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1 Introduction
Interest in the measurement of the performance of health facilities (hospitals, clinics or individual practitioners) has grown in recent years due to both a desire to improve efficiency and due to concerns that variations in performance result in unequal access to good quality care.  There is also a belief that in poor performing health systems the care is universally poor when in reality there are often significant differences in performance at a facility level.
The ability to distinguish high performing facilities from low performing ones, particularly those that operate within the same context, provides an opportunity to better understand the determinants of good performance.  In addition, performance ranking and benchmarking are potential instruments for quality improvement in their own right and can help with performance reviews and reward/sanction systems.
The Programme to Revitalise Routine Immunisation Northern Nigeria, Maternal, Newborn and Child Health initiative (PRRINN-MNCH), is a donor-funded programme designed to strengthen and improve the quality of essential primary health care, with a particular focus on routine immunisation services for children. The programme has been operating for about three years in four states: Jigawa, Katsina, Yobe and Zamfara. 

During the course of its work PRRINN-MNCH conducted a number of surveys intended to measure the quality of care in individual health facilities. One of the tools they used is the Peer and Participatory Rapid Health Appraisal for Action (PPRHAA)
.  It was observed that the results varied significantly from facility to facility, suggesting the existence in this area of both good and poorly performing clinics. 
In order to understand the reasons for this an exploratory study was designed to develop and test a more robust methodology for measuring the level of performance and for understanding the factors responsible for that variation in performance. This required a two-step process. First, it was necessary to reliably measure performance; second, it was necessary to collect and analyse data on the determinants of performance.

This paper describes and presents this study.  We first describe the conceptual framework used to relate ‘clinic performance’ to the ‘determinants of clinic performance.’ We then describe the scope of this study and the methodology used to collect and analyse data.  Next we present the findings of the study. Finally, we discuss the study and direction of travel for further research into the variation in performance levels amongst health facilities in low and middle income countries.
2 Conceptual Issues
Performance can be understood as the accomplishment of a given task measured against preset standards of accuracy, completeness, cost and speed.  There have been few studies aimed at understanding the variations in performance amongst health facilities in low and middle income countries. However, those that exist illustrate the difficulties of measuring and understanding the determinants of performance. 

One study by JHPIEGO
 examined a selection of “high-performing reproductive healthcare facilities” in Kenya and identified the following five factors as being important: 

· motivation;

· knowledge and skills; 

· infrastructure, equipment and supplies; 

· leadership and management systems; and 

· client and community focus.
In addition to sharing these factors the facilities were identified as displaying “organisational resilience” in that they “had mechanisms in place to help them achieve their goals and, at the same time, effectively innovate and adapt to rapid and turbulent changes.”

The same study grouped these performance factors into three dimensions:

· Being abled - supplied with or having sufficient ability, knowledge and skills, also known as ‘know-what’ and ‘know-how’;
· Being enabled - supplied with or having the means, resources, and/or opportunity, including supervision, infrastructure, equipment, supplies, and effective management and leadership or ‘know-why’; and
· Being motivated - supplied with or having incentive or motivation or ‘care-why.’ 
This example illustrates how any level of performance is the result of inter-acting factors operating at multiple levels within a complex system. Being ‘abled’ is concerned with capabilities at the level of the facility or individual, whilst being ‘enabled’ is more concerned with external factors that are necessary to allow individual health workers and facilities to function optimally.  It can be argued that ‘care-why’ is the most important factor as it can overcome many of the other problems.  It is, however, often neglected in capacity building programmes and systems strengthening initiatives.  Overall these factors focus on inputs and processes and it is implied that once the facility functions optimally it is performing which may not be the case.  

There are also difficulties and challenges in measuring performance. Individual health workers and facilities perform a range of different functions; performance may be good in terms of some functions but poor in terms of others.  Quality or good performance may also be defined from different perspectives; for example a users’ perspective on quality may differ significantly from that of a doctor or nurse. 
Another challenge is around the construction of standards.  It is not always clear what that preset standard should be and standards may be set in relative or absolute terms. A clinic which is performing poorly against a set of absolute standards may be performing well relative to other clinics operating in the same context.  The importance of context with regards to the determinants of performance implies a need to use both locally tailored and universal standards of performance.
A final consideration concerns data. In many settings even basic data on services and activity are incomplete, inaccurate or unavailable.  Data on the actual quality and effectiveness of care are even less available. Accurate and valid measures of clinic performance therefore often require primary data collection. However, primary data collection can result in a Hawthorne effect, whereby performance-related data is altered or modified as a consequence of external evaluation and observation.  In order to minimise this effect, primary data collections may need to be conducted in a way that is rapid and unanticipated by clinic staff.  If the measurement and assessment of clinic performance is to be in any way institutionalised within health systems as a routine or regular strategy for quality improvement and management, primary data collection should also be relatively low cost and uncomplicated.  
Our study was aimed at developing a methodology that would be operationalised as a non-academic exercise.  From the outset we were concerned with performance at the level of the health facility, not at the level of the individual health worker.  We defined the clinic as the primary unit of study.  Clinic performance was conceptualised in terms of three dimensions: ‘activity’, ‘productivity’ and ‘quality’. Activity consisted of: the quantity of activity; the volume, range / breadth of different types of activity; and their availability in terms of clinic opening times. Productivity was measured crudely in terms of selected simple staff: activity ratios. Quality was measured in terms of a number of indicators related to clinical staff knowledge; good prescribing; continuity of care; and cleanliness and safety. Our study did not include a patient perspective of quality and no data were collected from patients or the public.
When it came to defining the determinants of clinic performance we drew from a variety of sources of information and knowledge.  The first was from a rapid literature review of studies of health clinic performance in low-income countries.  The second was from some of the generic textbook literature on organisational performance and the third was from firsthand experience of working in health clinics in low-income settings.  

A distinction was made between intrinsic and extrinsic determinants of clinic performance.  Intrinsic determinants were defined as factors that were mainly located within the clinic itself or were features of the clinic.  These included the following:

· Staffing levels / skills mix / experience / continuity. Having sufficient staff with a good skill mix should lead to higher quality care and confidence of the population in the clinic;
· Staff motivation and morale. Staff who are more motivated with higher morale are likely to result in higher patient satisfaction and lower staff absenteeism;
· Clinic management / leadership. Good clinic management and leadership should result in better motivated staff and better management of supplies of medicines; and
· Quality of physical infrastructure (water, electricity, physical space, etc). Poor quality infrastructure is likely to act as a deterrent to patients needing care.
Extrinsic determinants were those considered to be external to the clinic and included:
· The geographic/ topological features of the immediate surroundings. These may be relevant if the catchment population is dispersed or if getting to the clinic is difficult resulting in reduced utilisation;
· External support and supervision. Effective supportive supervision is believed to be an effective intervention for improved clinic performance;
· Provision of supplies and medicines/vaccines. An adequate stock of medicines and vaccines is usually determined by the existence of an effective system of procurement and supply; and
· Engagement of community.  Community engagement should act as a source of support and public accountability which can lead to better and more appropriate service provision.
The boundary between intrinsic and extrinsic determinants is not well demarcated; levels and mix of staffing, for example, though classified as intrinsic factors are also strongly determined by factors that lie beyond the control of the clinic.

