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Preface

The Ministry of Health, together with the National Institute of Statistics, is pleased to publish the results
of the second Rwanda Service Provision Assessment (RSPA) which was conducted in 2007. The RSPA
2007 was conducted in health facilities to evaluate the provision of health services. The results of the
survey complement those of the Rwanda Demographic and Health Survey (DHS), which was conducted
in 2005 at the household level.

This assessment, the second nationwide survey of its kind in Rwanda, follows the first survey which was
conducted in 2001. Like the first survey, the RSPA 2007 received technical assistance from Macro
International Inc. and financial support from the U.S. Agency for International Development (USAID/
Rwanda) and other cooperating agencies (UNICEF and ACESS Project)

The results of this survey are being published to provide information to the personnel of the Ministry of
Health and its partners on the potential and actual capacity of service provision at health facilities and the
quality of care patients receive.

The RSPA 2007 focused on family planning; maternal and child health care; antenatal, delivery, and
postnatal care; tuberculosis; malaria; and STI services as well as HIV/AIDS services. and services. This
corresponds with the all the priorities set by the Ministry of Health, together with its partners.

The results of the RSPA 2007 shed light on several aspects of problems faced by reproductive health
services regarding provider performance, equipment and supplies in facilities and laboratories,
availability of medicine, initial staff qualification and in-service training, and supervision of health care
providers. The RSPA 2007 results will serve as a guide for monitoring and evaluation of maternal and
child health programs, reproductive health programs, HIV/AIDS programs, and other infectious diseases
programs. Additionally, they will facilitate strategic priorities for implementing the programs.

The results are valuable in this regard, but even more so because they call on all those involved in the
health care system to lend whatever support they can to implementing programs for improving the quality
of health care in the country.

Finally, the personnel and partners of the Ministry of Health will be able to use the information from the
RSPA 2007 effectively, so that with time, quality health care will be widespread and quality of care in
maternal and child health, reproductive health, HIV/AIDS, and other infectious diseases services will
become a reality in all health facilities in the country.

Dr. Jean Damascéene NTAWUKULIRYAYO
Minister of Health

PREFACE

xxi






Acknowledgments

This second Rwanda Service Provision Assessment (RSPA 2007) was successfully carried out through
the cooperation of many people and organizations, to whom we would like to express our deep
appreciation.

We express our sincere thanks first to the health care providers in the facilities visited, who spared no
effort in allowing the interviewers to gather information and who were often inconvenienced by the
process of data collection.

We are also especially grateful to the women and men who were willing to answer questions in exit
interviews after their consultations.

This survey could not have been successfully completed without the constant support of several
ministerial and administrative authorities. These include the Ministry of Health, which was responsible
for the RSPA 2007 and which facilitated all the contacts needed for the study; the Ministry of Finance and
Economic Planning; the Ministry of Local Government, and the provincial and health district authorities.

The U.S. Agency for International Development (USAID) and others cooperating agencies (UNICEF and
ACESS Project) as well as Macro International Inc. deserve special mention for their contribution to the
financial and technical resources needed to carry out the survey. We would like to reiterate our gratitude
to Macro for making available such highly competent personnel as Mohamed Ayad and Nancy Fronczak,
who formulated the project; Rathavuth Hong who was responsible for technical coordination; and Jeanne
Cushing, who handled data processing. The dedication and expertise of Alfredo Fort made it possible to
successfully carry out the various phases of the survey. We express our appreciation to the rest of the staff
and consultants at Macro, Joy Fisher, Carole Ayad, Monique Barrére, Sidney Moore, Kaye Mitchell, and
the USAID/Rwanda mission for their assistance in completing the RSPA 2007 report.

Thanks go also to all the field personnel, interviewers, supervisors, and drivers, whose perseverance made
it possible for the fieldwork to be completed correctly and on schedule.

We also thank the staff of the Ministry of Health who contributed to the analysis and review of the report.
Finally, we would like to express our appreciation to all the staff, both technical and administrative, of the
NISR, who spared no effort throughout the various stages of the survey, from questionnaire design to
data collection to data processing and analysis, for the survey to be successful.

Our sincere thanks go to all those, near and far, who contributed to the success of this study.

Dr. Ir. Luis MUNYAKAZI
Director General, National Institute of Statistics of Rwanda

ACKNOWLEDGMENTS  xxiii






Abbreviations

AIDS
ANC
ARI
ART
ARV
ATM

BCG
BEmOC
BUFMAR

CAMERWA
CDC
CEmOC
CNLS

CPA

CSPro

CSS

DOTS
DPT

EmOC
EPI

FP

HIV
HLD

IEC
IMCI
INH
IPT
IRST
IUD

MCH
MNH
MOH
MPA

NGO
NIS

ONAPO
OPD

Acquired Immune Deficiency Syndrome
Antenatal Care

Acute Respiratory Infection
Antiretroviral Therapy

Antiretroviral

Atmosphere (of pressure)

Bacille de Calmette et Guérin
Basic Emergency Obstetric Care
Bureau des Formations Médicales Agréées au Rwanda

Centrale d’Achat des Médicaments au Rwanda
Centers for Disease Control and Prevention
Comprehensive Emergency Obstetric Care
Commission Nationale de Lutte contre le SIDA
Complementary Package of Activities

Census and Survey Processing System

Care and Support Services

Directly Observed Treatment-Short Course
Diphtheria, Pertussis and Tetanus

Emergency Obstetric Care
Expanded Program on Immunization

Family Planning

Human Immunodeficiency Virus
High-level Disinfection

Information, Education, Communication

Integrated Management of Childhood Illness
Isoniazid

Intermittent Preventive Treatment

Institut de la Recherche Scientifique et Technologique
Intrauterine Device

Maternal and Child Health

Maternal and Neonatal Health Project
Ministry of Health

Minimum Package of Activities

Non-governmental Organization
National Institute of Statistics of Rwanda

Office National de la Population
Outpatient Department

ABBREVIATIONS

XXV



XXVi

ORS
ORT

PEP
PMTCT
PNLS
PPI

RDHS
RPR
RSPA

SDM
SP
STD
STI

TB
TFP
TRAC

UNAIDS
UNDP
UNFPA
UNICEF
USA
USAID

VCT

WHO

ABBREVIATIONS

Oral Rehydration Salts
Oral Rehydration Therapy

Post-exposure Prophylaxis

Prevention of Mother-to-Child Transmission
Programme National de Lutte contre le SIDA
Pounds per square inch

Rwanda Demographic and Health Survey
Reactive Protein Reagent Test
Rwanda Service Provision Assessment

Standard Days Method
Sulfadoxine-Pyriméthamine
Sexually Transmitted Disease
Sexually Transmitted Infection

Tuberculosis
Temporary (modern) family planning (methods/services)
Treatment and Research AIDS Center

Joint United Nations Program on HIV/AIDS

United Nations Development Program

United Nations Population Fund

United Nations Children’s Fund

United States of America

United States Agency for International Development

Voluntary Counseling and Testing

World Health Organization



Key Findings

The 2007 Rwanda Service Provision Assessment (RSPA) was a national representative survey conducted
in 538 health facilities throughout Rwanda. The survey covered hospitals, health centers, dispensaries and
health posts, including all public facilities such as government and government-assisted health facilities.
The 2007 RSPA used interviews with health service providers and clients and observations of provider-
client consultations to obtain information on the capacity of facilities to provide quality services and the
existence of functioning systems to support quality services. The areas addressed were the overall facility
infrastructure, maternal and child health, reproductive health, tuberculosis, malaria services; and services
for sexually transmitted infections and HIV/AIDS. The objective was to assess the strengths and
weaknesses of the infrastructure and systems supporting these services, and to assess the adherence to
standards in the delivery of services.

The 2007 RSPA was undertaken by the National Institute of Statistics (NIS) of the Ministry of Finance
and Economic Planning and the Ministry of Health, with technical assistance and funding provided
through Macro International Inc. under the MEASURE DHS project. USAID provided financial support
for the survey.

Facility-level Infrastructure, Resources, and Systems

A full package of basic services (outpatient care for sick children and for adult STIs, temporary methods
of family planning, antenatal care, immunization, and child growth monitoring) is available in 44 percent
of health facilities. Facility-based, 24-hour delivery services are available in almost all hospitals and in 9
out of 10 health centers.

About 6 out of 10 facilities have all the basic amenities to ensure client comfort; approximately one-third
have a regular year-round water supply, and 63 percent have regular electricity or a generator.

All client comfort amenities, which includes working toilet, waiting area, basic level of cleanliness with
year-round water supply and regular electricity, are available in about 1 out of 10 facilities.

About 9 in 10 facilities report holding routine management meetings, but only two-thirds of the facilities
have documentation of a recent meeting. Almost all facilities routinely charge some form of user fees for
adult curative services. Most charge for medicines, client consultations, laboratory tests, and records,
while smaller proportions charge for client registration.

About one-third of facilities that store vaccines, contraceptives, and medicines have an adequate system to
monitor the stocks of these items; while nearly half of facilities that store ARVs have an adequate system.
Expired vaccines, contraceptives and medicines are not commonly found in facilities. However, stock-
outs are a common problem.

Eight in ten facilities have functioning equipment (or chemicals for sterilization or HLD processing) for
the processing method used. Boiling or steaming is the most commonly used method for processing
equipment. For this method, one-third of facilities have functioning equipment and staff with knowledge
of the correct processing time.

Adequate disposal systems for hazardous waste were commonly observed: approximately 9 out of 10 fa-
cilities have an adequate final disposal system for infectious waste, and about the same proportion do so
for sharps waste.

KEY FINDINGS
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Child Health Services

About half of facilities offer all three basic child health services, including outpatient curative care for
sick children, childhood immunization, and growth monitoring. Almost all facilities that offer child
immunization and store vaccines have all of the basic EPI vaccines, including BCG, OPV, Pentavalent,
and measles vaccine.

Outpatient curative care for sick children is available in almost all facilities; however, treatment
guidelines and protocols for sick child services are available in 28 percent of facilities that offer these
services, while IMCI treatment counseling cards for providers are available in less than 10 percent of
facilities. All first-line oral medicines are available in 82 percent of facilities, but all pre-referral
medicines are available only in about one-third of facilities, mostly hospitals.

Only 19 percent of facilities have routine staff training. During the 12 months preceding the survey, only
6 percent of child service providers received training related to EPI and the cold chain, and 5 percent were
trained on ARI treatment and nutrition. Assessment of sick children for major symptoms and general
danger signs (ability to eat and drink, vomiting, and febrile convulsions) during sick child consultations is
poor.

Three-quarter of children diagnosed with severe respiratory illness received an antibiotic, with 12 percent
receiving an injectable antibiotic. However, 70 percent of children with nonsevere respiratory conditions
also received antibiotics, contrary to current recommendations. Providers seldom provide caretakers with
essential information regarding their child’s illness. Only 8 percent of caretakers received all the advice
recommended by IMCI regarding fluid and food intake and bringing the child back immediately for
specified symptoms. Children rarely receive the first dose of a prescribed or provided oral medication at
the facility.

Although 80 percent of sick children were weighed, opportunities for promoting other preventive health
interventions whenever a child visits the facility are being missed. Assessments of immunization and
feeding practices for children under age 24 months occurred in less than a third of observed consultations.
Visual aids for caretaker education are available in just 30 percent of facilities, and providers rarely use
them during consultations.

Family Planning Services

Approximately three-fourths of health facilities in Rwanda offer some temporary modern method of
family planning, and about two-thirds offer these methods five or more days per week. The most widely
available temporary methods are combined or progesterone-only oral contraceptive pills, progestin-only
injectables, and male condoms. The majority of facilities offering the most popular methods had them
available on the day of the survey. However, in Kigali City, where HIV prevalence is high, only two-
thirds of facilities had male condoms available on the day of the survey.

More than 90 percent of facilities ensure privacy for family planning counseling sessions and have
individual client health cards available. Guidelines and protocols for family planning are not widely
available. Items for infection control are available in the family planning service area in less than one-
third of facilities, with soap and running water being the items most commonly lacking. Only 14 percent
of facilities (mostly hospitals) have the capacity to properly process reusable family planning equipment.
Only 5 percent of facilities have all of the furnishings and equipment needed for good pelvic
examinations because of a general lack of examination lights and vaginal speculums. Most facilities offer
privacy and an examination bed.

