Health Facility Questionnaire 1 Facility:

KAGERA HEALTH AND DEVELOPMENT SURVEY
* * %
QUESTI ONNAI RE FOR HEALTH FACI LI TI ES
PASSAGE THREE

FACI LI TY NAME: FACI LI TY NUMBER:

LOCATI ON: PASSAGE: | 3

CLUSTERS FOR WHI CH FACI LI TY | S NEAREST:

NAME: NUMBER: DI STANCE: KM
NAME: NUMBER DI STANCE: KM
NAME: NUMBER: DI STANCE: KM
NAME: NUMBER: DI STANCE: KM

TYPE OF FACILITY:

VI LLAGE HEALTH POST. ......... 1
DI SPENSARY. . ................. 2
HEALTH CENTRE. . .............. 3
HOSPITAL. . ....... ... o o 4
DISTRICT HOSPITAL. . .......... 5
DI STRI CT DESI GNATED HOSPI TAL. 6
REG ONAL HOSPITAL. . .......... 7
I NTERVI EVMER: CODE:
DAY OF THE WVEEK: MON...1 THU...4
DATE: TUE...2 FRI...5
VED...3 SAT...6
DAY MO YEAR SUN...7
T T
TI ME STARTED: :I TI ME COWPLETED: |
SUPERVI SOR: CODE:
DATE CHECKED: OQUTCOME:

COVPLETED/ SATI SFACTCRY. ... 1
COVPLETED/ UNSATI SFACTORY. . 2

DAY MO YR

REMARKS/ FOLLOW UP MEASURES:




Health Facility Questionnaire 2 Facility:

I NSTRUCTI ONS:  COVPLETE THI S QUESTI ONNAI RE FOR THE NEAREST HEALTH FACI LI TY

TO EVERY CLUSTER.  RESPONDENTS ARE AS FOLLOWE:

PART A: RESPONDENT IS MEDI CAL PERSON | N CHARGE
PART B: RESPONDENT | S PHARVACI ST

PART C: TO BE LEFT WTH MEDI CAL PERSON | N CHARGE TO COMPLETE

PART A: TO BE COVWPLETED BY | NTERVI EMER

RESPONDENT:  MEDI CAL PERSON | N CHARGE
NAME:

I. CHARACTERI STI CS OF THE FACILITY

1. W owns and operates this facility?

GOVERNMENT. . . ... ... 1

MSSION. ........... 2

PRI VATE. . .......... 3

DESI GNATED. . . ...... 4
2. In what year was this facility built? 19
3. In what year did services begin? 19

4. Does this building have electricity?

5. Is the current froman electric conpany or your own generator?
ELECTRI C COVPANY. . .. .. 1
OMN GENERATOR. . ....... 2 (» 7)

6. How many power cuts have you had in the past 4 weeks?
(» 8) NUVBER:
7. How many days in the past 4 weeks have you been out of fuel
for the generator?

NUMBER OF DAYS:

8. Wiat is the main source of water for this facility?

PUBLI C WATER SYSTEM . . .1

VELL WTH PUMP. .. ...... 2
OPEN WELL.............. 3
LAKE, RIVER ........... 4
RAINVATER. .. ........... 5
OTHER (SPECIFY)........ 6

9. |Is housing provided by this facility for its enployees?

NO .. ... 2 (» 15)

10. How many of the enpl oyees have housing provided by this
facility?
NUMBER HOUSED:




11.

12.

13.

14.

15.

16.

17.

18.

Health Facility Questionnaire 3 Facility:

Do the enpl oyees pay in rent or through salary
deductions to pay for this housing?

YES, RENT........ 1
YES, DEDUCTIONS. . 2
NO. .............. 3

Are the enpl oyee houses electrified?

What is the main source of water for the enpl oyee housi ng?

PUBLI C WATER SYSTEM . .. 1

VELL WTH PUMP. . ... .... 2
OPEN VELL.............. 3
LAKE, RIVER ........... 4
RAINWATER. ... ..o 5
OTHER (SPECIFY)........ 6

I's there an operating roomin this facility?

YES....1
NO.....2 (» 17)

Can the follow ng operations be performed in the operating roonf

A. Circuntision? YES...1 NO..2
B. Caesarean? YES...1 NO..2
C. Appendectomnmy? YES...1 NO..2

I's there a surgical fee?