3 Methodology
3.1 Study site

The study took place in Jahun Gunduma in Jigawa state in north-eastern Nigeria.  Jigawa State was created in 1991 and according to the 2006 Population Census has a population of approximately 4,348,649.  In 2002 an appraisal of selected health facilities found that the health system had become dysfunctional; health facilities were not providing services as expected and the approach to service provision was fragmented. This triggered a process of major reform aimed at putting in place systems for improving service delivery at facility level including the adoption of a decentralised health system, commonly called the Gunduma Health System (GHS), in 2007.  
The GHS is backed by legislation by which the implementation of service provision activities has been devolved from policy formulation and other stewardship responsibilities. The State Ministry of Health is responsible for policy, regulation, coordination and resource mobilisation. The GHS has responsibility for service provision but, because of its semi-autonomous nature, has the authority to enter into contractual arrangements. Due to unforeseen circumstances the implementation of the GHS was stalled and it was not until 2009 that critical decisions to operationalise the system were taken. 
3.2 Selection of Gunduma and clinics 
The study was conducted in a single Gunduma.  The selection of a single Gunduma was deliberate and helped to control for some contextual factors that might influence performance at the clinic level. The reason for this was that from the outset PRRINN were especially interested to understand the determinants at the clinic level (i.e. the intrinsic determinants) that were responsible for variations in performance.  
Within the Gunduma, clinics were selected purposively.  A mix of high and low performing facilities were identified based on their performance ranking scores from the previous PPRHAA survey, the number of outpatient attendance as contained in the Health Management Information System (HMIS) records of the facilities and local knowledge on the performance of facilities.  The clinics that had high PPRHAA scores, high outpatient attendance and were considered locally to be high performing were classed as such, while those with the reverse were classified as low performing.  The four highest and four lowest performing clinics were selected and, in alphabetical order were: 
1. Aujara clinic

2. Dangyatin clinic
3. Harbo clinic
4. Idanduna clinic

5. Jahun Urban Maternity clinic
6. Sansani Health clinic
7. Takalafiya Health clinic

8. Zareku Health clinic
3.3 Data collection

It was decided at the outset that primary data collection would be limited to that which could be collected from a single visit to a clinic by two field researchers. Data were collected using five structured tools, provided in Appendices 1-5, which were as follows:

A – Routine data e.g. activity, geography, topography;
B – Interview with Officer in Charge;
C – Interview with PHC worker;
D – Checklist for direct observations; and
E – Self-administered staff questionnaire knowledge, morale and motivation.
Two field researchers (MR and MI) unconnected to PRRINN were used to collect the data from each clinic. They were not aware of which clinic was considered to be high or low performing by local PRRINN staff.  Data were collected using a mix of the following methods:

· Direct observation;

· Semi-structured individual interviews of the officer-in-charge;

· Self-administered surveys of all other available staff; and

· Review of available records and registers.

The data collection tools were piloted in two clinics that were not involved in the study (Kiwaya and Sakwaya) on the 4th and 5th December 2009 prior to the full study which took place between the 7th and 14th December 2009. Each researcher collected the same data in each clinic to ensure consistency. MR carried out the interview with the Officer-In-Charge and collated the routine data; MI carried out other interviews and all direct observation. An explanation of the self-administered questionnaire was given to each staff member and consent gained. Where staff could not speak English, or had difficulty understanding the questions, they were assisted by the researchers in completing the questionnaire. Data for each clinic were entered into an Excel spreadsheet immediately after each field visit.

3.4 Measure of performance

In order to develop a composite measure of performance a number of indicators were listed for each of the three dimensions of performance that were described above. This listing of indicators took into account the availability, reliability and completeness of data. Some data were not available meaning that some indicators of performance could not be measured. In particular it was not possible to collect robust data on the quality of clinical care.  Routinely collected data were also frequently incomplete.  A judgement had to be made about which data could be used to construct indicators and measures of performance.  
Each clinic was given a score for each indicator, using a scoring system that was kept deliberately simple (0, 1 and 2) with thresholds for each score set by DM, SC and MR.  Weighting was applied to some indicators based on a subjective assessment of their accuracy, validity and salience.  Where data was more than 50% incomplete no points were awarded in reflection of the fact that poor data quality is an indicator of poorly performing clinic.  The scores were then aggregated to produce a single composite measure of overall performance.  
This process of constructing a scoring system was then repeated a second time by DM and JH after several weeks had passed to allow a second fresh look, and recognising the fact that a large element of judgement was used in the selection and weighting of indicators.  This scoring system is shown in Appendix 6.  Sensitivity analyses indicated that the eventual ranking of clinics was fairly robust and resistant and did not alter as a result of reasonable changes to the scoring and weighting system.
3.5 Determinants of performance

After the scoring on performance was complete the two lowest and two highest performing clinics were selected.  We then compared the determinants of performance for these two sets of clinics.  No statistical methods comparing the clinics on the determinants of performance were undertaken for the purposes of this report. 
Data collected on the potential determinants of performance consisted of a mix of qualitative and quantitative data on the intrinsic and extrinsic determinants previously outlined.  The full list is included in Appendix 7 with a brief description of how the data were converted into scores.  The data were compiled from a combination of all the data collection tools used.  For each potential determinant DM and JH agreed the indicator, thresholds and the scoring system.  Again the system was kept simple with scores of 0, 1 and 2 used with some indicators being weighted.  Negative scores were possible for some of the indicators.
3.6 Limitations
This study deliberately limited the primary data to that which could be collected by 2 people in one day to make the tool feasible for routine use.  However, the main limitation of this study was the lack and poor quality of routine data. There were many data missing and considerable variability between what each of the different clinics collected, making comparisons between clinics problematic. Comparison, in the form of performance ranking and benchmarking are, however, required for quality improvement.  In addition, in some clinics a high percentage of staff were not present on the day of the visit, although a number of clinics did try and mobilise absent members of the team to come to the clinic while the field researchers were there. That some clinics knew of the intended visit may have influenced the results as these clinics may have prepared in advance and therefore had better results.  
A further major limitation is that we did not include either an assessment of quality from the patient’s perspective, arguably those who are in the best place to assess it, or any observation of direct patient care.  This was because of time and resource constraints. 
4 Findings
4.1 Level of performance 
Based on the scoring system we devised, our study found a range of performance scores across the eight clinics from 24 to 55 points out of a possible total of 80 (see Figure 1)
.  This gives a range of scores from 30% - 69%.
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Figure 1  Graph showing each clinic’s overall performance score and score on each domain
As shown in Figure 2 the 95% confidence intervals for these scores indicate that, at the level of p<0.05, clinic H is a statistically significantly lower performer than clinics A and B.  Clinic B is also a significantly better performer than clinics C and D.   The two highest and two lowest performing clinics were the same as had been found by the PRRHAA methodology.
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Figure 2 Performance score for each clinic with 95% confidence intervals shown
4.2 Determinants of performance

The second stage of the study involved studying the differences between the two lowest (D and H) and highest scoring clinics (A and B). These clinics’ performance is detailed in Table 1.
	 
