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I. INTRODUCTION  
 
Purpose of the Assessment  
The purpose of this Rapid Health Service Provision Assessment tool is to assess the functioning 
of the health system at its first level and its articulation with the community within the program 
area of the Expanded Impact Child Survival Program in Rwanda. This tool is meant to fill a 
specific niche – it is a basic tool for mainly community-based PVO programming, So it is not 
comprehensive, but rather is meant to generate a minimum set indicators of quality and access, 
especially insofar as these support community-based child health programming. Application of 
this tool may well uncover areas for improvement that may require further delineation and 
investigation in order to formulate an adequate strategy. 

The objectives of the health facility assessment are:  

1. To determine the current knowledge and practices of health workers at outpatient clinics 
and community health workers regarding the assessment and management of sick 
children. 

2. To use the information to prioritize and plan improvements in the quality of care at 
outpatient health facilities, including staffing, clinic organization, equipment 
requirements, drug and material supplies, and case-management practices, training and 
supervision of outpatient health workers and community health workers.   

3. To improve the capacity for assessment and supervision of local health workers and their 
supervisors. Specifically, these personnel should learn survey techniques, collection and 
analysis of survey data, and use of data to improve the quality of case management in 
first level health facilities and in the community. 

Information collected by this assessment will help managers of primary health care programs and 
health workers plan and prioritize a number of elements that are essential for provision of quality 
and accessible child health services, including:  

 Health worker and CHW training  
 Health worker and CHW supervision  
 Availability of essential equipment and drugs 
 Health facility management practices like recordkeeping, supervision, and training  

 
Description of Expanded Impact Child Survival Program 
On September 30, 2006, Concern Worldwide (Concern), the International Rescue Committee 
(IRC), and World Relief (WR) initiated the Expanded Impact Child Survival Program in 
partnership with the Rwandan Ministry of Health and the National Malaria Programme (NMCP). 
This five-year project was awarded through the USAID Child Survival and Health Grants 
Program’s (CSHGP) expanded impact category promoting the replication of previously 
successful district child survival interventions by the three NGO partners in Rwanda.   
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The project benefits 279,000 children under-five in the Gisagara, Kirehe, Ngoma, Nyamagabe,  
Nyamasheke, and Nyaraguru districts of Rwanda, which are all underserved, rural areas with 
extreme poverty (See Annex A: Program area map.) The program uses innovative community-
based strategies to address the factors contributing to the high maternal and under-five mortality.  
Interventions include malaria (34% effort), diarrhea (33% effort), and pneumonia (33% effort).  
 
Interventions will address the three leading direct causes of child mortality - malaria, diarrhoea, 
and pneumonia - through a community integrated management of childhood illness (C-IMCI) 
strategy.   The purpose of this program is to mobilize communities as part of local health systems 
in order to protect and treat children so as to avoid unnecessary deaths and reduce costs of illness 
and treatment.  
 
Rwandan Health System  
Starting in the mid-1990s, the Rwandan health system was decentralized to improve access and 
quality of basic health care services. The current health care system provides services at the 
following levels: community health worker, health center; first-level district hospital; second-
level hospital; and third_ level referral hospital. All HFs (public and private) are required to 
provide a minimum package of activities to cover basic health problems in an equitable, effective 
and efficient manner and a complementary package at the hospitals of activities to provide 
curative care in an equitable, effective and efficient way using techniques unavailable at the 
primary level.  As hospitals are designed to care for referrals from the health centers, they were 
excluded from this assessment. 
 
Most districts in the program area have 12 primary care Health Centers with standard staffing 
structure including a head nurse, lab technician, pharmacy aide as well as several auxillary 
workers. Nyaraguru District is the only area that does not yet have a District Hospital.  Plans 
exist to upgrade the Nyaraguru HC to a hospital in the coming years. Cost recovery is a reality in 
the Rwandan health system with about 1/3 of the population subscribing to social insurance 
schemes that entitle them to low co-payments for services at the health centers and hospitals.   
 
Table 1:   List of Health Services in Program Area 

District 2007 Estimated 
Population 

District 
Hospitals Health Centers Villages 

Gisagara 261,262 2 12 515 
Kirehe 230,833 1 121 582 
Ngoma 257,669 1 12 475 
Nyamagabe 290,565 2 13 442 
Nyamasheke 311,734 2 16 2 553 
Nyaruguru 236,416 0 13 322 
TOTAL 1,588,479 8 78 2,889 
 
 
Facility-based health services in the Program area include 8 first-line District Hospitals, 77 
Health Centers (HCs) and 1 health post.  Three institutions manage individual facilities:  the 
                                                 
1 Includes one health post which offers smaller package of services than the Health Centers 
2 New HC to open in May ’07 in Nyamasheke but not included in this HFA sample.  
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MOH, CARITAS, and one private clinic.   All supervision and policy oversight is the authority 
of the Ministry of Health who manage clinical and community services through a District Health 
Management Team.  
 
At the community level, the Community Health Worker (CHW) plays an important role in the 
national strategy for primary health care, coordinating with and complementing the work at the 
RHC.  CHWs are trained to treat basic illnesses and to do health education and other preventive 
activities in their communities.  The CHW is a volunteer and does not receive payment from the 
government, but is authorized small percentages of sales of commodities (such as bed nets and 
certain drugs).  Many communities pay their CHWs with in-kind contributions and some are 
employed on commercial farms.  Supervision of CHWs is generally the responsibility of the 
front-line HFs, although logistical challenges make such supervision difficult.  CHWs report to 
and receive their drug/supply kits from health centers, ideally on a monthly basis.  Most 
supervision takes place during these visits, rather than in the community setting.  NGOs 
providing rural health services work alongside the government to support training and 
supervision of CHWs. 
 
Distributors were introduced under the national home based malaria pilot in 2004-05 in Kirehe, 
Ngoma and parts of Gisagara and Nyamasheke districts to identify and treat simple malaria and 
refer complicated cases to the Health Centers.   These were prioritized in the selection of CHW 
respondents in those districts.  
 

II. METHODS  
 
A HFA was implemented from January 22 to March  2, 2007 to measure access and quality of 
child health services in the 30 health centers in the program area, which are located in Gisagara, 
Kirehe, Ngoma, Nyamagabe, Nyamasheke, and Nyaraguru districts of Rwanda (See Annex A). 
The HFA was one of several baseline data tools applied for the Expanded Impact Program to 
provide a quantitative assessment of child health services as well as identify opportunities and 
constraints to the program that the district health systems present.   Other baseline data tools 
included the population-based Knowledge, Practice, and Coverage (KPC) survey and the 
COSA/CDC capacity assessments were conducted in the same time period as the HFA. Results 
were used to inform the program strategies outlined in the Expanded Impact Program’s Detailed 
Implementation Plan (DIP) for 2006-011.   
 
Preparation and Partnership Building 
From its design phase, the Rwandan MoH has been involved in identifying the need to assess 
status of health services.   At the national level, the Health Care Desk and the Health Information 
System Desks of the Ministry of Health were consulted regarding the assessment and briefed 
before going to the project site.  
 
Three health staff from the Program team and Technical Advising Units of Concern and WR 
were trained on the Assessment tool by CSTS+ in December 2006.  The tool was reviewed in a 
two-day meeting from January 4-5 by the Assistant M&E Coordinator of Twubakane, the Acting 
in-Charge of MOH Community Health Desk/UPRC-‘Unity Politique Planification et 
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Reinforcement de Capacites’ the EIP Managers and a Dr Sani Aliou who was acting on behalf of 
the EIP Team Leader, with minor adaptations for the program context and two of the instruments 
were translated into Kinyarwanda.   The team took into consideration the Service Provision 
Assessment (SPA) of 2001, the 2005 Twubukane Health Facility Assessment, and other Child 
Survival local assessments taking these into consideration in the survey adaptation as well as 
comparative findings.  
 
The Quality Assurance and Mobilization Manager facilitated the training, survey 
implementation, and data analysis in the field. District Health Directors participated in the 
review of the tools and were represented on the HFA survey teams in their respective districts.  
The HFA survey team included all the EIP officers and Mobilization and QA Managers, and two 
health centre staff in each district. 
 
 
Instruments Used and Their Adaptation 
The survey instrument was based on the Rapid Service Provision Assessment tool that CSTS+ 
has developed for use in CSHGP projects. The full instrument can be found in Annex C. The tool 
has five individual modules which collectively contain 92 questions/observations: 
 

 Observation of Clinical Care for Five Sick Children 
 Exit Interview with Caretakers of Five Sick Children 
 HF Checklist 
 HF Interview 
 CHW Assessment 
 

The instruments were sent to project staff for review and comment two weeks before the national 
review meeting. Bilingual project staff translated the CHW Interview and Exit Interview from 
English into Kinyarwandais. The translations were each checked by a second bilingual staff 
member in conjunction with one of the consultants for accuracy of translation, and then adjusted 
as the instruments were adapted. These instruments are included in Annex C. 
 
During the training, several adaptations were made to fit the context. These were done in 
consultation with MOH  district staff involved in the assessment as supervisors. 
 
Training 
 
The Program Mobilization Manager and QA Manager conducted the training.  Participants from 
each district included 5 Program Officers and two district health centre staff. The MOH staff 
attended as supervisors because of their clinical experience and authority in the HFs.  The other 
interviewers were district based program staff with the necessary skills and who would be 
instrumental in adjusting strategies based on the survey results. The list of participants is found 
in Annex D.  The HFA training took place in each district. 
 
Originally planned to be a three-day process. The training schedule is included in Annex E. The 
training was composed of an introductory section, followed by review of the modules to prepare 
participants to implement the forms. Half a day was devoted to classroom review and role 
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playing. The training was concluded with a half-day module on logistics and the role of 
supervisors. (See results of the evaluation in Annex E). 
 