YES...1
NO. ...2 (»19)

How nmuch is the surgical fee?

STANDARD FEE FOR
ANSVER WHI CHEVER APPLI ES: ALL OPERATI ONS:

( ANOUNT)

LOWEST SURG CAL
FEE ( AMOUNT) :

HI GHEST SURGI CAL
FEE ( AMOUNT) :




Health Facility Questionnaire

4 Facility;

19. |Is there a laboratory to do tests?
YES...1
NO....2 (» SECTION I1)
20. Do you performthe follow ng 21. How nmuch nust clients pay
tests? for thenf
YES...1 | F FREE, PUT ZERO.
NO....2 (»NEXT TEST)
AMOUNT
A.  Stool s?
B. Blood test for nalaria?
C HVtest?
D. Pregnancy test?
E. Uine test?
F. Skin snip test?




Health Facility Questionnaire 5 Facility:
I'1. PERSONNEL

COWLETE ALL CELLS; How many How many 3. How many

| F THE ANSVER | S S0 1. A A

NONE, WRI TE O. work in are wor ki ng worked in
this at this t he past
facility? monent ? 24 hours?
NUMBER NUMBER NUMBER

A. Medical doctors

Assi st ant
B. nedical doctors

C. Medical assistants

Rur al
D. nedical aides

E. Dentists

Assi st ant
F. dental officers

G Dental assistants

H. Phar maci sts

Phar maceut i cal
|. assistants

Phar naceuti cal
J. attendants

K. Health officers

L. Health assistants

M Regi stered nurses

N. MCH ai des

O. Nurse Assistants

M dwi ves or
P. nurse/ m dw ves

Q Paranedics

Orderlies/
R Cl eaners

S. Drivers

T. Adnministrators

U. Labourers




Health Facility Questionnaire 6 Facility:
[11. EQU PVMENT
1. Does this facility have any vehicl es?
YES...1
NO....2 (» 4)
COWVPLETE ALL CELLS; |2. How many ..[ ]... 3. How many ..] ]..
| F THE ANSWER | S do you have in are in working
NONE, WRI TE O. this service? condi ti on today?
NUMBER NUMBER
Li ght vehicl es,
A. cars/jeeps/ 4D
B. Buses
C. Anbul ances
Mot or cycl es/
D. Mopeds
E. Bicycles
F. Other vehicles
4. Does this facility have a refrigerator?
YES. . ... 1
NO. ..... 2 (» 8)
5. Does the refrigerator run on electricity, kerosene or solar power?
ELECTRICI TY. . ... 1
KEROCSENE. . . .. ... 2
BOTH............ 3
SOLAR POVER. . ... 4
6 Is the refrigerator working today?
YES. . ... 1
NO. ..... 2
7. Was the refrigerator bought with Governnment funds or was it given

by anot her program |I|ike EDP, EPI, MBH, etc.?

GOVERNMENT. . ... ... 1
ANOTHER PROGRAM . . 2

8. Does this facility have any air conditioners?

YES...1
NO....2 (» 10)

9. Do the air conditioners work?

SOVE OF THEM .. 3

10. Does this facility have equi pnent for sterilization of
syringes?

YES...1
NO....2 (» SECTION IV)




Health Facility Questionnaire 7 Facility:

11. What types of sterilization equipnent does this facility
have, how many of each type and what is the capacity of each
type (nunber of syringes that can be sterilized)?

TYPE OF NUVBER OF CAPACI TY OF
STERI LI ZER STERI LI ZERS STERI LI ZERS ( ALTOGETHER)
A. Candl e

B. Kerosene

C. Electric

I'V. SERVI CES

1. Now | would like 2. On which days of the week |[3. Miust the|4. How nuch

to know about the do you offer this service clients must t hey
services offered and for how many hours pay for pay?
by your facility. each week? this
service? (UNI'T CODES
Do you offer... HOURS EACH DAY. ROUND BELOW
TO THE NEAREST HOUR. YES...1
NO....2
YES...1 ( »NEXT
NO. . .. 2( »NEXT) SUN|MON| TUE|VED| THU| FRI | SAT SERVI CE) AMOUNT |UNI'T

A. Cutpatient
consul tations?

B. Deliveries?

C. Maternal and
child health?

D. Famly
pl anni ng?

E. Prograns for
mal nouri shed
chil dren?

F. Mobile clinics
2

UNIT CODES: CONSULTATION...1 DAY.......... 3 PERBIRTH ........ 5 OIHER...7
I MMUNI ZATION. . .2 PER ILLNESS..4 ONE TIME CHARCE... 6




Health Facility Questionnaire 8 Facility:

V. | MMUNI ZATI ONS

Do you offer inmunizations in this facility?