	A
	B
	D
	H
	Possible

	Activity
	21
	22
	9
	9
	30

	Productivity
	3
	9
	6
	0
	12

	Quality
	22
	24
	18
	15
	38

	Total
	46
	55
	33
	24
	80


Table 1 Breakdown of performance scores for clinics A and B (high performing) and D and H (low performing
The scores allocated to each clinic for the determinants of performance resulted in the same ranking among these four clinics as was seen on the performance measure although the differences were less marked, as can be seen in Figure 3.  These differences were not statistically significant as shown by the 95% confidence intervals.
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Figure 3 Scores and 95% confidence intervals for the determinants of performance at each clinic

Table 2 details the scores for the determinants of performance of the four clinics.
	
	
	A
	B
	D
	H
	Potential

	Intrinsic determinants
	 Staffing
	4
	2
	-1
	3
	9

	
	 Staff motivation and morale
	24
	24
	27
	29
	38

	
	 Clinic management / leadership
	20
	24
	20
	10
	33

	
	 Quality of physical infrastructure
	2
	1
	1
	1
	4

	Extrinsic determinants
	 Geographical context
	2
	4
	3
	6
	6

	
	 Support and Supervision
	2
	2
	3
	-2
	7

	
	 Community engagement
	3
	3
	3
	3
	3

	
	 Total
	57
	60
	56
	50
	100


Table 2 Breakdown of determinants of performance scores for clinics A and B (high performing) and D and H (low performing)
Inspection of the data for these clinics showed several items where there were clear differences between the high and low performing clinics.  Firstly, the high performing clinics had much more adequate levels of staffing, though only one met the World Health Organization’s recommended level of 100 nurses per 100 000 population. However, staff at all clinics tended to say that inadequate staffing levels interfered with their ability to do their job. Secondly, staff at the high performing clinics were much less likely to say that they wanted to leave their jobs (2 out of 18, 11%) than those at the low performing clinics (2 out of 4, 50%).  Thirdly, both high performing clinics had regular formal meetings and facility health improvement plans whereas neither of the low performing clinics had either of these.  Finally there were several trends noted.  There were tendencies for staff in the poorer performing clinics to report higher levels of stress, for the officers in charge of higher performing clinics to have higher levels of qualifications and for staff in higher performing clinics to report that they are more likely to be praised for work they do well. 
There were no clear differences observed between the high and low performing clinics in terms of any of the other determinants assessed.  Notable negatives include: the presence of a high grade clinician (no clinics had a doctor); the average length of time staff members had worked at the clinic; the availability of water and electricity (availability was uniformly poor); the frequency of external supervision; and the opinions of staff on clinics leadership (with the exception of praise).  All clinics achieved full marks for community involvement.
5 Discussion
Although the lack of routine data as well as the non-inclusion of patient-experience data means that the measure of clinic performance used in this study is limited, we believe that the methodology is robust enough to differentiate between high and low performing facilities. The measure of performance developed in this study gave statistically significant differences between the two best and the one worst performing clinics, and gave a good range of performance scores across its scale. 
Being able to measure clinic performance through an objective and independent methodology that is also relatively inexpensive could be of potentially enormous benefit to the Nigerian health system. Although any such measure would not be precise, and would furthermore reflect only a partial measure of overall performance, it could be used to track progress and improvement in performance over time, as well as to help flag up those clinics which may require particular attention and support.

Although the results for the determinants of performance for the clinics shows the same overall pattern as the measure of performance, which is reassuring, the differences between the clinics became much less marked. There are a number of potential reasons for this. The first is that all the clinics belonged to same Gunduma. They are therefore likely to have a similar pattern of extrinsic determinants. It is likely that a selection of clinics from different Gundumas would reveal greater differences.
Another explanation concerns the inadequate validity of the indicators selected to measure ‘determinants of performance’. For example all clinics scored full marks on the community engagement component as measured by the indicators used in this study. However, the indicators used only assessed the presence of a health facility committee with community involvement and not its level of functionality or effectiveness which may have varied between clinics.  Additionally, potentially important variables may have been missed.  For example, we did not assess the clinic leader’s relationship with the local and more central authorities which may be a strong influence on the level of resources the clinic receives.
Analysis of the results was hampered by the paucity of data, particularly with the lower performing clinics. For example, due to the lower staffing levels in these clinics only one staff member at clinic D and three at clinic H completed the staff knowledge, motivation and morale questionnaires compared to a total of 18 at clinics A and B combined. The greater number of responses at the higher performing clinics means that the results for these clinics are less affected by extreme views whereas those at the lower performing clinics, and clinic D in particular, are much more prone to the skewing effect of an extreme response.  Moreover the researchers in the field had concerns that members of staff were copying each other’s answers.  There is also the possibility of bias in that staff members may have been reluctant to criticise their supervisor or may have put what they wished to be the case or what they thought the researchers wanted to hear.  
The use of a number of indicators asking a similar question highlighted some inconsistencies in staff’s responses. For example staff at all clinics said that a lack of resources interfered with their ability to do their job and yet staff at three of the four clinics said that their supervisor ensured they had adequate supplies. The combination of these factors may explain why the low performing clinics appeared to do so well on the staff motivation and morale components when this may not have been expected to have been the case in reality. 
6 Conclusion

The tools developed here appear to measure clinic performance reasonably well and provide a good start for assessing and measuring the ‘determinants of performance’ at the level of the clinic. This is important if measures of clinic performance are to be translated into strategies and plans aimed at improving performance. Although clinic performance measurement might provide a useful catalyst for performance improvement in its own right, in settings like northern Nigeria where there are so many systemic problems and deficiencies, there is also a need to consider more upstream measures of the ‘determinants of performance’.

However, more work is needed to validate these tools and the indicators, thresholds and scoring used by them and to modify these where necessary. This should be carried out on a larger number of clinics across a larger number of Gundumas. Furthermore the indicators used in these tools relate mostly to inputs and processes with less attention paid to outputs and none to outcomes or patient satisfaction.  Future work should look to relate the measures used by these tools to improved health outcomes, where possible, to include patient satisfaction and to validate the overall score against tangible products of performance or pre-set targets.
Despite the short comings that have been discussed above there were still a number of factors that would appear to contribute to the overall level of performance of a clinic.  These include having adequate staffing levels, having regular formal team meetings, the presence of a facility health improvement plan and some qualities of the Officer in Charge such as higher levels of qualification and praising staff when they do well.  These factors combined probably contribute to the fact that staff feel less stressed which in turn makes them less likely to want to leave their jobs.