Information Collected 

This assessment collects information on the case management of the most important causes of 
infant and child morbidity and mortality in developing countries and on health worker 
communication with caretakers at the time of the visit with a sick child. It also gathers 
information on the facility supports (essential medications, equipment, and materials) required 
for the management of these conditions. Information is collected on the management of the 
following clinical presentations:  

 Fever (malaria, measles, ear infection)  
 Acute lower respiratory tract infection (pneumonia)  
 Diarrhea (simple watery diarrhea, persistent diarrhea, or dysentery)  

Any infant or child presenting to a health facility with fever, cough or difficulty breathing, or 
diarrhea is included in this assessment. Examples of the type of information collected on the 
quality of case management are: 

 The assessment, diagnosis, and treatment of children with diarrhea, fever and malaria, 
and acute lower respiratory tract infections  

 Whether the vaccination status of children is checked during the sick child visit and 
whether these children are vaccinated appropriately  

 How well health workers counsel caretakers about preventive and curative care  
 The quality of training and supervision received by health workers  

Examples of the type of information collected on facility elements required to support quality 
child health service provision are: 

 Availability of essential equipment (e.g., weighing scales, sterilizer, refrigerator)  
 Availability of essential materials (e.g., measuring cups for oral rehydration salts, patient 

registers, stock cards, maternal and child health cards, growth monitoring charts)  
 Availability of essential drugs (and vaccines) for the prevention and management of the 

most important causes of childhood morbidity and mortality  
 Adequate number of staff and sufficient time for them to spend with each caretaker and 

child  

Sampling Methodology 
The assessment involved sampling of three universes: first-level HCs, sick child 
consultations/exit interviews, and CHWs.  Sampling was slightly different for each universe. 
Table 2: Summary of Units Assessed 
Unit Universe Sample Successful Assessments 

(Response Rate) 
First-Level HFs 79 HCs 

32 missionary/private 
47 government run 

30 HCs 
6   missionary 

       24  government run 

30 
 

(100% RR) 
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Clinical Cases 
(Observations and 
Exit Interviews) 

13,418 annual sick child 
visits 
 

150 less 5 HCs in N 
yaruguru and 5 HCs in 

Gisagara =140 

140 
 

(93% RR) 
CHWs 5,778 MOH-recognized 

CHWs 
 

150 
150 

 
(100% RR) 

 
Sampling of  30 Health Centers:  There are 79  HCs in the six district program area. A random 
sample of five health centers were selected using the KK security guard at EIP Kigali office 
guard (a neutral person to draw the required HC sample from a box. This included 6 facilities 
managed by faith-based and 24 government run institutions. Formal private providers are not a 
significant source of care in most of the project area, and thus were not included in the survey.  
Hospitals were excluded as program intervention only includes the health center and community 
levels. 
 
One checklist for facility inputs was applied in every facility. To complete the HW 
questionnaire, the surveyors interviewed the HW most experienced in caring for sick children, 
resulting in a purposively biased sample.  
 
Observed Cases / Exit Interviews:  Five cases of sick child care were observed in each sampled 
health center. These were the cases attended either by the only provider of sick child care in the 
facility or by the provider with the most experience present on the day of the survey. This 
constitutes a cluster sample with a design effect of 1.3. The sample was designed to include 5 x 
30 = 150 observations or 25 per district.   
 
CHW / Health Posts: A line listing of all MOH-recognized CHWs was obtained from each 
sampled Health Center for the program area. A convenience sampling of five CHWs were 
selected per sampled Health Center based as they had to be called for a meeting the following 
day.  A 100% response rate was obtained, for a final sample of 150 CHWs.  (See Annex F for the 
CHW sampling frame). 
 
Data Collection 
Data was collected by HFA teams of three people each. Each team consisted of a supervisor 
(who implemented the HF checklist and supervised other data collectors) and three other team 
members who specialized in the collection of the data from the other five forms (See Annex G 
for the survey teams and data collection schedule and Annex H for the detailed supervisory 
instructions). Each team collected data from one facility per day. The teams generally arrived at 
8 AM, as facilities opened. They completed the observations and exit interviews first, and then 
filled out all remaining forms. Collection was generally finished by mid-day.  CHW data 
collection was conducted the same afternoon. 
 
Cases Observed and Caretakers Interviewed:  In each facility visited, surveyors observed clusters 
of five consecutive eligible cases of consultation for care of sick children and interviewed their 
caretakers. Criteria for eligible cases included age (child 0-59 months), illness (malaria/fever, 
respiratory problem, or diarrhea) and caretaker consent.  Since 30 facilities were assessed, the 
expected number of cases was 30 x 5 = 90 in the Observation and Exit Interview databases.  
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Sufficient numbers of sick children were available at the day of the survey to fulfill the sample 
size expectation.  

 
CHWs Assessed:  Before the day of the survey, the HC In-Charge selected 5 CHWs recognized 
by the MOH.  Convenience sampling was required due to time constraints so CHWs residing 
closest to the HC were requested to come to the HC with their kits and registers they used for 
their work.  In areas with malaria distributors, these cadre were prioritized over ordinary CHWs 
given the nature of the assessment on community case management of sick children.  
  
Data Entry and Analysis 
 
All data was entered into PHC Creations PDA data form at the end of each survey day and 
checked by the QA Manager for obvious error for correction.   PDA data was exported into 
Excel for analysis. All frequencies and indicators were constructed as per the HFA manual. 
 
Summary tables based on frequencies from the HFA database were prepared by the Concern 
Worldwide US office due to time constraints for the field teams who were involved in the DIP 
preparations.  Detailed findings were documented by indicator.  The survey team reviewed each 
indicator, identified issues regarding quality/limitations of the data, made general assessment of 
validity of the findings and identified key action points for the EIP based on the findings.  
 
Feeding on Findings and Action Planning 
 
Preliminary results of were presented at the Partnership DIP Workshop in Kibuye from 13-16 
March 2007. Participants included Mayor of Nyamagabe, representatives of other mayors, 
District Health directors or their representatives, medical directors or supervisors of district 
hospitals, BASICS, NMCP, Twubakane, MOH/Community Health Desk, EIP Managers and 
Lead EIP officers, IRC, WR and CWR technical advisers.  
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III. RESULTS 
 
Core Indicators 
The table on the next page shows a summary of the 12 core and 10 optional indicators included 
in the assessment.  (See Annex I for this table with additional explanations about indicators). 
These 22 indicators are meant to rapidly and feasibly give a “balanced score card” for 
preparedness of a first-level health centers to deliver the three essential child health services: 
growth monitoring and promotion (GMP); expanded program on immunization (EPI); and sick 
child care. This is a balanced score card in the sense that it examines indicators across a variety 
of domains all necessary for basic HF functioning: access; inputs; processes; and outputs: 
 

 Access: CHW Coverage, Service Availability, Community Coordination 
 Inputs: Staffing, Infrastructure, Equipment, Drugs 
 Processes: HMIS, Training, Supervision, Quality Assurance (QA) 
 Outputs: Utilization, Correct Assessment, Correct Treatment, Counseling, and  

Client Satisfaction 
 

This same reasoning was used to construct a simpler balanced score card for CHWs. Seven of 
the core and one of the optional indicators used for HFs were selected and adapted to measure 
the preparedness to deliver quality care among CHWs: 
 

 Inputs: Equipment, Drugs 
 Processes: HMIS, Training, Supervision 
 Outputs: Utilization, Correct Treatment (from register review) 
 

 
Findings on Access 
 
Access to health services is generally good in the program area, although there are variations in 
access. Each HC has a catchment area that includes an average of 41 villages (locally known as 
Umudugudus); however the range is wide from 12 to 56.    
 
Table 5:   Results for Access Indicators 

Service Availability 

% HF that offer three basic child health services (growth 
monitoring, immunization, sick child care)  

87% (26/30) 
 
 

% HC with 24 hour staffing roster 83% (25/30) 

 

Service Availability  
Health centers run integrated maternal and child health days in which GMP and vaccination are 
performed.   All health centers sampled provide sick child consultations every day, Monday 
through Friday and one-third do direct outreach services for sick children about once per week.   
All HCs provide some vaccination service, usually once per week at the facility and have 
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outreach one weekly.  Nearly ¾ of the HCs provide growth monitoring at the facility, usually 
once per week; however collectively Gisagara, Kirehe, and Ngoma had no facility GM services.  
83% of HCs organized GMP outreach services, mostly on a weekly basis but a few were doing it 
twice or more weekly.  There seemed to be little integration of the outreach services based on 
these interviews.  It was noted during sick child client observations that growth monitoring is not 
yet a routine child health service practice, even in areas recently trained in facility IMCI.  
 
 
Table 6:  Availability of three child health services at surveyed HCs, by District  

Indicator 1: % HC that offer 
three basic child health services 
(growth monitoring, 
immunization, sick child care) 

Gisagara Kirehe Ngoma Nyamagabe Nyamasheke Nyaraguru Total 
5 3 3 5 5 5  26 

100% 60% 60% 100% 100% 100% 87% 

 
Outreach visit schedules vary greatly across health centers, even in the same district as indicated 
in the table below. 
 
Table 7:  Frequency of outreach services for three child health services, by District  

 Gisagara Kirehe Ngoma Nyamagabe Ny’sheke Ny’guru Total 
 N=5 N=5 N=5 N=5 N=5 N=5 N=30 
Sick child outreach every day 0 0 0 0 2 1 3 10% 
Sick child outreach 2 x week 0 0 0 1 0 1 2 7% 
Sick Child Outreach 1 week 1 0 1 0 2 1 5 17% 
No Sick child outreach  4 5 4 4 1 2 20 67% 
         
Vaccination outreach every day 1 0 0 0 0 0 1 3% 
Vaccination outreach 2 x week 0 0 0 2 0 0 2 7% 
Vaccination outreach 1 x week 4 5 5 1 5 5 25 83% 
Vaccination outreach 1 x month 0 0 0 2 0 0 2 7% 
No Vaccination outreach  0 0 0 0 0 0 0 0% 
         
GMP outreach every day 2 0 0 0 0 0 2 7% 
GMP outreach 2 x week 0 0 0 1 0 2 3 10% 
GMP outreach 1 x week 2 3 3 1 4 2 15 50% 
GMP outreach 1 x month 0 0 0 3 0 1 4 13% 
No GMP outreach  1 2 2 0 0 0 5 17% 
        

 
Table 8:  Availability of 24 Hour Services at HCs, by District 

 Gisagara Kirehe Ngoma Nyamagabe Ny’sheke Ny’guru Total 
24 hour staff roster 5 4 5 5 2 4 83% 
No 24 hr but staff live at site 0 0 0 0 3 1 13% 
No 24 hours 0 1 0 0 0 0 3% 

 
Findings on Facility Inputs 
 



 13 

The survey assessed four indicators for facility inputs: staffing, infrastructure, supplies and 
drugs.   
 
Table 9: Results for Input Indicators 

Staffing % staff who provide clinical services working in surveyed 
HC on the day of the survey 89% (160/179) 

Infrastructure 

% essential infrastructure available in surveyed HC on 
day of the survey (power, improved water source, 
functional latrine for clients, communication equipment, 
emergency transport, overnight beds, setting allowing 
auditory and visual privacy) 

17% (5/30) 

Supplies 

% essential supplies to support child health in HCs on day 
of the survey (accessible and working scale for child, 
accessible and working scale for infant, timing device for 
diagnosis of pneumonia, spoon/cup/jug to administer 
ORS) 

23% (7/30) 

Drugs 

% first line medications for child health in surveyed 
HC/CHW on day of the survey (ORS, oral antibiotic for 
pneumonia, first line oral antibiotic for dysentery, first 
line anti-malarial, vitamin A) 

HC:       
CHW:     

Availability of 
Guidelines 

% HC with all nationally-mandated guidelines for care of 
children available and accessible on day of survey 43% (13/30) 

Infection Control % HC with all infection control supplies and equipment 
on day of survey 40% (12/30) 
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Staffing 
Staffing has improved at the Health Center levels following decentralization in recent years.  However the availability of the highest 
grade (A1) nurses and doctors is very limited  Some, are quite remote and have difficulty with recruitment and retention of qualified 
staff. All facilities surveyed had a qualified health workers to care for sick children present on the day of the survey. 
 
