health information system 

(M-jali)
• Demand-side financing in the form of a transport 

subsidy for delivery

• Facility improvements through:
 » Performance based financing
 » “Seed funding” to purchase basic essential 

medical equipment’s
 » Health facility management committees and 

boards
 » Maternal and perinatal deaths surveillance 

and response
 » Quality of care committees
 » Facility upgrade on water and sanitation and 

green energy solutions
 » Standard based management and recognition 

(SBMR)
 » Improvement of new born units in sub-county 

hospitals and rooms for Kangaroo Mother 
Care (KMC) through the County Innovative 
Challenge Fund

• Technical assistance to the County Department of 
Health to strengthen the health system, such as
 » HMIS
 » Supply Chain management
 » Health Financing
 » Governance and Leadership

This study focuses on two key components of this project: the Demand-side Financing (DSF) approach in the form of 
a transport voucher and the Performance Based Financing (PBF) scheme. In this study, these two components are 
categorised as Results Based Financing (RBF) approaches as they provide financial incentives for the achievement 
of specified results.  Whereas an attempt has been made to distinguish the effect of the transport voucher and PBF in 
improving MNH indicators, study findings in this report should be viewed in the context of all the other interventions, 
each of which are designed to complement and reinforce each other. 

The MANI project is implemented in six of the ten sub-counties in Bungoma.  These are Kanduyi, Webuye East, Webuye 
West, Kabuchai, Sirisia, and Tongaren.  While the overall project started in early 2015, the RBF components did not 
begin until October 2015.  Project implementation will come to an end in September 2018.

Demand Side Financing

The DSF intervention entails provision of a transport voucher, which is used to subsidise the cost of travelling to and 
from the health facility for delivery among poor women in Bungoma.  Figure 1 below illustrates the key stages in the 
process of identifying women and how they use the voucher to access a health facility for delivery.  Details of each step 
are provided in the diagram.
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Figure 1 Key stages in the process of distributing and using the voucher

 “I went to look for the CHV who had said that when I feel any pain I should look for her. I went and looked 
for her and then she called for the transport guy, and he came and picked us from home and took me to 
hospital. When we arrived, she is the one who took me to the doctor.  They examined the baby and then 

she told the doctors that I am her community member. I stayed there until it reached 11 am in the morning 
and at almost 11.30am I delivered”

Mother of five, Bungoma

Performance Based Financing

The Bungoma PBF scheme is designed to incentivise health facility and health worker performance, specifically related 
to the provision of seven key MNH services as well as improvements in quality of care.  The 35 participating health 
facilities across the six MANI-supported sub-counties are awarded a performance payment based on the number of 
specified MNH services provided on a quarterly basis, each of which has its own reimbursement rate (See table 2 for 
list of incentivised services).   This payment is then inflated based on the facility’s quality score, calculated through a 
quarterly assessment using the QuIC- PBF tool. To qualify for this quality inflator, facilities but achieve a minimum of 
60% in the QuIC assessment. Table 2: provides details of the measures used to assess performance.

Table 2: Output indicators and dimensions of quality used to assess performance

Output indicators (x7) Dimensions	of	Quality	of	Care	(x9)
1. Pregnant women receive at least 4 Antenatal Care 

(ANC) visits

2. Deliveries conducted by Skilled Birth Attendants 
(SBA)

3. Women attending Post-natal care (PNC) 48 hours 
post-delivery

4. Women attending PNC 2 weeks post-delivery

5. Women of Reproductive Age (WRA) receiving short-
acting family planning (FP) methods 

6. WRA receiving long-acting reversible FP methods 

7. WRA screened for cervical cancer

1. Human Resources

2. Infrastructure

3. Equipment and supplies

4. Drugs

5. Hygiene and waste Disposal

6. Management and Governance 

7. Data Management 

8. Admission and Referral 

9. Availability of service 
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The PBF scheme is intended to complement rather than replace the traditional input-based financing.  It does so by 
incentivising providers and giving them the autonomy to decide what is needed to address their service delivery gaps.  
Out of the total performance payment, 60% goes directly to staff while the remaining 40% is directed towards facility 
level improvements. In line with DFID regulations, payments to staff are made in cash via M-pesa (a mobile money 
transfer through a local telecommunication firm Safaricom) whereas facility payments are provided in-kind in the form of 
medical supplies or minor renovations, based on the specific requests of the facility. 

Assessment Objective 

The qualitative study seeks to assess:
1. Health workers’ perspectives on the effectiveness of the voucher scheme in improving access to maternal health 

services;
2. Health workers’ understanding of the PBF scheme
3. The extent to which PBF affects the performance of the health workers and the facility as a whole

METHODOLOGY

This is a cross-sectional study using qualitative data collection approaches. The study was designed to collect the 
views of health workers on the effect of the two interventions (vouchers and performance based financing) on service 
delivery. In-depth interviews with health workers were carried out in November 2017.   A total of 3 research assistants 
were trained on data collection methods, research ethics and topic guides specific for this study. During the training, 
research assistants were actively involved in the review of study tools and participated in role-plays. These activities 
were meant to help research assistants familiarise themselves with the study tools and contextualize the tools to the 
local setting. After training, the data collection tools were adjusted and research assistants were sent to collect data. 
The study purposively sampled health care workers who worked in health facilities that were supported by the MANI 
project. Health care workers of various cadres in health facilities supported by the MANI project were interviewed. Study 
participants included: health facility in-charges, nurses, clinical officers, lab technicians, and health records information 
officer (See Table 3). 

A total of 97 interviews were conducted and all transcripts were written up in English. Upon reading through all the 97 
transcribed interviews, two thirds of the interviews (i.e. 64) were selected for analysis as this number was considered 
sufficient to provide robust content that addressed the specific thematic areas of interest, and data saturation was 
deemed to have been reached with these interviews. The 64 transcripts were coded using Dedoose software (https://
www.dedoose.com/).  The themes were selected based on their relevance to the key research questions.

Table 3:  Number of respondents included in the analysis, by cadre

Cadre Number of respondents
Health records information officer 1
Nurse 34
Clinical officer 17
Laboratory technician 1
Subordinate staff 1
Public health officer 3
Facility in charge 7

Total 64

RESULTS

In this section, we present the study findings beginning with results related to the voucher scheme and, later, the 
PBF scheme. Under the voucher scheme, we present the results of voucher intervention in promoting safe delivery; 
community perception of the scheme; the voucher’s contribution to improved access to transport and information; and 
the challenges experienced during implementation of the voucher scheme.

Regarding the PBF scheme, results focused on: the level of understanding of PBF (particularly the quantitative and 
qualitative measures used in calculating the rewards); health worker perceptions of fairness in distribution of rewards; 
perceived challenges in implementing PBF, and perceived effect of PBF on the performance of facilities and health 
workers.
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The Voucher Scheme

To what extent has the voucher scheme improved access to safe delivery?