This work has developed a tool to assess clinics’ performance and a tool to study the determinants of performance that can be used on data that can be collected by two people in one day.  The tools developed and used in this work are therefore feasible options for use in under-resourced settings, subject to further testing and validation.
1 Appendix 1 – Form A:  Routine data
Form A

Routine data

Name of PHC facility:





Date:




Service utilisation - evidence of demand for care

	
	Nov
	Oct
	Sept
	Aug
	July
	June
	May
	Apr
	Mar
	Feb
	Jan
	Dec

	Total OPD attendances
	
	
	
	
	
	
	
	
	
	
	
	

	Antenatal bookings
	
	
	
	
	
	
	
	
	
	
	
	

	Total ANC attendances 
	
	
	
	
	
	
	
	
	
	
	
	

	OPV1 (number of vaccinations)
	
	
	
	
	
	
	
	
	
	
	
	

	OPV3(number of vaccinations)
	
	
	
	
	
	
	
	
	
	
	
	

	DTP1 (number of vaccinations)
	
	
	
	
	
	
	
	
	
	
	
	

	DTP3 (number of vaccinations)
	
	
	
	
	
	
	
	
	
	
	
	

	Measles 1 (number of vaccinations)
	
	
	
	
	
	
	
	
	
	
	
	

	Total under-five visits
	
	
	
	
	
	
	
	
	
	
	
	

	HIV tests 


	
	
	
	
	
	
	
	
	
	
	
	

	How many family planning clients have been seen in the last month?
	
	
	
	
	
	
	
	
	
	
	
	

	New TB cases 
	
	
	
	
	
	
	
	
	
	
	
	

	How many deliveries have there been in the last month?
	
	
	
	
	
	
	
	
	
	
	
	


Geography and topography

What is the estimated catchment population?

Describe source and reliability of this information

What proportion of catchment population is within 5 km?

Describe source and reliability of this information

What proportion of catchment population is within 10 km?

Describe source and reliability of this information

Describe degree of remoteness / population density etc
Is the PHC close to a road?

What is the general condition of the road during the rainy season?

What is the general condition of the road during the dry season?

Is distance and poor physical access considered to be a significant barrier for the catchment population?

What is the distance of the nearest hospital?

Socio-economic features of community

Ask about the following:

Demographic features / Rural-urban / Ethnicity / Employment and economic activity / education and literacy levels / Security and safety / Significant issues facing the community

2 Appendix 2 – Form B:  Interview with the Officer in Charge
Form B

Interview with Officer-in-charge

Availability of services

Opening hours

What are the opening hours of the clinic? 

Fill in table below to mark out normal opening hours. Indicate if the clinic is available for emergency cases after normal opening hours.

	
	Morning
	Afternoon
	After hours

	Mon
	
	
	

	Tues
	
	
	

	Wed
	
	
	

	Thurs
	
	
	

	Fri
	
	
	

	Sat
	
	
	

	Sun
	
	
	


We understand that due to staffing and other constraints, the clinic isn’t always able to open during its normal working hours. We would now like to ask, what were the actual opening hours of the clinic during the last seven day? 

	
	Morning
	Afternoon

	Mon
	
	

	Tues
	
	

	Wed
	
	

	Thurs
	
	

	Fri
	
	

	Sat
	
	

	Sun
	
	


Routine immunisation 

How many days / mornings/ afternoons per week is routine immunisation available?

Fill in table below to mark out the times when RI is available


	
	Morning
	Afternoon

	Mon
	
	

	Tues
	
	

	Wed
	
	

	Thurs
	
	

	Fri
	
	

	Sat
	
	

	Sun
	
	


Are all antigens available weekly?

	OPV
	

	DTP
	

	Measles
	

	BCG
	

	HPV
	

	TT
	

	Yellow Fever
	


For children who attend for an acute problem (e.g. diarrhoea of chest infection), are immunisations offered opportunistically?

ANC

Is there a trained midwife in this facility?

If yes, ask what role she plays in the clinic and what services she provides

How many days / mornings/ afternoons per week is routine antenatal care available?

Fill in table below to mark out the times and indicate who provides the service


	
	Morning
	Afternoon

	Mon
	
	

	Tues
	
	

	Wed
	
	

	Thurs
	
	

	Fri
	
	

	Sat
	
	

	Sun
	
	


Voluntary Testing and Counselling for HIV (VCT)

How many days / mornings/ afternoons per week is VCT available?

Fill in table below to mark out the times when VCT is available


	
	Morning
	Afternoon

	Mon
	
	

	Tues
	
	

	Wed
	
	

	Thurs
	
	

	Fri
	
	

	Sat
	
	

	Sun
	
	


What kind of test is provided (e.g. rapid on-site testing or not)?

How many staff have been trained to provide VCT?

Is HIV considered to be a problem in the area? What is the estimated HIV prevalence rate?

Family planning 


How many days / mornings/ afternoons per week is FP available?

Fill in table below to mark out the times when VCT is available


	
	Morning
	Afternoon

	Mon
	
	

	Tues
	
	

	Wed
	
	

	Thurs
	
	

	Fri
	
	

	Sat
	
	

	Sun
	
	


What kinds of family planning methods are available (check to verify)?

How many family planning clients have been seen in the last month and what kinds of methods were provided? 

Are high fertility rates a problem in the area? What is the estimated birth rate here?

TB

How is TB diagnosed?

Describe if sputum tests and CXRs are done, and if so, how and where?

Is there a DOTS programme and if so, how is compliance/adherence established?

Ask the OIC to describe in detail they way individual TB patients are managed and how they check on treatment adherence and get conformation of a cure.

What is the TB treatment completion rate?

Check to see if there is a reliable system for calculating this

Outreach services


Do clinic staff conduct any outreach services in the community?

Ask OIC to describe what kinds of community-based outreach or health promotion services they provide. Describe this in as much detail as possible. Be sure to make a distinction between immunisation services and other health promotion activities.

Detail the outreach services conducted in the community in the last month:

Describe what was done and by whom


What systems exist for hard-to-reach communities in your catchment area?

Drug Revolving Fund (DRF) and Free MCH

Is there a DRF currently?

If yes, ask for a description of how the DRF is managed and how well it is going. Ask specifically about the following:

· is there a Deferral and Exemption Scheme? 

· is there a Facility Health Committee helping to manage the DRF?

· is there a facility bank account for DRF income?

· are there income and expenditure statements?

If there is no current DRF, ask if there has there been a DRF over the last five years and what happened each time.

Are Maternal and Child Health services provided free?

Describe of there is a state policy on this and whether FMCH has been provided. 

If yes, as how this has affected the clinic

Staffing levels

What do you think about the staffing levels at the PHC?

Do you think you have the right mix of staff in the PHC?

Can you help us describe the full complement of staff in the clinic by helping us fill in the following table:

	Type of cadre (e.g. doctor, nurse, nurse-midwife, CHEW, admin officer, health technician, pharmacist  etc)
	Position

(e.g. OIC, deputy OIC, etc)
	Training and qualifications
	Gender (M / F)
	Age (years)
	Hours of work per week
	Place of origin (local, from within state or from another state)
	No of months / years at facility

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Management

We would now like to ask you a few questions about your role as the OIC. 

How long have you been the OIC or manager here?

How do you feel about being the OIC here?

What are the good things about being the OIC?

What are the bad things about being the OIC?

Are there regular team meetings for all the facility staff? If yes, can you describe what is done at those staff meetings?

Is there a facility health improvement plan? In other words, does this facility have a set of clearly defined priorities for its development so that the quality of health care be improved? 

If yes, how was the plan constructed? Who was involved?

Is there a monitoring chart in the PHC for showing reports sent to the Gunduma/LGA and is it up-to-date?

What do you do with the data you collect?

What do you do with surveillance data?

