 FACILITY-LEVEL SURVEY 

Date of Interview (dd/mm/yyyy):






















[__|__/__|__/__|__|__|__]

Name of interviewer(s):
































___________________________

Name of Facility:



























 











___________________________

District:

















































___________________________
Province:
















































___________________________


































Individuals interviewed:

	Name
	Position
	Contact information

	
	
	

	
	
	

	
	
	


GPS (by site surveyor or fill in afterwards)












 Waypoint name:



___________________________





























































Altitude:











___________________________





























































Latitude (N/S): 



___________________________
Longitude (E/W):

___________________________







Assigned Code of Facility
































[__|__|__|__]

Setting:

___Rural

___Urban

___Other (describe: _____________________ )

	Type of Facility : (_______________)
	Level of Facility 

(___________)
	Sector/Managing Authority 

(Check all that apply):

	___1 Provincial Hospital 
___2 District Hospital 
___3 Mission Hospital

___4 Health Centre (independent)

___5 Health Centre in site with DH

___6 Clinic/Health Post 
___7 NGO/ CBO 

___8 Fixed Outreach 
___9 Other                         

Specify:________________________


	___1 Hospital

___2 Health Center 

___3 Dispensary 
___4 Health post 

___5 VCT Centre 

___6 Other 

Specify: ____________________
	___1 Government, public


___2 Government, not public (ex: 

          military)

___3 Private (for-profit)
___4 NGO, faith-based

___5 NGO, other                 




___6 Parastatal

___7 Other 

Specify: _______________________



Catchment Area:

Area (geographic): 

































___________ (specify units)

Total people in official catchment area:                ____________                
Comment: _____________________________________________________________________________
Get from national census:







% Children < 5:                           _____________

% Children < 1:














_____________
% Children 1-4:














_____________
1.


DATA TO BE OBTAINED FROM FACILITY ADMINISTRATOR/DIRECTOR

	Proportion of funding from: 
	Type (GHI, NGO, other)
	Percent annual budget

	Ministry of Health 
	MOH
	

	PEPFAR
	GHI
	

	Global Fund to Fight AIDS, TB, and Malaria 
	GHI
	

	Partners in Health
	NGO
	

	Out-of-pocket payments
	
	

	Mutuelle/Health insurance provider
	
	

	Performance based financing
	
	


2.


Are the patients’ insurance/mutuelle fees funded in part by another group? 
                 ____yes         

____no
3.


Please identify if other entities provide funding or services at this health center: 

FINANCIAL OR OTHER RESOURCES 

	Name
	Areas funded/services provided 
	Year started

	
	
	

	
	
	

	
	
	

	
	
	


SECTION I:  INFRASTRUCTURE AND UTILITIES

A.     INFRASTRUCTURE:

	OPD
	Intact
	Few need minor improvement 
	Few need major improvement, or many/most need minor improvement
	Comments

	Roof
	
	
	
	

	Walls
	
	
	
	

	Doors
	
	
	
	

	Pathways
	
	
	
	

	Waiting area
	
	
	
	

	Waiting area coverage
	
	
	
	


Minor = painting, small breaks in plaster, cracks in window

Major = walls with holes or falling down, leaking roof, missing doors or windows (if in place)
	Other areas
	Number 

(0 if not available)
	Number of beds/tables 

(if appropriate)
	Approximate space (specify square feet or meters)*
	Adequate to meet target patients numbers
	Renovation needs** 

0=none

1=minor

2=major

	Inpatient ward
	
	
	
	
	

	Outpatient consultation room
	
	
	
	
	

	Waiting area for OPD
	
	
	
	
	

	Operating room
	
	
	
	
	

	Delivery ward
	
	
	
	
	

	Maternity ward
	
	
	
	
	

	Medical record
	
	
	
	
	

	Pharmacy dispensing
	
	
	
	
	

	Pharmacy stock storage
	
	
	
	
	