As shown in the below table, while most clinical staff were present at the time of the survey, a higher level of absenteeism was noted 
among other staff, particularly the pharmacists and nutritionists. In mission-run facilities, the pharmacist does leave a small stock for 
the nurse in-charge.  Since the 2003 termination of WFP food support to many health centers, many nutrition aides had been 
reappointed to other duties; however so there may have been misreporting regarding absenteeism of this cadre.  
 
Table 10:  Funded versus staffed posts at Health Centers by Type, by District 

Staffing Type Gisagara Kirehe Ngoma Nyamagabe Ny’sheke Ny’guru Total 

Clinical Staff 
Funded 
posts Present 

Funded 
posts Present 

Funded 
posts Present 

Funded 
posts Present 

Funded 
posts Present 

Funded 
posts Present 

Funded 
posts Present % 

Doctors 0 0 3 3 0 0 0 0 0 0 0 0 3 3 100% 
A1 Nurses 2 2 3 2 1 0 1 0 1 1 1 1 9 6 67% 
A2 Nurses 19 15 18 16 22 22 24 22 40 40 25 19 148 134 91% 
A3 Nurses 0 0 3 3 4 4 4 4 2 1 148 134 5 3 60% 
Midwives 0 0 1 1 0 0 0 0 0 0 0 0 1 1 100% 
Other clinicians 0 0 3 3 0 0 10 10 0 0 0 0 13 13 100% 
Total Clinical 
Staff 21 17 29 26 23 22 36 33 41 41 29 21 179 160 89% 
  81%  90%  96%  92%  100%  72%    
Other staff                
Pharmacist 1 0 3 0 0 0 4 0 0 0 1 1 9 1 11% 
Lab Technicians 0 0 1 1 0 0 0 0 0 0 2 2 1 1 100% 
Social Workers 1 1 8 0 6 0 0 5 1 0 2 1 18 7 39% 
Nutrition 3 0 4 1 2 0 5 1 12 0 1 0 27 2 7% 
Other auxiliary 
staff 1 0 15 6 11 2 16 10 14 4 21 21 78 43 55% 
Total other staff 6 1 31 8 19 2 25 16 27 4 27 25 133 54 41% 
  17%  26%  11%  64%  15%  93%    



 15 

Infrastructure and Equipment 
Nearly all HCs lacked one or more components required to meet criteria of basic infrastructure 
on the day of the survey.  Only 5 of the facilities (17%) were equipped with all the necessary 
amenities (auditory and visual privacy, electricity, water from an improved source, and 
functioning client latrine).   All but 2 facilities had overnight patient beds with an average of 28 
beds per health center.  Availability of communications, mostly radio calls and mobile phones, 
were largely accessible for the sampled health centers in most of the districts with the exception 
of Nyamagabe where only had one facility had access to communication within a five minute 
walk.  Twenty percent of the HCs had no ambulatory service access – either a vehicle with fuel 
on site or on-call within the district.  One-third of the facilities had no functioning electricity the 
day of the survey.  
 
Table 11:  Availability of Essential Infrastructure at Health Centers, by District 

Infrastructure Item Gisagara Kirehe Ngoma Nyamagabe Nyamasheke Nyaraguru 
% 
Total 

 N=5 N=5 N=5 N=5 N=5 N=5 N=30 
Overnight beds 5 4 4 5 5 5 93% 
HC has communication 
within 5 minutes walk 4 4 3 1 5 5 73% 
Ambulatory transport on 
site 2 2 2 0 0 2 27% 
Ambulatory transport on 
call 3 2 3 0 5 3 53% 
Electricity 
(current/generator/solar) 
on day of visit 4 3 2 4 3 3 63% 
Useable client 
toilet/latrine on day of 
visit 3 3 5 4 4 5 80% 
Water from improved 
source 3 4 2 3 5 2 63% 
Client consultation area 
with auditory and visual 
privacy 2 5 5 0 5 3 67% 
Indicator 3: % HCs 
essential infrastructure 
available  

1 2 1 0 0 1  

20% 40% 20% 0% 0% 20% 17% 
 

Supplies 
Less than a quarter (23%) of the facilities had all the basic equipment for child examination on 
the day of the survey; however, the majority had most supplies. Most problematic supplies 
included functional timers to count respirations and a container such as a jug or jar for mixing 
ORS.   Results for individual amenities are shown in the table below. 
 
Table 12:  Health Centers by District with Essential Child Health Supplies 

Item Gisagara Kirehe Ngoma Nyamagabe Nyamasheke Nyaraguru Total  
 N=5 N=5 N=5 N=5 N=5 N=5 N=30 
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Item Gisagara Kirehe Ngoma Nyamagabe Nyamasheke Nyaraguru Total  
 N=5 N=5 N=5 N=5 N=5 N=5 N=30 
Functioning refrigerator for 
vaccine storage 5 5 4 4 5 3 87% 

Functioning child scale 
(Salter/standing scale)  3 4 5 5 5 4 87% 

Functioning adult scale 5 4 5 5 5 5 97% 
Functioning Timer/watch 
with second hand 1 3 1 1 2 0 27% 

ORS equipment (jar/jug)  1 1 0 2 4 0 27% 
ORS equipment (cup/spoon) 2 4 5 2 4 0 57% 
Indicator 4: HCs with all 
essential supplies to 
support child health on 
day of survey 

1 1 0 1 4 0 23% 

20% 20% 0% 20% 80% 0% 
 
Almost half of the health centers sampled (48%) had all required items for infection control; 
however, two districts fared far worse than the others as indicated the table below.  Most 
problematic items were the availability of a functioning autoclave or other sterilizer (63%) and 
the availability of a safe and protected system for sharps and infectious wastes. 
 
Table 13:  Infection Control Items Availability, by District  

Items Gisagara Kirehe Ngoma Nyamagabe Nyamasheke Nyaraguru TOTAL 
 N=5 N=5 N=5 N=5 N=5 N=5 N=30 
Autoclave/Sterilizer 
available & functioning 2 4 3 2 3 5 63% 
Chlorine-based disinfectant 2 5 5 4 5 4 83% 
Latex gloves (clean or 
sterile) 5 5 5 5 5 4 97% 
Sharps container 5 5 5 4 5 5 97% 
Handwashing soap (bar or 
liquid) 5 5 5 5 5 5 100% 
Safe Disposal for Sharps 4 2 4 5 5 5 83% 
Safe Disposal for Infect. 
Waste 4 5 4 4 4 4 83% 
Protected site for sharps 5 1 4 3 5 5 77% 
Protected site for waste 5 4 4 2 3 5 77% 

Opt Indicator 6: HCs 
meeting all criteria for 
infection control 

2 1 3 1 2 3 12 
40% 20% 60% 20% 40% 60% 48% 

 
 
The nationally-mandated guidelines for care of children was available and accessible on day 
of survey at 52% (13 /25) of the HCs.   Availability was highest in Nyaraguru and Nyamagabe 
(80% and 60%) and not at all available in Ngoma.  40% of HCs in Gisagara, Kirehe and 
Nyamasheke had guidelines that were observed by the interview team.  
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Drugs and Vaccines Availability  
The drug supply at the surveyed HCs was pretty good with two-thirds of surveyed HCs (63%) 
having stock of essential child health drugs available at the time of the survey.  Zinc has only 
recently been added to the national essential drug list and not widely available yet at the health 
centers.  When zinc is factored in to the calculation, only 40% of HCs had all 7 drugs + zinc.  
 
Most HFs had adequate supplies of drugs for malaria, with only six percent lacking SP and only 
16% without Coartem.  ITN supplies were very low, as expected, with only about one fourth of 
facilities having any ITNs at all.     
 
Table 14:  Drugs for Child Treatment Availability for Health Centers, by District  

ITEM Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
 N=5 N=5 N=5 N=5 N=5 N=5 N=30 
ORS Packets 5 5 5 5 5 5 100% 
Amoxycillin (first line oral 
for child pneumonia) 4 5 5 5 5 5 97% 
Ciproflaxin (first line oral 
for bloody diarrhea) 4 4 4 5 5 4 87% 
Coartem (first line for 
malaria) 5 5 5 5 5 5 100% 
Zinc 2 3 3 5 0 4 57% 
Vitamin A supplements 5 3 4 5 5 5 90% 
Iron sulfate 3 5 4 5 5 5 90% 
Insecticide treated nets 5 2 3 5 4 4 77% 
Indicator 6:  HCs with all  
7 Child Drug Items 
available 

3 1 2 5 5 3 
63% 

60% 20% 40% 100% 100% 60% 
Indicator 6*:  HCs with 8 
Child Drug Items 
available (with zinc) 

2 1 1 5 0 3 
40% 

40% 40% 20% 0% 0% 20% 
*Definition of “in-stock”:  item was available and at least one item was valid (not expired) by observation 
 
Vaccine supply was particularly poor, as approximately one third of health centers were stocked 
out of basic childhood vaccines or Tetanus Toxoid (TT) on the day of the survey.  Vaccines are 
supplied through the district and for monthly outreach visits, so that even those without the 
vaccines in the health centers themselves are still able to adequately do the job of vaccination 
according to MOH standards. Of course, this method of doing vaccinations makes for many 
missed opportunities for vaccination, as they are not usually given routinely in the health center 
itself. 
 
Table 15:  Vaccines Availability at Health Centers on Day of Survey, by District  

Vaccine  Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
 N=5 N=5 N=5 N=5 N=5 N=5 N=30 
BCG Vaccine 5 5 4 4 5 4 90% 
OPV Polio Vaccine 5 5 4 4 5 4 90% 
DPT Vaccine 5 5 3 4 5 3 83% 
Measles/MMR vaccine 5 5 4 4 5 4 90% 
Opt Indicator 2:  all 5 5 3 4 5 3 83% 
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Vaccine  Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
 N=5 N=5 N=5 N=5 N=5 N=5 N=30 
vaccines available day of 
survey 100% 100% 60% 80% 100% 60% 
No stock out of all 
vaccines in past 6 months 

1 5 1 2 5 3 57% 
20% 100% 20% 40% 100% 60% 

 
Stock outs at anytime within past six months were reported sporadically by Health Centers for 
the following vaccines: BCG, OPV and measles stock-outs reported in 3 districts; DPT stock-
outs reported in 4 districts.  This appeared to be localized, affecting specific facilities and not the 
whole district or country.  