KEY FINDINGS



Medicines for treating syphilis, trichomoniasis, gonorrhea, and chlamydia are readily available in
facilities offering family planning services.

Nearly all facilities offering family planning methods containing estrogen have blood pressure equipment
available. Sterile needles and syringes are available in about two-thirds of facilities offering injectable
contraceptive methods.

Up-to-date family planning client registers are available in about 9 in 10 facilities, mostly in government
and government-assisted facilities. While only one-fourth of family planning facilities meet criteria for
routine staff development or training for family planning providers, 94 percent of them meet criteria for
routine staff supervision.

About 9 out of 10 family planning counseling sessions are conducted under conditions assuring both
visual and auditory privacy, but providers verbally assure only 3 in 5 clients of confidentiality. Providers
consistently assess relevant client history with first-visit family planning clients. Risk factors, such as
chronic illnesses, STI symptoms or smoking, are also assessed, although to a lesser extent. Visual aids are
used with about half of clients.

Few issues are considered big problems by family planning clients, and even then only by a small
proportion of clients. Waiting time to see a provider is the issue they are most likely to consider a big
problem. Family planning clients usually visit the facility closest to their home. Lack of medicines is one
of the main reasons clients give for not going to the closest facility.

Maternal Health Services

Antenatal care (ANC) services are available in 4 out of 5 facilities nationwide and in about 9 in 10
facilities in the North, South, and West provinces. Availability of ANC services is lowest in Kigali City,
where ANC is available in only half the facilities. All three services (ANC, postpartum care, and tetanus
toxoid vaccine) are available in only 1 out of 7 facilities; this is because postpartum care is not widely
available in Rwanda. TT vaccination is offered in about 4 out of 5 facilities, and on most but not all days
that ANC services are offered.

Items that support quality ANC counseling (visual aids, ANC guidelines, and individual client cards) are
not available in most facilities offering ANC services. The ANC package and items for infection control
are each available in one-third of health facilities offering ANC services.

Iron and folic acid tablets are not available in all facilities offering ANC services. Slightly more than 1 in
4 facilities have all essential equipment and supplies for basic ANC (blood pressure monitor, fetoscope,
iron and folic acid tables, and TT vaccine), which implies that pregnant women do not receive all required
ANC services and supplies at most facilities. Although each individual medicine for managing common
complications of pregnancy is available in most facilities, only about 1 in 10 facilities offering ANC
services has the entire package of medicines available.

STI treatment is routinely provided by ANC service providers in approximately 2 in 5 facilities. Four in 5
ANC facilities have medicines to treat each of the four main STIs: syphilis, gonorrhea, chlamydia, and
trichomoniasis. Hospitals are more likely to have the capacity to test ANC clients for anemia, urine
protein, urine glucose, syphilis, and blood grouping.

While most facilities have up-to-date ANC registers, only 6 percent have postpartum care registers. More
than half of facilities have documentation indicating that they monitor ANC coverage rates.
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About three-fourths of all facilities offer normal delivery services. These services are far less available in
facilities in Kigali City than in the provinces. Caesarean sections are generally done in hospitals. Two-
fifths of all facilities have a system of emergency transportation to another facility for maternity
emergencies.

Only 3 in 5 facilities that offer normal delivery services have all infection control items at the service site.
The items most commonly missing are soap and running water. Only 1 in 5 facilities that offer normal
delivery services have all the elements needed to support quality sterilization of delivery equipment, and
only 8 percent have written guidelines for sterilization or HLD processing available in the area where
delivery equipment is processed. Basic equipment and supplies for conducting normal deliveries (such as
scissors or blades, cord clamps or ties, and a disinfectant) are generally available in the facilities offering
delivery services, with hospitals more likely to have all basic supplies than other types of facilities.

All items for managing common complications of delivery are available in only 12 percent of facilities
offering delivery services, primarily hospitals and facilities in West Province and Kigali City. Injectable
oxytocics are the item most commonly missing for managing common complications of delivery.
Additional medicines and supplies for managing serious complications are available in only a third of
facilities offering delivery services.

Almost all hospitals offering delivery services provide blood transfusion and caesarean section services.
These services are most widely available in facilities in Kigali City. Among facilities that perform
caesarean sections, about 4 out of 5 have all of the needed equipment, including an operating table,
operating light, scrub area adjacent to the operating room, and sterilized instruments. About 8 in 10
hospitals have the essential equipment and supplies (or the capacity) for managing the complications of
labor and delivery such as assisted vaginal delivery and postabortion care.

Emergency respiratory support for newborns is not widely available in Rwandan health facilities.
Hospitals and facilities in Kigali City and West Province are most likely to have emergency newborn
support capacity. Practices that are considered supportive of newborn health, such as weighing the infant
and rooming-in are common in Rwandan health facilities. Providing vitamin A to the mother is less
common. Routine suctioning of a newborn with a catheter is a potentially risky practice, but it is carried
out by 12 percent of facilities, especially hospitals. Giving prelacteal fluids to newborns is common.

Services for Reproductive Tract Infections, Sexually Transmitted Infections, and
Tuberculosis

STI services are offered in almost all health facilities as part of general outpatient curative services. About
1 in 5 facilities integrates STI services into ANC and family planning services as well as general curative
care. Specialized STI services are rare, and infrequently observed in dispensaries, clinics, or health posts.

Only one in five facilities has everything needed to support quality STI counseling. Almost all facilities
provide STI counseling under conditions that ensure both visual and auditory privacy, and STI guidelines,
visual aids, and educational materials for STIs are available in 6 out of 10 service delivery areas. Fifteen
percent of facilities providing STI services do not have condoms available, either in the service delivery
area or somewhere else in the facility.

About 1 in 5 facilities have all items needed for infection control, plus a waste receptacle, in the STI
service area. Hospitals seem best prepared for infection control. One in 10 facilities offering STI services
has all items needed for physical examinations. Rarely do facilities have everything needed for both
infection control and quality physical examinations for STIs.
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About half the facilities that reported having the capacity to test for HIV/AIDS (29 percent for syphilis)
had the test materials available on the day of the survey. Only 18 percent of facilities reporting the
capacity to test for gonorrhea had test materials available. About three-quarters of facilities had at least
one medicine available for each of the four common STIs.

Almost two-thirds of facilities, mostly hospitals and health centers, offer TB services of some kind,
including diagnosis, treatment, and follow-up. Three in 5 facilities provide TB treatment and/or follow-
up, and 85 percent of facilities follow the DOTS approach. Of facilities following the DOTS approach, 9
in 10 have all first-line treatment medicines available. Eighty-five percent of facilities routinely refer
newly diagnosed TB patients for HIV testing and three-fourths have records of such referrals available.

Malaria Services

Eighty-six percent of facilities that treat malaria have antimalaria medicines available. Malaria treatment
guidelines are available at all malaria service sites in about half the facilities offering malaria services,
while the capacity to do blood smear testing for malaria is available in a little over one-third of facilities.
Three-quarters of facilities that offer malaria services reported facilitating ANC clients to obtain insecti-
cide-treated nets (ITNs), but only 6 in 10 had ITNs in the facility on the day of the survey.

About 6 in 10 pregnant women, both first-visit ANC clients and follow-up clients, received counseling on
ITNs during their ANC consultations; far fewer received free ITNs during their visits. Intermittent
preventive treatment (IPT) medicines were provided to two-thirds of first-visit and 6 in 10 follow-up visit
ANC clients. The purpose of IPT was discussed with more than half of first-visit clients but less than half
of follow-up visit clients. About 6 in 10 first-visit ANC clients were observed receiving their first [PT
dose during the consultation, compared with only half of follow-up clients.

HIV/AIDS Services

Sixty-two percent of all facilities in Rwanda have an HIV testing system. This includes almost all
hospitals and nearly 7 in 10 health centers. An informed consent policy for HIV testing is also available in
7 of 10 facilities with an HIV testing system. More than half of all facilities provide care and support
services (CSS) for HIV/AIDS clients.

TB diagnosis and/or treatment services are available in about two-thirds of facilities that offer HIV/AIDS
services, and over half of these follow the DOTS treatment approach. STI treatment services are available
in almost all facilities that offer care and support services for HIV/AIDS clients. The items to support STI
services that are most often missing are STI treatment guidelines in all relevant service sites. Malaria
treatment services are available in nearly all facilities that offer care and support services for HIV/AIDS
clients. While anti-malaria medicines are widely available in these facilities, fewer than 6 in 10 of them
have malaria treatment guidelines.

Almost all facilities that offer clinical CSS for HIV/AIDS clients have medicines for treating pneumonia
and other bacterial infections, and 9 in 10 facilities have medicines for basic pain management and
deworming. Laboratory testing capacity for monitoring HIV/AIDS clients is generally low among
facilities offering clinical CSS for HIV/AIDS clients. The most widely used spinal tap kit is available in
slightly more than half of facilities. With the exception of bacterial culture and India ink, which are
available in less than 1 in 10 facilities, other tests are available in 25 to 44 percent of facilities.

Only about one-third of all facilities, including 9 in 10 hospitals, prescribe antiretroviral therapy (ART).
Items to support ART services are not widely available in facilities: about 3 in 5 ART facilities have the
national guidelines for clinical management of ART, almost 7 in 10 have the laboratory capacity to
monitor ART, but only one-fourth had uninterrupted stock for ARVs in the past six months.
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PMTCT services are available in about half of all facilities, including about two-thirds of hospitals, health
centers, and polyclinics. Two-thirds of PMTCT facilities offer all four of the basic components. Eighty-
three percent of the facilities have a staff member who received PMTCT-related training in the three years
preceding the survey.

Post-exposure prophylaxis (PEP) services are accessible in about one-fourth of facilities, mostly hospitals
(95 percent). PEP is most accessible in government-assisted facilities, where 44 percent either offer or
have a referral system for PEP services.

Only 7 of the 334 facilities with an HIV testing system offer youth-friendly services (YFS) for HIV
testing. While 4 of the 7 facilities that provide YFS have at least one provider trained in FYS services,
YFS guidelines and policies were available in only 2 of the 7 facilities.
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Chapter 1 Survey Methodology

1.1 Overview

The 2007 Rwanda Service Provision Assessment (2007 RSPA) is the second of its kind carried out in
Rwanda. It is a facility-based survey designed to extract information about the general performance of
facilities that offer maternal, child, and reproductive health services as well as services for specific
infectious diseases, including sexually transmitted infections (STIs), tuberculosis (TB), malaria, and
HIV/AIDS.

Unlike the 2001 RSPA (MOH, NPO, and Macro International, 2003) which concentrated on maternal and
child health (MCH), the 2007 RSPA covers both MCH and HIV/AIDS services. Information to provide a
comprehensive picture of the strengths and weaknesses of the service delivery environment for each
assessed service was collected from all facilities managed by the public sector, and a sample of private
facilities that include all of those with five or more staff at the time of listing and one-third of the facilities
with three to four staff. Private health facilities with one or two staff were not included in the survey in all
five provinces of the country.

The 2007 RSPA provides national and provincial level representative information for hospitals, health
centers and polyclinics, dispensaries, health posts and clinics offering HIV/AIDS-related services.
Additional population based information on health and the utilization of services can be found in the
Rwanda Demographic and Health Survey (RDHS) conducted in 2005, which is a household-based survey
(NIS and ORC Macro, 2006).

1.2 Institutional Framework and Objectives of the RSPA

The 2007 RSPA was implemented by the National Institute of Statistics (NIS) of Rwanda in collaboration
with the Ministry of Health (MOH). The survey received technical support from Macro International Inc.
under the MEASURE DHS Project. Financial support for the survey was received from the United States
Agency for International Development (USAID).

The objectives of the 2007 RSPA were to:

e Describe how well prepared facilities are to provide quality reproductive and child health services
and services for some infectious diseases (HIV/AIDS, STIs, malaria, and TB);

e Provide a comprehensive body of information on the performance of the full range of public and
private health care facilities that provide reproductive, child health, and HIV/AIDS services;

e Help identify strengths and weaknesses in the delivery of reproductive, child health, and
HIV/AIDS services at health care facilities, producing information that can be used to better
target service delivery improvement interventions and to improve on-going supervisory systems;

o Describe the processes used in providing child, maternal, and reproductive health services and the
extent to which accepted standards for quality service provision are followed by providers;

e Provide information for periodically monitoring progress in improving the delivery of repro-
ductive, child health, and HIV/AIDS services at the health facilities;

e Provide input into the evolution of a system of accreditation of health facilities in Rwanda; and
Provide baseline information on the capacity of health facilities to provide basic- and advanced-
level HIV/AIDS care and support services, and on the recordkeeping systems in place for
monitoring HIV/AIDS preventive and diagnostic care, and support services.
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Data collection instruments were developed to respond to the following basic questions:

1. To what extent are facilities prepared to provide high-priority services? What resources
and support systems are available?