How do you ensure data collection is up-to-date?

Is there someone responsible for the data?

Supervision and support

How does the LGA or Gunduma provide supervision and support to the clinic? 

Can you count and describe the number of supervision and support visits you have in the past:

	
	Number of visits
	By whom
	How long the visit lasted
	What was done during the visit

	In the last month


	
	
	
	

	In the last 6 months


	
	
	
	


Community involvement

Are there any established procedures for communities to hold the health facilities accountable?

Is there a health management committee in this facility? 

How regularly does it meet?

What is the composition of the health committee?

Are women involved?

Are there records/minutes?

Morale and motivation
Finally, we would like to ask you a few questions about your levels of motivation.

Go to Form E
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Form C

Interview with PHC Worker

Availability of services

Opening hours

What are the opening hours of the clinic? 

Fill in table below to mark out normal opening hours. Indicate if the clinic is available for emergency cases after normal opening hours.

	
	Morning
	Afternoon
	After hours

	Mon
	
	
	

	Tues
	
	
	

	Wed
	
	
	

	Thurs
	
	
	

	Fri
	
	
	

	Sat
	
	
	

	Sun
	
	
	


We understand that due to staffing and other constraints, the clinic isn’t always able to open during its normal working hours. We would now like to ask, what were the actual opening hours of the clinic during the last seven day? 

	
	Morning
	Afternoon

	Mon
	
	

	Tues
	
	

	Wed
	
	

	Thurs
	
	

	Fri
	
	

	Sat
	
	

	Sun
	
	


Routine immunisation 

How many days / mornings/ afternoons per week is routine immunisation available?

Fill in table below to mark out the times when RI is available


	
	Morning
	Afternoon

	Mon
	
	

	Tues
	
	

	Wed
	
	

	Thurs
	
	

	Fri
	
	

	Sat
	
	

	Sun
	
	


ANC

Do you provide any antenatal care? 
How many days / mornings/ afternoons per week is routine antenatal care available?

Fill in table below to mark out the times and indicate who provides the service


	
	Morning
	Afternoon

	Mon
	
	

	Tues
	
	

	Wed
	
	

	Thurs
	
	

	Fri
	
	

	Sat
	
	

	Sun
	
	


Outreach services


Do you conduct any outreach services in the community?

Ask to describe what kinds of community-based outreach or health promotion services they provide, and how often. Describe this in as much detail as possible. Be sure to make a distinction between immunisation services and other health promotion activities.

Do any other clinic staff conduct outreach services in the community?

Ask to describe what kinds of community-based outreach or health promotion services they provide. Describe this in as much detail as possible. Be sure to make a distinction between immunisation services and other health promotion activities.

What systems exist for hard-to-reach communities in your catchment area?

Detail in detail all the outreach services conducted in the community in the last month:

Describe what was done and by whom


Drug Revolving Fund (DRF) and Free MCH

Is there a DRF currently?

If yes, ask for a description of how the DRF is managed and how well it is going. Ask specifically about the following:

· is there a Deferral and Exemption Scheme? 

· is there a Facility Health Committee helping to manage the DRF?

· is there a facility bank account for DRF income?

· are there income and expenditure statements?

If there is no current DRF, ask if there has there been a DRF over the last five years and what happened each time.

Are Maternal and Child Health services provided free?

Describe of there is a state policy on this and whether FMCH has been provided. 

If yes, as how this has affected the clinic

Staffing levels

What do you think about the staffing levels at the PHC?

Do you think you have the right mix of staff in the PHC?

Management

We would now like to ask you a few questions about the management of the facility. Remember that all your answers will be kept confidential

What are the good things about the way the health facility s managed?

What are the bad things about the way the health facility s managed?

What are the things that would make your job easier to perform?

Are there regular team meetings for all the facility staff? If yes, can you describe us done at those meetings?

How many staff meetings have you had in the last month?

Community involvement

Are there any established procedures for communities to hold the health facilities accountable?

Is there a health management committee in this facility? 

How regularly does it meet?

What is the composition of the health committee?

Are women involved?

Are there records/minutes?

Morale and motivation
Finally, we would like to ask you a few questions about your levels of motivation.

Go to Form E
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Form D

Checklist for direct observations

PHC Facility Tracer Drugs and Medical Supplies

Name of PHC facility:





Date:




	Number of patients seen last working day (check register)
	

	Number of patient cards containing a prescription (check patient cards)
	

	Number of prescriptions that were filled last working day (check pharmacy records)
	

	Are there any expired drugs in the clinic?
	

	Is there an expired drugs register and is it up-to-date?
	


Were the following drugs available on the day of visit?

	
	Y/N

	BCG vaccine
	

	Measles vaccine
	

	DPT
	

	TT
	

	ACT
	

	Sulphurdoxine Pyrimethamine
	

	Benzathine injection
	

	Cotrimoxazole tablets
	

	Tetracycline capsules
	

	Erythromycin tablets
	

	Ferrous sulphate tablets
	

	Folic acid tablets
	

	Metronidazole tablets
	

	Nystatin vaginal tablets
	

	ORS
	

	Paracetamol tablets
	

	Procaine Penicillin injection 
	

	Polio
	

	HBV
	

	Injection Ergometrine
	

	Emergency drugs (Diazepam, Oxytocin, Ergometrine)
	


Are the following medical supplies in stock?

	
	Y/N

	Cotton wool
	

	Linen bandage
	

	Crepe bandage
	

	Adhesive plaster
	

	Antiseptics:

· Methylated spirits

· TBC

· Savlon
	

	Absorbable sutures
	

	Non-absorbable sutures
	

	Hypodermic needles
	

	Suturing needles
	

	Syringes 
	

	IV giving set
	

	Canula/urine bags
	

	Scalp vein needle
	

	Foley catheter
	

	Surgical gauze
	

	Surgical gloves
	

	Condoms
	

	Auto-disable syringes
	

	Waste disposal box
	

	New child immunisation card
	


PHC Facility Essential Tracer Equipment
	Cold chain
	Y/N

	Vaccine freezers
	

	Vaccine fridge and is temperature correct
	

	Cold boxes
	

	Uninterrupted power supply
	

	Secure storeroom
	

	Labour ward
	

	Delivery kit
	

	Delivery bed
	

	Fetoscope
	

	Partograph
	

	Emergency resuscitation including oxygen, ambu-bag
	

	Ventouse
	

	Mucous extractor
	

	Suction machine
	

	Long gloves
	

	Outpatient department
	

	Weighing scales – adult
	

	Weighing scales – child (hanging)
	

	BP machine
	

	Clinical thermometer
	

	Otoscope
	

	Tongue depressor
	

	Lab
	

	Microscope
	

	Centrifuge
	

	Reagents – malaria, syphilis
	

	Test kits – HIV rapid
	

	Cupboards
	

	Haematocrit reader
	

	Transport 
	

	Functioning motorbikes
	

	Functioning bicycles
	

	Others
	

	HMIS forms
	

	Calculator
	


Quality of Care

	Prescribing data
	

	Generic drugs only rate
	

	Antibiotic rate
	

	Injection rate
	


Cleanliness of facility 

	Qualitative and observation 
	

	Is there a sink? 
	