	Lab
	
	
	
	
	


  *If multiple rooms of significantly different sizes, put in size for each

**See above for definitions
Adequacy:

*if > 1 room of significantly different sizes, put in the size for each, otherwise only put in for one

Questions to ask for adequacy:

Inpatient ward: How often are there not enough beds for inpatients (Always/often: not adequate, sometimes/never: adequate)

Outpatient consultation room; one room per provider? If no-inadequate: Could they have more providers if had more rooms? If yes=>inadequate

Waiting room: Space for most or all to sit? If no=>inadequate 

Delivery ward: How often do they have to make extra space for women; if answers sometimes, frequently. Always: inadequate

Maternity ward: How often do they have to make extra space for women; if answers sometimes, frequently. Always: inadequate

Medical record: Surveyor review: If no or limited free space (or no medical record room): mark as inadequate 

Lab: View is there space for microscope, processing specimens? If no=>inadequate

B.     SANITATION:
1.
Does the facility have a basic level of cleanliness?    










                                                 ____yes          ____no



(View for trash, clean floors and space, no visible blood, no medical waste visible)




If NO, ask what are the challenges to cleanliness? 





_______Lack of maintenance staff 





_______Lack of water/cleaning supplies 





_______Other 



(Please specify: __________________________)

2.
What are the latrine/toilet facilities?





______ Flush toilet (number__________)





______ Pit latrine   (number___________)





______Other




   (Please specify: ________________________)

3.
Are there enough latrines/toilets to accommodate patients and staff?




























____yes          ____no



(Inquire if there is frequently or always a line for >1 person, of if the facilities overflow)

4.a.  
Does this facility have an incinerator for disposing of biomedical and other waste?   






 ____yes          ____no
4.b.  If YES, is it ____fully functioning?   ___ partially functioning?   ___ not functioning?

4.c.  If NO, what is the process for disposing of waste? _________________________________________________
5. How do you dispose of needles? 

_____ Incinerate on site

_____ Bury on site

_____ Take to other facility

_____ Other    (Please specify: _____________________________)

6.a.  Do you have needle/syringe boxes for safe disposal? 


 ____yes          ____no
6.b. If YES, how many are there in the facility? ___________________________ (if possible, inspect if overflowing) 

7. How are linens laundered at these facilities? 

___By hand with cold water

___By hand with hot water

___With a washing machine

___Other  (Please specify: ________________________________)

___No linens available 

C.     MEALS:

1.  Is there a kitchen to provide meals to staff? 
































 ____yes          ____no
2.  Is there a kitchen to provide meals to patients?                
















    ____yes          ____no
   If yes, how many times a day is there meals served to inpatients?             ______

D.     WATER:

1. What is the main source of water in these facilities? 

____National water grid

____Open well or open borehole

____Covered well or covered borehole

____Surface water

____Rainwater harvesting

____Tanker truck

____Local water system

____No water source

2. How does water get to the rooms?

____Running water piped to rooms

____Running water brought by bucket from tap

____Other (Describe: ________________________________________________________________)

3. Is the water treated? 















































































___yes        ____no





 If YES, by what means? _____________________________________________________________________
4. Have there been breaks or inadequate in water supply in the last 3 months?  









         
    ___yes        ____no




   If YES, why?                 _____________________________________________________________________

5. Does your facility have rainwater harvesting structures in place?   





















      
   
___yes        ____no

E.     ELECTRICITY:
1.a. What are your sources of electricity? (check all that apply)

	
	YES/NO
	Outage in the last 3 months  (Y/N)

	Connection to national electricity grid
	
	

	Generator-supplied electricity
	
	

	Solar-supplied electricity
	
	

	Other (describe____________________)
	
	


1.b. Which rooms are wired for electricity?     