The voucher scheme was designed to increase access to facility-based deliveries by removing the burden of transportation 
costs of getting to the health facility and returning home for the women.  Here, we assessed the views of health workers 
on whether and how the voucher scheme affected facility delivery, particularly among women from poor households. 
The results indicate that the voucher scheme was able to increase access to MNH services via four main ways, as 
indicated in table 4.  As a result of addressing some barriers, there was a perceived reduction in obstetric complications 
and maternal and neonatal deaths.

It has reduced the complications after deliveries because when they deliver at home most of them 
complicate like post-natal haemorrhage or whatever. When they deliver at the hospital at least they are 
given that care. The sepsis of the cord has also reduced because after delivery at the hospital they are 

treated well... Perinatal deaths have been reduced.

Nurse, Bokoli Sub-County Hospital

Table 4:  Reduced barriers as a result of the voucher scheme

Barriers to accessing facility-
based deliveries in Bungoma 

Description of approach Results of the programme 

Financial barriers • Distribution of vouchers to 
mothers to facilitate free 
transport to and from the health 
facility for delivery

• Public health facilities 
implementing Free-Maternity 
Service were selected so that 
clients need not to pay any extra 
charges for maternal health 
services. 

• Increased access to facility 
based delivery among poor 
women

Geographical barriers • Villages are linked to the nearest 
dispensary (open during the 
day) and health centre/hospital 
(open 24 hours daily) to ensure 
availability of skilled delivery. 

• A rider is selected from within the 
village to enable quick and easy 
availability to the mother at the 
onset of labour 

• All villages have a a reliable 
mode of transport to a health 
facility 24 / 7.

• Increased access to facility 
deliveries among those in remote 
areas

Insufficient information on MNH 
services

• Multiple interactions between 
health workers and CHVs, both 
at the facility and household-
level including health talks on 
importance of utilizing health 
services.

• Improved knowledge on ANC, 
delivery, birth preparedness and 
post-natal care.

Preference for Traditional Birth 
Attendance (TBAs)

• TBAs have been trained as 
birth companions which means 
they accompany women to 
the facility and received some 
reimbursement

• Shift from home to facility 
deliveries

As outlined in Table 4, health care workers were of the view that the transport voucher removed financial barriers that 
prevented women from accessing MNH services; helped women living in geographically challenged areas to reach 
services; improved access to information on ANC, delivery and birth preparedness; and helped to shift the social norm 
of opting for home-births with Traditional Birth Attendants (TBAs) to facility-based deliveries.  The role of the voucher in 
addressing these four barriers is explored further in the paragraphs below.
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Addressing financial barriers to access

Since maternity services are already free in Kenya, the transport voucher helps to remove an important indirect financial 
barrier to access, that of transportation. Most of the informants indicated that the provision of free transport to pregnant 
women played an important role in the increased demand for MNH services in intervention areas.

“You know in the community around, I don’t know if it is poverty or lack of enough resources; they cannot 
afford many things. But because the voucher is giving transport and delivery is free, it has impacted it 

positively.”                    

Nursing officer, Lukhome Dispensary

Health providers pointed out that poverty was the main reason that women and girls are not utilizing maternal healthcare 
in health facilities and opting for TBAs.  With the use of the poverty assessment tool, the CHVs were able to screen 
women to ensure that the poor and the marginalized in a community were given priority in the distribution of the voucher. 

“There is that tool they use before giving out the voucher… To qualify this mama, there is that poverty 
assessment form where the CHV goes through with the mama and ascertain that this mama is needy to 
get the voucher so I believe through that, the right mothers are getting the voucher. Poor ones who are 
unable, they have benefited. I can also tell this person is poor when they arrive here. She comes for the 

delivery and this mama has nothing even to cover the baby with. You may ask, you didn’t carry ABCD, you 
will hear that I didn’t have the money or I can’t afford. The percentage I can put it at above 50%”

 Nursing Officer, Sikulu Dispensary

Addressing geographical barriers to access

With regards to improved geographical access, health care workers explained that, with the voucher scheme, pregnant 
women were linked to reliable transport (boda boda) that could freely navigate areas with bad terrain where the 
conventional ambulance could not access when a pregnant woman needed to be taken to the hospital. The majority 
of participants indicated that boda bodas could easily access the most remote and even mountainous regions at any 
time regardless of the season. This is because local riders are familiar with the terrain as well the fact that they use 
motorbikes that can manoeuver the tough terrain. 

“Looking at Lukhome you know the place is actually mountainous, and at night sometimes it’s not very 
safe for mothers, so actually it has helped… it has increased the number of mothers coming to the 

facility.”

Nursing Officer, Lukhome Dispensary

“Most mothers come from far areas from the facility, so transport has been an issue to them. And those 
boda boda men were also unable or not willing to bring those mothers to the hospital because they knew 
these mothers had no money to pay them. But since the vouchers came, they are willing to bring them, so 

it has at least assisted them to come to the hospital.”

Nurse, Kibabii

Addressing the barrier of insufficient access to information

Health care workers reported of their efforts in improving women’s access to information on ANC, delivery, birth 
preparedness and postnatal care. This was related to the MANI Project, which placed an emphasis on health education 
that was predominantly delivered by a network of CHVs. The majority of the health workers indicated that the CHVs 
were actively involved in creating awareness related to MNH services offered at health facilities, identifying pregnant 
women in the community and encouraging them to access and utilize services offered through the voucher scheme. 

“We are disseminating information through CHVs, through other stakeholders, the public health 
department, the community health department, through chiefs Barazas, we are giving health talks even in 
our facility, every.., almost every mornings, that is… to improve health seeking behaviour, therefore the 

voucher, has just supported the mothers.., especially those in labour, and who are needy to access health 
services from the facility.” 

Clinical Officer, Kaptanai dispensary

It was reported that CHVs went to pregnant women’s houses to discuss with them on these issues one-to-one. Through 
this, pregnant women were reported to be empowered with knowledge on the importance of ANC, birth preparedness, 
skilled deliveries and postnatal services.  As a result, the majority of the participants felt there was an increased 
awareness among women in the community regarding maternal healthcare services. Respondents related the increase 
in knowledge and awareness to the observed increase in ANC visits, skilled deliveries, and post-natal care. 
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“It has created a lot of positive impact in the community because, with the community strategy 
programme in the community, the CHVs do start identifying pregnant mothers in the community and 

advise them that immediately they know that they have conceived, they are supposed to start ANC. And 
that particular moment is when they are going to use the poverty-grading tool to grade them whether they 
qualify to be issued a voucher when they will be having seven months old pregnancy. So, as they interact 

with them earlier, they influence them.”