CHW drugs and supplies 
 
Four of the six districts had CHWs trained to manage sick children, mostly malaria and diarrhea.  
The availability of the full package of drugs – ORS, antimalarial (AQ/SP), and zinc were largely 
available in Kirehe and Ngoma.  Availability was fair in Nyamasheke as well with 90% have 
antimalarials and 50% ORS; however, zinc was not yet available to the CHWs.  Availability of 
all drugs was very low in Gisagara. 
 
Table 16:  Drug Availability Among CHWs trained to Treat Sick Children, by District  

  Gisagara Kirehe Ngoma Nyamagabe Nyamasheke Nyaraguru Total  
 Drug seen or reported N=14 N=25 N=25 N=0 N=10 N=0 N=74 

ORS  n/a 25 24 n/a 5 n/a 73% 
AQ/SP  2 25 24 n/a 9 n/a 81% 

Zinc n/a 25 24 n/a 0 n/a 66% 
Indicator 5 % CHWs 
with ORS, Anti-
malarial and zinc 

0 25 24 N/A 0 N/A 
66% 

  0% 100% 96% N/A 0% N/A 
 
None of the supplies stipulated in the assessment tool are currently part of the CHW package.   
 
Findings on Facility Processes 
 
The HFA used four indicators to evaluate quality of processes in the HFs: maintenance of the 
HMIS; supervision; training; and QA). Unfortunately, two of these indicators (supervision and 
QA) had some confusion in terms of their application.  See the below table for results for these 
four indicators. 
Results for Facility Processes 
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Table 17:  Summary Results for Processes 

 

HMIS 
MOH-mandated registers were generally filled out properly. Those HCs that did not pass the 
benchmark generally only had one or a few entries missing for one or several of the items (age, 
sex, diagnosis, treatment).  However, in Nyamagabe diagnosis and treatment were frequently 
missing from the child health registers.   There is a need to have separate child and adult registers 
in Ngoma where 4 of the 5 HCs visited had combined registers.  
 
Table 18:  Strength of Child Health Data Collection, Reporting and Use, by Distirct 

Items Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
N=4 N=5 N=5 N=5 N=5 N=5 N=29 

Age, diagnosis and treatment 
completely entered in registers 4 4 5 1 5 5 83% 
Recent entry in register (past 7 days) 4 5 5 5 5 5 100% 
Report written in past 3 months 3 5 5 5 5 5 97% 
Evidence of data use 4 3 4 5 5 5 90% 
Indicator 6: Functional HMIS 
child health 

3 2 4 1 5 5 69% 
75% 40% 80% 20% 100% 100% 

 
As shown in figure 1 below, data use was well evidenced particularly through availability of 
summary graphics and data oriented staff meetings.  Several clinics had both the graphics and 
meetings.   
 

   

   

   

HMIS 
% HF/CHW that maintain up-to-date records of sick U5 
children (age, diagnosis, treatment) and for HF: have 
report in last 3 months and evidence of data use 

HF:           20 /29 (69%) 
CHW:       37/150 (25%)       

Training 
% HF/CHW that maintain up-to-date records of sick U5 
children (age, diagnosis, treatment) and for HF: have 
report in last 3 months and evidence of data use 

HF:              22/30 (73%) 
CHW:        82/150 (55%)         

Supervision 
% HF/CHW in which interviewed HW reported receiving 
in-service or pre-service training in child health in last 12 
months 

HF:          28/30 (93%) 
CHW:41% (61/150)         

QA % HF that have documentation of routine quality 
assurance activities in last 3 months 87% (30) 

Community Referral % HF that received at least one referral from CHW in the 
last three months 

 13% (4 / 30) 

Coordination Between 
HF and Community 

% HF that have routine community participation in 
management meetings (with evidence through notes) OR 
have a system for eliciting client opinion and evidence that 
client feedback is reviewed 

 90% (27/30) 
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Figure 1:  Evidence of Data Use among Surveyed HCs 
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CHWs trained to treat sick children were 73/150 interviewed.  The majority only treated children 
with simple fever; however in Kirehe and Ngoma many also treated diarrhea. None treated 
pneumonia at the time of the survey.  Of the 73 CHWs, only 53 had their register books available 
at the time of the survey (there were 13 CHWs with non-available register books).  The table 17 
derives from those 53 who were trained and had a book available.  
 
Table 19: Completeness of CHW registers, by District 

  Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total %  
 ITEM N=1 N=18 N=24 N=0 N=10 N=0 N=53 
Register complete: age, 
diagnosis and tx written 0 18 22 0 10 0 94% 

Last Entry less than 30 
days ago 1 15 18 0 4 0 72% 

More than 30 days ago 0 3 2 0 5 0 19% 
Indicator 6b: CHWs 
maintain up-to-date 
records of sick 
children 

0 15 18 0 4 0 

70% 
O% 83% 75% N/A 40% N/A 

 

Training 
While most interviewed providers who are responsible for provision of child care had been 
trained in past year (80%), only 10% had any IMCI training and those were limited to 3 HCs in 
two districts (Gisagara and Kirehe).  While most providers received training, the depth of topics 
was limited, particularly in Ngoma, Nyamasheke and Nyaraguru.  Training was particularly low 
in Nyamagabe where only one provider received any training and that was on vaccinations only.   
 
Table 20: Training of Primary Child Care Giver in past 12 Months, by Topic, by District 

Training Area Gisagara  Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
(n=5) (n=5) (n=5) (n=5) (n=5) (n=5) (n=30) 



 22 

Training Area Gisagara  Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
(n=5) (n=5) (n=5) (n=5) (n=5) (n=5) (n=30) 

Any training past 12 
months 4 5 4 1 5 5 80% 

Vaccinations 3 2 3 1 2 1 40% 
ARI/pneumonia 

treatment 2 1 0 0 0 0 10% 
Diarrhea case 

management 2 2 2 0 0 0 20% 
Child malaria case 

management 3 4 4 0 5 3 63% 
Prevention of malaria 0 2 2 0 5 2 37% 

Nutrition 2 5 3 0 0 0 33% 
Breastfeeding 2 1 0 0 0 0 10% 

IMCI 2 1 0 0 0 0 10% 
Indicator 7: % of 
interviewed HW 
reported receiving 
training in child 
health in last 12 mos. 

 
4 

 
4 

 
4 

 
1 

 
5 

 
4  

73% 80% 80% 80% 20% 100% 80% 

 
Table 21: Training of CHWs in past 3 Years in Child Health, by District 

Training Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total % 
N=25 N=25 N=25 N=25 N=25 N=25 N=150 

Diarrhea - past year 0 23 24 0 0 0 31% 
Diarrhea - past 2-3 years 0 1 0 2 1 0 3% 
Diarrhea - 3 years  0 0 0 0 0 0 0% 
Subtotal Diarrhea trained  0 24 24 2 1 0 34% 
Malaria tx - past year 3 24 24 3 4 0 39% 
Malaria tx - past 2-3 yrs 9 1 0 4 5 0 13% 
Malaria tx - 3 years 0 0 0 0 0 0 0% 
Subtotal malaria tx 
trained  12 25 24 7 9 0 51% 
Malaria prevention - past yr 1 6 10 8 6 9 27% 
Malaria prevention - 2-3 yrs 6 0 0 4 6 6 15% 
Malaria prevention - 3 
years 0 0 1 0 1 0 1% 
Subtotal malaria 
prevention trained  7 6 11 12 13 15 43% 
Pneumonia tx - past year 0 0 0 0 0 0 0% 
Pneumonia tx - 2-3 years 0 0 0 1 0 0 1% 
Pneumonia tx - 3 years 0 0 0 0 0 0 0% 
Subtotal pneumonia 
trained  0 0 0 1 0 0 1% 
Indicator 7:  Proportion of 
CHWs trained on one+ 
child health topic in past 
12 months 

4 24 24 11 7 12 
55% 

16% 96% 96% 44% 28% 48% 
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Supervision 
 
Health Center 
 
The quality of supervision was quite good with all centers receiving much more than supplies 
during the last visit (note the two HCs receiving supervision more than six months ago were not 
asked what happened during the visit.  Of those receiving a visit in the past 6 months, they 
reported the following supervision components: Observed cases (23/28), reviewed reports/data 
(23/28), gave encouragement (22/28), provided updates (20/28), and discussed problems (24/28). 
 
Table 22:  HC Supervision by DHMT, by District 

Date of last visit 
Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
n=5 n=5 n=5 n=5 n=5 n=5 N=25 

Within past 3 months 3 3 5 3 5 5 80% 
Within past 4-6 months 1 2 0 1 0 0 13% 
Within past 7-12 
months 1 0 0 1 0 0 7% 
More than 12 months 
ago 0 0 0 0 0 0 0% 
Indicator 8:  
Supervision visit past 
6 months more than 
supplies 

4 5 5 4 5 5 
93% 

80% 100% 100% 80% 100% 100% 
 
 
CHW Supervision  
 
Only two HCs (7%) reported that they routinely supervise CHWs at the community level (1 in 
Nyamaseheke and 1 in Nyaraguru) while two HCs in Kirehe reported supervising community 
Distributers of anti-malarials (based on HW interview) 
 
Table 23:  CHW Supervision by HC Personnel, by District 

Timing of last supervision Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru 
TOTAL 
% 

 N=25 N=25 N=25 N=25 N=25 N=25 N=150 
Supervised past 3 months 1 3 2 3 3 2 9% 
Supervised 4-6 months 9 11 12 1 10 5 32% 
More than 6 months/never 15 11 11 21 8 18 56% 
Indicator 8 CHW 
Supervision 

10 14 13 4 13 7 
41% 40% 56% 52% 16% 52% 28% 
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Figure 2:   Service provided during CHW supervision in past 6 months 
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Quality Assurance Improvement 
Most health centers (87%) reported QA activities but only 10 had documentation to evidence this 
such as a report or list of controls; hence one-third had documented evidence of quality 
improvement processes in place.  
 
Table 24:  Evidence of Quality Assurance Improvement at Health Centers, by District 

 Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
 N=5 N=5 N=5 N=5 N=5 N=5 N=30 

Report using QA processes 5 3 5 4 5 4 87% 
(26/30) 

Opt Indicator 7: Evidence 
of quality Assurance 

activity in past 3 months 
seen by surveyors 

2 1 4 1 1 1 
33% 

(10/30) 40% 20% 80% 20% 20% 20% 

 

Community Processes 
With the exception of Nyamagabe and Nyamasheke, community participation in health center 
management committees (COSAs) existed in at least 80% of the health centers sampled.  In 
Nyamasheke there were none and in Nyamagabe in only two of the health centers.  
 