For each high-priority service, the Facility Inventory Questionnaire and provider interviews were used to
collect information on whether a facility has the capacity to provide the service at an acceptable standard
of quality.

Capacity is measured by the presence of essential equipment and supplies in a reasonable location for
providing a service. The facility characteristics assessed for quality of services include training and
supervision of staff, availability of service delivery protocols and client education materials, availability
and utilization of health information records, service delivery environment, and facility systems for
maintaining equipment and supplies.

The survey assessed support systems for general management, quality assurance, logistics for medicines,
equipment maintenance, infection control, and systems for monitoring activities (such as tracking service
coverage rates and referrals). Interviewers asked whether a facility had these support systems in place and
also recorded data on whether those systems were functioning.

A facility’s basic infrastructure can affect the standard of health services provided and influence clients to
use the facility. The 2007 RSPA collected data on whether or not facilities had electricity, water, and
client amenities; it recorded what services the facility offered and on which days of the week, and it
assessed staffing levels.

2. To what extent does the service delivery process follow generally accepted standards of
care?

RSPA interviewers observed interactions between clients and providers to assess whether the process
followed in service delivery met standards for acceptable content and quality. Observers sat in on
consultations for sick children, STI services, family planning services, and antenatal care. Using a
checklist, they recorded what information was shared between client and provider and what processes the
provider followed when assessing the client, conducting procedures, and providing treatment.

3. What issues affect clients’ and service providers’ satisfaction with the service delivery
environment?

Each observed client was subsequently asked to participate in an exit interview to ascertain the client’s
perception of information shared and services received. This information provides further insight on the
quality of client-provider interaction. Providers were also interviewed about their satisfaction with the
work environment.

1.3 Content and Methods of Data Collection in the 2007 RSPA
1.3.1 Content of the 2007 RSPA

The 2007 RSPA focused on basic health services, particularly those important for women and children.
Four high-priority health services, all interrelated to some extent, were assessed: child health, family
planning, maternal health, and specific infectious diseases (STIs, HIV/AIDS, TB, and malaria).

In each of these four areas, the survey assessed whether components considered essential for quality
health services were present and functioning. The components assessed are those commonly promoted in
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different programs supported by the government and development partners. The 2007 RSPA also
assessed whether more sophisticated components were present, such as higher-level diagnostic and
treatment modalities or support systems for health services that are usually introduced after basic-level
services have been put in place.

The child health component of the survey was designed to assess the availability of preventive services
(immunization and growth monitoring) and outpatient care for sick children, with a focus on the process
followed in providing services to sick children. Service provision was compared to the standards set in the
guidelines for Integrated Management of Childhood Illness (IMCI).

The family planning component focused on the process followed in counseling and providing
contraceptive methods to family planning clients.

The maternal health component assessed counseling and screening during antenatal care (ANC) visits, the
labor and delivery service environment, and postnatal care.

The infectious disease component assessed the availability of services for diagnosing and treating STIs,
HIV/AIDS, TB, and malaria.

1.3.2 Methods of Data Collection
Five main types of data collection tools were used:

1. Using the Facility Audit Questionnaires, interviewers collected information on the availability of
resources, support systems, and facility infrastructure elements necessary to provide a level of service that
generally meets accepted national and international standards. The support services assessed were those
that are commonly acknowledged as essential management tools for maintaining health services. The
facility audit questionnaires include MCH, HIV/AIDS, laboratory, and pharmacy sections. The
HIV/AIDS section assessed how clients with HIV/AIDS were handled, from counseling and testing
through treatment, referral, and follow-up. Interviewers also collected information on health facility
policies and practices associated with collecting and reporting HIV/AIDS-related records and statistics for
services provided to clients through the health facility.

2. The Observation Protocol was tailored to the service being provided. For sick child, antenatal care,
family planning, and STI consultations, the observer assessed the extent to which service providers
adhered to standards of care, based on generally accepted practices for quality service delivery. The
observations included both the process used in conducting specific procedures and examinations, and also
the content of information (including history, symptoms, and advice) exchanged between provider and
client.

3. After clients were observed receiving a service, they were asked to participate in an Exit Interview as
they left the facility. The exit interview included questions on the client’s understanding of the
consultation or examination, as well as his/her recall of instructions received about treatment or
preventive behavior. The interviewer also elicited the client’s perception of the service delivery
environment.

4. In the Health Worker/Provider Interview, service providers were interviewed regarding their

qualifications (training, experience, and continued in-service training), the supervision they had received,
and their perceptions of the service delivery environment.
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1.4 Sampling

Data were collected from a sample of facilities, a sample of health service providers at each facility, and a
sample of caretakers of sick children, and family planning, ANC, and STI clients.

1.4.1 Sample of Facilities

The survey visited all public health facilities and a sample of private facilities that include all of those
with five or more staff at the time of listing and one-third of the facilities with three to four staff. Private
health facilities with one or two staff were not included in the survey.

The sample included hospitals, health centers, dispensaries, health posts, polyclinics, and clinics, with
different managing authorities, including government, government assisted, nongovernmental organi-
zation (NGO), and community.

Out of a total of 555 facilities initially selected for the 2007 RSPA, 538 were successfully interviewed.
This represents a response rate of 97 percent. The sample includes 42 hospitals (8 percent), 389 health
centers and polyclinics (72 percent), and 107 dispensaries, health posts and clinics (20 percent). More
than half (57 percent) of the facilities are government facilities, managed mainly by the MOH.
Government-assisted' facilities represent one-fourth of facilities, while private, nongovernmental organi-
zation (NGO) and community facilities represent 18 percent of facilities. The distribution of health care
facilities in South, East, and West provinces is about the same (21 to 25 percent). About 17 percent of the
facilities are in North province and 16 percent are in Kigali City.

Data analysis and conventions followed in developing HIV/AIDS indicators

In large facilities, HIV/AIDS services are frequently offered at more than one service sites. For example,
HIV testing may be offered to clients who come to a clinic for voluntary counseling and testing (VCT) on
HIV, but may also be offered to sick clients attending outpatient clinics and clients admitted to inpatients
units. Among the items identified for supporting the quality of services related to HIV/AIDS, some need
only be present at a single location in a facility, with the assumption that all units can access the item.
Examples include medicines, laboratory tests, and facility-level policies. Recordkeeping is necessary for
clients who receive services from any site, but the records may be kept in different locations depending on
the organization of a facility and the security of the records. Some items, such as service statistics and
client records may be kept in one central location or in several places, depending on the organization of a
facility.

For this survey, it is assumed that as long as a unit offering services knows where the records are, and the
existence of records at that site is verified, this validates that records are being kept for clients receiving
services from the unit. It is not reasonable, however, to assume that providers will run around a facility in
search of soap and water to wash their hands or to look for guidelines or protocols to remind them of
important information when providing services to a client. Thus, some items need to be in the vicinity of
each relevant service delivery area. These include infection control equipment and guidelines and
protocols.

' Government-assisted (Agréé) health facilities in Rwanda are facilities run by religious and nonprofit associations.
They receive support from the government and are completely integrated into the public health system. The
government-assisted health facilities have a formal agreement to follow the policies of the MOH.
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The analysis of the quality of HIV/AIDS and related
services for this survey follows the above general
conventions when determining if a facility meets the
standards defined as those necessary to provide good
quality services.

Throughout the report, indicators are presented by
the five provinces to allow for the analysis of geo-
graphical differentials. This new official admini-
strative division of provinces is used by the Govern-
ment of Rwanda, the NIS, and was also used in the
2005 RDHS report (NIS and ORC Macro, 2006).

Table 1.1 provides information on the percent
distribution of facilities included in the sample as
well as number of facilities by background charac-
teristics (type of facility, managing authority, and
province). Table 1.2 provides information on the
percent distribution and number of facilities provid-
ing specific services of interest.

Table 1.1 Distribution of facilities by type of facility,
managing authority, and province
Percent distribution of facilities and number of facilities by
background characteristics, Rwanda SPA 2007
Percent
Background distribution ~ Number of
characteristics of facilities facilities
Type of facility
Hospital 8 42
Health center/Polyclinic 72 389
Dispensary/Clinic/Health post 20 107
Managing authority
Government 57 309
Government-assisted 25 133
Private/NGO/Community 18 96
Province
North 17 90
South 22 117
East 21 113
West 25 132
Kigali City 16 86
Total 100 538

Table 1.2 Percentage of facilities providing specific services

Percentage of facilities providing specific services and number of
facilities providing services, by service provided, Rwanda SPA 2007

Percent of Number of
facilities facilities
providing providing

Service provided services services
Child immunization 75 405
Consultation for sick children 95 509
Family planning 73 394
Antenatal/postnatal care 80 432
Delivery 75 404
Services for sexually transmitted infections’ 95 513
Services for TB® 64 343
HIV testing services® 62 336
Any care and support services for HIV 55 296
Antiretroviral therapy (ART) services* 31 166
Prevention of mother-to-child transmission

(PMTCT) services 51 277
Total - 538

measures, or client care.

blood outside for testing.

' This may include only laboratory examinations, only preventive

2 This includes treatment, diagnosis, and follow-up treatments.
® This may include testing in the lab without counseling and sending

* This includes prescribing ARVs and clinical follow-up services.

1.4.2 Sample of Health Service Providers

A health service provider is defined as one who provides consultation services, counseling, health
education, or laboratory services to clients. For example, health workers were not eligible for observation
or interview if they only take measurements or complete registers and never provide any type of
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professional client services. The sample of health service providers was selected from providers who were
present in the facility on the day of the survey and who provided services that were assessed by the 2007
RSPA. Attempts were made to interview an average of eight providers per facility. In facilities with fewer
than eight health providers, all of the providers present on the day of the visit were interviewed. In
facilities with more than eight providers, an average of eight providers was interviewed, including all
providers whose work was observed. If interviewers observed fewer than eight providers, then they also
interviewed a random selection of the remaining health providers to obtain an average of eight provider
interviews.

It should be pointed out that in a few cases, the | Table 1.3 Distribution of interviewed providers
staff present on the day of the survey may not be N R .

. £ the staff wh 11 id Percent distribution of interviewed providers and number of
representative of the statf who normally provides | interviewed providers by background characteristics and

the services being assessed.’ qualification of provider, Rwanda SPA 2007
Percent

Table 1.3 provides general information on the distribution of - Number of

.. . . Background interviewed interviewed
distribution of providers, by background character- | characteristics providers providers
istics and provide.r qualiﬁcat.ion. It a'lgo gives the | type of facility
number of interviewed providers utilized for the Hospital 12 230

; : _ : s Health center/Polyclinic 79 1,527

analysis. Appendix Table A-1.1 provides addi Dispensary/Clinic/Health post ° 178

tional information on the proportion of interviewed
providers compared with the total number of | Managing authority

. . 1 Government 63 1,220
prowders assigned to facilities and present at the Government-assisted 29 555
time of the survey. Private/ NGO/Community 8 160

. . Province
143 Samplf: for Observations and Exit North 16 319
Interviews South 22 429
East 24 455
: o West 25 487
The sample for observations was opportunistic, Kigali ity 13 245

meaning clients were selected for observation as
they arrived because it was not possible to know | Qualification of provider

.. . .- Physicians/medical officers' 4 80
how many eligible clients would attend the facility Nurses/Midwives/Auxiliary HW 79 1,536
on the day of the survey. Where many clients were Lab staffs , 11 215
present and eligible for observation, the rule was to | Other clinical/technical staffs 5 103
. . Nonclinical/technical staffs 0 1

observe a maximum of five clients for each
provider of the service, with a maximum of 15 Total 100 1,935

observatlpns In any given facﬂlty for eaCh SGI"VICG. ' Physicians includes all physician generalists and physician
In practice, however, at some facilities inter- | specialists.
viewers observed fewer clients than were eligible 2 Other clinical/technical staff include radiologist, anesthetist,
. . . . dentist, and physiotherapist. nutritionist, social worker, hygiene
for observation. This occurred primarily where | and sanitation, and any other client service providers.
multiple services were being offered to clients at
the same time in different locations in the facility. Any family planning or ANC client who was also
assessed for STI symptoms was observed both for elements related to STI services and elements related to
either family planning or ANC, whichever was relevant. Interviewers attempted to give an exit interview

to all observed clients and caretakers of observed sick children before they left the facility.