YES....1
NO.....2 (» SECTION VI)

Do you usually offer 3. Do you have ...[ ]...| 4. How nuch nust
T I in stock today? clients pay for
the conpl ete
vacci ne?
YES...1 YES...1 ALL DOSES
NO. . ..2 (»NEXT NO. ...2
| MVUN. ) AMOUNT
BCG?
1
DPT?
2
Tet anus?
3
Measl| es?
4
Meni ngitis?
5
Pol i 0?
6
QGher?
7



| NTERVI EVER:

How many days a nonth does this facility offer fam |y planning

services?

Health Facility Questionnaire

VI.  FAMLY PLANNI NG

Facility:

DOES THI S FACI LI TY OFFER ANY FAM LY PLANNI NG SERVI CES?

REFER TO SECTI ON | V.

YES....1

NO.....2 (» SECTION VI 1)

DAYS:

Does this facility |4. Do you 5. When did|6. When do Must How
offer ...[ 1...7? have you re- you ex- clients much
.. .. ceive pect to pay fo nmust
in stock your get your B I I t hey
t oday? | ast next ? pay?
supply suppl y
of ..[]. of ..[]. YES...1
YES...1 | ? ? NO....2
NO....2 | YES...1 (»NEXT
(»NEXT METHOD) V NO....2 |[DAY|MON|YR|DAY|MON|YR METHOD) AMOUNT
Condons?
1
Spermi ci des?
2
Di aphr agns?
2
Contraceptive
pills?
4

| UD?

Contraceptive
i njection?

)]

»




10.

11.

12.

13.

Health Facility Questionnaire 10

VI1. | NPATI ENT SERVI CES

Facility:

Does this facility have any inpatient beds?

YES...1
NO ...2 (»SECTION VII1)

How many beds are in this facility? TOTAL BEDS:

OF WHICH MATERNI TY BEDS:

GENERAL/ SURG CAL:

How many of these beds are usabl e? NUVBER USABLE:

How many beds were occupi ed | ast night? NUMBER OCCUPI ED:

How many patients slept here |ast night? NUVBER | NPATI ENTS:

Do you know what your facility's bed occupancy rate was for the

past 12 nonths or past cal endar year?

YES. ..1

NO....2 (» 8)

What was the bed occupancy rate?

PERCENT FOR THE PERI OD TO

MO YR MO YR

Must inpatients pay for staying here?

YES...1

NO....2 (» 10)

How much must they pay per night? AMOUNT:

Are their private beds or roons (grade one one for governnent
facilities) in this facility for which patients nust pay?

YES. ..1

NO....2 (» 12)

How much nust one pay for a private bed or room per night?

AMOUNT:

Does this facility provide food for inpatients?

YES. ..1

NO....2 (» SECTION VI 1)

How much nust inpatients pay for food per day? (I F FREE WRI TE 0)

AMOUNT:




Health Facility Questionnaire 11 Facility;

Vi11. DENAND

1. During what time of day and what days of the week do you receive the
nost patients currently?

MARK AN X I N THE CELLS W TH THE MOST PATI ENTS.

SUN| MON| TUE| WED| THU| FRI |SAT

MORNI NG

NOON

AFTERNOON

ol0o|wm >

EVENI NG

2. During which nmonths of the year do you have the nobst clients?

UP TO THREE ANSVERS. LEAVE BLANK | F LESS THAN 3.