Table 25:  Community Participation in HC Management, by Disrict 

Type of Routine 
Engagement 

Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
N=5 N=5 N=5 N=5 N=5 N=5 N=30 

Community Reps on COSA 5 4 4 2 0 5 67% 
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Meetings with CHWs / 
TBAs  3 1 1 5 5 50% 
Indicator Opt 4 
community participation 
in mgmt 

5 4 5 3 5 5 
90% 

100% 80% 100% 60% 100% 100% 
 
Health centers reporting holding regular monthly meetings with CHWs and/or TBAs was 100% 
in Nyamasheke and Nyaraguru but much lower in the other districts (80% overall).  Only 7% of 
HCs reported conducting community-level supervision of either CHWs or Distributors.  
However, it is known that such routine meetings and supervision are taking place in Gisagara 
and Kirehe districts as well.  Interviewers may not have recorded multiple responses to the 
questions, or the meetings may have ceased since the end of the last phase of intervention.  
 
Reported referrals received by CHWs were very low with only four HCs (13%) reporting any 
referrals received.  This may be due to challenges in accounting for referrals received.  A total of 
13 cases were reported as referrals and all were for malaria.  
 
Table 26:  Recorded Sick Child Referrals from CHWs at HCs, by District 
 Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
 N=5 N=5 N=5 N=5 N=5 N=5 N=25 
# malaria referrals from CHWs  0 8 0 0 5 0 13 
# ARI referrals from CHWs  0 0 0 0 0 0 0 
# diarrhea referrals from CHWs  0 0 0 0 0 0 0 
Opt Indicator 5: % HCs 
received at least one referral 
from CHW in past month 

0 3 0 0 1 0 
13% 

0% 60% 0% 0% 20% 0% 
 
CHW referrals captured in HC records was very limited due to problems with the proper 
functioning of the counter referral system at the district level  Of the referrals captured, they 
were only coming from Kirehe and Nyamasheke and only for malaria cases, likely the result of 
the Home Based Malaria initiative.  
 
 
Findings on Outputs 
 
The final area of assessment is outputs of the Health Services at the facility and community 
levels. These outputs are client services and are expressed in terms of coverage in HFAs 
(vaccination coverage, ANC coverage, etc.). Given that the community-based KPC gives 
coverage estimates, the HFA characterizes outputs differently. This assessment estimates overall 
utilization of sick child services (service quantity) and derives some estimation of service 
quality.  This data is derived from the observation of clinical cases and exit interviews. The 
sample size only allows for an aggregate score for all HCs, rather than individual ones for each 
HF.  The table below illustrates results for outputs. 
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Table 24: Results for Outputs  

HF/CHW 
Utilization 

# clinical encounters (/HF / annualized) for sick 
children per U5 population 

HF:     0.6 sick visits/yr. 
. 

HW 
Performance 
(Assessment)  

% key assessment tasks are made by HW (check 
presence of general danger signs, assess feeding 
practices, assess nutritional status, check vaccination 
status) 

59% (83/141) 

HW 
Performance 

(Correct 
Treat.) 

% clinical encounters in which treatment is 
appropriate to diagnosis for child with malaria, 
pneumonia, or diarrhea (from Clinical Obs. for HF) 

HW:       58% (83/142) 
 
 

HW 
Performance 
(Counseling) 

% clinical encounters in which the HW counseled the 
caretaker to continue feeding sick child 19% (29/150)  

% clinical encounters in which the caretaker whose 
child was prescribed an antibiotic, anti-malarial, or 
ORS, can correctly describe how to administer all 
drugs 

28% (42/149) 

Client 
Satisfaction / 

Perceived 
Quality 

% clinical encounters in which the caretaker was very 
satisfied (4 on a 4 point scale) for all three of the 
following: wait time, explanation of illness, and 
treatment received 

10% (15/149) 

HW 
Performance 
(Alternative 

for 
Counseling) 

% clinical encounters in which the HW counseled the 
caretaker to continue feeding sick child   28% (42/149) 

 

Utilization 
The two indicators that allowed for individual scores for HFs were correct treatment (derived 
from registers) and utilization.  Utilization rates vary widely from a high at Nyamasheke District 
of 1.2 sick child visits per child per year to a low of 0.2 at Gisagara.  
 
Table 27:  Utilization Rate of Sick Child Services by District 

 Kirehe Ngoma Nyamagabe Nyamasheke Total 
Number sick child consultations 
past 3 months 2162 2853 3504 4899 13,418  

Estimated consultations for year 8648 11,412 14,016 19,596       53,672  
Number children under 5 15,546        18,615        23,917        15,894        73,972  
Ind 9: Utilization of Sick Child 
Services 0.56 0.61 0.59 1.23 0.73 

Note:  sick child consultations could not be extracted from registers in Gisagara and Nyaraguru 
so they were excluded from the analysis.  
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Table 28:  Utilization Rate of Sick Child Services, by HC, by District 

District HC Code 
Sick Child 

Consultations 
past 3 months 

Estimated annual 
consultations 

Population Under 
5 

Sick Child 
Utilization 

Rate 

Nyamasheke 13        1,348         5,392         2,218             2.4  
Kirehe 63           565         2,260         1,525             1.5  
Nyamasheke 11        1,195         4,780         3,466             1.4  
Nyamasheke 12        1,262         5,048         3,865             1.3  
Nyamasheke 15           730         2,920         2,453             1.2  
Nyamagabe 24        1,270         5,080         4,515             1.1  
Ngoma 42           491         1,964         2,431             0.8  
Kirehe 61           686         2,744         3,787             0.7  
Nyamagabe 21           665         2,660         3,899             0.7  
Kirehe 65           195            780         1,200             0.6  
Ngoma 43           294         1,176         1,917             0.6  
Ngoma 45           447         1,788         2,966             0.6  
Ngoma 41        1,231         4,924         8,546             0.6  
Nyamagabe 22           832         3,328         5,814             0.6  
Ngoma 44           390         1,560         2,755             0.6  
Gisagara 51           866         3,464         6,201             0.6  
Kirehe 62           398         1,592         3,354             0.5  
Nyamagabe 25           380         1,520         3,867             0.4  
Nyamasheke 14           364         1,456         3,892             0.4  
Nyamagabe 23           357         1,428         5,822             0.2  
Kirehe 64           318         1,272         5,679             0.2  

 

HW Performance 
Quality of services was poor, as measured by the three HW performance indicators:   
 

1. % key assessment tasks are made by HW (check presence of general danger 
signs, assess feeding practices, assess nutritional status, check vaccination 
status) 

 
In only four clinical encounters were all the assessment tasks completed (3%).  Given the low 
level of IMCI training roll-out, it was not surprising that there was very low checking of child’s 
growth nor vaccination status.  Inquiry about feeding difficulties (63%) and vomiting (53%) 
were pretty good, especially in the previous child survival districts; however, fewer providers in 
Gisagara inquired about convulsions.   
 
Table 29:  Sick Child Assessment Checks Made by Provider, by District 

Assessment Step Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Overall % 
n=25 N=25 n=25 n=25 n=25 n=25 N=150 

Inquired about child feeding 18 16 13 13 22 13 63% 
Inquired about vomiting 18 15 9 9 19 9 53% 
Inquired about convulsions 1 12 3 2 1 2 14% 
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Assessment Step Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Overall % 
n=25 N=25 n=25 n=25 n=25 n=25 N=150 

Plotted weight for age 6 13 0 0 0 2 14% 
Checked vaccination status 4 10 0 0 0 2 11% 
Indicator 10: HW 
Performance Assessment 

0 4 0 0 0 0 3% 
  0% 16% 0% 0% 0% 0% 

 
 

2. % clinical encounters in which treatment is appropriate to diagnosis for child 
with malaria, pneumonia, or diarrhea (from Clinical Observation at HF and 
register books for CHWs) 
 

As shown in figure 2, the majority of cases observed were diagnosed as having fever and/or 
acute respiratory infections.  There were far fewer cases of diarrhea or children with multiple 
symptoms including diarrhea presenting at the time of the clinical observations.   Only 7% of 
assessed children did not have fever, diarrhea, or acute respiratory infections.  No cases of 
bloody diarrhea were observed. 

 
Table 30:  Sick Child Treatment Provided by Observed Clinician, by Child Illness, by District 

Treatment by Illness Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru 
Total 
(%) 

N=22 N=25 N=24 N=25 N=25 N=20 N=141 
Number of child fever cases 19 19 17 11 16 9 91 (58%) 
Number with fever received 
Coartem ®  18 18 15 9 16 8 84 
Number not receive Coartem® 
and treatment deemed incorrect 1 1 2 1 0 0 5 
Number not receive Coartem® 
but treatment deemed correct (e.g. 
not malaria)  0 0 0 1 0 1 2 
Malaria treated correctly 18 18 15 10 16 9 86 (95%) 
Received Counseling on use of 
Coartem ® 17 17 14 7 16 0 71 (85%) 
Number of  ARI/Pneumonia 
cases 9 15 17 18 14 4 77 (55%) 
Number received first-line 
treatment, amoxicillin  5 10 10 9 4 2 38 
Number received other antibiotic, 
deemed incorrect treatment  4 2 6 6 3 2 21 
Number received no antibiotic but 
should have - deemed incorrect 0 0 0 2 2 0 4 
ARI/pneumonia tx correctly 9 12 16 15 9 4 59 (77%) 
Received counseling on use of 
antibiotic 0 9 10 0 0 0 19 (32%) 
Number of non-bloody 
diarrhea cases 4 6 8 4 3 8 33 (23%) 
Number received ORS  2 6 5 3 2 6 24 
Number received nothing but 
should received  ORS 2 0 2 0 1 0 5 
Non-bloody diarrhea treated 
correctly 2 6 5 3 2 6 24 (73%) 
Number shown how to prepare 2 6 5 3 2 3 21 
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Treatment by Illness Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru 
Total 
(%) 

N=22 N=25 N=24 N=25 N=25 N=20 N=141 
ORS (% among those who 
received it) 

(100%) 

Indicator 11:  % clinical 
encounters in which 
treatment is appropriate to 
diagnosis for child with 
malaria, pneumonia, or 
diarrhea  

 
16 

 
20 

 
14 

 
18 

 
15 

 
17 

100 
(71%) 73% 80% 58% 72% 60% 85% 

Note that 9 (6%) sick children not classified with fever, ARI nor diarrhea and excluded from this 
analysis.  

 
To assess correct treatment, the survey examined whether first-line treatment was delivered for 
pneumonia/ARI, fever/malaria, and non-bloody diarrhea. Fever/malaria had the best compliance, 
with most receiving Coartem ®, the national first-line anti-malarial. Next in compliance was ARI 
treatment with the majority receiving amoxicillin antibiotics. ORS was almost universally 
prescribed to children with diarrhea.  Over use of antibiotics for diarrhea and non-pneumonia 
respiratory infections was observed.  

 
 
Figure 2:  Classification of observed sick child diagnoses, N=150  

Diarrhea only (non-bloody)
13%

Diarrhea and ARI/pneumonia
4%

ARI/pneumonia only
19%

Fever and ARI/pnemonia
26%

Fever only
27%

Fever and Diarrhea
3%

Fever, ARI/pneumonia and 
diarrhea

2%
Other
6%

 
 
 
3. % clinical encounters in which the HW counseled the caretaker to continue 
feeding sick child 
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Only 19% of observed clinical encounters with sick child including advising the caretaker on the 
need to maintain feeding and increase fluids.  This is comparable to low practice found in the 
KPC survey results.  
 