	
	All
	Some
	None

	Out-patient consultation
	
	
	

	Lab
	
	
	

	Pharmacy
	
	
	

	Inpatient wards
	
	
	

	Operating rooms
	
	
	

	Delivery wards
	
	
	

	Medical records/data entry
	
	
	


2.a. Do you have a generator? 


























































____yes        ____no 

2.b. If you have a generator, what areas does it supply? (check all that apply)

_____No generator

_____ Operating rooms

_____ Pharmacy

_____ Lab

_____ Data entry/computer room

_____ Inpatient wards

_____ OPD

_____ Other (Please specify: ___________________________)

2.c.  Have you had any shortages in fuel for the generator in the last 3 months?





____yes        ____no

3.  What % of energy is supplied by solar power? (put in 0 if no solar power)







________

F. COMMUNICATIONS:

1. What utilities are available for communication?

	
	Y/N
	Outage in last 3 months? (Y/N)
	Comments

	Landline telephone
	
	
	

	Cellular telephone for facility use
	
	
	

	Shortwave radio
	
	
	

	Shortwave radio within less than 15 minutes walking distance from facility for emergency use
	
	
	

	Fax machine
	
	
	

	Internet
	
	
	


2.a. Do you have cell phone coverage?















































____yes        ____no
2.b. If yes, coverage is:
      continuous



    with occasional outages


   

with frequent outages





   (circle one)




2.d. If yes, the quality of calls (on average) is:



very good



   
good




   

fair



   

poor





      
(circle one)





















G. OTHER EQUIPMENT:

	
	Y/N        Number
	Outage/break in last 3 months? (Y/N)
	Comments

	Refrigerator for meds/vaccines
	
	
	

	Microscope for lab
	
	
	

	Scale for adults
	
	
	

	Scale for children/infants
	
	
	

	BP cuff for adults
	
	
	

	BP cuff for children
	
	
	

	Stethoscope
	
	
	

	Otoscope
	
	
	

	Autoclave
	
	
	


SECTION II:

HUMAN RESOURCES

A.     PERSONNEL:

	Cadre
	Posts*
	Number in place
	# full- time
	# part- time
	# who left in last year
	Source of salaries
	Comments: Include different sources if > 1 post with different salaries

	Titulaire/Medical director
	
	
	
	
	
	
	

	Physician/GP
	
	
	
	
	
	
	

	Clinical officer
	
	
	
	
	
	
	

	Nurse A1**
	
	
	
	
	
	
	

	Nurse: A2**
	
	
	
	
	
	
	

	Nurse: A3**
	
	
	
	
	
	
	

	Midwife
	
	
	
	
	
	
	

	Nurse anesthetist
	
	
	
	
	
	
	

	Nurse’s aide (auxiliary)
	
	
	
	
	
	
	

	Surgeon 
	
	
	
	
	
	
	

	OB/GYN
	
	
	
	
	
	
	

	Other surgical provider (minor)
	
	
	
	
	
	
	

	Lab technician
	
	
	
	
	
	
	

	Medical records clerk
	
	
	
	
	
	
	

	Data entry clerk
	
	
	
	
	
	
	

	Other HMIS/EMR staff
	
	
	
	
	
	
	

	Pharmacist
	
	
	
	
	
	
	

	Pharmacy technician 
	
	
	
	
	
	
	

	Counselor 
	
	
	
	
	
	
	

	Social worker
	
	
	
	
	
	
	

	Community health workers (based in the community, but 
affiliated with health center) 
	
	
	
	
	
	
	

	Environmental technician (cleaner, maintenance person, etc)
	
	
	
	
	
	
	

	Cashier
	
	
	
	
	
	
	

	Accountant
	
	
	
	
	
	
	

	Other Mutuelle/ insurance staff (mark as paid by mutuelle)
	
	
	
	
	
	
	

	Security guard
	
	
	
	
	
	
	

	Driver
	
	
	
	
	
	
	

	Other clerk/receptionist
	
	
	
	
	
	
	

	Other (specify)
	
	
	
	
	
	
	


*Number recommended by MOH norms

**Only count if functioning as a nurse; if an A2 is working as the pharmacist, enter only under “pharmacist.” If split, then approximate FTE in each position

B.     STAFF RETENTION:

1.a.
   Are there efforts to retain staff? 











































      ___yes        ___no

1.b.   If YES, describe briefly: _______________________________________________________
2.a.   Does staff supervision exist?



















































___yes        ___no

2.b.   If YES, for which cadres?