Public Health Officer Bulondo

Challenging social norms and attitudes relating to facility deliveries

Before the introduction of the voucher scheme, women in the community were mainly using services offered at the 
community level by Traditional Birth Assistants (TBA). Under the MANI project, Traditional Birth Attendants (TBAs) 
have been trained to play the role of birth companions (BCs). In this new role, the TBAs accompany women to the 
health facility to help with the childbirth and also receive reimbursement for their services. It was reported that this 
has contributed to increased facility deliveries. According to a facility-in-charge, the number of home deliveries has 
significantly dropped especially in catchment areas where the MANI supported facilities are located: 

“For me, it has been achieved because very few are now delivering from their homes. We can’t say its 
100% effective, because there are still those women who believe going to the facility for the services is 
not for them. But at least when you compare the number of clients visiting the facility for delivery with 
those ones that are delivering from their homes, it has really reduced. And again, with the same MANI 

project, the TBAs are also involved. Then they are turned to BCs their works is just to accompany those 
women who are ready to deliver to the facility. And then they are given something else. So, that has also 

motivated them not to deliver those mamas at their homes. They escort them to the facility.”  

Facility in Charge, Ekitare Dispensary 

What are the key challenges faced during implementation of the voucher scheme?

Understanding the challenges encountered during implementation of the voucher scheme are key for informing future 
programming. This section explores the challenges faced by health workers which cut across the whole implementation 
phase of the voucher program beginning from distribution, to use of the vouchers by the clients and finally to reimbursement 
(See Figure 2).  At voucher distribution level, pregnant women were given vouchers and riders were assigned codes to 
facilitate their transport and delivery. At utilisation level, when a pregnant woman arrived at the clinic, the rider presented 
the voucher to a nurse who signed and submitted it for payment. 

Table 5: Challenges experienced during implementation of the voucher scheme

Voucher Distribution Voucher use Reimbursement
• Delay in allocation of codes
• Misallocation to ineligible women
• Double allocation to women

• Boda-boda rider is not contactable 
or has no fuel 

• Women unable to use voucher as 
delivered in a facility outside of 
their community unit

• Voucher does not cover cost of 
referrals 

• Lost or misplaced voucher

• Vouchers are not collected at the 
health facility

• Vouchers are not signed by boda 
boda riders, CHVs or mothers

• Boda boda rider is not registered 
with MANI

Challenges during voucher distribution

At the voucher distribution stage, health care workers noted that in a number of cases, there were delays in the allocation 
of codes to enable riders transport pregnant women from the community to the facility and back to the community. A 
small number of health care workers reported misappropriation of vouchers by CHVs i.e. in the quest to meet their 
monthly targets, CHVs gave out some of the MANI vouchers to women who did not meet the eligibility criteria.   

Challenges during voucher utilisation 

It was also reported that in some instances the riders were not reliable either because of being unavailable on phone or 
their motorbikes lacked fuel. This made it difficult for the mothers to reach the facilities on time.

“One challenge is that the boda boda might be called upon to bring the client to the facility and then 
maybe he has switched off the phone or says I don’t have the fuel and then that becomes a challenge. 

And sometimes they call, they will always call someone who is at the facility and some of them know that I 
have a vehicle they will sometimes call me and I go.” 

Community Nurse, Sikulu Dispensary 
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Another challenge faced is that the voucher can only be used to bring the pregnant woman to the primary health facility. 
In cases of complications where they need to be referred, the voucher cannot be used.

“Now in case where a mother comes with breech presentation and you tell them you have to refer. Or 
maybe in case of obstructed labor or CBB, they start saying they have a voucher how can they be asked 
to pay? Where we refer, the nearest facility is not in Bungoma North where we can refer, we refer outside 
Bungoma. Like the close ones are in Kimilili Sub County hospital, which is out of MANI area of working. 

So, I think when you are referring there, they ask you a lot of question like maybe refer them to Lugulu [an 
FBO hospital]. During the strike they ask very many questions and I think that is the main challenge that I 

have seen.”

Clinical Officer in Charge, ACK Kamukuywa Dispensary

“The initial challenge is when you admit a mother, like for us here. It’s like a dispensary level, and maybe 
you have already signed that voucher and the client has been delivered to you, then you monitor the client 

then when during your management of the client you realize that, the client will not be able to deliver at 
your facility, she needs emergency service. And you are supposed to refer that client to the next level. 

Then it’s you who will assist that client take the next level of the facility.”   

Facility in charge, Ekitare Dispensary 

Some of the mothers lost their vouchers on their way to the health facility, while some misplaced them at home. Others 
are given a duplicate when they move to a new village.  Since they can only use one of them per delivery, the other is 
wasted and recorded as non-use. 

“Some CHVs unintentionally might give more than one voucher to one mother, you know mothers move. A 
mother can be here, this is where she is married, she was given a voucher by the CHV in this village, she 
goes to her ancestral home when she is almost delivering, the CHV there feels she has gotten a pregnant 
mother who is within the limits of getting a voucher and she is given another one. So 2 CHVs serving one 
mother with 2 different vouchers. At times a mother will also lose a voucher in the process of moving here 

and there and it becomes a challenge. When a voucher gets lost here, the CHV will not be paid because 
there is no proof and they have always complained about that.” 

Nurse in charge, Naitiri

Challenge with voucher reimbursement

In order for the CHV and the boda boda rider to receive payment, the signed voucher must be left with the health worker 
at the facility so that it can be handed over to the MANI team. A number of health workers highlighted that some women 
would be attended to without crosschecking whether they had a voucher or not.  

“Some mothers eventually go back at home with the vouchers unnoticed because health workers do not 
remember to ask if you had a voucher. If those respective people have not made inquiries from the CHV 

and the transporter, some vouchers just get lost or disappear from here because a mother will come 
with mother-child booklet and the voucher is there, the interest of the health worker is to peruse through 
the mother –child booklet and look at what was done in the ANC, take history of what is happening now, 

conduct a delivery document here in the register and feels she is through but if by good luck she will 
come across a voucher she will work on it. She will not remember to ask a voucher from a mother.”

Nurse in charge, Naitiri

Some health care workers reported failure to submit or sign the vouchers in a timely manner by the boda boda riders, 
CHVs and mothers. This resulted to a delay in admission of the mother at the facility or delay in reimbursement of the 
monies to the boda boda rider. 

“Challenges is that at times the boda boda will drop the client here and not come back to pick her up and 
the voucher is not signed so you realize that payment will not be made if you have not signed the voucher 

that causes delays and so forth.”

SIDP, Sikulu

“Sometimes the transporters do confuse in terms of signing and putting the right ID number for the 
transporter because some of them do confuse, they write their identification card number to that 

particular voucher instead of the ID number they were given by the partner.”