For child health consultations, only children under five years who presented with an illness (rather than an
injury or a skin or eye infection exclusively) were selected for observation. When several eligible ANC or
family planning clients were waiting, interviewers tried to select two new clients for every one follow-up

2 . . ..
For example, the survey may have taken place at the same time as a special training event for a group of
specialists, or on a day when evaluations took a certain type of provider away from services.
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case. The day’s caseload and the logistics of organizing observations did not always allow them to meet

this objective.

Table 1.4 gives the percent distribution of
observed consultations, as well as the numbers of
observed clients, by service. The total number of
clients observed during the survey for each service
was: 1,756 sick children, 687 family planning
clients, 737 ANC clients, 106 STI clients, and
1,297 clients who received injections. Details on
the characteristics of these clients are presented in
the relevant chapters of this report.

It is necessary to note that the clients present on
the day of the survey might not be representative
of the clients who normally receive the service
being assessed.’

Appendix Tables A-1.4 through A-1.6 describe the
facilities included in the 2007 RSPA. This in-
cludes the size of the facilities’ catchment popula-
tion (Appendix Table A-1.4) and the median
number of staff assigned to outpatient services by
provider and facility type (Appendix Table
A-1.5.1). Appendix Table 1.5.2 reports the per-
centage of interviewed staff that provides coun-
seling related to HIV/AIDS testing and has re-
ceived training on that topic. The median number
of years of basic education and technical training
that interviewed providers had received, by quali-
fication of provider is also presented (Appendix
Table A-1.6).

1.5  Survey Implementation

1.5.1 Data Collection Instruments

The 2007 RSPA survey instruments were based on
generic  questionnaires  developed by the
MEASURE DHS project and were adapted for
Rwanda health services after consulting with

Table 1.4 Distribution of observed consultations

Percent distribution of observed consultations and number of
observed consultations for curative care for sick children,
family planning, antenatal care, sexually transmitted infections
and injections, by type of facility, Rwanda SPA 2007

Percent
distribution of Number of
observed observed

Type of facility consultations  consultations

OUTPATIENT CARE FOR SICK CHILDREN

Hospital 6 103
Health center/Polyclinic 88 1,546
Dispensary/Clinic/Health post 6 107
Total 100 1,756

FAMILY PLANNING

Hospital 2 15
Health center/Polyclinic 94 648
Dispensary/Clinic/Health post 3 24
Total 100 687
ANTENATAL CARE
Hospital 2 15
Health center/Polyclinic 96 709
Dispensary/Clinic/Health post 2 13
Total 100 737

SEXUALLY TRANSMITTED INFECTIONS

Hospital 9 10
Health center/Polyclinic 84 89
Dispensary/Clinic/Health post 7 7
Total 100 106
INJECTIONS
Hospital 10 125
Health center/Polyclinic 84 1,088
Dispensary/Clinic/Health post 6 84
Total 100 1,297

technical specialists from the MOH, NGOs, and other key stakeholders knowledgeable about the health
services and service program priorities covered by the RSPA. All questionnaires were drafted in English
and French; they were translated into the Kinya-Rwanda language.

For example, if the survey coincided with a special event, such as a health fair, or a special campaign.
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The survey instruments were pretested from March 25 to April 15, 2007. A total of 16 nurse interviewers
were trained in the application of the questionnaires for two weeks prior to pretest data collection in eight
facilities in Kigali City. The interviewers were formed into four teams of four members each for the
fieldwork. The observations and experiences gathered from the pretest were used to improve the instru-
ments for the main survey.

A training manual was developed and distributed to all recruited data collectors to support standardized
data collection.

1.5.2 Training and Supervision of Data Collectors

A total of 69 nurse interviewers (including 16 that participated in the pretest) completed a three-week
training (May 15 to June 6, 2007) for the main survey. The training was conducted in Kigali City and
included classroom lectures/discussion, practical demonstrations, and field practices. A consultant from
Macro International, a medical doctor from the Ministry of Health, and senior staffs from NIS conducted
the training. At the end of the three-week training, 64 interviewers had successfully completed the
training; 63 were selected for the fieldwork. They were organized into 12 teams, each consisting of a team
leader, four interviewers, and a driver. Three extra interviewers worked as backup. One interviewer was
further trained and assigned as data receptionist.

Fieldwork supervision was coordinated at NIS headquarters; four NIS supervisors and three doctors from
the MOH regularly supervised the teams to review their work and monitor data quality.

1.5.3 Data Collection

Data collection began on June 16, 2007 and was completed August 31, 2007. One interviewer in each
team was selected to be the team leader, and he/she had the added responsibility of organizing the team’s
work and checking all administered questionnaires before leaving each facility. Each team was given a
list of facilities to visit, with the facilities’ name, type and location. Information on the intended visits was
passed on to the sampled facilities one day before the visit, so that they could prepare for the interviewers.

Data collection took one day in small facilities and up to two days, on average, in larger facilities. Every
effort was made for teams to visit facilities on days when services of interest would be offered. Whenever
any of the services of interest was not being offered on the day of the visit, the teams returned on a day
when the service would be offered, to observe and interview clients who came on that day. If, however,
the service was offered on the day of the visit but no clients came, the teams did not revisit the facility.

Each interviewer ensured that the respondent for each component of the facility audit was the most
knowledgeable person for the particular service or system component being assessed. Informed consent
was obtained from the facility in-charge, from all respondents for the facility audit questionnaires, and
from observed and interviewed providers and clients. Where relevant, the data collector indicated whether
a specific item being assessed was observed, reported available but not observed, not available, or
whether it was uncertain if the item was available. Equipment, supplies, and resources for specific
services were only recorded as available if they were in the relevant service delivery area or in an
immediately adjacent room.

Quality control was ensured by periodic field visits and spot checks by NIS and MOH officers. Field
check tables were used to check the quality of collected data and, where necessary, NIS staff
communicated with team leaders and resolved any problems.
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1.5.4 Data Management and Report Writing
Data management and analysis were carried out as follows:

e Management of questionnaires in the field: After completing data collection in each facility,
the interviewers reviewed the questionnaires before giving them to the supervisor who reviewed
them a second time. The supervisor picked up the questionnaires when visiting the teams.

e Data sorting and editing at headquarters: Once questionnaires from each facility were
received at headquarters, they were first sorted to ensure they were in the correct order and that
none were missing. They were then edited to eliminate any mistakes that would prevent the
computer from accepting information during data entry. In cases where there was a problem with
questionnaires from a facility, the data collection team was consulted so that the problem could be
resolved.

e Data entry: Six data operators entered the data under the supervision of one NIS staff member.
CSPro software developed by Macro International Inc was used for data entry. All questionnaires
were entered twice (100% verification) to ensure that the data had been accurately keyed in. Data
entry took place from June through September 2007. All “other” responses were reviewed with
assistance from MOH staff and recoded into categories relevant for data analysis.

e Data processing: Design of the tabulation plan and preparation of programs for producing
statistical tables were carried out from August through November 2007. Data analysis, including
clarification of unclear information, was carried out from December 2007 through February 2008.
During data analysis, the analysis plan was revised based on feedback from the NIS and MOH to
ensure that the analysis was appropriate for the Rwanda health system.

e Development of the final report: The final report was written with input from the MOH, NIS,
and Macro International Inc.

1.5.5 Data Analysis

The following conventions were observed during the analysis of the RSPA data:

e Assessing the availability of items: Unless specifically indicated, the 2007 RSPA considered
only observed items to be available. Items that were reported as being available but were not
observed or seen by the interviewers were not considered available;

e Observations: Many facilities provide routine services for clients, such as taking blood pressure,
separately from the actual consultations, and there is often an interval between these events and
the time when the primary provider assesses the client. It is not always logistically possible to
follow a client through the entire system, so whenever these services were observed being
provided outside the consultation room on the day of the survey, the observed client was assumed
to have received these services. Where this system is used, multiple providers contribute to the
services received by each client. The provider who ultimately diagnosed and prescribed was
defined as the primary provider.

Interviewers assessed whether a practice occurred or a piece of information was shared between

provider and client. They did not attempt to verify whether the practice was correct or if the
information shared was correct or complete.
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e Provider information: Frequently, providers indicated that they “personally provided” a service
that the facility did not offer. It may be that providers indicated services they provide outside the
facility. For the 2007 RSPA, only providers from facilities that offer the service in question were
included in the analysis for that service.

o Development of aggregate variables: Aggregating the data into subsets makes it possible to
analyze many pieces of information and to see how they relate to the overall capacity to provide
services. It also enables analysts to monitor changes in a facility’s capacity to provide services
and in its adherence to standards, since there may be improvements in some items but not in
others. There are not yet generally accepted aggregates of the health information collected in the
RSPA. The aggregate variables presented in this report represent an initial phase in the process of
defining useful health information aggregates. They will be refined as users provide feedback on
which aggregate variables are useful to policymakers and program implementers.

e Appendix B: Tables in Appendix B provide additional information by nonaggregated-type of
facility and nonaggregated managing authority.
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Chapter 2 Overview of the Health System in Rwanda

This chapter provides a brief overview of the health system in Rwanda as it relates to health facilities and
outpatient services. The chapter provides a context in which to view the findings of the 2007 Rwanda
Service Provision Assessment (2007 RSPA) survey.

Information is presented regarding the following:

e General organization of the health system;
e The package of health services provided at different facility levels; and
e Issues related to the health system and quality of care.

Information in this chapter is drawn from a variety of official sources from the Government of the
Republic of Rwanda such as Vision 2020 (MFEP, 2000), the Economic Development and Poverty
Reduction Strategy 2008-2012 (MFEP, 2007), Health Sector Policy (MOH, 2005d), Health Sector
Strategic Plan 2005-2009 (MOH, 2005c), and other international documents that include Rwanda such as
the report of the secretary-general [of the United Nations] on the work of the organization (United
Nations General Assembly, 2007) on Millennium Development Goals (MDG), Strategic Document for
the New Partnership for Africa’s Development, Declaration Lusaka on Decentralization and District
Health System Recommended by the Commission on Macroeconomics and Health (CMH) of the World
Health Organization.

2.1 General Organization of the Health System
2.1.1 Introduction

The Rwandan health care sector has undergone substantial changes over the past 150 years. Prior to the
arrival of colonial Germans, African traditional medicine constituted the basis of health care provision for
the entire country. The pre-colonial Rwandan health care system was based on traditional healing using
plants, powders, and herbs to treat disease. Traditional healers were also assisted by “spirits” whom they
said helped resolve health problems in the population. This practice continued even after the introduction
of modern medicine at the beginning of the colonial period and lasted until the 1970s. The transition to
the use of modern medicine began when the Germans arrived and continued through the first half of the
20™ century. Religious institutions, such as the Catholic Church, also played an important role in this
process.

During the second half of the 20™ century, before the war and genocide in 1994, Rwandan health care was
characterized by a strong centralized system, and health services were theoretically free to all Rwandans.
Religious institutions still played a major role in the system. During the genocidal period, a large part of
the health infrastructure was destroyed and there was an enormous loss of human resources for health
care. Immediately after these tragic events, Rwanda started urgently rebuilding its primary health care
system and human resources for health. Since 2000, the health care system has entered a new stage of
steady development.

2.1.2 Development of a Modern Health Care System

Since the 1980s, the Government of Rwanda has been implementing primary health care as its key strategy
to improve the health status of the population.
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Following the 35™ session of the African Regional Committee of the World Health Organization held at
Lusaka in 1985, Rwanda adopted a health development strategy based on decentralized management and
care at the district level. The decentralization process began with the development of provincial-level
health offices for health system management. Progress was made toward decentralizing the managerial
responsibilities to the province and, ultimately, to the district level.

The declaration of Lusaka promoted the following three strategies to improve the quality of and access to
the health care system:

1. Decentralization of the health care system using health districts as the operational base
of the system;

2. Development of the primary healthcare system through its eight elementary components;1 and

3. Strengthening community participation in service management and financing.

The 1987 international conference on primary health care in Alma Ata called upon national and
international communities to take urgent and effective action, to conceive and implement worldwide
health care, in a spirit of technical cooperation, particularly in developing countries. Rwanda adopted a
primary health care policy immediately after the declaration of Alma Ata and was committed to
developing a basic health system that offers primary health care responding to the needs of the
population.