___Physicians

___Nurses

___Counselors

___Other (Please specify: ______________________________)

SECTION III: SERVICES AVAILABLE

A.     AVAILABILITY OF HEALTH SERVICES:



	Service
	Avail-able on site?
	If yes, #

days a week?
	If no, avail-

able by referral
	Number in last month (referred if not on-site)
	Fee?* 
	If yes, any gap in last 3 months**
	Training needs
	Guide-lines avail-able?
	Comment

	IMCI
	
	
	
	
	
	
	
	
	

	IMAI
	
	
	
	
	
	
	
	
	

	Family planning
	
	
	
	
	
	
	
	
	

	Immunizations
	
	
	
	
	
	
	
	
	

	Vitamin A for children
	
	
	
	
	
	
	
	
	

	STI diagnosis and treatment
	
	
	
	
	
	
	
	
	

	Diagnosis and treatment of malaria
	
	
	
	
	
	
	
	
	

	Insecticide treated bed net distribution
	
	
	
	
	
	
	
	
	

	HIV
	
	
	
	
	
	
	
	
	

	HIV counseling and testing (VCT)
	
	
	
	
	
	
	
	
	

	HIV care (non-ART) adults
	
	
	
	
	
	
	
	
	

	HIV care (non-ART) peds
	
	
	
	
	
	
	
	
	

	ART adults
	
	
	
	
	
	
	
	
	

	ART pediatric
	
	
	
	
	
	
	
	
	

	DOT for ART
	
	
	
	
	
	
	
	
	

	Other adherence support
	
	
	
	
	
	
	
	
	

	PEP
	
	
	
	
	
	
	
	
	

	PMTCT
	
	
	
	
	
	
	
	
	

	TB 
	
	
	
	
	
	
	
	
	

	Diagnosis
	
	
	
	
	
	
	
	
	

	Treatment
	
	
	
	
	
	
	
	
	

	DOT
	
	
	
	
	
	
	
	
	

	MDR management
	
	
	
	
	
	
	
	
	

	Chronic disease management (ex: HTN, DM, asthma)
	
	
	
	
	
	
	
	
	

	Surgery-major
	
	
	
	
	
	
	
	
	

	Surgery-minor†
	
	
	
	
	
	
	
	
	

	Emergency room 
	
	
	
	
	
	
	
	
	

	Blood transfusions
	
	
	
	
	
	
	
	
	

	Dental
	
	
	
	
	
	
	
	
	

	Eye care
	
	
	
	
	
	
	
	
	

	Malnutrition (outpatient)
	
	
	
	
	
	
	
	
	

	Malnutrition (inpatient) 
	
	
	
	
	
	
	
	
	

	Inpatient meals
	
	
	
	
	
	
	
	
	

	Social work
	
	
	
	
	
	
	
	
	

	Supportive counseling/mental health
	
	
	
	
	
	
	
	
	

	Outreach/home visits for missed appointments
	
	
	
	
	
	
	
	
	

	Health centre staff doing home visits for follow-up/disease management
	
	
	
	
	
	
	
	
	


NOTE: Maternal health listed below
   *Y: Out-of-pocket payment, M: Mutuelle co-pay required, N: Free

   **If gap, note reason in comments

†Minor surgery includes surgical procedures which do not require an operating room. Does not include dressing changes, but does include  

  incision and draining (i.e. something you need training for)

B.     WAIT TIME:

What is the average time from registration to end of the visit for:

___Routine OPD visit




  ___Do not know

___ANC visit                      ___Do not know

___HIV visit                        ___Do not know         ___Not an ART site               ___ VCT visit
C.     RADIOLOGY SERVICES:

	
	Available on site?
	If yes, number days available per week?
	Fee for service-
	Number done in last month
	IF no, Available off-site
	Number done in last month off site

	Chest X Ray
	Y   /   N
	
	Y   /   N
	
	Y   /   N

(distance_____)
	

	Other X Ray
	Y   /   N
	
	Y   /   N
	
	Y   /   N

(distance_____)
	

	Ultrasound
	Y   /   N
	
	Y   /   N
	
	Y   /   N

 (distance_____)
	


D.     EMERGENCY SERVICES:

1.a.    Available 24hours/day, 7days/week?     









































____yes         

____no 

1.b.   If NO, how many days?









































_________________
2.a.    Is there an ambulance that is available to bring patients to or from the site?








____yes         

____no 

2.b.    Available 24 hours/day, 7 days/week?









































____yes         

____no
2.c.    If YES, how many days was it not available/working in the last 3 months?









_________________ 
	

	Always 
	Sometimes
	Never
	Fee 

(If app-licable)

	Higher level facility available within 2 hours by vehicle?
	
	
	
	

	Radio/telephone/internet connection to higher level facility?
	
	
	
	

	Ambulance available to transport patient from facility to higher level facility?
	
	
	
	

	Other transport to facilities? _________________________________
	
	
	
	

	Referral form used for referral between facilities?
	
	
	
	

	Community to facility
	
	
	
	

	Referral form used from community health worker to facility?
	
	
	
	

	Ambulance available to transport from community to facility?
	
	
	
	


E.     REFERRAL NETWORK:
In the last month:

1.     How many patients were transported by ambulance from community to facility?          _______


___not available

2.     How many patients were transported from this facility to another facility? 

                 _______


___not available
F.     COMMUNITY HEALTH WORKERS (CHWs):

1.a.  Do you have CHWs associated with the facility?   






















____yes         

____no
If YES,
2.a.    How many CHWs are associated with this facility?                             ___________________________
2.b.    How many households does each CHW cover on average?












___________________________
2.c.    Do they provide any DOT for ART?

   
































____yes         

____no
2.d.    Do they provide any DOT for TB?

   


































____yes         

____no
2.e.    Who supervises the CHWs at the facility?





___________________________
    ___no supervision

3.   Referrals by CHWs

	Referrals by CHW to facility
	Number in last month
	Do not know
	Not applicable

	New HIV patients 
	
	
	

	Pregnant women
	
	
	

	Children with malnutrition 
	
	
	


G. MATERNAL AND WOMEN’S HEALTH:
1.     Availability of Services

	
	
	Comments

	Is there a fee for any maternal 
services?     
	____yes   ____no
	

	Do you do routine deliveries?
	____yes   ____no
	

	Do you have C-sections available on site? 
	____yes   ____no
	

	If yes, are they available 24 hours/day and 7 days/week?
	____yes   ____no
	

	If not always (or never) available on site, how do women access C-sections?
	____Ambulance to higher level  

         facility

____Own/other private transport to 
         higher facility

____Other (________________)

____No access

____Do not know
	What is the amount of time that women travel to the other facility for a C-section?

	Maternal Health Utilization in the last month:
	Number/percent
	

	1st/2nd/3rd/4th  CPN visits
	
	

	What was the number of new prenatal visits in the last month?
	
	Number in 1st trimester

	What percent were tested for HIV?
	
	

	What is the number of deliveries at the facility?


	_________Normal

_________C-section

_________Other
	

	What is the number of deliveries referred to another facility?
	
	

	Of these deliveries done at the HC , how many were born alive and alive at 24 hours
	
	

	Number in the catchment area who delivered at home in the last month? 
	
	

	What percent of women who delivered in the last month have had all 4 prenatal visits? 
	