	Is there soap?
	

	Is there cleaning equipment?
	

	Antibacterials
	

	Broom
	

	Mop
	

	Are there sharps boxes?
	

	How is medical waste disposed of?
	

	Is there litter in the facility?
	

	Is there litter around the facility?
	

	Any other observations?
	


Availability of HMIS

	Are patient registers up-to date and well kept?
	

	How is HMIS data used during planning at the PHC?
	

	Is there monthly collation of immunisation data in the PHC?
	

	What type of data do you collect?
	

	How often do you collate it?
	


Infrastructure – water, electricity, physical space, etc

	Storage facilities (space, shelf, fridge/freezer) for drugs in the PHC?
	

	Space to store vaccines/supplies
	

	Electricity
	

	Water
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Form E: Assessing staff knowledge, morale and motivation


INDIVIDUAL INTERVIEWS WITH PROGRAM STAFF

Instructions to interviewer

Describe the purpose of the research. 

We are conducting some research to understand how clinics perform in Jigawa state. One of the issues we want to understand is how staff are able, motivated and supported to perform their duties. 

To do this we have a questionnaire that we would like to apply. All the answers to the questions will be kept confidential and your name will not be present on any of the data collection forms. If you feel uncomfortable about answering any question that is also fine. Please feel free to ask the interviewers any questions you have about this study. 

Do you agree to talk with us?

Agree  (
Don’t agree  (
Signature: _________________________________  Date: ____________________

Before we begin the interview, we would like to know a little bit more about you.

	How old are you (in years)?

	

	What is your job title? 


	

	Describe your duties at the clinic
	

	How long have you been working at this facility?


	

	Why did you choose to work in this facility?


	

	Gender
	Male
1
Female
2


	Do you and your family come from Jigawa? 

If yes, does your family come from the local area?
	

	How do you get to work from your home?

How long is the travel time?


	

	Do you have any children under the age of 12 years?

Do they live with you at your home?


	

	What is your age (in years)
	


MOTIVATION AND MORALE
We would now like to ask some questions about your levels of satisfaction, motivation and morale. Please feel free to be open about your feelings which we will keep confidential. We are going to make a number of statements about your work here - for each of these statements, could you please indicate HOW STRONGLY you agree or disagree with the statement. If you feel that a statement here does not apply to your job description, please tell us so. (Interviewer: CIRCLE “0”).

	
	Strongly 

Agree
	Agree
	Agree 

a little
	Not Sure
	Disagree a little
	Disagree
	Strongly

Disagree


	N/A

	Being a health worker is a satisfying job because it provides a stable and secure job with a steady income
	
	
	
	
	
	
	
	

	Being a health worker is a satisfying job because it is a prestigious job within the community
	
	
	
	
	
	
	
	

	Being a health worker is a satisfying job because it helps people who are sick and in need
	
	
	
	
	
	
	
	

	I am contributing to improving the health of the communities I am working in.
	
	
	
	
	
	
	
	

	I have received adequate training to meet my current responsibilities.
	
	
	
	
	
	
	
	

	I receive enough in-service and refresher training to do my job.
	
	
	
	
	
	
	
	

	I find it hard to do my job properly because there is not enough staff
	
	
	
	
	
	
	
	

	I find it hard to do my job properly because there is not enough medicines and equipment
	
	
	
	
	
	
	
	

	I have a lot of pressure in this job. It really seems like the workload keeps increasing.
	
	
	
	
	
	
	
	

	I find my job to be motivating and I like to do it.
	
	
	
	
	
	
	
	

	I feel that the LGA values the work that we do in the communities.
	
	
	
	
	
	
	
	

	I feel that the community values the work that we are doing.
	
	
	
	
	
	
	
	

	I am satisfied with my salary when I compare this job to other similar jobs.
	
	
	
	
	
	
	
	

	I am satisfied with the amount I am paid for the work I do.
	
	
	
	
	
	
	
	

	I feel secure that I will not lose my job in the near future.
	
	
	
	
	
	
	
	

	The community values our efforts to improve their lives.
	
	
	
	
	
	
	
	

	Overall, how satisfied would you say you are with your job? Tell me if you are very satisfied, satisfied, somewhat satisfied, somewhat dissatisfied, or very dissatisfied.

(CIRCLE ONE RESPONSE)
	Very satisfied
1
Satisfied
2
Somewhat satisfied
3
Somewhat dissatisfied
4
Very dissatisfied
5



	Would you want to leave this job if it were possible/if you had other alternatives?
	Yes  /   No  / Maybe  /  Not sure



SUPERVISION AND SUPPORT

We would like to ask some questions now about the support and supervision you receive. 

	Does the clinic have an external manager or supervisor?   


	Yes  /   No  / Maybe  /  Not sure


	Who is your supervisor?


	

	How often has the supervisor visited the clinic in the last 6 months?
	


For each of the following statements we ask, please think about your supervisor and indicate HOW OFTEN you have experienced each of the following behaviors with your supervisor. Tell me if you experience this always, often, sometimes, rarely, or never. Remember, all your responses are CONFIDENTIAL and none of the supervisors or managers from the state MoH or LGA will have access to your responses. ONLY FILL IN THIS TABLE IF THEIR HAS BEEN A SUPERVISORY VISIT IN THE LAST SIX MONTHS.

	
	Always
	Often
	Sometimes
	Rarely
	Never
	N/A

	When I make a mistake on the job, my supervisor scolds me
	
	
	
	
	
	

	My supervisor praises me when I do something really well
	
	
	
	
	
	

	I feel that my supervisor takes my concerns up to the higher management level
	
	
	
	
	
	

	My supervisor helps me to organize my time and activities in an efficient manner
	
	
	
	
	
	

	My supervisor uses times when I make mistakes or don’t perform well as opportunities to help me improve my skills
	
	
	
	
	
	

	I feel that my supervisor devotes enough time and effort for supporting my work
	
	
	
	
	
	

	My supervisor ensures that I have enough of the supplies that I need to do my daily work.
	
	
	
	
	
	

	When I disagree with my supervisor I feel safe to express my opinion
	
	
	
	
	
	

	Having a supervisor visit me at the MC/RP motivates me to do a better job there
	
	
	
	
	
	

	My supervisor takes into account/considers my suggestions to improve things
	
	
	
	
	
	

	My supervisor works with me to identify solutions to program activity related problems
	
	
	
	
	
	

	I feel that my supervisor is sympathetic to my problems/cares about my problems
	
	
	
	
	
	

	I constantly learn new things from my supervisor (technical information) 
	
	
	
	
	
	

	My supervisor gives me enough guidance and structure to help me do my job
	
	
	
	
	
	


KNOWLEDGE

We now want to ask you a few questions about your knowledge and practices as a health worker.

	If you attend the delivery of a baby, how long after birth do you advise the mother to start breastfeeding? 
	Immediately

Less than 1 hour after

Some hours later but less than 24 hrs
1 day later

More than 1 day later

Don’t know


	How often should a baby breastfeed?
	Whenever baby wants
When you see the baby is hungry
When the baby cries
Don’t know

Other: ________________________


	Do you think that infants under 6 months of age should be given water if the weather is very hot?
	Yes

No

Don’t know
Other: ________________________


	At what age should a baby first start to receive foods and liquids other than breast milk?
	At 6 months

Don’t know
Other: ____________________



	Until about what age should a baby continue to be breastfed?
	Until age of 24 months or beyond
Until age of 18 months
Don’t know
Other: ______________________



	When should children be given their first measles vaccination?