FI RST:
JANUARY. ..1 JULY...... 7
FEBRUARY..2 AUGUST....8
MARCH. . . .. 3 SEPTEMBER 9 SECOND:
APRIL..... 4 COCTOBER. . 10
MAY. ... ... 5 NOVEMBER 11
JUNE. . .... 6 DECEMBER 12 THI RD:
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I X, ASSI STANCE
» past 6 nonths (since...) has this facility received any contributions
sh or in kind from outside organi zati ons?
YES. . ... 1
NO. ..... 2 (»SECTION X)
he facility receive 3. From whi ch organi zation(s) was this 4. \What is the

stance or contri bu-
1 the form of
in the past 6

0SS | N THE BOX

INDI NG TO THE ANSVEER
STIONS 2-4 FOR EACH
"ORE GO NG TO THE

™M

T 1.,

LUTHERANS/ ELCT. . . 1
CATHOLI C CHURCH. . 2
7TH DAY ADVENT. . .3

OTHER RELI G QUS

ORGANI ZATI ON
(Specify)...... 5

PARTY ORGANI Z....6

recei ved?

SCCI AL VELFARE OFC. . 8

TANZ RED CRCSS. ... .. 9
PARTAGE. . .......... 10
WORLD VISION....... 11
VWAMATA. .. ... ... 12
KHDS PRQJIECT. ...... 13

OTHER (Specify)....14

COOPERATI VE UNI ONS. . 7

FI RST

SECOND

THI RD

val ue of this
contribution or
assi st ance of

- ... in

the past 6 nonths?

AMOUNT

dr essi ngs?

01

il equi pment ?

uction
‘ials?

:sses/ beddi ng

es?

el ?

supply?

itor?

supplies?




Health Facility Questionnaire 13 Facility:

X. EXEMPTI ONS

1. INTERVIEWER REVI EW THE PREVI QUS SECTIONS. DOES THI S FACI LI TY CHARGE
FOR ANY OF | TS SERVI CES?

FOR EXAMPLE. .. CONSULTATI ONS, HOSPI TALI ZATI ONS, DRUGS,
| MMUNI ZATI ONS, FAM LY PLANNI NG, LABORATORY

TESTS?
YES. ...1
NO.....2 (» SEE I NSTRUCTI ONS

BELOW

2. Are sonme people exenpted from paying fees?

YES...1
NO....2 (» 4)

3. Are the follow ng patients exenpted from payi ng?

YES...1
NO. ...2
A. Paupers?
B. Mentally ill?
C. Blind?
D. TB patients?
E. Leprosy patients?
F. Accident victins?
G AIDS patients?
H Infants?
I. OGther?
4. | f someone cannot pay immediately, may they pay later?
YES. ..1
NO....2
5. |If soneone cannot pay in cash, may they pay in kind?
YES. ..1
NO. ...2

I NTERVI EMER:  END OF PART A INTERVIEW EXPLAIN PART C AND LEAVE I T WTH THE
RESPONDENT ( MEDI CAL PERSON | N CHARGE) TO BE COWPLETED.
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14

Facility:

| PART B:

TO BE COVPLETED BY | NTERVI EVER I|

RESPONDENT:
NAME:

PHARMACI ST

DRUG SUPPLY

1. Does this facility
normally carry

O 1.2

ASK OF ENTIRE LI ST
BEFORE GO NG TO 2-4.

YES...1
NO....2

Is ...[ 1]..

in stock
t oday?

How rmuch nust
pati ents pay
for ...[ 1..

UNI' T CODES:
COURSE. . .
TABLET. ..
BOTTLE. ..
PACKET. . .
OTHER. . ..

abhwNE

PRI CE [NO|UNIT

S| ZE

Qry

4. How nuch

time did your
| ast stock of
]...

| ast before it
was depl et ed?

DAYS

A Aspirin tabs, 300 ng

Par acet anol
B. tabs, 500 ng

Chl or phonani ne
C. tabs, 4 ng

w

Met r oni dazol e
D. tabs, 250 ng

Mebendazol e
E. tabs, 100 ng

(6]

Tetracycline
F. tabs, 250 ng

2]

Penicillin
5 mu vial

Benzyl
G Inj.