	

	What is the percent of women who delivered in the last month who had a postnatal visit?
	
	

	PMTCT
	
	

	Number  HIV (+) pregnant women in the last month started on ART (3 drug)
	
	

	Number  HIV (+) pregnant women in the last month started on PMTCT prophylaxis
	
	


2.     Do you track the % of pregnant women who get 

	
	Track (Y/N)
	If YES, % in last month

	Iron?
	
	

	Malaria prophylaxis?
	
	

	Vitamin A?
	
	


3.     Are guidelines available for PMTCT? 
























____yes         

____no            _____not available
4.     What are training needs for antenatal care and PMTCT? ________________________________________________
H.     FAMILY PLANNING (FP):

1.a.     Do you offer family planning counseling and services?




























____yes         

____no

If YES, 

1.b.


 What is the number of women served in the last month?


















New:
 _________   Total:__________
1.c.



What is the number of men served in the last month?













            New:
 _________  Total:__________
2.



  Number of condoms distributed in the last month


































_________

3.       Is there a fee for FP services?






















































  

____yes         

____no
SECTION IV: OVERALL UTILIZATION IN LAST MONTH:
Please identify data source used to complete this section:

___Verbal report

___EMR

___Logs

___Facility report

A.     GENERAL CONSULTATIONS:

	GENERAL CONSULTATIONS


	Total number of visits?

	Children (< 1 year) 

	

	Children (1-4 years)
	

	Children (5-14 years)
	

	Adults (excluding pregnant women)
	

	Chronic disease management                               (not HIV/AIDS or TB) *
	

	Pregnant Women
	

	Family Planning Clients 
	

	Hospitalizations (children)
	List top 3 causes (in order):

1. ____________________________________

2. ____________________________________

3. ____________________________________



	Hospitalizations (adults)
	List top 3 causes (in order):

1. ____________________________________

2. ____________________________________

3. ____________________________________



	Emergency/casualty visits (list 0 if not available)
	

	Total
	


*include hypertension, asthma, cardiac disease, diabetes, epilepsy

B.     DISEASE SPECIFIC VISITS FOR CHILDREN:

Number of children seen in the last month for:

_________Malnutrition

_________Diarrhea

_________Malaria

_________Respiratory infections

C.     HIV:
	HIV Services
	Total number in last month

	New visits adults
	

	New visits pediatrics (exposed or infected) 
	


D.     TB (put in NA if not available on site):

	Tuberculosis Services  
	Total number in last month

	Number of new TB patients started on treatment 
	

	Number of retreatment TB patients started on treatment 
	


What are the rates in last year of?

1.     TB patients cured? (MoH definition)






____________          
_____do not know
2.     TB patients completed therapy? 




          ____________         
 _____ do not know

E.     MEASURES OF INTEGRATION (In last month):
	HIV testing

	Number of HIV tests
	Number positive

	In outpatient/primary care 
	
	

	Via inpatient services
	
	

	In TB clinic
	
	

	HIV Care
	% Screened/receiving
	% Positive

	 HIV patients screened for TB 
	
	

	 HIV patients receiving family planning counseling
	
	N/A


F.     NUTRITION/MALNUTRITION:
1.     Who gets food supplements currently at the facility? (check all that apply)

____All children who meet site criteria (describe______________________________)
____All adults who meet site criteria (describe______________________________)
____HIV who meet site criteria (describe______________________________)
____TB who meet site criteria (describe______________________________)
____Other (specify)

        No one 

2.     How many children were treated for malnutrition in the last month?











 
______  (take from above)
3.     How many households received food supplements in the last month?











______
        What was the most common reason for food supplements for the households?   ______________________________

4.a.   Do you have a space for food storage? 








































____yes         

____no













4.b.   If YES, is it secure? 




























































____yes         

____no
4.c.   Is it large enough to meet current needs?     


































____yes         

____no
SECTION V: HEALTH MANAGEMENT INFORMATION SERVICES

A. PATIENT RECORDS MANAGEMENT:
1.a.   Aside from Mutuelle information, does the facility keep longitudinal records for any patients? 
____yes         

____no
1.b.   If YES, for which patients? (check all that apply)

____All

____HIV 

____TB

____Chronic disease

____Inpatients

____Other   (Please Specify: _____________________)

2.     How are on-site records organized?

_____By name

_____By a number

_____Other

_____No system

B.     IS THE RECORD ROOM:

	
	YES/NO

	Adequate storage for current patients?
	