	

	What signs and symptoms would you expect to see in a 9 month old baby with pneumonia?


	

	What treatment would you give to a 9 month old baby with pneumonia?


	

	What advice to you give to mothers about treating and managing acute diarrhea?


	

	How would you manage a pregnant woman presents with a headache, blurred vision and swollen ankles?


	

	What do you think would be the diagnosis of a pregnant woman with a headache, blurred vision and swollen ankles?


	

	What treatment do you give to a man who presents with a urethral discharge?


	


We are nearly finished. Before we end, can you mention the three things that you think would most help improve the provision of health care from this health facility?

1.

2.

3.

That is the end of the questionnaire. 

Thank you very much once again for your time, and for giving us this information.
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	Domain 1: Activity: Volume, availability and breadth
	Score
	Weighted score

	Estimated OPD attendances per person per year
	
	

	>0.7
	2
	6

	0.3 - 0.7
	1
	3

	<0.3
	0
	0

	
	
	

	Rising utilisation - total OPD
	
	

	Trend of increasing attendance 
	2
	2

	       No significant change in overall utilisation numbers
	1
	1

	       Trend of decreasing attendance 
	0
	0

	
	
	

	Rising utilisation - Antenatal care
	
	

	Trend of increasing attendance 
	2
	2

	       No significant change in overall utilisation numbers
	1
	1

	       Trend of decreasing attendance 
	0
	0

	
	
	

	Rising utilisation - Immunisations
	
	

	Trend of increasing attendance 
	2
	2

	       No significant change in overall utilisation numbers
	1
	1

	       Trend of decreasing attendance 
	0
	0

	
	
	

	Daily availability of immunisation
	
	

	Yes
	2
	6

	> 2 days per week
	1
	3

	< 2 days per week
	0
	0

	
	
	

	For children who attend for an acute problem, are immunisations offered opportunistically?
	
	

	Yes
	2
	2

	Sometimes
	1
	1

	No
	0
	0

	
	
	

	Real opening hours of clinic in last seven days
	
	

	> 30 hours
	2
	4

	10 to 30 hours
	1
	2

	< 10 hours
	0
	0

	
	
	

	Availability of range of services
	
	

	Routine ANC        FP                                      Deliveries    
	10-12=3
	6

	RI for infants        Tetanus immunisation       Outreach health education
	7-9=2
	4

	VCT                      ART                                  STI treatment                           
	4-6=1
	2

	TB cases               Basic blood testing            Malaria prophylaxis/treatment                    
	1-3=0
	0

	TOTAL SCORE FOR DOMAIN 1
	
	30

	Domain 2: Productivity
	Score
	Weighted score

	Average number of OPD attendances per clinical staff person per month 
	>40
	6

	Note: where more than 6 months were blank 0 was given
	20-40
	3

	
	(<20)
	0

	
	
	

	Average number of ANC visits per clinical staff person per month 
	
	

	Note: where more than 6 months were blank 0 was given
	<10
	6

	
	5 to 10
	3

	
	<5
	0

	
	
	

	TOTAL SCORE FOR DOMAIN 2
	
	12


	Domain 3: Quality / Effectiveness of care
	Score
	Weighted score

	Antibiotic / Injection prescribing rate
	
	

	Generic drugs only rate
	>80
	2

	Number of prescriptions containing at least one generic drug / total 
	50-80
	1

	number of prescriptions counted) X 100
	<50
	0

	
	
	

	Antibiotic rate
	<20
	2

	Number of prescriptions containing at least one antibiotic / total number 
	20-30
	1

	of prescriptions counted) X 100
	>30
	0

	
	
	

	Injection rate
	<20
	2

	Number of prescriptions containing at least one injection / total number 
	20-30
	1

	of prescriptions counted) X 100
	>30
	0

	
	
	

	Integrity of cold chain equipment
	
	

	Vaccine freezer / fridge in working condition
	2
	2

	Cold boxes
	1
	1

	None
	0
	0

	
	
	

	Continuity
	
	

	DTP1:DTP3
	0.75-1
	2

	Note: ratios >1 were given 0
	0.5-0.75
	1

	
	<0.5
	0

	
	
	

	Total ANC attendances: ANC 1st bookings
	≥3
	2

	
	2-3
	1

	
	<2
	0


	Availability of medicines and materials
	
	

	Availability of obstetric materials on day of visit
	
	

	Delivery kit
	all 4
	2

	Fetoscope
	2-3
	1

	Partograph
	<2
	0

	Mucous suction extractor
	
	

	
	
	

	Availability of vaccines on day of visit
	
	

	DTP
	Measles
	all 5
	2

	Polio
	Hep B
	2-4
	1

	BCG
	<2
	0

	
	
	

	Availability of obstetric medicines on day of visit
	
	

	Ferrous sulphate
	all 3
	2

	Folic Acid
	1-2
	1

	Ergometrine
	<2
	0

	
	
	

	Availability of STI medicines on day of visit
	
	

	Benzathine injection
	Erythromycin
	4-5
	2

	Co-trimoxazole
	Teracycline
	2-3
	1

	Metronidazole
	<2
	0

	
	
	

	Availability of HIV medicines on day of visit
	
	

	Condoms
	2
	2

	Test kits - HIV rapid
	1
	1

	None
	0
	0

	
	
	

	Availability of First Aid and Emergency materials on day of visit
	
	

	Cotton wool
	Adhesive plasters
	Antiseptics
	8-13
	2

	Linen or crepe bandage
	Hypodermic needles
	Suturing needles
	4-7
	1

	O2
	Ambu bag
	Surgical gloves
	<4
	0

	Syringes
	IV giving set
	Cannula
	
	

	Absorbable or non-absorbable sutures
	
	
	

	
	
	

	Availability of basic equipment on day of visit
	
	

	Weighing scales - adult
	Weighing scales - child
	
	

	BP
	Clinical thermometer
	4-7
	2

	Otoscope
	Tongue depressor
	2-3
	1

	Microscope
	
	<2
	0

	
	
	

	Measure of cleanliness
	
	

	Cleaning equipment
	Mop
	5-6
	2

	Antibacterials
	Sink
	3-4
	1

	Broom 
	Soap
	<3
	0


	Litter in facility
	good=2
	4

	Litter around facility 
	moderate=1
	2

	Waster disposal box
	poor=0
	0

	
	
	

	Safety
	
	

	Sharps boxes
	good
	2

	How is medical waste disposed of?
	average
	1

	
	
	

	HMIS
	
	

	Are patient registers up-to-date and well kept?
	good 
	2

	How is HMIS data used during planning at the PHC?
	average
	1

	Is there monthly collation of immunisation data in the PHC?
	poor
	0

	What type of data is collected?
	
	

	How often is it collated?
	