Procai ne penicillin
H fort. inj 4mu

(o]

Penicillin-V
|. tabs, 250 ng

Water for injections,
J. 30 m vial

Benzyl

K. benzoate conc. 0.5L

10

11

L. Magnesi um conpound

M Co-tri nmox, 240ng/5n

12

Tetracycline 1%
N. 5 g tube

Chl or promazi ne
O tab 25ny




Health Facility Questionnaire 15 Facility:
DRUG SUPPLY (conti nued)
1. Does this facility 2. Is ... [ How much nust 4. How nuch
normal ly carry in stock pati ents pay time did your
N 1...72 t oday? for ...[ 1..7 | ast stock of
ASK OF ENTIRE LI ST UNIT CODES:  QrY: last before it
BEFORE GO NG TO 2-4. COURSE. . . 1 MG .1 was depl et ed?
TABLET. .. 2 M. .2
YES...1 YES...1 BOTTLE...3 OTHER. .3
NO. ...2 NO. ...2 PACKET. . . 4
OTHER. .. .5
\Y, PRI CE [NO|UNIT|SI ZE[QTY DAYS
Oral rehydration
P. salts
16
Chl or oqui ne tabs,
Q 150 ny
17
Chlorogine inj.,
R 40ng/ m
18
Ferrous sulfate tabs
S. 200 ny
19
T.Folic acid tabs, 1 ng
20
Chl or oqui ne syrup,
U. 50ng/ 5m
21
V. Reusabl e syringe, 5cc
22
Di sposabl e
W syringe, 5cc
23
Needl es, intranusc.
X. no. 1
24
Y. Rubber gl oves
25
Z. Di sposabl e gl oves
26
AA. Cotton wool
27
BB. Gauze
28
CC. Soap
29
DD. Cutpatient cards
30




Health Facility Questionnaire 16 Facility:
DRUG SUPPLY (conti nued)
1. Does this facility 2. Is ... [ How much nust 4. How nuch
normal ly carry in stock pati ents pay time did your
N 1...72 t oday? for ...[ 1..7 | ast stock of
ce ]...
ASK ENTI RE LI ST UNIT CODES: QTY: | ast before it
BEFORE GO NG TO 2-4. COURSE. . . 1 MG .1 was depl et ed?
TABLET. .. 2 M. .2
YES...1 YES...1 BOTTLE. .. 3 OTHER. . 3
NO. ...2 NO. ...2 PACKET. . . 4
OTHER. ... 5
\Y, PRICE [NO|UNIT|SI ZE|QTY DAYS
EE. Ther nomet er
31
FF. Cotrinpxazol e, 480ngy
32
GG Gentian violet, 150ngy
33
HH. Nyast ati n 500000i u
34
I'l.Coxacillin, 250ng
35
JJ. Rifanmpicin 600 ng
36
KK. Streptomycin, 1gm
37
LL. Pyrazi nam de 500 ng
38
MM | soniazid 300 ng
39
NN. Hydrocortisone 1%
40
QO. Chl or pheni ram ne 4ny
41
42
43




5. Does this

Health Facility Questionnaire 17

facility receive EDP kits?

Facility:

6. Wien did you last replenish your stock of drugs or receive your EDP kit?

7. How often

DAY MO YR

are your stocks repl eni shed?

TI MES EVERY

NUMBER TIME UNIT: DAY...1
VEEK. . 2
MONTH. 3

8. Wien do you expect to get your next stock of drugs?

9. Does this

10. How nuch
pur chase

11. How many
facility

DAY MO YR
facility buy any drugs locally?
YES....1

NO.....2 (» END OF PART B)

did this facility spend on its last |ocal
of drugs?
AMOUNT:

times in the past 6 nonths (since...) did this

buy nedicines locally?

TI MES:

END OF PART B | NTERVI EW




Health Facility Questionnaire, PART C 1 Facility:

KAGERA HEALTH AND DEVELOPMENT SURVEY: HEALTH FACI LI TY QUESTI ONNAI RE

PART C: TO BE COVPLETED BY MEDI CAL PERSON | N CHARGE

RESPONDENT:

Instructions: There are two sections in this form-- Section | on Qutpatient Consultations and Section
Il on Inpatient Admi ssions. Please conplete the tables in both sections by consulting the records of

your establishnent. Conplete this formwith a |lead pencil, if possible. Please wite only nunbers in
the tables and rub out all erasures conpletely. |f your establishnent does not have inpatient services,
| eave Section Il blank. Thank you for your cooperation.