The tragic events of 1994 negatively impacted the health care system in a profound manner, because a
large portion of the health care infrastructure was destroyed by the enormous loss of human life. After the
war and genocide, Rwanda immediately started to rebuild and reform its health care system and to train
health care professionals.

In February 1995, the Ministry of Health launched its health sector reform initiative according to the
declaration of Lusaka, which was adopted in 1996 by the Government of National Unity. The objective of
this initiative was to improve the well-being of the population by ensuring that the health care system
provides quality services throughout the country, and that these services are accepted by and accessible to a
majority of the population.

In March 2005, the Government of Rwanda adopted the Health Sector Policy (2005) and Health Sector
Strategic Plan (2005-2009) for achieving its global vision to guarantee the health and well-being to the
entire population, increase production, and reduce poverty. The health care sector aims to ensure and
promote the health status of the population by offering quality preventive services and rehabilitating
curative services within an effective health care system.

To fulfill this mission the Minister of Health focuses on the following main objectives/programs:
e Ensuring the availability of human resources for health

e Ensuring the availability of quality medicine, vaccines, and others medical supplies
e Providing care and services at an affordable cost

! These eight elementary components include: 1) education about common health problems and what can be done to
prevent and control them; 2) maternal and child health care, including family planning; 3) promotion of proper
nutrition; 4) immunization against major infectious diseases; 5) an adequate supply of safe water; 6) basic sanitation;
7) prevention and control of locally endemic diseases; and 8) appropriate treatment for common diseases and
injuries.
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e Improving the quality and demand for services in disease prevention and control
¢ Improving national hospitals and research institutions
e Strengthening institutional capacity of national programs and institutions

These objectives/programs form the basis of the Health Sector Strategic Plan, from which specific
objectives and results-oriented indicators are formulated ensuring that all key components in health sector
performance are covered.

Like many other developing countries, Rwanda is committed to achieving the MDGs by 2015. This
reflects on the country’s provision of basic health services emphasizing the availability and quality of
services offered, especially to the most vulnerable population including women and children.

Vision 2020 regarding health care stresses control of important disease epidemics such as HIV/AIDS,
tuberculosis, malaria, diarrhea, malnutrition, respiratory infection and other potential epidemics such as
cholera, meningitis, bacillary dysentery, and measles. The poverty reduction strategic plan articulates this
vision more clearly, with greater emphasis on disease prevention, especially HIV/AIDS and malaria. It
also targets accessibility to better health care through reducing the cost of services to the most
disadvantaged, distribution of health care information at the community level, and quality of care.

The health care system showed a remarkable recovery after the war and genocide. Current health
indicators provide evidence of progress attained over the last ten years, but they also show that enormous
challenges remain to be undertaken in order to realize the MDGs in 2015.

Even though the maternal mortality ratio dropped after the genocide period, it has remained as high as it
was in the 1980s and is one of the highest in the world (750 per 100,000 live births). This high level of
maternal mortality has mainly been due to lack of access to care, lack of qualified health personnel, lack
of equipment, and poor quality of health care services.

The high level of immunization coverage showed a strong and effective EPI program, one of the strongest
among the sub-Saharan countries. However, family planning services that were stagnant during the past
two decades have improved rapidly because of the political commitment of the Rwandan Government and
the population’s understanding of the impact of population growth on economic development, and
knowledge of the availability of the contraceptive methods. Contraceptive prevalence among women in
union dropped from 9 percent in 1992 to 4 percent in 2000, but rose to 10 percent in 2005 (NPO and
Macro International, 1994; NPO and ORC Macro, 2002; and INS and ORC Macro, 2006).

2.2 Overview of Operating Authorities for Health Services

Health services in Rwanda are provided through the public sector, government-assisted health facilities,
private health facilities, and traditional healers.

2.2.1 Public Sector

The public sector is organized into three levels, with each level having a defined technical and
administrative platform called a minimum package of activities. The levels coordinate to prevent overlap
and to improve the use of resources and services.

The central level, based in the capital, is primarily responsible for developing health policy and the
overall strategic and technical framework within which health services are provided. The central level is
also responsible for monitoring and evaluating operational programs and mobilizing resources needed for
quality services that are accessible to the population.
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The decentralized level consists of 30 administrative districts. There are eight technical units including a
health unit within the district office. This health unit is called the Health, Family Promotion, and
Protection of Children’s Rights Unit, and advises the District Executive Committee on health related
issues. Each administrative district has at least a district hospital and, at the third level, several primary
health care facilities (health center, health post, and dispensary).

The Health, Family Promotion, and Protection of Children’s Rights Unit is responsible for establishing a
district administrative counsel that oversees health institutions in the district such as the district hospital,
mutual health insurance, district pharmacy, and HIV/AIDS control committee. Other roles of the unit are
to:

e Monitor and facilitate the functions of the district hospital management committee, mutual health
insurance, district pharmacy, and HIV/AIDS control committee;

Sensitize the population on disease prevention, family planning, and mutual health insurance;
Promote public health and sanitation;

Supervise health centers;

Collect, analyze, and disseminate health data for the Minister of Health;

Prevent and control epidemics; and

Mobilize necessary resources for implementation of health care services.

In 2006, the country implemented the second phase of political and administrative decentralization and
Rwanda was divided into 30 administrative districts. By the end of 2007 there are 38 operational district
hospitals, 4 national referral hospitals, and 4 health centers, which are being upgraded to become district
hospitals. At the same time, there are 401 health centers, of which 38 are adjacent to each of the district
hospitals. The principal function of district hospitals is to provide care for patients referred by the primary
health care facilities. Although essential roles of a hospital are treatment and rehabilitation, it is also
responsible for implementing and supporting disease prevention in its catchment area. The hospital
management team participates in planning activities for the health district and supervising district health
personnel. The average capacity of a hospital is about 1 bed per 1,000 persons; however, there are
significant variations between districts and provinces.

Health centers are responsible for providing primary health care that includes complete and integrated
services. These encompass curative, preventive, promotional, and rehabilitative health services.

Health posts are health facilities with a package of activities reduced from that offered at health centers
and are assigned a catchment population similar to a health center (approximately 20,000 on average).
However, health posts are established in areas that are far from main health centers; they provide services
limited to curative outpatient care, certain diagnostic tests, child immunization, growth monitoring for
children under five years, ANC consultation, family planning, and health education. The Rwandan health
system is facing a shortage of health care providers, especially highly qualified providers such as
physicians, nurses, and health care manager with experience. This shortage is more serious in rural areas.

2.2.2 Government-assisted Health Facilities

Government-assisted facilities are nonprofit facilities operated by various religious groups and not-for-
profit associations. They have the same functions, responsibilities, and official management structures as
public facilities (as defined by the Ministry of Health). They are fully integrated into the structure of the
health district. The nonprofit sector signed a formal agreement with the government that determines the
obligations and rights of all health care providers working in that sector. Strong local partnerships
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between NGOs, churches, private providers, and the public sector are encouraged to ensure coordination
and integration in planning and operating the health care system.

In 2007, 25 percent of the first- and second-level health facilities were government-assisted facilities.
While public facilities are fully supported by the government, the government-assisted facilities are
registered and receive certain assistance from the government. Personnel in government-assisted facilities
receive the same benefits as those in government facilities including continued education subsidized by
the government. Representatives from government-assisted facilities participate in the health committees
of health centers and in the district health administrative council of district hospitals. These facilities
agree to follow all standard guidelines and protocols of the Ministry of Health.

2.2.3 Private Sector

The Ministry of Health is strengthening its relationship with private and other nonprofit sectors.
Collaboration is based on 1) greater participation of the private sector in provision of services to the entire
population, 2) improved accessibility to care using services offered by the private health sector, 3)
improved supervision of the private sector in collecting health information data, and 4) strengthening the
capacity of a unit within the Ministry of Health that is in charge of the private health sector. A formal
agreement detailing the nature of cooperation between the Ministry of Health and the private sector has
been established.

In early 2007, there were 373 private health facilities across the country. Seventy-two of these facilities
were operated by physicians and 301 by nurses. More than 70 percent of these facilities are in Kigali City
or its vicinity. Some private health facilities provide hospitalization services and some provide specialized
services such as gynecology-obstetrics, pediatrics, gastroenterology, ophthalmology, stomatology,
physiotherapy, and biological analysis.

2.2.4 Traditional Medicine

A significant proportion of the Rwandan population continues to use traditional medical services while
seeking care from their modern health care providers, depending on the nature of the problem. This
practice encourages the provision of traditional medical services. A legal framework determines how
traditional medical services can operate alongside health services within the district. The Ministry of
Health in collaboration with the Institute for Scientific and Technological Research ensures the rational
development of traditional health care in the country and assists in the organization of practitioners of
traditional medicine into associations; however, only a few of these associations are currently functioning.

2.2.5 Community Health

In order to improve the health status of the population, the Ministry of Health developed a community
health policy for implementing health care services at the community level. All sociodemographic aspects
of the population are taken into account to ensure equity of access to and provision of health services.
This policy recommends active participation of the population in planning, implementation, monitoring
and evaluation of programs and projects, and strongly encourages community recommendations and
feedback.

The main objective of the community health policy is to provide guidance in the provision of holistic and
sustainable health care to the community. It requires active participation from the community in the
process of health service delivery through decentralization of the health care system, from the district to
the village (Umudugudu). In the context of this policy, the community health service uses a public health
approach in which a community defines its own needs and plays a prominent role in organizing health

OVERVIEW OF THE HEALTH SYSTEM IN RWANDA

15



16

services. The community health service takes into account characteristics of the community; notably, its
networks of interaction, support systems, norms, specific cultural aspects, institutions, political systems
and beliefs.

The community health service is integrated into community development services and administrative
structures. This integration allows for improved quality of services, minimizing losses of opportunity, and
maximizing the impact of interventions for certain vertical programs. In addition, this integration
minimizes administrative costs, allows for better use of financial resources, and avoids unnecessary
duplication of services. The community health service also implements the management programs to
integrate the services properly, such as sharing information, clarifying management guidelines for
integration at different levels, and supporting its implementation.

2.2.6 Mutual Health Insurance

One of the major problems in the Rwandan health care system is how to reconcile its two main financial
issues in a context of poverty. The first issue is improvement of financial accessibility and equity in
access to health care and the second is mobilization of internal resources to increase the financial viability
of health services.

Since the reintroduction of direct payments in 1996, data from the health management information system
(HMIS) showed that more and more households were having difficulty meeting their health care costs.
this resulted in a decrease in the level of health care utilization, reaching a level of 0.28 visits per person
per year, much lower than the WHO standard of 1 visit per person per year in urban areas and 0.5 to 0.6
visits per person per year in rural areas. The reasons for nonutilization included dissatisfaction with the
quality and cost of services. Financial barriers result in various forms of exclusion; however, the risk of
exclusion is potentially highest among the poorest population group, those with low and irregular income,
and rural population. Nevertheless, political options to resolve the problem of financial inaccessibility to
health care remain limited.

Alternative mechanisms for community financing based on prepayment or a risk-pooling system such as
mutual health insurance become potential options for improving financial accessibility to health care and
for mobilizing the internal resources needed to increase financial viability of health services. In fact, a
countrywide implementation of mutual health insurance would guarantee equitable access to quality
services by the population, particularly rural communities and the informal sector. Mutual health
insurance not only allows the population access to care when needed, but also reduces the effects of
poverty. The country’s development policy on mutual health insurance has considered all potential social
aspects related to it, so that a majority of the population will be able to fully benefit from the program.
Mutual health insurance will be complementary to other social and private insurance.

Mutual health insurance groups in Rwanda are autonomous organizations managed by their members that
are based on free and democratic principles. Members adopt their own internal rules and regulations in
order to define the organizational structure of the program and the role and function of its various
management committees. They elect the members of the management committees and define their roles
and responsibilities. The organizational structure of mutual health insurance is adapted to the institutional
framework set up by decentralization reform and mutual health committees existing at all levels: village,
cell, sector, and district.