Public Health Officer, Bulondo

It was also reported that some women come to the facility with a boda boda rider who is not registered with MANI. Some 
vouchers from unregistered boda boda riders occurred when an assigned rider sends another rider who is not registered 
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to transport a woman in labour on his behalf. In addition, some of the mothers were married to husbands who owned 
motorbikes, when their wives would start labouring they insisted on taking them to the facility with the hope of being paid 
considering they are not among the assigned riders.

“Yeah, challenges are there. Sometimes a mother comes with a voucher but whoever has transported her 
is not the one who is in the system to be paid for that particular transport by the partner, so that particular 
transporter will be able to try to force that mama to pay him because he has used fuel to transport him to 

the health facility.”

Public Health Officer, Bulondo

The PBF Scheme

How well do health workers understand PBF?

In order for health workers to be incentivised by the PBF scheme, they must first understand how the scheme works and 
particularly, how their performance is rewarded.  This section examines the extent to which health workers understand 
what results they are rewarded for, and how this translates into performance rewards for staff and for the facility.

Understanding of the quantitative and qualitative performance measures and how this translates 
into rewards

From the interviews with health care workers, their understanding of quantitative and qualitative performance measures 
of PBF and how it translates into rewards can be categorized into three groups: those that don’t understand, those that 
partially understand and those that fully understand. Data analysis showed that majority of those who indicated that they 
understood the quantitative and qualitative performance measures and rewards distribution were of a higher cadre such 
as nursing officer, clinical officer and nurse in charge. This may be due to the fact that it is likely that these individuals 
participated in the orientation sessions provided by MANI and that they did not share this information with other staff 
members.

“We have the parameters, as I told you, we have the maternity, and in maternity we have the maternity 
registers, we also have the post-natal registers, we have the ANC register, they usually measure the 4th 

ANC visit; then we have cervical cancer screening register, then we have a family planning register, those 
are the registers that are, the tools that used to fish from the data monthly, but it is consolidated per 

quarter every three months, then, despite getting those numbers, you also have the EMOG status or the 
BMOG status, whereby we have the signal functions which are supposed to be met, if they are met, we 

have an additional bonus.”

Nurse, Milo Dispensary

Understanding of how the performance reward is distributed among the facility and staff

Out of the 64 interviews, 48 respondents were aware of how the PBF rewards are calculated (i.e. that 60% of the 
rewards is channelled towards individuals and 40% towards the health care facility).   The rest of the respondents were 
not familiar with the calculation of PBF rewards. This was determined from their unclear explanation of the subject, the 
fact that the wrong calculation was given while some openly reported to not be familiar with how the reward is calculated.  
Lack of understanding among health care workers could be because some health care workers were not included in 
training or senior management staff did not take time to explain to the junior staff. 

“Okay normally the facility gets 60%, that’s on the reward they call them bonus for the staff, and then 40% 
is for the facility to buy things actually which are related to MNH activities, yeah, so 60% goes to the staff, 
then 40% they normally buy things that actually we need at the, especially the maternity, yeah. Actually, 
there is a way to calculate it as the way you have worked, the number of clients you’ve gotten, like the 

family planning, skilled deliveries and cervical cancer screening, how many then from there because there 
is a reward, some money actually you are given after each client, maybe you screen, you give a service in 

FP, and also the deliveries you have conducted, yeah.”

Nursing Officer, Lukhome Dispensary

To what extent has the PBF Scheme affected health worker and facility performance?

The PBF scheme is designed to encourage health workers to find ways to increase the volume of clients served as 
well as to improve the quality of care provided. This is achieved through provision of financial and in-kind performance 
rewards.  Here, we examined the perspectives of health care workers on how they felt the PBF scheme contributed to 
an increase in services provided and an improvement in quality of care.
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Contribution to increases in the volume of services

Most of the health care workers reported a significant increase in service uptake as a result of the PBF scheme. Health 
workers have been using a number of strategies to increase uptake in order to increase their PBF rewards.  These 
include incentivising CHVs to boost demand; using an integrated service delivery approach; and encouraging early 
enrolment of ANC.

The majority of the health workers mentioned that the observed increase in uptake of services was greatly influenced by 
the community strategy implemented by CHVs. The CHVs were involved in creating awareness in the community of the 
services offered at the clinic, which translated into increased demand of MNH services.  Facilities have used a portion 
of their PBF reward to provide incentives to CHVs.

“For 1st ANC, we are using community strategy, whereby we are involving the CHVs. We are motivating 
CHVs when they come to this facility. When they have a problem, we are giving them priorities. Whenever 

they have referred a client, we treat it as urgent like any other referral and they also feel motivated. we 
are trying to promote community strategy, by involving CHVs, and motivating them in terms of service 

delivery, in prioritizing their issues.”

Clinical Officer, Kaptanai Dispensary

Health workers also help to increase uptake of services by using an integrated service delivery approach.  This includes 
providing information to women on the array of services available and educating them about the importance of the 
services offered such as family planning, cervical cancer screening and antenatal care. Some health care workers 
reported that they made follow-ups for missed appointments to ensure increase in uptake of services.

“I am a clinician, I work at the outpatient department and every other time that patients walk in, any other 
woman that comes for other services, maybe it’s a mother bringing a child who is sick I will always like to 
enquire about her family planning status, pregnancy status whether they have been screened for cervical 

cancer as such, I make sure that I direct them to the right place.”

Clinical Officer, Malakisi

Many health workers in PBF facilities found creative ways of boosting ANC through early enrolment and active follow-
up using a diary.

“When you look at 4th ANC, we’ve been used to follow clients up using a diary. Like I had employed a 
casual nurse, when the other nurses were on strike, and he was very hard working. I had time to focus 
on ANC mothers. I was really following them. Whoever misses to come I was going to call. And when I 
look at that month, I almost achieved 100% for our expected number for that month. So I believe, using 

the diary will help us achieve. Then giving free pregnancy test kits will help us achieve 1st ANC, and once 
you achieve 1st ANC earlier, then we can be very certain of achieving 4th ANC, so those two elements, 

early recognition and enrolment, then follow up through a diary, will help us achieve and has helped us to 
realize our targets.”

Clinical Officer, Kaptanai Dispensary

Contribution to improvements in quality of care

To understand the contribution of PBF in improving the quality of care, we considered structural and process elements 
of quality of care.

In terms of structural quality, it was reported that the physical infrastructure was improved with support from the MANI 
programme. These structures were meant to uplift the capacity and functionality of the facility and included constructing 
or renovating maternity wards, a cervical cancer screening room, toilets and placenta pits. With these structural 
improvements, the health facilities were able to offer a range of health services that were previously not offered. 