	Adequate storage for expansion?
	

	Secure?
	


1.a.     Does the site keep any patient clinical data electronically? 
















    


  ____yes         

____no
1.b.     If YES, which patients’ data? (check all that apply)

____All

____HIV 

____TB

____Chronic disease

____Inpatient

____Mutuelle
____Other 




(Please Specify: ____________________________________________)

2.       Please list the databases used: ________________________________________

____Clinical care

____Reporting

____Other M and E

____QI

____Mutuelle billing

____Patient registration          
____Other:                (Please Specify: _______________________________________)

3.a.    Do clinicians have access to the electronic record during consultations? 








____yes         

____no
3.b.    If YES, for which patients? (check all that apply)

____All

____HIV 

____TB

____Chronic disease

____Other   (Please Specify: __________________________)
c.     Monitoring & Evaluation AND QUALITY MANAGEMENT:

1.a.    Who is responsible for reporting to the district for health service numbers? (list by title)









1)   ____________________________________________









2)   ____________________________________________

1.b.    Are these done (check all that apply)


____Manually from paper?


____Manually from paper to computer?


____Only by computer?

2.     How many reports does your facility produce in a quarter?



_________

3.     Where are there areas for strengthening M and E?                   _______________________________________

D.     QUALITY IMPROVEMENT:

1.    Do you participate in Performance based financing?


































    ____yes         

____no
2.    Do you have a team or person responsible for measuring and improving quality? 





____yes         

____no
SECTION VI: PATIENT AND COMMUNITY EDUCATION:

1.

Health education talks given in the last month):

	
	Facility-based Group Discussions
	Community
	Other

	Child health
	
	
	

	Reproductive health
	
	
	

	Personal hygiene
	
	
	

	Environmental hygiene
	
	
	

	STI/HIV/AIDS
	
	
	

	
	
	
	


2.a.

Does the site do school-based health education?                                ____yes         

____no
2.b. Observe: Are there health education materials available at the site? (check all that apply)



____posters



____written materials



____video

SECTION VII: LAB SERVICES

A.   QUALITY CONTROL:






Does the lab have a quality control program? 











































 ____yes         

____no
B.     EQUIPMENT:

1.a.   Has there been any breakdown of lab equipment in the last 3 months? 















____yes         

____no
1.b.  If YES, please list type and duration:

	Machine type
	Duration of breakdown
	Comments

	
	
	

	
	
	

	
	
	

	
	
	


2.     Do you have a maintenance plan for all lab equipment?







____yes all 









____yes some 











____no
3.a.   Has there been any stock-out of reagents in the last 3 months?  





















    ____yes         

____no
3.b.   If YES, please check the reasons:

____Ordered but not received (any or full amount)

____Did not order

____No funds

____Other      (Please Specify: ________________________)

____Unknown

4.a.   Has there been any stock-out of other supplies in the last 3 months? 