Mutual health insurance was established for three specific objectives: 1) to improve financial access to
health care, 2) to improve the financial situation of health facilities, and 3) to improve the overall health
status of the population. Mutual health insurance should facilitate the utilization of services by the
population.
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Mutual health insurance is under three tiers of management:

1) The sector level manages all services provided at health centers. Financial sources of mutual health
insurance at this level are contributed by its participating members (premium and co-payment), and
by the sector.

2) The district level manages all services provided at district hospitals. Financial sources of mutual
health insurance at this risk-pooling level are contributed by the sector level, by the district, by
participating members in the district, and by national pooling.

3) The national level manages all health care services at the level of the national referral hospitals,
University Hospital of Kigali, University Hospital of Butaré, the Neuro-Psychiatric Hospital of
Ndera, and the Center for Psycho-social Counseling. Financial contributors at this level are national
risk-pooling from the Minister of Health, 1’Assurance Maladie des Agents de I’Etat (RAMA),
Assurances Maladie des Militaires (MMA), and private insurance.

2.27 Performance-based Financing

Performance-based Financing (PBF) is an approach to health financing that shifts attention from inputs to
outputs, and eventually outcomes in health services. PBF consists of a group of methods and approaches
that aim, through differing levels of intervention, at linking incentives to performance. PBF can be
defined as a voluntary agreement between independent or autonomous partners who commit to a set of
reciprocal obligations that will be of mutual benefit to all.

Performance-based financing in Rwanda is defined as:

A method of health care services management which seeks to increase the volume and quality of
health care services provided to the population. Performance-based financing increases funds
available at the operational level to increase health worker motivation through a system of
complementary remuneration based on performance. Performance-based financing operates through
contracts between those providing the financing and the various local actors in the health system.

Performance-based financing facilitates efficiency and cost-effectiveness in the utilization of health
resources. It is more effective in achieving results than input-based financing because it motivates
workers to achieve better performance and it ensures that funds arrive at the health facility levels instead
of trickling down from higher levels in the system.

23 Geographic Distribution and Populations Served by Health Facilities

To ensure the most efficient health care coverage possible, given limited availability of resources, norms
were established in 1997. These norms include an average coverage of 200,000 people per district, with
one district hospital per district and 20,000 people per health center. The geographic area covered by an
administrative unit or health care facility is the catchment area, or “zone de rayonnement.”

Originally, under the restructuring of the health system, administrative units for the health system were
formed primarily based on geographic accessibility, regardless of the availability of infrastructure or
existing civil administrative boundaries.

Over time, the boundaries of administrative units for the health system have been adapted, taking into
account the size and boundaries of civil administrative units, while still considering geographic
accessibility. At present, a population is defined as having access to health care if the service can be

OVERVIEW OF THE HEALTH SYSTEM IN RWANDA

17



reached by foot in one and a half hours. Considering the current distribution of facilities, about 85 percent
of the population live within one and a half hours of a primary health care unit. Geographic distance and
mountainous terrain, however, continue to constrain access to health care. To improve geographic
accessibility, a referral system combining access to ambulance services and a telephone network for
district-level facilities is gradually being developed. This system will solve the problem of geographic
accessibility between primary care health centers and hospitals but not the problem of transporting
patients to health centers, which still depends largely on traditional means of transportation. Health
districts in Rwanda vary greatly by the size of their catchment population. The population covered by a
district facility varies from 70,000 to 480,000 people. The national average is around 200,000, which
approximates the national norm.

24 Package of Health Services

Most common disease morbidities in Rwanda are infectious diseases, which are preventable through the
improvement of hygiene and sanitation, and health-related behavior. Infectious diseases are the top ten
leading causes of morbidity and mortality in Rwanda. Nine in ten health consultations at primary health
care facilities in Rwanda are for diseases such as malaria, respiratory infections, diarrhea, intestinal
parasites, skin diseases, HIV/AIDS, STI, tuberculosis, typhus, cholera, and meningitis. A package of
activities directed toward these diseases and other common preventive interventions have been delineated
for each level of the health system.

A different package of activities was defined for each level of the health care system to ensure equitable
access to care throughout the country, the availability of procedures, and standards for operation and
management. It allows for better resource planning and management, as well as furnishing, establishing,
and evaluating the basic quality of health services.

2.4.1 Minimum Package of Activities at the Peripheral Level

At the health center level, the minimum package of activities (MPA) includes:

1. Promotional activities, such as information, education, and communication (IEC), psychosocial
support, nutritional activities related to small farming and food preparation, community
participation, managing and financing of health services, home visits, and hygiene and sanitation in
the catchment area around the health center.

2. Preventive activities, that cover premarital consultation, ANC, postpartum care for the mother and
child, family planning counseling and services, school health, and epidemiologic surveillance
activities.

3. Curative activities, comprising consultations, management of chronically ill patients, nutritional
rehabilitation, prescription or administration of medicines, observation before hospitalization,
normal deliveries, minor surgical interventions, and laboratory testing.

Each health center is responsible for managing personnel, supplies, and financial resources as well as for
training health care personnel. The health center also oversees other general health-related activities such
as intersectoral collaboration with other departments (e.g. social welfare and agriculture) when
appropriate. Health centers are the focal point for community participation in health-related activities.

Since the economic crisis of the 1980s, free health care has become difficult to sustain. To improve the

provision of medications, Rwanda adopted a strategy of health service financing based on community
participation, following the Bamako Initiative. At the onset of the 1994 genocide, the program covered 68
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percent of all health centers. After the war, the Bamako Initiative was resumed. It was implemented by
establishing committees in health centers and district health offices that included community members.
Health committee representatives focused primarily on overseeing the financial management of the health
centers. There was little emphasis on a broader community role in identifying important health concerns
and mobilizing the community to participate in health activities or projects.

2.4.2 Complementary Package of Activities for District Hospitals

The complementary package of activities is a common set of prioritized activities mandated to all district
hospitals so they can provide effective and equitable health care services that are not available at the
primary levels.

The complementary package of activities (CPA) for district hospitals includes activities 1 and 3 of the
minimum package of activities for the peripheral level, but emphasizes treating referred cases. Additional
activities under the CPA include the following:

1. Prevention, including preventive consultations for referred cases and ANC consultations for at-risk
pregnancies;

2. Family planning, with the provision of all methods for referred cases, including female and male
sterilization;

3. Curative care, including management of referred cases, referrals for tertiary-level care, management
of difficult labor, medical and surgical emergencies, minor and major surgical interventions,
inpatient care, laboratory testing, and medical imaging; and

4. Management, including the training of paramedical personnel in district schools and collaboration
with the district work group for continuing education and supervision activities.

2.4.3 Complementary Package of Activities for National Referral Hospitals

Although the national referral hospitals provide the highest level of service and should function almost
solely as referral centers from district hospitals, in reality, there is an overlap of the activities of the
district and national referral hospitals. This is because there is still an unclear delineation of
responsibilities for the central-level national referral hospitals, and there are not enough functioning
district hospitals, especially in urban areas. This results in national referral hospitals often assuming the
responsibilities of district hospitals.

2.5  Progress in the Implementation of a Decentralized Health System

Rwanda implemented the second phase of its political and administrative decentralization in 2006, and by
the end of 2007 the country will have been divided into 30 administrative districts. In 2007, there were 38
operational district hospitals, and four national referral hospitals. From 2006 to the end of 2007 the total
number of health facilities increased from 382 to 401, of which 38 are adjacent to each district hospital.

In 2006, the Minister of Health reconstructed four new district hospitals and rehabilitated two other
district hospitals. Additionally, it constructed seven new health centers and equipped 14 other health
centers. A total of 75 distillers and 25 centrifuges were distributed to laboratory units of health centers.
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To improve accessibility to health services, the government purchased 51 ambulances for hospitals and
health centers and 370 motorcycles for health centers. In addition, each health district received a vehicle
for supervision activities.

2.6 Utilization of Curative Consultation Services

Since 2001, data from the Health Management Information System (HMIS) show that utilization rates for
primary care services increased with growth in the availability of health services and infrastructure. The
proportion of the population utilizing primary care services increased substantially from 26 percent in
2001 to 61 percent in 2006. In 2007, 71 percent of the population was using the services. By the end of
2006, the utilization rate for primary care services was 0.6 new cases per person per year, having doubled
compared with 2001 (0.3 new cases per person per year). This increase in the utilization of health services
may be due to an increase in enrollment in mutual health insurance, the improvement of salaries for health
care personnel, and nationwide implementation of the performance-based financing (PBF) system.

Table 2.1 Trends in utilization of curative consultation services

Curative services utilization rates (new cases per person in the
population per year), Rwanda 2001-2007
Number of new Curative health

Target cases at health services
Year population centers utilization rates
2001 7,922,566 2,070,730 0.26
2002 8,128,553 2,365,899 0.29
2003 8,339,895 2,643,100 0.32
2004 8,556,733 3,278,911 0.38
2005 8,779,208 4,038,698 0.46
2006 9,007,467 5,468,112 0.61
2007 9,079,679 6,445,672 0.71

Source: Health Management Information System 2001-2007,
Ministry of Health

2.7  Issues Related to Quality of Care

The Rwandan Ministry of Health defines quality as: “The correct implementation of health interventions
according to established norms and procedures, which satisfy the health system’s clients and maximize
health outcomes without creating health risks or unnecessary costs.”

The mission of the Government of Rwanda’s health sector is to “ensure and promote the health status of
the Rwandan population by providing quality preventive, curative, and rehabilitative services within a
well performing health system.” Following the government’s commitment to reduce poverty and achieve
the Millennium Development Goals, the Government of Rwanda seeks to establish mechanisms that
ensure quality in the health sector.

In 1995, Resolution AFR/RC45/R3 of the World Health Organization for the African Region’s
(WHO/AFRO) urged member states to establish quality assurance programs as soon as possible. Rwanda
supported the resolution and has taken concrete steps to improve quality of care for the population. In
1997, the Ministry of Health created the Division for the Promotion of Quality of Care. By 1997,
standards for case management were revised and disseminated through various programs (malaria, AIDS,
child health, tuberculosis, etc.) as well as flow charts for health center personnel. In 1998, quality
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assurance was introduced into the three national reference hospitals, and soon thereafter quality assurance
was introduced as a pilot project at the district level for the management of malaria and HIV/AIDS.

In the intervening years, many different innovative approaches to improve the quality of health care and
the motivation of health workers have been tested in various small geographical areas. However, there has
been no shared concept of quality among the various health system actors, and while there has been some
attention paid to the patient and community aspects of quality, this has been largely neglected.

Significant challenges remain to be addressed to institutionalize quality of care in Rwanda. Given the
various reforms currently underway aimed at strengthening the Rwandan health system and improving
access to care, it is essential at this time to achieve a consensus on the definition of “quality” and to
institutionalize quality management. Ultimately, Rwanda needs a unified, coordinated approach to quality
management in which the three primary quality strategies (performance-based financing, quality
assurance, and mutual health insurance) will be integrated with the activities of all MOH, civil,
community, and regulatory groups to improve the health of the Rwandan people.

2.8 Supervision

Supervision plays an essential part in implementing a health policy and in improving the quality of
services and care. A top-down supervisory system was installed in Rwanda in 1995, where each level of
the structure supervises the level under it. This system of supervision continues to improve and in 2006, at
the beginning of the second phase of political and administrative decentralization, the supervisory system
was divided into clinical/technical supervision and administrative supervision.

Clinical/technical supervision is carried out by a multidisciplinary team including physicians, midwives,
nurses Al, and senior technicians Al, while administrative supervision is undertaken by a team that
includes administrative and financial supervisors.

Health centers are responsible for supervising clinical/technical aspects of health services at the
community level, often accompanied by a staff member from the district hospitals. District hospitals are
supervised by national referral hospitals regarding clinical/technical aspects and by other national
programs and centers for implementation and adherence to national policies, standard protocols, and
guidelines.