“First thing, we built the toilet and the placenta pit had no lid. With the money, we constructed the lid. We 
are trying so much to complete this new maternity so that we can move. And then we never miss any non-

pharms. We are well equipped; we don’t miss even the oxytocin”

Nurse in charge, ACK Kamukuywa

In addition to physical structures, facility rewards have been used to purchase drugs and reagents, equipment, materials 
as well as to fund minor renovations such as the provision of new curtains.  This has helped to uplift the image of the 
facility and improve client perceptions of quality.  

“Okay you see this… it’s the one that has been done just recently with MANI project, these curtains you 
are seeing; these beds you are seeing; from antenatal room up to post natal room.  [The] project of MANI 

has changed the working environment. It has, it is more work friendly, and in terms of clients, (mmh) in the 
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recent past, people fear to come to this facility due to, sanitation, (eeh) due to environment. But as of late, 
especially starting from last year the numbers [have] increased from 300 to 500, so it means that it’s really 

helping us a lot.”

Nurse, Bungoma County Hospital

It was reported that the use of a checklist in purchasing and stocking of reagents and materials needed for maternity 
wards has greatly improved the quality of care offered to pregnant women, especially in cases of emergency during 
delivery. All of this also helped to create a motivating and conducive working environment.

In terms of process quality, it was also reported that the PBF system reinforced supervision and mentorship in MANI 
supported facilities, thereby improving the quality of care offered by health workers. Through the use of the QuIC-PBF 
Assessment, the PBF system ensured that health care workers adhered to the standard operating procedures when 
handling women accessing and utilizing health services and when conducting medical procedures. The quarterly use 
of MANI checklist gave the health care workers an opportunity to self-evaluate themselves and in case of any gap, 
supportive supervision was offered. 

“There is the supervision component as I have said; we always address issues as they come. In the event 
that there is a report of someone not having performed to the required expectation then we do some 
internal mentorship so that somebody perfects on that; where there is a gap so that we are having it 

filled.”

Nurse in Charge, Naitiri

“They have a [QuiC] checklist like they check how you handle the emergencies like especially in 
maternity, whether you are prepared for any emergencies. They check whether you have all the drugs 

and at least a stock to keep you for three months [and] equipment for a period of a quarter with essential 
things like oxytocin, magnesium sulphate because of eclampsia; do you have resuscitation of the 

newborn, and also they check whether you have the skill.  Are you well trained to handle a mother in case 
of eclampsia? Do you know how to refer such a case if it’s not within your abilities?  They check whether 

you know how to sustain a unit to help a baby breathe in case of asphyxia and also to see if you can 
administer those emergency drugs like magnesium sulphate. Do you know how to check danger signs 

in case you are giving magnesium, you know when to stop and when and how to assist in case a mother 
complicates with magnesium”

Clinical officer, Webuye Sub County Hospital 

To what extent has the PBF scheme contributed to improvements in how the facility is managed or how 
resources are used?

When making decisions on how best to improve performance and how best to use the performance rewards, health 
facilities may decide to make changes on how resources, such as staff, equipment, buildings etc., are allocated and 
used.  This section explores whether health workers feel that the PBF scheme has contributed to improvements in how 
resources are allocated and used in the facility.

Most health care workers reported that the PBF scheme strengthened the decision-making process on how to manage 
health facility income. As a result, they were able to prioritize their needs and agree on how to execute various activities. 
They also reported that the extra funding from PBF rewards was used to improve the facilities and motivate health 
providers. In addition, a spirit of teamwork was cultivated because, upon receipt of the reward, health care workers were 
required to sit down and plan together on how to spend the money. 

The majority of the health care providers reported that the rewards received were channelled directly towards MNH, 
which previously received little or no funding from hospital revenues. 

“Before the PBF there was no extra funding. We used to depend on the hospital fund so anything we 
planned to do in that area of MNH,  [was] based on the total collection the hospital would have made 

in one quarter. You find that even that department [MNH] is not allocated anything or is allocated very 
little money. But this is clear MANI is going to improve the MNH area. Now this money is going to help 

us do something big, which anybody coming to this hospital will recognize very fast that something has 
happened here. The money we would have allocated is directed to do something else like in the general 

wards and this will make the hospital to improve a lot.”

Nurse, Webuye Sub-County Hospital

Rather than passively waiting for clients, PBF has encouraged health workers to set targets and actively seek out 
clients. Almost all health care providers reported that they are proactive in awareness creation of the range of services 
offered at the health facilities. At community level the CHVs empowered the pregnant women with knowledge on the 
importance of utilizing skilled delivery services. Once the mothers come to the facility to deliver the nurses would take 



12Maternal and Newborn Improvement project 
Options Consultancy Services Ltd

that opportunity to tell them more on post-natal services and cervical cancer screening services. 

“Now before PBF, we were reporting on duty to see clients, like if you go to ANC clinic, you couldn’t tell, 
like how many clients we expect for today. If you ask me today, how many clients are you expecting to 
see, I will keep quiet. I wait those who come, and I see them and I go. But with the advent of the PBF, 

we came up with a diary to follow up this client. Now when you ask me today, how many clients do you 
expect to see, I will tell you am expecting this. Plus others who had not paid us a visit. At least I have that 

goal, am going for. I am objective in service delivery.”

Clinical officer, Kaptanui

PBF has encouraged facility managers to have more effective and efficient meetings. Some respondents reported that 
the PBF scheme has improved decision-making and has enhanced the usefulness of management meetings since it 
helps to provide clear goals that all staff are aligned behind.

“When you look at meetings, before PBF, we were looking at meetings as a waste of time. We were not 
looking at meetings as a means and way of finding solutions to our problems from within. Now with 
meetings, we have found out that we are realizing that we are achieving our goals; we are planning 

together; and everybody knows the tasks they are supposed to carry out, so that we realize our goal. 
Yeah, before PBF, people were demotivated people had some deficiency in some skills, but PBF has 

prompted meetings.”                

Clinical officer, Kaptanui

The majority of the health care workers indicated that the inclusiveness in the resource allocation process enabled 
health care workers to make decisions that would influence the growth of their department and the facility at large. 
However, a few health care workers reported non-inclusiveness in resource allocation decisions; they felt left out in 
decision-making. In order to achieve optimal benefits of the project, they recommended teamwork spirit both at facility 
and community level.

“It works well. Involving people is the power and fuel for any success. If you do things alone, you are 
bound to fail. In fact, it kills teamwork. And there is no way you can achieve minus teamwork. And 

teamwork is not about having well-coordinated staff. But also having a well-coordinated community 
strategy with people who can develop community confidence, to the services we are offering once they 

have that confidence, they will access the services. So I believe that teamwork that sitting together 
promotes efficiency, it promotes transparency and accountability it gives a room for asking a question 

and that one promotes transparency.”