	

	
	
	

	Clinical knowledge
	
	

	Score out of 12
	>9
	2

	
	6-8
	1

	
	<6
	0

	TOTAL SCORE FOR DOMAIN 3
	
	38

	TOTAL SCORE OVERALL
	
	80
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Note: In order to allocate a score at clinic level the following process was undertaken.  Where staff had been asked to indicate their responses on a Likert scale these responses were converted to a numerical answer as follows:

· Strongly agree = 3

· Agree = 2

· Agree a little = 1

· Neutral / no answer = 0

· Disagree a little = -1

· Disagree = -2

· Strongly disagree = -3

· Always = 3

· Often = 2

· Sometimes = 1

· No answer = 0

· Rarely = -1

· Never = -2

· Very satisfied = 3

· Satisfied = 2

· Somewhat satisfied = 1

· Neutral / no answer =0

· Somewhat dissatisfied = -1

· Dissatisfied = -2

· Very dissatisfied = -3

Where the question was negative the scoring system was reversed to reflect this.  Responses for all staff members were used to calculate an average for the clinic for each indicator and then scores allocated as follows:

· Average ≥ 2.5 = 3

· Average ≥ 1.5 = 2

· Average ≥ 0.5 = 1

· Average 0.5 - -0.5 = 0

· Average ≤ -0.5 = -1

· Average ≤ -1.5 = -2

· Average ≤ -2.5 = -3

Intrinsic determinants: Staffing
	Determinants of clinic performance
	Data Collected
	Indicator

	Adequacy of staffing levels 
	Full staff inventory: clinical grade, age and gender; length of time of staff in post

Staff perceptions of staffing levels and mix
	Adequacy of staffing levels 2= <1 HCW/1000 pop, 1 = <1 HCW/2000 pop, 0 = <1 HCW/ >2000 pop

	
	
	Staff agree that it is hard to do their job due to understaffing – score allocated as outlined above

	Availability / presence of high-grade clinicians 
	
	Presence of high grade clinician = 1

	Staffing mix
	
	Presence of more than one type of staff = 1

	Continuity
	
	Average time at clinic in months >24=1

	Qualifications
	
	All staff have qualification appropriate to level =1

	Gender balance 
	
	% Female 20-80% = 1 <20/>80% = 0

	
	Total
	9


Intrinsic determinants: Staff motivation and morale
	Determinants of clinic performance
	Data Collected
	Indicator

	Identification and allegiance to clinic and with local community
	Origin and residence of staff 
	>50% of staff are local =1

	
	If staff have children under the age of twelve, and whether they live at home with staff member 
	Staff who have children have them living at home with them = 1

	
	Whether staff would leave their job if it were possible 
	Less than 10% of staff would leave their job if they could = 1

	Proximity to home and family
	Means of travel to work from home
	Qualitative, not assessed in quantitative measure

	
	Length of time to travel to work
	Average journey time <30 minutes =1

	Self-reported level of satisfaction
	Overall level of satisfaction with job
	As outlined above

	
	Satisfaction with salary / pay
	

	Self-reported level of motivation
	Job is motivating and likeable 
	As outlined above

	
	Feel valued by LGA 
	

	
	Feel valued by local community
	

	Reasons for feeling satisfied or motivated
	Satisfied and motivated for the following reasons:
	As outlined above

	
	· stable and secure job with a steady income
	

	
	· prestigious job within the community
	

	
	· helps people who are sick and in need / improves the health of the community
	

	
	· feel competent and capable
	

	Self-reported level of stress
	Feel pressured by job. 
	As outlined above

	
	Workload feels like it keeps increasing.
	

	Economic security
	Secure that will not lose job in the near future.
	As outlined above

	
	Total
	37


Intrinsic determinants: Clinic Management / Leadership

	Determinants of clinic performance
	Data Collected
	Indicator



	Characteristics of officer-in-charge (OIC)
	Seniority and qualifications of officer-in-charge 
	Higher Diploma = 2, Diploma = 1, In work training = 0

	
	Length of time in post of OIC
	> 2 years = 1



	Formalisation and regularity of good facility management practices
	Frequency of staff meetings 
	Monthly= 2 Quarterly = 1 Less =0

	
	Presence of a facility health improvement plan
	Yes =1

	Staff views and experiences of clinic leadership and management:
	Staff views and experiences of:
	As outlined above

	
	Being scolded when a mistake is made 
	

	
	Being praised when something done really well
	

	
	concerns of staff being taken up to a higher management level
	

	
	Being helped me to organize time and activities in an efficient manner
	

	
	mistakes or poor performance being used to help improve skills 
	

	
	supervisor devotes enough time and effort for supportive supervision
	

	
	being able to disagree with supervisor
	

	
	sympathy from supervisor 
	

	
	being able to learn new things from supervisor (technical information)
	

	
	Total
	33


Intrinsic determinants: Quality of physical infrastructure

	Determinants of clinic performance
	Data Collected
	Indicator

	Physical infrastructure
	Cleanliness of clinic 
	1=5-6 0=0-4 on performance score

	
	Availability of electricity 
	Uninterrupted = 2, interrupted =1, none = 0

	
	Availability of regular water 
	Available = 1

	
	Total
	4


Extrinsic determinants: Geographical context

	Determinants of clinic performance
	Data Collected
	Indicator

	Accessibility of clinic
	Geographical location of catchment population
	Catchment population is dispersed with >75% of population > 5 km away = 0, <75% = 1

	
	Physical terrain / Quality of roads
	Quality of roads: good (2), ok (1) or poor (0) in wet and dry seasons

	
	Availability and cost of transport
	Access considered to be a barrier yes = 0, no =1

	
	Total 
	6


Extrinsic determinants: Support and supervision

	Determinants of clinic performance
	Data Collected
	Indicator

	Support
	Frequency of external management visits 
	>/=3 in last 6/12 =1

	
	Quality of external visits and supervision   
	Unable to assess

	Resources
	Inadequate resources interfere with work
	As outlined above

	
	My supervisor ensures that I have enough of the supplies that I need to do my daily work.
	

	
	Total
	7


Extrinsic determinants: Engagement of community
	Determinants of clinic performance
	Data Collected
	Indicator

	Accountability to community
	Is there a health management committee in the PHC? 
	Yes =1

	
	Composition of committee
	Mix of health and lay members including women = 1

	
	Evidence that committee meets and functions  
	Yes =1

	
	Total
	3
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ALL INFORMATION CONTAINED IN THIS QUESTIONNAIRE IS STRICTLY CONFIDENTIAL














� PPRHAA provides a formal mechanism through which client and community views of services, and their preferred solutions to identified problems, can feed into the appraisal process.


� JHPIEGO (pronounced "ja-pie-go”) is a nonprofit international health organization dedicated to improving the health of women and families. Established in 1973, JHPIEGO—affiliated with Johns Hopkins University and headquartered in Baltimore, Maryland— works in more than 30 countries through its collaborative partnerships with public and private organizations, and local communities.


� JHPIEGO (2003) High-Performing Reproductive Healthcare Facilities in Kenya: Why They Exceed Expectations. USAID.


� Please note that the categorisation of the clinics A-H does not reflect their alphabetical order previously listed


� Where data was more than 50% incomplete no points were awarded
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