2.9 System of Supply and Distribution of Medications

Medicines play an important role in the quality and accessibility of health care. The Center for Purchasing
of Essential Medicines for Rwanda (CAMERWA), was created to ensure regular supplies and quality of
medicines at minimal cost. It contributes to lowering of retail prices and a reduction in stock shortages at
health facilities. Nevertheless, access to essential medicines remains a considerable problem because of
weak price regulation and the ability of people to purchase these medicines. Supply and distribution of
medicines, vaccines, and other consumables constitute one of the essential parts in the operation of a
health care system. The availability of medicines and consumables is strategically important and one of
the key elements in the provision of health care to the population. Moreover, medicines constitute the
largest proportion of household expenditures on health care in Rwanda (60 percent), creating a financial
barrier in access to health care. CAMERWA imports and distributes medicines to public hospitals and
district pharmacies. District pharmacies play an intermediate role between CAMERWA and district
hospitals and health centers. Likewise, the Office of Government-approved Health Facilities of Rwanda
(BUFMAR) purchases and imports medicines for government-assisted health facilities. The private sector
purchases a majority of medicines (70 percent) through its five principal private importers.
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At the district pharmacy and health center levels, shortages in the stock of essential medicines are
generally observed nationwide. For example, on average, amoxicillin is out of stock about 2.6 days per
month and quinine about 0.6 days per month. The shortage of pharmaceutical products is a result of the
weak supply system, absence of standard procedures in procurement, and lack of capacity to enforce the
taxation policy on importation of medicines.

2.10 Human Resources for Health

Almost all health personnel in Rwanda that work in public health facilities are staff of the Ministry of
Health. The MOH recruits approximately 62 percent of the health workforce and pays their salaries
directly through the administrative district. The remaining 38 percent of health personnel working in
public health facilities are paid through various means, including direct contracts with government-
assisted health centers (24 percent), NGOs, volunteer organizations, or the districts (14 percent). Health
personnel working in public health facilities also include some expatriates whose salaries are paid by
NGOs, bilateral, or volunteer organizations. Irrespective of their source of payment, all personnel
working in public health sites are considered MOH personnel. A very small number of health personnel
work in the private sector of the health care delivery system.

2.11 Basic Qualifications for Health Personnel

At the end of December 1999 the Ministry of Health assessed its workforce capacity and counted a total
of 4,141 staff registered with the Ministry of Public Function (MOPF). They included 2,262 medical and
clinical personnel and 1,879 nonmedical personnel. There were 148 physicians and 1,143 nurses,
accounting for 3.6 percent and 27.6 percent, respectively, of all personnel.

In December 2000, the MOH registered 3,363 staff with MOPF, including 2,320 medical and clinical
personnel and 1,043 nonmedical personnel. The proportion of physicians and nurses had increased to 4.4
percent and 34.7 percent of the total health workforce, respectively. In 2003, the health personnel
situation had improved slightly. The MOH had a total of 4,222 registered staff that included 220
physicians, 19 midwives, 1,997 nurses, and 79 senior health technicians. In 2005, the public sector had a
total of 6,961 registered staff (5,850 medical/clinical and 1,246 nonmedical), with 221 physicians (3.2
percent) and 4,063 nurses (62.5 percent) (Table 2.2). According to the 2006 Minister of Health Annual
Report, the physician population ratio improved from 1/50,000 in 2005 to 1/42,000 in 2006. During the
same period, the nurse population ratio improved from 1/3,900 to 1/3,138.

Tableau 2.2 Manpower trends in the Ministry of Health 1999-2005

Percentage of different types of personnel in the Ministry of Health, Rwanda 1999, 2000, 2003, and 2005

1999 2000 2003 2005
Personnel Number % Number % Number % Number %
Physicians1 148 3.6 148 4.4 220 5.2 221 3.2
Nurses 1,143 27.6 1,167 34.7 1,997 47.3 4,063 62.5
Other clinical medical staff 971 23.4 1,005 29.9 n/a u 1.145 16.4
Nonmedical staff 1,879 45.4 1,043 31.0 n/a u 1.246 17.9
Total 4,141 100.0 3,363 100.0 4.222 100.0 6.961 100.0

" Includes dentists

u = Unknown (not available)

Source: Health Management Information System; and Human Resources for Health Strategic Plan 2006-
2010, Ministry of Health 2006

n/a: data are not available
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2.12 Health Sector Financing

Traditionally, the level of health sector financing has been weak. The main sources of health sector
financing are 1) the government budget, which is allocated for the Ministry of the Health through the
Ministry of Finances and Economic Planning, 2) assistance from bilateral/multilateral international
partners or nongovernmental partners of the Ministry of Health, and 3) contributions from the population
through prepayment programs or out-of-pocket.

The percentage of the national budget designated for the public health budget is very small (4.7 percent in
both 2005 and 2006). This figure is much lower than the minimum recommended (8 percent) by the
World Health Organization. If there were a consistent increase in the government’s budget allocation for
the health sector, the proportion could reach 6.5 percent in 2010.

In 2005, the expenditure per capita for health care remained low, the equivalent of only US$13 per capita
per year. In 2007, 48 percent of the health sector budget came from the national budget; the remaining 52
percent came from international partners.

It is estimated that to provide public health care of minimally acceptable quality in a developing country,
a minimum budget of US$45 per capita per year must be allocated, which is more than three times the
current Rwandan expenditure per capita for health. This provides a general idea of the amount of work
that remains to be done in this area.
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Chapter 3 Facility-level Infrastructure, Resources, and Systems

This chapter describes infrastructure, resources, and critical support systems at the facility level, all of
which enhance the provision of good quality services. Although health services can be offered under a
variety of conditions, certain elements of the infrastructure and components of the health system are
believed to be necessary to ensure the consistent quality of health services, their acceptability, and hence
their utilization.

The chapter is divided into three parts. The first part provides information on whether facilities have the
staff, infrastructure, and resources needed to support quality services and appropriate service utilization.
These include:

e Auvailability of a basic package of health services and qualified staff at a facility;
e Facility infrastructure supportive of client utilization and the delivery of quality services; and
e Facility infrastructure supportive of quality, 24-hour emergency services.

The second part considers management systems for supporting quality services and the appropriate
utilization of services. These include:

e Systems for addressing management issues;
e Staff development through training and supervision; and
e Community participation and funding mechanisms to decrease financial barriers to utilization.

Finally, the chapter considers support systems that are critical to the quality of services at facilities,
including:

e Logistics systems to support the maintenance of equipment and infrastructure;
Availability of medicines, vaccines, and contraceptive methods; and
e Systems and practices for infection control.

3.1 Basic Infrastructure and Resources to Support Utilization of Services and
Accessibility

3.1.1 Availability of Services and Human Resources

The availability of basic health services, the frequency with which these services are offered, the presence
of qualified staff, and the accessibility of the health care system all contribute to client utilization of
services in a health facility. Tables 3.1.1, 3.1.2 and Figure 3.1 provide details on the availability of basic
services and qualified staff. Additional information describing what specific services are available, by
type of facility and zone, is provided in Appendix Tables A-3.1 and A-3.2.

The Rwandan health care service delivery system is comprised of a network of facilities providing
preventive, curative, and promotional health services. In Rwanda the large majority of health facilities are
health centers, which are more accessible geographically. According to the country health care delivery
system, health centers constitute the first level of care within the referral system and are expected to
provide the full range of basic services, which include outpatient services for sick children and for
sexually transmitted infections (STIs), family planning services, antenatal care, immunization, and child
growth monitoring. Hospitals constitute the second and third level within the referral system and rarely
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provide preventive services. Hospitals usually have an adjacent health center that is responsible for
providing these types of services.

Overall, 44 percent of health facilities offer the full range of basic services (Table 3.1.1). Health centers
and polyclinics are much more likely to offer a full range of services (60 percent). A greater proportion of
government facilities (58 percent) offer the full range of services compared with government-assisted
facilities (45 percent). None of the private, NGO, and community facilities have all the elements of this
basic services.

Table 3.1.1 Availability of basic services and qualified staff to meet client needs
Percentage of all facilities that provide the specified package of services, at the specified frequencies, with the
specified qualification of staff, by background characteristics, Rwanda SPA 2007
Percentage of facilities with:
All basic
services at All basic services at
minimum minimum frequencies,
All basic frequencies  plus facility-based 24-
services plus facility-  hour delivery services,
provided at  based 24-hour and at least one Number
Background All basic ~ minimum delivery qualified curative care of
characteristics services' frequencies® services provider3 facilities
Type of facility

Hospital 5 2 2 2 42

Health center/Polyclinic 60 48 43 42 389

Dispensary/Clinic/Health post 1 1 1 1 107
Managing authority

Government 58 45 42 41 309

Government-assisted 45 38 29 29 133

Private/NGO/Community 0 0 0 0 96
Province

North 49 47 42 42 90

South 50 38 36 36 117

East 46 29 26 25 113

West 51 44 37 37 132

Kigali City 20 13 12 12 86

Total 44 35 31 31 538
' The basic services include: outpatient services for sick children and for adult sexually transmitted infections,
’gemporary methods of family planning, antenatal care, immunization, and child growth monitoring.

The services and defined minimum frequencies are: curative care for children offered at least five days per
week, STI services at least one day per week, and preventive or elective services (any temporary methods of
family planning, antenatal care, immunization, and growth monitoring) at least one day per week.

* Qualified staff (providers of curative care) includes physician specialist, physician generalist, medical officers,
nurses, midwives, auxiliaries, anesthetist, and dentist that prescribe the treatment.

About one-third (35 percent) of all facilities provide the full range of basic services at minimum
frequencies defined by the SPA (see Table 3.1.1 for the definition of minimum frequencies). Health
centers and polyclinics (48 percent) are also more likely than other types of facilities to offer all basic
services at minimum frequencies. Similarly, government-managed facilities (45 percent) and facilities in
the North province (47 percent) and the West province (44 percent) are more likely than other facilities to
provide all basic services at minimum frequencies. Only 31 percent of facilities offer the full range of
services at minimum frequencies, also provide facility-based 24-hour delivery services and also have at
least one qualified provider of curative care. Health centers and polyclinics, and facilities managed by the
government are more likely than others to satisfy all three criteria (basic services at minimum frequencies,
24-hour delivery services, and at least one qualified provider). This is because some government-assisted
and private facilities do not provide all the elements of the package. For example, in social-medical
centers not all elements of MPA are provided, therefore certain services such as maternity services are not
available.
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Table 3.1.2 Availability of basic services and qualified staff to meet client needs: Health centers only

Percentage of health centers that provide the specified package of services, at the specified frequencies, with
the specified qualification of staff, by background characteristics, Rwanda SPA 2007

Percentage of health centers with:
All basic
services at All basic services at
minimum minimum frequencies,

All basic frequencies plus facility-based
services plus facility- 24-hour delivery
provided at based 24-hour services, and at least Number
Background All basic  minimum delivery one qualified curative of
characteristics services' frequencies® services care provider® facilities
Managing authority
Government 66 52 48 48 265
Government-assisted 51 43 33 33 115
Private/NGO/Community 0 0 0 0 2
Province
North 59 56 51 51 75
South 58 43 41 41 99
East 58 37 32 31 90
West 69 60 51 51 95
Kigali City 70 48 43 43 23
All health centers 62 49 43 43 382

' The basic services include: outpatient services for sick children and for adult sexually transmitted infections,
temporary methods of family planning, antenatal care, immunization, and child growth monitoring.

2 The services and defined minimum frequencies are: curative care for children offered at least five days per
week, STI services at least one day per week, and preventive or elective services (any temporary methods of
family planning, antenatal care, immunization, and growth monitoring) at least one day per week.

® Qualified staff (providers of curative care) includes physician specialist, physician generalist, medical officers,
nurses, midwives, auxiliaries, anesthetist, and dentist that prescribe the treatment.

Table 3.1.2 shows the availability of basic services and qualified staff at the 382 health centers. As the
first level of the referral system, 62 percent of health centers provide all basic services and 49 percent
provide them at a minimum frequency. Only 43 percent of health centers offer the full range of services at
minimum frequencies plus facility-based 24-hour delivery services; the same proportion provide these
services and have at least one qualified provider of curative care.

Curative care services for sick children and for STIs are almost universally available in Rwanda (Figure
3.1, Appendix Tables A-3.1 and A-3.2). This suggests that STI services are becoming more available
throughout the country. Other services are less available: family planning is offered by 73 percent, ANC
by 80 percent, child immunization by 75 percent, and growth monitoring by 55 percent of all facilities.
These services are more widely available in health centers and polyclinics than other types of facilities,
which is not surprising considering health centers are the first level of the referral system. Almost all (99
percent) of all facilities have at least one qualified provider of curative care available.
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Figure 3.1 Availability of services and staff to meet basic client needs (N=538)
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Facility-based 24-hour delivery services are available in practically all hospitals (93 percent) and in 88
percent of health centers. Although dispensaries, clinics, and health post are not expected to offer 24-hour
delivery services, 1 in 5 of them does so (Figure 3.1).