Clinical Officer, Kaptanai

In general, staff members work together to calculate how to distribute performance rewards across staff members. 
However, a few of the respondents reported that only the senior staffs and few representatives from each department 
were involved in the calculation and distribution of the rewards.

“After we get the allocation from MANI, we do a meeting and staffs are notified that this is the amount 
that we have. Sometimes it’s difficult. Ideally we are supposed to sit as a whole staff and then allocate, 
but sometimes it’s very difficult to have the whole unit. So for around 4 representations or 5, they sit 
and then they do calculations as per the schedule that has been given and that’s awarding points to 

each individual. So, they list all members in this facility to the security, the kitchen wherever. The list is 
generated and then points are awarded according to the scheme that has been given on how to allocate 

the points then its submitted.”

Clinical officer, Malakisi

How has the PBF scheme affected health worker motivation and job satisfaction?

By channelling the reward directly to the facility, the PBF scheme is designed to give autonomy to facility managers 
and health workers to decide how best to serve their communities.  This, along with the explicit acknowledgement of 
achievements provided through a staff performance payment, is meant to empower and motivate health workers.  In 
this section, we explore the extent to which health workers in Bungoma feel that the PBF has improved their sense of 
job satisfaction and motivation.

Key motivating factors of PBF

The majority of respondents reported that the PBF scheme provides a source of extrinsic motivation by providing 
financial rewards, an explicit acknowledgement of efforts and a focus on specific targets. 

“It has motivated me to work more, work extra because I know money is around. Money is the hearts 
soap anyway. I know when I do [well], there is something coming. Even if it’s 6months, I know it will 
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come (individual reward) and it makes me work so hard and assist the people of the community. Money 
motivates me the most”

Nursing officer, Tongaren Model Health Facility

“You know it’s like recognition and when you are being recognized you think twice. It’s like you are now. 
You have been doing this thing but nobody has not recognized you. But somebody else has come to 

recognize you on that activity that you are doing. You will earn more energy. You will be keen to perfect 
your job. So, perfection has come after the PBF.”

Nurse, Sirisia Sub-County Hospital

“I would say that it has really made a great impact, because PBF itself is a direct motivation to the staff 
and staff are so much willing and will always work round the clock to ensure that they have numbers that 

can make them get the reward PBF so they will always work”

Nurse, Malakisi

In addition to the financial reward and explicit acknowledgement of effort, some of the key factors that motivated health 
workers include: improved environment (clean environment, timely purchase of equipment and reagents) and continuous 
learning as a result of the PBF project (mentorship, training and direct supervision).

“It is very obvious that the staff will be motivated because the work environment will have improved. They 
will be more efficient in their work and friendlier to the clients. So, in all what am saying this is a very big 
motivation that does not come directly to when you are giving money to somebody or an individual. It is 

motivating everybody who is on board”

Nurse, Webuye

“PBF, it really motivates me. I need to do a lot of things to know those, the skills. I don’t know, I have also 
improved, you know when am… always having those repeated services, yeah, okay the experience am 

receiving is good.”

Nurse, Muhee dispensary

“It has prompted workshops. People go they access knowledge then they share experiences and they 
learn from each other. And those experiences impact on service delivery: 1) somebody can improve on 
knowledge; 2) can improve on skills; 3) three can change attitude; f4) somebody can copy what others 

are doing so that he replicates or she replicates to improve on service delivery. In the long run it’s a 
healthcare that is improving in general.”

Clinical officer, Kaptanui

A number of health workers noted that the various motivating factors have led to increased commitment by health 
workers, in terms of level of effort: they are willing to work longer hours and will strive to find ways to attract clients as 
they know they are being rewarded. 

“You know it motivates us to work even extra hours than before. Because before we were only working 
from 8am, especially in dispensary, until 5pm when we close. But now, after this, it has encouraged us to 

work 24hrs becasue we are having the number of the clients. So, whenever the client is in labour, she may 
call the in-charge or me and we follow her and conduct even if it’s at night. So, we are able to work extra 

hours than before.”

Nurse, Khalala dispensary

“I come even during the weekends especially as an in charge. I make sure the staff are all available in the 
facility; all department are available. And the staff are also willing to work because they know that at the 
end of that period, there is something. Every staff is motivated and I don’t see any negative because no 

complain we share equally and the staff are satisfied.”

Nursing officer, ACK Kamukuywa

“Everyone that benefits will really work so hard to get the numbers because they know it will translate to 
something at the end of the day. Lets talk about something like family planning. we will always encourage 

women in the post natal clinic to go for family planning because sometimes of you do not remind them 
they will even bother. So, even someone who is in postnatal clinic will always talk to women so that they 
go for family planning and also cervical cancer screening. So, there is a great difference [since] someone 

will want to see that we have numbers.”

Nurse, Malakisi
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Perceived fairness of the rewards

Almost all of the health workers felt the process of rewarding was fair as every department was involved in decision 
making on the distribution of rewards. However, a few respondents felt it was unfair and some indifferent. One nurse 
felt that rewards obtained from the MANI project should only focus on expanding and improving the maternity unit and 
reproductive health related services and not improving other areas such as; male ward or surgical ward.

“It is not 100% [fair]. When the funds come from MANI, it is specifically for, okay according to my 
understanding, I don’t know if it is for all hospital like, including male ward, surgical ward, so if its 
specifically for maternity, let them be channelled to maternity, because it is mother –child related 

according to my understanding.”

Nurse, Bungoma County Referral Hospital

A small proportion of health workers felt it was unfair to reward people based of the cadre and the number of years 
worked, they left that the reward should be given based on the number of hours worked and services offered.

“Where it’s not fair is the number of years someone has worked for. Why are they doing that and maybe 
someone has worked for long and is not maybe is not always around. Someone who has only worked for 

5 years, is doing a lot, why is that so?”

Nurse, Mukhee

A small number of respondents noted that they did not think years of service should be considered in the reward 
calculation.  One clinical officer in charge also noted that CHVs should receive a greater compensation for their 
contribution.

“Mmmh fair... yes, but not perfect but its bound to have critics. Like for example administrative staff 
gets points for just being administrative, unlike the service men. So, that balance as to what extent does 
administrative effort put in? Although we recognize them. But also those are some of the complaints that 

arise.”

Clinical Officer, Sirisia Sub County Hospital

“This process is fair but, if I could say, it needs some revision. We have seen (ooh) the CHVs, the role they 
have played even the vouchers, but look at the way its rewarded. It also need to be upgraded. I look at 

the if you say number of years worked, I think that’s not a parameter much as they want to say he is more 
experienced, but I think it has not to be a parameter. You may have worked so long, but you don’t have 

interest in maternity so the people who have worked less years are the people we have in maternity. The 
process is fair but needs revision.”