Table 31:  Sick Child Counseling on Continued Feeding, by District 

  Option 10A: clinical 
encounters where HW 
counseled caretaker to 
continue feeding sick 
child 

Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Overall % 
n=25 n=25 n=25 n=25 n=25 n=25 n=150 

6 13 5 3 1 1 
19% 

24% 52% 20% 12% 4% 4% 
 

3. % clinical encounters in which the caretaker whose child was prescribed an antibiotic, 
anti-malarial, or ORS, can correctly describe how to administer all drugs 

 
Counseling on prescription administration was fairly good in observed cases as shown in table 30 
with the exception of antibiotic use. However, only 28% of caretakers were able to explain how 
to correctly administer all medication given during the exit interviews. This communication gap 
is significant and considered to be partially due to rushed consultation time due to heavy work 
loads but also absence of counseling visual aids.   The low level of counseling on continued 
feeding practices may also partially be explained by limited time for consultation.  
 
Table 32:  Familiarity of Caretakers Interviewed with Administration of Child Drugs 
Prescribed, by District  

Indicator 12: % clinical encounters 
in which the caretaker whose child 
was prescribed an antibiotic, anti-
malarial, or ORS, can correctly 
describe how to administer all drugs 

Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
n=25 n=24 n=25 n=25 n=25 n=25 n=149 

 
 

10 

 
 

4 

 
 

7 

 
 

2 

 
 

3 

 
 

16 28% 

40% 17% 28% 8% 12% 64% 

Client Satisfaction 
All three satisfaction questions (satisfied with wait time, explanation of child’s illness, treatment) 
gave similar information. Most respondents gave a response of “good” for all three components. 
However, only 8% responded with four on a one to four scale (very satisfied) to all three of these 
questions.  
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Figure 5:  Overall Client Satisfaction Scores by District 
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Table 33:  Client Satisfaction for Child Consultation, by District 

Client Satisfaction by Component 
(4=very good; 3=good; 2=fair; 1=poor) 

Gisagara Kirehe Ngoma Ny’gabe Ny’sheke Ny’guru Total 
n=23 n=25 N=25 n=24 n=25 n=23 N=145 

Average for the waiting time           2.92            
3.04  

          
2.88  

          
3.13  

          
3.04  

          
3.13  

          
3.02  

Average for explanation received about 
child's illness           3.36            

3.08  
          

3.22  
          

2.96  
          

3.00  
          

3.16  
          

3.09  

Average for treatment received            3.29            
3.04  

          
3.08  

          
2.96  

          
3.00  

          
3.28  

          
3.11  

Overall Average Client Satisfaction 
Score           3.19        3.05   3.06         3.01           3.01         3.19       3.07  

Opt 9: % clinical encounters in 
which the caretaker was very 
satisfied (4 on a 4 point scale) for all 
three of the following: wait time, 
explanation of illness, and treatment 
received 

8 0 1 1 0 5 15 

35% 0% 4% 4% 0% 22% 10% 
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Table 34:  Cost of Child Health Service, by Mutuelle Membership, by District (amounts in 
Rwandan Francs) 

District Mutuelle Number % Total Avg Cost Min Max 

Gisagara No 5 21%         622  0      1,650  
Yes 19 79%         105  0         200  

Kirehe No 6 24%         687  0      1,700  
Yes 19 76%         158  0         230  

Ngoma No 11 44%         869  430      1,700  
Yes 14 56%         148  80         200  

Nyamagabe No 2 8%         775  720         830  
Yes 23 92%           97  0         150  

Nyamasheke No 7 28%         802  370      1,540  
Yes 18 72%         100  0         150  

Nyaraguru No 7 30%         681  0      1,890  
Yes 16 70%         138  100         515  

OVERALL 
No 51 35%         563  0      1,890  
Yes 101 69%         132  0         515  
Overall 147 100%         286  0      1,890  

 
 
Summary of Findings 
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IV. DISCUSSION 
 
1. HFA results and EIP Project Strategies 
 
Health Worker 
 
The summary findings identified several issues that the district health facilities and community 
health providers face in child health service delivery. One of the key identified problem at the 
health facility level, was a noted missed opportunities in growth monitoring, child vaccinations 
and advising on sick child feeding during sick child consultations, a similar findings noted in the 
2006 Child Survival final evaluation HFA in the ex-Kibilizi district (now a part of Gisagara 
district) where it was noticed that plotting the weight and growth control were less performed 
(29%) in sick children consultations. This was particularly noted in nutrition counselling, 
especially the giving of more foods and fluids when a child is sick, with diarrhoea. Lack of 
integration amongst successful single or vertical program interventions (ORT, immunizations 
and growth monitoring) with the promotion of a whole range of key family and household 
practices critical for child health and nutrition can contribute to loss of effectiveness and lack of 
sustainability. This integrated strategy is a core element that the EIP project seeks to address with 
its IMCI partners at the health facility level, to ensure that in the facility based IMCI training of 
health workers, an orientation to the community component, local interventions and the role of 
health workers in supporting the community health providers are incorporated in the training 
modules. 
 
Similarly with the HFA in Zambia, the quality of services provided by the health workers was 
poor, as evidenced by the health workers’ performance, in prescribing antibiotics and anti-
malarials for diarrhoea and in providing advice and instruction to caretakers, as evidenced by the 
clients’ inability to retain prescription administration directions from health workers. The EIP 
will be a member of a review panel within the MOH PCIME task force to review the existing 
tools and guidelines to ensure that they are simple and standardized set of algorithms and 
guidelines for integrated management and adapted into local country context, including rational 
use of drugs. This will also limit the number of drugs dispensed brought about by unnecessary 
prescriptions. MSH/RPM+ are also involved at the district level pharmacies in drug 
management, an opportunity for potential synergy with the EIP project. 
 
Health Facilities 
 
Health facilities are ill-equipped with the basic inexpensive equipment such as jugs/jars, spoon 
and cups for diarrhoea case management, and for pneumonia, the newly introduced respiratory 
timers, obviously not yet included by the MOH as essential diagnostic equipment. The EIP 
program will be providing the respiratory timers in the project areas and will document the best 
practices from this experience. It will also advocate to other implementing partners at the health 
facility levels for the supply of these basic equipments and work with MOH to have these timers 
included into the essential diagnostic equipments at the first level health facilities, and approved 
for use at the community level by trained CHWs. 
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System for referral of sick children from the community health providers to health facilities and 
counter-referrals was barely non-functional. Referrals received from CHWs are very low. In 
Zambia, the HFA showed the same findings from CHWs. But this is contrary to the findings of 
the 2006 Child Survival HFA final evaluation in the ex-Kibilizi district (now a part of Gisagara 
district) which showed that community volunteers were referring more and more patients to the 
health facilities mainly childbirth and malaria cases. However, it confirmed the findings that 
counter referrals and feedback from health facilities is almost non-existent, which is also a 
nationwide practice. There is lack of communication about a child being referred, (referral slips, 
counter referral slips and poor accounting for CHW referrals). In the EIP project, collaboration 
with IMCI and MOH partners will introduce a system to improve the referral of cases and 
improve communication between households, community-based and facility based providers. A 
protocol will be develop integrated into the community-based health information system that 
comprised a community-to-facility patient referral and counter-referral protocol This will involve 
the use of referral slips for patients containing illustrations for easy use by the CHWs. This book 
bound referral slips consist of three duplicate copies- one to be retained in the booklet for 
monitoring by the CHW, the second copy for control by the health facility and the third one for 
counter referrals. 
 
Some health centres do not have a separate register for sick children and adults. For IMCI to be 
an effective intervention strategy, an efficient organization of health services’ delivery should be 
in place. Collaboration with the MOH/HMIS division to make efforts to ensure that separate 
registers for sick children is followed at health facilities. 
 
Staffing is limited with the high grade A1 nurses at the health centres, same assessment findings 
noted in the 2006 Child Survival HFA final evaluation in the ex-Kibilizi district (now a part of 
Gisagara district). Continuous in-service training of lower grade nurses to improve their 
diagnostic and treatment skills is a strategy undertaken by the project’s other IMCI partners 
responsible for health facility IMCI.   
 
There is a limited health worker training on IMCI especially in the non-child survival 
intervention areas, notably in pneumonia, diarrhoea and breastfeeding/nutrition. With the roll out 
of the community IMCI into the HBM experience, this is expected to move forward, along with 
supply of drugs, tools and equipment. 
 
Supervision by the district to health facilities was generally good, although down to the 
community level is inadequate. The EIP program will engage a CHW supervisor on a 
performance contract with the health facilities and the district to improve the level of supervision 
for the community health providers. 
 
CHWs 
 
Poor quality of CHW registers, except for the distributors of the HBM, is attributable to their 
lack of motivation and training. In most non-child survival intervention districts, CHWs are not 
trained or allowed to provide treatment for malaria (except the Distributors), pneumonia and 
diarrhoea. This explains the CHWs low on training on diarrhoea, pneumonia and malaria 
treatment, which the EIP project seeks to address. This was also the findings obtained in the 
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2006 Child Survival HFA final evaluation in the ex-Kibilizi district (now a part of Gisagara 
district), where trainings on diarrhoea and respiratory infections were not received mainly due to 
the specific child survival intervention activities. The EIP project will play a significant role in 
implementing and scaling up the management of simple fever/malaria, diarrhoea and acute 
respiratory infections at the community level. In the EIP project, activities to upgrade the skills 
of community based providers will incorporate the principles that underlie clinical IMCI, such as 
classifications and treatment of all the problems a sick child has, not jut presenting complaint 
 
The MOH are providing incentives for and monitoring health worker performance. Other 
community incentives (particularly by the HBM component) use the existing association groups 
to motivate and improve community health worker performance.  
 
HFA findings on CHW supervision by health facilities had been irregular since the end of the 
former child survival programs, with the exception of the HBM. Supervision activities that were 
mostly overlooked and cause for CHW demotivation were the lack of complements for the work 
done and failure to provide updates on current trends. EIP project will use incentives for 
monitoring of health worker performance, facilitate regular monthly meetings at various levels 
and use supervisory checklist (that will include acknowledgement of good performance and 
updating CHWs) to improve the quality of supervision. 
 
Similarly, with the health workers at the health facilities, CHWs were ill-equipped with skills, 
training, tools/drugs needed to implement an integrated package of treating children with fever, 
diarrhoea and ARI, again due mainly to their limited mandate in child treatment at the 
community level- only trained malaria Distributors were allowed to give treatment. With the EIP 
project, using documented in-country experiences of community management (malaria) and the 
community-based health activities of community growth monitoring and PD-Hearth models, the 
community component of IMCI will scale up and the role of the CHW will move further from an 
information sharing strategy to a more aggressive strategy of stimulating rapid expansion of a 
package of life-saving interventions. 
 