	
	Y/N

	Gloves
	

	Needles for phlebotomy
	

	Blood tubes
	

	Other (Please specify: _______________________)
	


4.b.   If YES, please check the reasons:

____Ordered but not received (any or full amount)

____Did not order

____No funds

____Other       (Please Specify: ____________________)

____Unknown

C.     LAB SERVICES:

1.      How many days per week is phlebotomy available?


______

2.      How many days per week is phlebotomy for infants and young children (< 5) available?


______

3.       Available Laboratory Services 
	LABORATORY SERVICES
	Avalable on site?

(Y/N)
	If YES, any interruption in last 3 months?
	If YES, reason*
	Fee for service? (Y/N)
	If not on-site, available by transport of specimens?
	Total Performed in last month
	Total Positive/

Abnormal Tests 

	Malaria smear
	
	
	
	
	
	
	

	Smear microscopy for TB
	
	
	
	
	
	
	

	HIV rapid test
	
	
	
	
	
	
	

	Infant HIV test
	
	
	
	
	
	
	

	Syphilis test
	
	
	
	
	
	
	

	Pregnancy test
	
	
	
	
	
	
	

	CD4 test
	
	
	
	
	
	
	N/A

	LFTs
	
	
	
	
	
	
	

	Hb
	
	
	
	
	
	
	

	Gonorrhea 
	
	
	
	
	
	
	

	Urinalysis
	
	
	
	
	
	
	

	Creatinine
	
	
	
	
	
	
	

	Blood glucose
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	


   *M: machine breakdown; R: reagent stock-out; S: staffing problem; O: other

D.





LAB INFORMATION:

1.a.     Are laboratory results stored electronically?






















____yes 


____no

1.b.     If YES, for which results? 








































________________________________ 

2.a.     Are lab results communicated electronically to clinicians?






____yes 


____no

2.b.    If YES, for which results?                             






















________________________________ 
SECTION VIII: PHARMACY
A.




PRESCRIPTION DRUG DISPENSATION 

1.       How many days per month are medications dispensed at this facility? ______________________________

2.       Who dispenses the medications? (check all that apply)

____Pharmacist

____Pharmacy technician

____Nurse

____Other



(Please Specify: _______________________)

3.a.    Does this differ depending on the type of medication (TB, HIV, other)?       ___yes        ___no
3.b.    If YES, please comment: _________________________________________________________________
4.a.    Who is in charge of monitoring stock (inventory, reordering etc)?  
________________________________

4.b.    Who do they contact if there is (or will be) a stock out? 

________________________________________

5.       Is the pharmacy secure (bars on windows, locks on doors)?  
















 ___yes        ___no

B.



LOGISTICS MANAGEMENT INFORMATION SYSTEM: 
1.


How are medication stocks tracked? (check all that apply)

____Bin cards

____Site database

____Electronic Logistics management information system (LMIS)

____Paper log

____Other     (Please Specify: ______________________)

____Not tracked

Transport for medications: 

2.



How are medications delivered to the facility? (check all that apply)

____Facility sends transport

____Supplied from district or central pharmacy

____Other     (Please Specify: _______________________)

3.a.


Availability of Medications and Supplies

	Medications and Other Supplies
	Available

On-site
	Fee for service
	Available for the entire last 3 months?

(i.e. available and no stock-outs)

	
	(Y/N)
	(Y/N)
	YES
	NO

	Amoxicillin
	
	
	
	

	Cotrimoxazole
	
	
	
	

	Iron/Folic Acid
	
	
	
	

	Paracetamol
	
	
	
	

	ORS
	
	
	
	

	First line antimalarial  (______________)
	
	
	
	

	First line adult antiretrovirals (if ART site)
	
	
	
	

	First line pediatric antiretrovirals (if ART site)
	
	
	
	

	PMTCT ARVs
	
	
	
	

	First line Tuberculosis drugs (RHEZ)
	
	
	
	

	Depo-Provera
	
	
	
	

	Condoms
	
	
	
	

	Antihypertensive (any)
	
	
	
	

	Insulin
	
	
	
	

	Benzathine Penicillin
	
	
	
	

	Doxycycline
	
	
	
	


3.b.

If YES to any stock-outs, please check the reasons:

____Ordered but not received (any or full amount)

____Did not order until ran out

____No funds

____Other 




(Please Specify: _____________________)

____Unknown
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