Clinical officer in charge, Makutano

What challenges have health care workers faced in implementing the PBF scheme?

This section explores the challenges faced by health care workers in implementing the PBF scheme. The most frequently 
mentioned challenges reported were increased workload, minimal uptake of post-natal services and poor follow-up 
mechanism. 

The majority of the health care workers reported increased workload, particularly as a result of the voucher scheme, 
without an increase in staff capacity. Most of the respondents reported to be working much longer hours than before. 
For many, this was self-motivated by the desire to meet and surpass their daily targets. Some health care providers, 
however, complained about exhaustion as a result of working for long hours. 

“Under 60%, there is that motivation, you know some times, if there is motivating factor, at least you are, 
you are willing to do that work, like I can give you an example, most of the deliveries, they come at night 
and you can imagine when it’s a dispensary we are working for. The whole day, and then at night again 
a client is coming, you’re supposed to provide those services, and according to the scheme of work we 
have that relation of time you’re supposed to work, other times you need to rest, isn’t it? So you need to 
rest, so at least when there is motivating factor like how MANI has been doing for us 60%, we are able to 

provide the services, yeah.”

Registered Nurse, Muhee Dispensary

Many health care workers indicated that it was challenging to meet some of the MNH targets by the CHMT. Indicators 
such as fourth ANC visits, cervical cancer screening and PNC visits were particularly difficult to achieve, as they required 
cooperation from mothers and concerted efforts in following-up. 

“Okay, post-natal, you know the number of post-natal should also be high. Like after six weeks, you know 
when you tell a mother to come after six weeks, some mothers may just ignore from those areas and you 
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may not know, even if you tell the CHVs they might go there and don’t find them mmmh, after six weeks, 
so that is the problem.”

Registered nurse, Muhee Dispensary

Some of the health services incentivised by the PBF scheme required patient follow-up to facilitate uptake of services. 
Some of the respondents indicated that their facilities did not have a good mechanism for following-up women. The 
main services that were under-utilized as a result of poor follow-up mechanism were cervical cancer screening and ANC 
visits.

“The 4th ANC is always low and one reason which my colleagues say is mothers start the 1st ANC late 
and when you start late the chances that you will deliver before getting to the 4th time is very high. And 

then there are those mothers who come to pick the mother-child booklet since it is asked during delivery 
and goes back to wait for her time to come and deliver.. Another thing is our follow up mechanism is poor; 
we have not had a mechanism of reminding the mother to come. For CS screening at one point we would 
lack the reagents and the attitude of my people (health workers) towards that service has not been very 

good. We have not done a good sensitization out there for the community to know what is about.” 

Nurse in charge, Naitiri Hospital

CONCLUSION

Health care workers indicated that the voucher scheme had removed financial barriers among poor women to access 
MNH services; helped reaching women living in geographically challenged areas; improved access to information on 
ANC, delivery, birth preparedness and postnatal care; and changed social norms and attitudes relating to home versus 
facility-deliveries. This reportedly led to more women utilising MNH services especially attending ANC, delivering in 
health facilities, attending postnatal care and getting screened for cervical cancer. 

The PBF scheme improved the performance of the health workers and the facilities as a whole. Through the PBF 
scheme, the physical environment of health facilities has improved considerably (clean environment, new structures, 
renovated maternity wards, timely purchase of equipment and reagents). Health care workers are continuously learning 
as a result of the mentorship programme and direct supervision supported by the MANI project. In addition, the staff 
reward and open recognition of health workers’ efforts has led to increased motivation of health workers.  This, in turn, 
has contributed to the significant improvement in the quality of care offered to clients in MANI supported facilities. 
With the reported increase in demand of MNH services and an upsurge of clients in health facilities, concerted efforts 
should be put in strengthening health facilities’ capacities to manage increased workload through adequate staffing and 
continuous mentorship for improved quality of care.  

Given the gaps in the knowledge and understanding of the PBF process, there is need to sensitise health care workers of 
all cadres with knowledge on how the PBF scheme works and how rewards are distributed. Giving them the knowledge 
will ensure that they are empowered on how the incentive mechanism works this will in turn, help them to focus their 
efforts on improving performance. In addition, having a quick manual at their disposal for example a standard operating 
procedure can continually remind them of the essential procedures or practices.

A significant number of respondents were not clear about how PBF rewards were distributed. There is need for joint 
decision-making over how the rewards are used. This will be key in ensuring that every provider’s input is considered in 
the decision-making process that influences the growth and development of their health facility. 
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ANNEX 1. INTERVIEW GUIDE FOR QUALITATIVE HEALTH WORKER STUDY

Background and introduction

Hello, my name is _______ and I am here on behalf of the MANI project.  I am part of a group of researchers who are 
collecting feedback from providers in Bungoma on how the project is going.

I would like to ask you some questions about your experience of the MANI project.  In particular, I would like to hear your 
thoughts on the performance based financing (PBF) and the voucher components of the project.  We hope to use this 
information to strengthen the project so that we can better serve the needs of women and children in Bungoma. The 
information will be confidential and we will not link the information to you in any way.

The interview will take about 30 minutes.  Are you available to participate at this time?

General information

(PLEASE COMPLETE THIS SECTION AND KEEP AS A RECORD OF THE INTERVIEW. ALL OTHER SECTIONS TO 
BE RECORDED AND TRANSCRIBED LATER)

Let me begin by asking you some questions about your role…

a. Name of health worker:_______________________________________________

b. Job title:_____________________________________________________________

c. Facility name:________________________________________________________

d. Length of time the health worker has worked at this facility: _________________

e. When did this facility begin implementing the voucher and PBF schemes?________

Experience of the voucher scheme

I would like to start by asking your experience of the transport voucher for women delivering in your facility…

1. How do you feel the voucher scheme has worked to date?

2. Has the voucher scheme impacted on skilled deliveries in this facility? How?

3. Do community members prefer to deliver at a health facility due to availability transport of voucher? Why?

4. The voucher scheme is aimed at helping poor and marginalised women to access delivery services. Looking at the 
beneficiaries you have served so far, how has this objective been achieved?  

5. Has the voucher scheme had any effect on ANC attendance? Please explain

6. Has the voucher scheme had any other benefits? If yes which ones?  

7. Once women arrive at the facility with a voucher, how do you handle them?  Is it in any way different from how you 
treat women without vouchers?  If yes, what are the reasons?

8. Have you experienced any challenges relating to the voucher scheme? Please explain 

Understanding of PBF

I would now like to ask you some questions about how the PBF scheme works…

9. Please explain to me what you understand by the Performance Based Financing or “PBF” concept?

10. How is PBF performance measured?

• What services are rewarded under PBF?