Pl ease turn the page.




Health Facility Questionnaire, PART C 2 Facility:

I . OUTPATI ENT CONSULTATI ONS

How many outpatient consultations did this facility have in the past 7 days?
Pl ease note the day and nonth of each of the last 7 days in the top of this table, then note the nunber
of new outpatients and reattendances during these days.

SUNDAY | MONDAY | TUESDAY | WEDNESDAY | THURSDAY | FRI DAY | SATURDAY

Not e the day DAY |MO |DAY|[MO [DAY| MO| DAY| MO [DAY |MO |DAY|MO|DAY |MO
and nont h
here------- >

New

1. Qutpatients

Re-
2. attendances

3. How many new outpatients were seen in the past cal endar nonth for the
follow ng conditions?
Pl ease note the
| ast conplete
cal endar nonth

here-------- > MONTH: YEAR: 19
MALE MALE MALE FEMALE |FEMALE |FEMALE
Wite the number of <15 15-49 50+ <15 15-49 50+ TOTAL

new cases here->

01 |Diarrhoeal diseases

02 (Malaria

03 |[Measl es

04 |Acute polionyelitis

05 |Whoopi ng cough

06 |[Neonatal tetanus

07 |Adult tetanus

08 |[Intestinal worns

09 |[Skin diseases

10 |Nutritional disorders

11 |Anaem as

12 [Normal pregnancy, m nor
conpl ai nts

13 ([Conplications of pregnancy,
chil dbirth and puerperium

14 |Gonorrhea

15 |[Upper respiratory infections

16 |Pneunoni as

17 |[Accidents (incl. burns,
fractures)

18 |Schi stosoni asi s

19 |[Eye di seases

20 |Ear di seases

((CONTI NUED ON NEXT PAGE)
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OUTPATI ENT CONSULTATI ONS ( Cont i nued)

3

Facility:

Wite the nunmber of new cases here->|MALE
new cases here->|

<15

MALE
15-49

MALE
50+

FEMALE
<15

FEMALE
15-49

FEMALE
50+

TOTAL

21

Ment al di sorders

22

Al'l other diagnosed di seases

23

Synptons and ill-defined
condi tions

24

TOTAL NEW CASES

25

TOTAL REATTENDANCES

26

TOTAL REFERRALS

Pl ease turn the page.
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Pl ease note the day and nonth of each of the last 7 days in the top of this table,

4

I. I NPATI ENT SERVI CES

Facility:

then note the nunber

of inpatients, new adm ssions, discharges and occupi ed beds for each of these days.
SUNDAY | MONDAY | TUESDAY | WEDNESDAY | THURSDAY | FRI DAY | SATURDAY
Wite day and [DAY|[MO |DAY|MO |DAY| MO| DAY| MO (DAY |MO |DAY|MO|DAY [MO

mont h here-->

SERVI CE

I npatients

New
admi ssi ons

Di schar ges

Qccupi ed
beds

follow ng conditions?

Pl ease note the

| ast conplete
cal endar nont h

foll ow ng condi

Pl ease note the

| ast conplete

MONTH:

tions?

YEAR: 19

How many inpatients were adnitted in the past cal endar

How many inpatients were admtted in the past cal endar

month for the

month for the

| 15 | Pregnancy conpl

cal endar nonth
here-------- > MONTH: YEAR 19
Pl ease note the nunber of inpatients
for that nonth here--------------- > z/l:?léE J’\_/?I._AE,Q MSA(LHFT FEJI\-/ISALE EE\/@BE FEglﬁLE TOTAL
01 |Anenia
02 |Tubercul osis
03 |Childbirth
04 |Leprosy
05 |Aids
06 |Malnitrition
07 |Malaria
08 |Diarrhea
|09 |Acci dents and injuries | | | | | | | |
20 [Preuroni 1 T |
|11 |Qher respiratory illness | | | | | | | |
|12 |Intestinal par asi t es/ wor s | | | | | | | |
13 |pesies 1 T |
|l4 |Neonat al conditions | | | | | | | |
catios | || T |
| | | | | | | |

|16 |Gher




Health Facility Questionnaire, PART C 5 Facility:

How many deaths have there been in this facility in the past cal endar nonth?

Thank you for your cooperation.