Clients were generally satisfied (good) with regards to waiting time, explanation received about 
children’s illness by the health facility health worker and the treatment received. This was the 
opposite of the 2006 Child Survival HFA final evaluation findings in the ex-Kibilizi district (now 
a part of Gisagara district), which showed a dissatisfaction in waiting time (minimum 4 hours to 
a maximum of 8 hours).   
 
2. Intervention Specific Approaches 
 
1. Malaria 
 

i. HFA showed poorly equipped and trained CHWs and low utilization rates of sick 
child services to 0.2 sick child visits per child per year at some health facilities. With 
the EIP project of community IMCI, CHWs will be available and provided with the 
skills, tools, equipment and materials, supported by regular supervision/monitoring, 
to carry out the case management of malaria in children less than five years and 
increase the quality treatment rate within 24 hours.  
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ii. The assessment also revealed a stock out of ITNs at the health facilities, necessary for 
preventive measures against malaria. The project will work with the National Malaria 
Control Programme to plan for ITN coverage through vaccination sites, antenatal 
clinics, CHWs social marketing of ITNs and in national health days campaigns. 
Latest promotion strategy by the national malaria control programme is through the 
community insurance schemes ‘mutuelles’, which will be fully supported by the EIP 
project. 

 
2. Diarrhoea 
 

According to the HFA, health workers did not examine the sick children for nutrition status 
and did not provide any counselling on feeding the child when ill (19% of health workers 
observed). Furthermore, the irrational use of antibiotics and anti-diarrhoeal medications was 
also noted. The project will address the control of diarrhoeal diseases through culturally 
appropriate health education, including key home preventive practices, such as hand 
washing, latrine use and safe water use (social marketing strategy for Sur’eau) and specific 
messages for home case management such as the increased fluid and food intake during 
episodes, treatment with ORS and other home available fluids, zinc supplementation, and 
discourage use of unnecessary anti-diarrhoeal drugs and antibiotics.  

 
3. Pneumonia 
 

i. From the result of the HFA, zinc was not yet widely available to CHWs, except in 
few districts where diarrhoea control was one of the previous child survival 
interventions. As mentioned above, the project will make zinc readily available to the 
CHWs for diarrhoea but will also contribute to the pneumonia prevention. In addition, 
Vitamin A supplementation will also be made available to reduce the risk of future 
cases of pneumonia through national health campaigns and vaccination outreach 
services and maternal services.  

 
ii. Of the health workers interviewed, only 10% of them received training on IMCI and 

1% of the CHWs interviewed were trained on pneumonia, 34% on diarrhoea and 43 
% on malaria. With the project objective of involving CHWs for training as C-IMCI 
providers of first-line treatment of pneumonia, there will be an increase in the number 
of children receiving appropriate treatment for pneumonia symptoms. Project will 
also procure Amoxicillin, the first line drug for treatment of pneumonia. CHWs will 
also be trained in referral protocol. 

  
Dissemination of Findings and Next Step 
 
The issues raised in the HFA findings that are of vital importance to the community IMCI 
implementation needs to be addressed, given the existing data, although the result should be 
interpreted with caution due to the relatively sample size. Comparison with other in country HFA 
data and within the region point to a similar trend and results that merits further examination in 
the course of the project implementation through monitoring and evaluation and to focus on 
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evidence based strategy for advocacy, including a change in key family practices that are likely 
to have the greatest impact. 
 
Immediate next step is to organize and facilitate a district level consultation to share the findings 
of the assessment with partners at the community, sector and cellule levels, discuss its 
recommendations, and set joint action plan of activities, sharing technical expertise and resources 
with a potential for scaling up interventions for wider coverage.   
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ANNEX A. HFA Survey Instruments 
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Annex B. List of Supervisors and Interviewers 
 
Health Facility Survey Team           
          
 Dr John Bosco Ahoranayezu M&E Manager Technical Coordinator 
TEAM 
A Leonard Bagilishya QA Manager Team A Coordinator 
  Samuel Ndangamiyumukiza QA Officer Supervisor   
  Beata Numupfasoni M&E Officer Supervisor   

  
Camarade Ruganza 
Rutambwe M&E Officer Supervisor   

  Fidele Ntawukuriryayo Mobilization Officer Supervisor   
  Felicien Ndayisenga Mobilization Officer Supervisor   
  Ephraim Mudenge  Pediatrie Nurse, Kibilizi Hosp   Interviewer   
  Florence Mukakalisa Titulaire Musha HC Interviewer   
  Bosco Nzabahimana Titulaire  Munini HC Interviewer   
  Nyirakanyana Marie Claire Titulaire Nyabimata Interviewer   
  Josue Munyengango Titulaire CS Rukira Interviewer   
          
Team 
B Melene Kabadege Mobilization Manager Team B Coordinator 
  Consolee Uwibambe M&E Officer Supervisor   
  Marcel Nzabimana Mobilization Officer Supervisor   
  Beatrice Muteteli QA Officer Supervisor   
  Beatrice Nyiranzeyimana M&E Officer Supervisor   
  Chantal Uwamahoro Mobilization Officer Supervisor   
  Thamar Nyiransabiyaremye Superviseur Hopital Kibogora Interviewer   
  Pierre Sezirahiga Infirmrier Hopital Bushenge Interviewer   
  Dative Madamu Infirmriere Hopital Kigeme Interviewer   
  Emmanuel Uwimana Infirmier Hopital Kigeme Interviewer   
  Alice Uwera  Infirmiere Rwamagana Interviewer   
          
        
Participants to the HFA tool review/adaptation meetings/consultations  
 January 4-5, 2007      

1 Dr Sani Aliou Acting Team Leader, EIP    
2 Dr John Bosco Ahoranayezu M&E Manager     
3 Leonard Bagilishya QA Manager    
4 Melene Kabadege Mobilization Manager    
5 Samuel Ndangamiyumukiza QA Officer    
6 Beata Numupfasoni M&E Officer    
7 Camarade Ruganza M&E Officer    
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Rutambwe 
8 Fidele Ntawukuriryayo Mobilization Officer    
9 Felicien Ndayisenga Mobilization Officer    

10 Consolee Uwibambe M&E Officer    
11 Marcel Nzabimana Mobilization Officer    
12 Beatrice Muteteli QA Officer    
13 Beatrice Nyiranzeyimana M&E Officer    
14 Shantal Uwamohoro Mobilization Officer    
15 Georges Gahenda MoH Community Health Acting-in-Charge  
16 Philibert Ndaruhutse Asst M&E Coordinator, Twubakane   

17 
Dr Bonaventure Nzeyimana, 
consulted January 8, 2007 In-Charge of Health Care, Policy & Planning Unit, MoH 

18 
Dr Emilien Nkusi, consulted 
March 21, 2007 In-Charge of HIS, MoH    

19 
Olivier Byicaza, consulted 
March 9, 2007 Monitoring & Evaluation Coordinator, Twubakane 
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Annex C. Survey Teams and Data Collection Schedule 
 
 
Team Districts January - February 2007 February - March 2007 
A Kirehe   Feb 26th to March 1st 
B Ngoma   February 19th to February 23rd 
A Gisagara   February 19th to February 23rd 
A Nyaraguru   February 12th to February 17th 
B Nyamagabe January 22nd to January 26th   
B Nyamsheke January 15th to January 19th   
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ANNEX D:  Sampling Framework  
Summary of Sampled Health Centers and Cases by District 

District Health Centers 
Assessed 

Number of Sick 
Child Cases 
Observed 

Number of Exit 
Interviews 

Number of CHWs 
Interviewed 

Gisagara  District 
  Kirarambogo 5 5 5 
  Kibilizi 5 5 5 
  Gikore 5 5 5 
  Musha 5 5 5 
  Gakoma 5 5 5 
Kirehe District  
  Kirehe 5 5 5 
  Gashongora 5 5 5 
  Nasho 5 5 5 
  Musaza 5 5 5 
  Kabuye 5 5 5 
Ngoma District   
  Kibungo 5 5 5 
  Gituku 5 5 5 
  Sangaza 5 5 5 
  Rukumberi 5 5 5 
  Remera 5 5 5 
Nyamagabe District  
  Kitabi 5 5 5 
  Musebeya 5 5 5 
  Nyarusiza 5 5 5 
  Nyamagabe 5 5 5 
  Jenda 5 5 5 
Nyamasheke District  
  Muyange 5 5 5 
  Mwezi 5 5 5 
  Rangiro 5 5 5 
  Kibingo 5 5 5 
  Hanika 5 5 5 
Nyaruguru District 
  Kabirizi 5 5 5 
  Munini 5 5 5 
  Muganza 5 5 5 
  Nyantanga 5 5 5 
  Ruhero 5 5 5 
TOTAL 30 HCs 150 150 150 
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ANNEX E: Core Indicators Results by District 
Area 

of 
Analy

sis 

Indica
-tor  Domain Indicator Instru-

ment 
Nyama-

sheke 
Nyama-

gabe 
Nyaru-

guru 
Ngo
ma 

Gisa-
gara 

Ki-
rehe TOTAL 

A
C

C
E

SS
 

1 Service 
Availability 

% HC that offer three basic 
child health services (growth 
monitoring, immunization, 
sick child care) 

HW 
Interview 

100% 
(5/5) 

100% 
(5/5) 

100% 
(5/5) 

60% 
(3/5) 

100% 
(5/5) 

60% 
(3/5) 

87% 
(26/30) 

IN
PU

T
S 

2 Staffing 
% staff who provide clinical 
services working in surveyed 
HC on the day of the survey 

HW 
Interview 

100% 
(41/41) 

92% 
 (33/36) 

76% 
(21/29) 

96% 
(22/23) 

81%  
(17/21) 

90% 
(26/29) 

89% 
(160/179) 

3 Infrastructure 

% essential infrastructure 
available in surveyed HC on 
day of the survey (power, 
improved water source, 
functional latrine for clients, 
communication equipment, 
emergency transport, 
overnight beds, setting 
allowing auditory and visual 
privacy) 

HF 
Checklist 

0% 
(0/5) 

0% 
(0/5) 

20% 
(1/5) 

20% 
(1/5) 

40%  
(2/5) 

40% 
(2/5) 

17% 
(5/30) 

4 

Supplies 

% essential supplies to support 
child health in HC on day of 
the survey (accessible and 
working scale for child, 
accessible and working scale 
for infant, timing device for 
diagnosis of pneumonia, 
spoon/cup/jug to administer 
ORS) 

HF 
Checklist 

80%  
(4/5) 

20%  
(1/5) 

0% 
(0/5) 

0% 
(0/5) 

20%  
(1/5) 

20% 
(1/5) 

23% 
(7/30) 