• How is quality of care assessed under PBF?

11. How are the quarterly PBF rewards calculated?
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• How do services delivered translate into PBF rewards?

• How does the quality of care translate into PBF rewards?

12. What is the PBF reward percentage split between facility and staff?

13. What difference has the PBF intervention made for your facility?

Provider incentives and motivation

I would now like to ask you about how the PBF scheme impacts on you as an individual and as a health provider….

14. Have you received any PBF rewards? If yes, how many rounds of rewards? 

15. Roughly how much do you receive from the PBF rewards each quarter?

16. What proportion does this account in relation to your monthly income? Is this proportion significant?

17. What is the process of deciding how much each individual staff receives as a performance bonus?

18. Do you feel this process is fair? Explain

19. How has the PBF reward incentivised you to be more effective in your role? 

• Have you paid more attention to the incentivised services? Which ones? 

• What have you done to increase uptake of these services?

• Have you taken any steps to improve quality of care? What have you done?

20. In what way has it affected your motivation as a service provider? 

21. Which PBF incentivise indicators did you find most difficult to improve? 

Facility Management and performance

Finally, I would like to ask you about how the PBF scheme has affected how the facility operates…

22. Can you describe the process of deciding how to use the facility reward?

23. In your opinion, does this process work well? Why?

24. Has the PBF scheme resulted in any changes in how the facility is managed or in how resources (staff, finances, 
space) are used? What changes can be attributed to the PBF scheme in terms of:

• facility management     

• resource allocation and use

25. Have your facility benefited from any supply of equipment under PBF scheme? If yes which ones? How have these 
equipment improved service delivery at your facility?  

Wrap up

We have come to the end of the interview...  

26. Is there anything else that you would like to say about the MANI programme?

Thank you for your time.
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ANNEX 2. LIST OF FACILITIES (RBF AND COMPARISON)

This Annex provides details of:

A) All MANI supported facilities, including the 92 DSF facilities and the sub-set of 37 PBF facilities;

B) The 24 comparison facilities for PBF in non-MANI supported sub-counties;

As the DSF is implemented in 92 facilities, the comparison sites for DSF include all facilities in the non-MANI sub-counties

Table: List of MANI-supported RBF facilities

Sub-county Health Facility Inclusion in PBF/DSF scheme
1 Tongaren Karima Dispensary PBF-DSF
2 Tongaren Kibisi Dispensary DSF
3 Tongaren Naitiri Sub-District Hospital PBF-DSF
4 Tongaren Kamukuywa (ACK) Dispen PBF-DSF
5 Tongaren Lungai Dispensary DSF
6 Tongaren Makhanga Dispensary DSF
7 Tongaren Pwani Dispensary DSF
8 Tongaren Sango Kabuyefwe Dispens DSF
9 Tongaren Sango Natiri Dispensary PBF-DSF
10 Tongaren Sirakaru Dispensary DSF
11 Tongaren Ndalu Health Centre PBF-DSF
12 Tongaren Tabani Dispensary DSF
13 Tongaren Makutano  Dispensary PBF-DSF
14 Tongaren Soysambu (ACK) Dispen DSF
15 Tongaren Lukhuna Dispensary DSF
16 Tongaren Tongaren Model  Health PBF-DSF
17 Sirisia Korosiandet Dispensary DSF
18 Sirisia Lwandanyi Dispensary PBF-DSF
19 Sirisia Machakha Dispensary DSF
20 Sirisia Tamlega Dispensary DSF
21 Sirisia Butonge Dispensary DSF
22 Sirisia Malakisi Health Centre PBF-DSF
23 Sirisia Sirisia Hospital PBF-DSF
24 Sirisia Chwele Friends Dispensary DSF
25 Sirisia Kaptanai Dispensary PBF-DSF
26 Sirisia Kolani Dispensaty DSF
27 Webuye West Bokoli Hospital PBF-DSF
28 Webuye West Mahanga Dispensary DSF
29 Webuye West Matisi Dispensary DSF
30 Webuye West Miendo Dispensary PBF-DSF
31 Webuye West Kayaya Dispensary DSF
32 Webuye West Matulo Dispensary DSF
33 Webuye West Webuye Hospital PBF-DSF
34 Webuye West Misikhu Dispensary DSF
35 Webuye West Mukhe Dispensary PBF-DSF
36 Webuye West Khalala Dispensary PBF-DSF
37 Webuye West Khalumuli Dispensary DSF
38 Webuye West Milo Health Centre PBF-DSF
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Sub-county Health Facility Inclusion in PBF/DSF scheme
39 Webuye West Sitikho Dispensary DSF
40 Webuye West Kakimanyi Dispensary DSF
41 Webuye East Lurare Dispensary
42 Webuye East Webuye Health Centre PBF-DSF
43 Webuye East Mihuu Dispensary PBF-DSF
44 Webuye East Lukusi Dispensary DSF
45 Webuye East Khaoya Dispensary PBF-DSF
46 Webuye East Namarambi Dispensary DSF
47 Webuye East Sinoko Dispensary PBF-DSF
48 Kabuchai Luuya Dispensary PBF-DSF
49 Kabuchai Nasaka Dispensary DSF
50 Kabuchai Chwele Sub District Hosp PBF-DSF
51 Kabuchai Kabuchai Health Centre PBF-DSF
52 Kabuchai Lwanda Dispensary DSF
53 Kabuchai Makhonge Dispensary DSF
54 Kabuchai Sikusi Dispensary PBF-DSF
55 Kabuchai Kimalewa Health Centre PBF-DSF
56 Kabuchai Lukhome Dispensary PBF-DSF
57 Kabuchai Sikulu Dispensary DSF
58 Kabuchai Luucho Dispensary DSF
59 Kabuchai Nalondo Health Centre PBF-DSF
60 Kabuchai Ngalasia Dispensary DSF
61 Kabuchai mukhweya dispensary DSF
62 Kanduyi Bukembe Dispensary PBF-DSF
63 Kanduyi Kongoli Dispensary DSF
64 Kanduyi Ndengelwa Dispensary DSF
65 Kanduyi Mechimeru Dispensary PBF-DSF
66 Kanduyi Mumbule Dispensary PBF-DSF
67 Kanduyi Kibabii Health Centre PBF-DSF
68 Kanduyi Mayanja Dispensary DSF
69 Kanduyi Musikoma Dispensary DSF
70 Kanduyi Bungoma CR Hospital PBF-DSF
71 Kanduyi Bulondo Dispensary PBF-DSF
72 Kanduyi Ekitale Dispensary PBF-DSF
73 Kanduyi Ranje  Dispensary DSF

Total all six sub-counties
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