Supplies 

% essential supplies to support 
child health in CHW on day of 
the survey (accessible and 
working scale for child, 
accessible and working scale 

CHW 
Interview 0%  0% 0% 0% 0% 0% 0% 
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Area 
of 

Analy
sis 

Indica
-tor  Domain Indicator Instru-

ment 
Nyama-

sheke 
Nyama-

gabe 
Nyaru-

guru 
Ngo
ma 

Gisa-
gara 

Ki-
rehe TOTAL 

for infant, timing device for 
diagnosis of pneumonia, 
spoon/cup/jug to administer 
ORS) 

5 

Drugs 

% first line medications for 
child health in surveyed HC 
on day of the survey (ORS, 
oral antibiotic for pneumonia, 
first line oral antibiotic for 
dysentery, first line anti-
malarial, vitamin A) 

HF 
Checklist 

100% 
(5/5) 

100%  
(5/5) 

60% 
(3/5) 

40% 
(2/5) 

60% 
(3/5) 

20% 
(1/5) 

63% 
(19/30) 

Drugs 

% first line medications for 
child health in surveyed CHW 
on day of the survey (ORS, 
oral antibiotic for pneumonia, 
first line oral antibiotic for 
dysentery, first line anti-
malarial, vitamin A) 

CHW 
Interview 

40%  
(4/10) N/A N/A 

96% 
(24/2

5) 
0% 

100% 
(25/2

5) 

66% 
(49/74) 

PR
O

C
E

SS
E

S 6 

Information    
System 

% HC that maintain up-to-date 
records of sick U5 children 
(age, diagnosis, treatment) and 
for HC: have report in last 3 
months and evidence of data 
use 

HW 
Interview                        
(record 
review) 

100% 
(5/5) 

20% 
(1/5) 

100% 
(5/5) 

80% 
(4/5) 

75%  
(3/4) 

40% 
(2/5) 

69% 
(20/29) 

Information    
System 

% CHWs that maintain up-to-
date records of sick U5 
children (age, diagnosis, 
treatment)  

CHW 
Interview 

40%  
(4/10) N/A N/A 

75% 
(18/2

4) 

0%  
(0/1) 

83% 
(15/2

4) 

70% 
(37/53) 

7 Training 

% HC/CHW in which 
interviewed HW reported 
receiving in-service or pre-
service training in child health 
in last 12 months 

HW 
interview 

100% 
(5/5) 

20% 
(1/5) 

80% 
(4/5) 

80% 
(4/5) 

80%  
(4/5) 

80% 
(4/5) 

73% 
(22/30) 
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Area 
of 

Analy
sis 

Indica
-tor  Domain Indicator Instru-

ment 
Nyama-

sheke 
Nyama-

gabe 
Nyaru-

guru 
Ngo
ma 

Gisa-
gara 

Ki-
rehe TOTAL 

Training 

% HC/CHW in which 
interviewed HW reported 
receiving in-service or pre-
service training in child health 
in last 12 months 

CHW 
Interview 

28% 
(7/25) 

44%  
(11/25) 

48% 
(12/25) 

96% 
(24/2

5) 

16%  
(4/25) 

96% 
(24/2

5) 

55% 
(82/150

) 

8 Supervision 

% HC that received external 
supervision at least once in the 
last 6 months (supervision 
included one or more of the 
following: checked records or 
reports, observed work, 
provided feedback, gave 
praise, provided updates, 
discussed problems)) 

HW 
interview 

100% 
(5/5) 

80%  
(4/5) 

100% 
(5/5) 

100% 
(5/5) 

80% 
(4/5) 

100% 
(5/5) 

93% 
(28/30) 

8 Supervision 

% CHW that received 
external supervision at least 
once in the last 6 months 
(supervision included one or 
more of the following: 
checked records or reports, 
observed work, provided 
feedback, gave praise, 
provided updates, discussed 
problems)) 

CHW 
Interview 

52%  
(23/25) 

16% 
(4/25) 

28% 
(7/25) 

52% 
(13/2

5) 

40% 
(10/2

5) 

56% 
(14/2

5) 

40% 
(61/150

) 

O
U

T
PU

T
S 

9 

Utilization of 
Curative 
Services 

# clinical encounters 
(CHW/HC / annualized) for 
sick children per U5 
population 

HW 
interview                        
(record 
review) 

1.2 0.6 n/a 0.6 n/a 0.6 0.6 

Utilization of 
Curative 
Services 

# clinical encounters 
(CHW/HC / annualized) for 
sick children per U5 
population 

CHW 
Interview Unable to calcualate with ratios of under-fives to CHWs 
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Area 
of 

Analy
sis 

Indica
-tor  Domain Indicator Instru-

ment 
Nyama-

sheke 
Nyama-

gabe 
Nyaru-

guru 
Ngo
ma 

Gisa-
gara 

Ki-
rehe TOTAL 

10 
HW 

Performance 
(Assessment) 

% key assessment tasks are 
made by HW (check presence 
of general danger signs, assess 
feeding practices, assess 
nutritional status, check 
vaccination status) 

Clinical 
Observati

on 

0%  
(0/25) 

0%  
(0/25) 

0%  
(0/25) 

0%  
(0/25) 

0%  
(0/25) 

16% 
(4/15

0) 

16% 
(4/150) 

11 

HW 
Performance 
(Treatment) 

% clinical encounters in which 
treatment is appropriate to 
diagnosis for child with 
malaria, pneumonia, or 
diarrhea (from Clinical Obs. 
for HC) 

Clinical 
Observati

on 

60% 
(15/25) 

72%  
(18/25) 

85% 
(17/20) 

58% 
(14/2

4) 

73%  
(16/2

2) 

80% 
(20/2

5) 

71% 
(100/14

1) 

HW 
Performance 
(Treatment) 

% clinical encounters in which 
treatment is appropriate to 
diagnosis for child with 
malaria, pneumonia, or 
diarrhea (from record review 
for CHW) 

CHW 
Interview 

Unable to find data in CHW data sheet – information jumps 
from supplies to handwashing knowledge 

12 
HW 

Performance 
(Counseling) 

% clinical encounters in which 
the caretaker whose child was 
prescribed an antibiotic, 
antimalarial, or ORS, can 
correctly describe how to 
administer all drugs 

Exit 
interview 

12% 
(3/25) 

12%  
(3/25) 

64% 
(16/25) 

28% 
(7/25) 

40% 
 

(10/2
5) 

17% 
(4/24) 

28% 
(42/149

) 

 
TABULATION PLAN - OPTIONAL INDICATORS 
 

Area of 
Analys

is 
Indic. # Domain Indicator Instru-

ment 
Nyama-

sheke 
Nyama-

gabe 
Nyaru-

guru 
Ngo
ma 

Gisa-
gara 

Ki-
rehe TOTAL 
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Area of 
Analys

is 
Indic. # Domain Indicator Instru-

ment 
Nyama-

sheke 
Nyama-

gabe 
Nyaru-

guru 
Ngo
ma 

Gisa-
gara 

Ki-
rehe TOTAL 

A
C

C
E

SS
 

Opt1 Geographic 
Access 

% population with 
geographic access to 
an authorized provider 
of curative child health 
services 

Access 
document 
(separate 
Word file) 

 N/A N/A  N/A  N/A  N/A  N/A  N/A  

IN
PU

T
S 

Opt2 Availability of 
Immunizations 

% HC with all 
nationally-mandated 
vaccines in stock on 
day of survey 

Check list 100% 
(5/5) 

80%  
(4/4) 

60% 
(3/5) 

60% 
(3/5) 

100%  
(5/5) 

100% 
(5/5) 

83% 
(25/30) 

Opt3 Availability of 
Guidelines 

% HC with all 
nationally-mandated 
guidelines for care of 
children available and 
accessible on day of 
survey 

Check list 40% 
(2/5) 

60% 
(3/5) 

80% 
(4/5) 

0% 
(0/5) 

40% 
(2/5) 

40% 
(2/5) 

43% 
(13/30) 

Opt6 Infection Control 

% HC with all 
infection control 
supplies and 
equipment on day of 
survey 

Check list 40% 
(2/5) 

20%  
(1/5) 

60% 
(3/5) 

60% 
(3/5) 

40% 
 (2/5) 

20% 
(1/5) 

40% 
(12/30) 

PR
O

C
E

SS
E

S Opt4 HF-Community 
Coordination 

% HC with routine 
community 
participation in 
management meetings 
(with evidence through 
notes) OR have a 
system for eliciting 
client opinion, and 
evidence that client 
feedback is reviewed 

HW 
Interview 

100% 
(5/5) 

60%  
(3/5) 

100% 
(5/5) 

100% 
(5/5) 

100% 
 (5/5) 

80% 
(4/5) 

90% 
(27/30) 

Opt5 Community 
Referral 

% HC that received at 
least one referral from 
CHW in the last month 

HW 
Interview 

20%  
(1/5) 

0%  
(0/5) 

0%  
(0/5) 

0%  
(0/5) 

0%  
(0/5) 

60% 
(3/5) 

13% 
(4/30) 
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Area of 
Analys

is 
Indic. # Domain Indicator Instru-

ment 
Nyama-

sheke 
Nyama-

gabe 
Nyaru-

guru 
Ngo
ma 

Gisa-
gara 

Ki-
rehe TOTAL 

Opt7 
Quality 

Improvement 
Process 

% HC that have 
documentation of 
routine quality 
assurance activities in 
last 3 months 

HW 
Interview 

20%  
(1/5) 

20%  
(1/5) 

20%  
(1/5) 

80%  
(4/5) 

40%  
(2/5) 

20% 
(1/5) 

33% 
(10/30) 

O
U

T
PU

T
S 

Opt8 
Utilization of 

Preventive 
Services 

Rate of encounter 
(CHW/HC / 
annualized) for 
children for 
immunization / growth 
monitoring per U5 
population in project 
area  

CHW 
Interview  

Unable to calcualate with ratios of under-fives to CHWs (can we 
use the estimated 17.3% under 5 population in each HC zone 

area) 

Opt9 

Client 
Satisfaction / 

Perceived 
Quality 

% clinical encounters 
in which the caretaker 
was very satisfied (4 
on a 4 point scale) for 
all three of the 
following: wait time, 
explanation of illness, 
and treatment received 

Exit 
interview 

0%  
(0/25) 

4%  
(1/24) 

22% 
(5/23) 

4% 
(1/25) 

35%  
(8/23) 

0% 
(0/25) 

10% 
(15/145) 

Opt10 
HW Performance 
(Alternative for 

Counseling) 

% clinical encounters 
in which the HW 
counseled the 
caretaker to continue 
feeding sick child 

Clinical 
Observati

on 

4%  
(1/25) 

12%  
(3/25) 

4% 
(1/25) 

20% 
(5/25) 

24%  
(6/25) 

52% 
(13/2

5) 

19% 
(29/150) 
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