Table 3.1.3 Availability of male circumcision
Percentage of facilities with staff who can perform male circumcision, percentage of facilities offering male circumcision that
have a register, and the median number of circumcisions per month among facilities with a register for male circumcision, by
background characteristics, Rwanda SPA 2007
Having a Number of
health worker Having a Number of Median number facilities with a
who can register for facilities of male register for
Background perform a male Number of male offering male  circumcisions/ male
characteristics circumcision facilities circumcision  circumcision month circumcision
Type of facility
Hospital 88 42 86 37 4 32
Health center/Polyclinic 13 389 37 49 2 18
Dispensary/Clinic/Health post 24 107 46 26 2 12
Managing authority
Government 18 309 55 56 3 31
Government-assisted 18 133 63 24 4 15
Private/NGO/Community 33 96 50 32 2 16
Province
North 11 90 60 10 3 6
South 14 117 69 16 4 11
East 25 113 46 28 2 13
West 20 132 54 26 3 14
Kigali City 37 86 56 32 3 18
Total 21 538 55 112 3 62
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Only about one in five facilities has at least one health worker who can perform male circumcision, this
includes almost nine out of ten hospitals, 13 percent of health centers and polyclinics, and 24 percent of
dispensaries, clinics, and health posts. Private, NGO, and community facilities and facilities in the city of
Kigali are more likely to have a health care provider who can perform male circumcision than other
facilities. Slightly more than half (55 percent) of facilities with a provider who can perform male
circumcision keep a register for this service. On average, there are about three male circumcisions
performed per facility per month (Table 3.1.3).

3.1.2 Facility Infrastructure Supportive of Client Utilization and Quality Services

Theoretically, quality health services can be provided even in minimal service delivery settings. However,
clients and staff are more likely to be satisfied with a facility if basic amenities and infrastructure
components are available, such as a functioning latrine, a comfortable waiting area, and a regular supply
of water. These components also help staff provide better services. Table 3.2 provides summary
information on these infrastructure components by background characteristics. Appendix Tables A-3.3.1
and A-3.3.2 provide more details on their availability.

Table 3.2 Service and facility infrastructure to support quality services
Percentage of facilities with specific infrastructure items supportive of quallity services , by background
characteristics, Rwanda SPA 2007
Percentage of facilities with:
All basic client
amenities,
All client Regular Regular  regular electric Number
Background comfort water electricity or and water of
characteristics amenities’  supply’  generator® supply facilities
Type of facility
Hospital 52 38 95 24 42
Health center/Polyclinic 58 28 59 8 389
Dispensary/Clinic/Health post 50 52 67 26 107
Managing authority
Government 56 29 54 10 309
Government-assisted 59 26 77 8 133
Private/NGO/Community 51 56 75 31 96
Province
North 63 28 63 12 90
South 63 20 63 7 117
East 56 19 49 4 113
West 45 38 56 11 132
Kigali City 53 69 94 38 86
Total 56 33 63 13 538
! Functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness
% Year-round water supplied in facility by tap or available within 500 meters of facility
8 Electricity routinely available during service hours or a backup generator with fuel

About three in five health facilities have the full range of client comfort amenities, which consist of a
functioning client latrine, protected waiting area, and basic level of cleanliness. The proportion ranges
from 50 percent of dispensaries, clinics, and health posts to 58 percent of health centers and polyclinics
(Table 3.2). About one-third (33 percent) of facilities have regular supplies of water available year-round
by tap in the facility or within 500 meters of facility; and 63 percent has regular electricity or a generator
with fuel. Hospitals and facilities in Kigali City are more likely to have regular electricity or a functioning
generator than other facilities. Government facilities are less likely to have regular electricity or a
functioning generator than government-assisted and private, NGO, and community facilities.
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Only 13 percent of facilities have all the basic client comfort amenities as well as regular supplies of
water and electricity. Hospitals (24 percent), dispensaries, clinics and health posts (26 percent), private,
NGO, and community facilities (31 percent), and facilities in Kigali City (38 percent) are more likely to
have all of these components than other facilities (Table 3.2).

3.1.3 Infrastructure and Resources to Support Quality 24-Hour Emergency Services

When clients have serious illnesses or maternity complications, 24-hour emergency services can save
lives. Not all types of health facilities are expected to provide 24-hour care, but because it is so important,
it is useful to assess all facilities’ capacity to provide services 24 hours a day. For purposes of the 2007
RSPA, a facility is said to have basic 24-hour emergency services if it offers emergency onsite treatment
and it has the capacity to monitor a seriously ill client overnight until it is possible to refer the client to an
in-patient setting or another facility. This means the facility must have at least two qualified providers, a
duty schedule indicating that staff are onsite or on-call 24 hours a day, available overnight beds, a client
latrine, 24-hour emergency communication, and an onsite water source at least sometime during the year.

Table 3.3 provides information on facilities that meet these requirements and those that also have a
regular supply of water and electricity. Figure 3.2 shows the availability of individual items in facilities
where 24-hour services might commonly be expected.

Table 3.3 Service and facility infrastructure to support quality 24-hour emergency services
Percentage of all facilities and percentage of hospitals, health centers, and polyclinics with basic components to support 24-
hour emergency services and basic components to support 24-hour emergency services plus regular water and electricity, by
background characteristics, Rwanda SPA 2007
Percentage of hospitals, health
centers, and polyclinics
Percentage of all facilities with: facilities with:
Basic Basic
Basic components to components to
components  support 24-hour Basic support 24-hour
to support emergency components to emergency
24-hour services plus  Number support 24-hour services plus  Number

Background emergency regular water of emergency regular water of
characteristics services' and electricity® facilies  services’ and electricity’  facilities
Type of facility

Hospital 55 26 42 55 26 42

Health center/Polyclinic 32 8 389 32 8 389

Dispensary/Clinic/Health post 19 10 107 - - -
Managing authority

Government 29 9 309 31 10 290

Government-assisted 37 7 133 36 7 132

Private/NGO/Community 27 18 96 89 67 9
Province

North 29 10 90 31 11 81

South 21 3 117 22 4 109

East 27 4 113 30 4 98

West 39 10 132 43 12 107

Kigali City 40 28 86 61 36 36

Total 31 10 538 34 10 431
' At least two qualified staff assigned to facility, duty staff onsite or on call 24 hours a day, overnight beds, client latrine,
access to 24-hour emergency communication, and onsite water source
2 At least two qualified staff assigned to facility, duty staff onsite or on call 24 hours a day, overnight beds, client latrine,
access to 24-hour emergency communication, and regular water and electricity
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One in three facilities (31 percent) has all the basic components to support 24-hour emergency services.
Hospitals (55 percent) and facilities in Kigali City (40 percent) and West province (39 percent) are most
likely to meet all of the criteria, while those in the South province (21 percent) are the least likely to do
so. When dispensaries, clinics, and health posts are excluded from the analysis, the proportion of facilities
having all the basic components for 24-hour emergency services is 34 percent (Table 3.3). A dramatic rise
in the availability of all basic components when dispensaries, clinics, and health posts are excluded is
observed predominantly among private, NGO, and community facilities (increasing from 27 percent to 89
percent); and facilities in Kigali City (increasing from 40 percent to 61 percent). Even though the MOH
expects all hospitals and health centers to be able to provide 24-hour services, 45 percent of hospitals do
not offer 24-hour emergency services. Interestingly, government facilities are less likely to support 24-
hour emergency services than government-assisted facilities.

According to the RSPA definition, a regular source of water (nonseasonal and onsite) and a regular
supply of electricity (24-hour electricity with minimum interruption or a generator with fuel) are not
considered essential for providing 24-hour emergency services. However, they are certainly preferable.
The basic 24-hour components described above, plus regular supply of water and electricity are available
at only 10 percent of all facilities (Table 3.3). Hospitals and private, NGO, and community facilities are
more likely than others to have all basic components plus regular water and electricity. Only 3 and 4
percent, respectively, of facilities in the South and East provinces have all these components.

The 2007 RSPA defined 24-hour duty staff availability as having some form of observed duty schedule or
roster that indicated that staff was officially on duty or on call. Twenty-four-hour staff availability with a
written duty schedule is most commonly found in hospitals (95 percent) and health centers and
polyclinics (93 percent) (Figure 3.2). About the same proportion of hospitals and health centers and
polyclinics (95 percent and 91 percent, respectively) and 88 percent of dispensaries, clinics and health
posts have 24-hour emergency communication.

Figure 3.2 Availability of items to support quality 24-hour emergency services
(N=538)
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Practically all hospitals and health centers have at least two qualified providers assigned to them (Figure
3.2). A review of the availability of overnight beds shows that essentially only hospitals and health
centers are adequately equipped to provide overnight emergency care. It is common for health facilities to
have qualified providers who live on the premises, with the assumption that they are available to provide
24-hour emergency care to clients; district officials are supposed to arrange for another qualified provider
to be assigned if the regular provider plans to be away for an extended period of time. Among health
centers and polyclinics, 67 percent have qualified providers living onsite (Appendix Table A-3.3.1). It is
not clear whether arrangements are routinely made to have emergency staff available when providers are
away from the facility for a day or an evening.

Key Findings

Basic services

A full package of basic services (outpatient care for sick children and for adult STIs, temporary
methods of family planning, antenatal care, immunization, and child growth monitoring) is available in
44 percent of health facilities. The package of basic services is available at minimum frequencies
defined by the RSPA in 35 percent of the facilities. The full package is most commonly found in health
centers and polyclinics.

A full package of services available at the minimum frequency, together with 24-hour facility-based
delivery services, is available in one-third of all facilities. This includes 43 percent of health centers
and polyclinics.

Facility-based, 24-hour delivery services are available in almost all hospitals and in 9 out of 10 health
centers.

Infrastructure and emergency services

About 6 out of 10 facilities have all the basic amenities to ensure client comfort; approximately one-
third have a regular year-round water supply; and 63 percent have regular electricity or a generator. All
client comfort amenities, year-round water supplies, and regular electricity are available in only about 1
out of 10 facilities. However, 3 in 5 have some type of safe water onsite.

Infrastructure to support 24-hour emergency services is mostly available in hospitals (55 percent) and
health centers and polyclinics (32 percent). Facilities in Kigali City and West province are more likely
than facilities elsewhere to have the capacity to support 24-hour emergency services.

3.2 Management Systems to Support and Maintain Quality Services and Appropriate
Client Utilization

Basic management and administrative systems are required to ensure that health services can be
consistently provided as planned with an acceptable level of quality.

3.2.1 Management, Quality Assurance, and Referral Systems

Information on the availability of functioning systems for each of the assessed components is shown in
Table 3.4. Further information on the components is shown in Figures 3.3 through 3.6, and in Appendix
Tables A-3.4 and A-3.5.
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Management

To function well, a health facility must have a systematic and routine method for addressing management
issues. A facility management system means an established system for considering management or
administrative issues. It may involve meetings to discuss scheduling and day-to-day issues, or meetings to
discuss broader management issues such as financing, utilization, or plans for health-related campaigns.
There must, however, be regularly scheduled meetings with specific staff having defined areas of
responsibility. The 2007 RSPA looked for evidence of functioning management committee meetings held
at least every six months and asked for some official documentation of proceedings. A committee is
considered to be functioning if there is a record of meetings with documented decisions and follow up on
issues that are discussed. Service delivery at the district level is managed through (1) the management
committee of each district hospital and health center, and (2) the district health administrative counsel (for
district hospital) and the health committee (for the health center). The district provides support to the
district health administrative counsel and the sector (the administrative subdivision of a district) provides
support to the health committee.

Overall, 91 percent of health facilities report having routine management committee meetings at least
every six months, but only 67 percent have documentation of a recent meeting (Figure 3.3). About 8 in 10
facilities report that management committee meetings occur monthly or more often, seven percent report
that meetings are held every two to three months, and 1 percent report that committees meet every four to
six months (Appendix Table A-3.4). Hospitals and health centers and polyclinics are more likely to report
regular management committee meetings and also to have documentation of recent meetings. Facilities in
Kigali City are least likely than facilities elsewhere to have regular management committee meetings
along with documentation of recent meetings (Table 3.4).

It is worth noting that for clinics that are private facilities, organizations such as management committees
and administrative counsel do not exist.

Figure 3.3 Facilities reporting routine management committee meetings (N=538)
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Table 3.4 Management and quality assurance systems
Percentage of facilities with observed documentation of management committee
meeting in past six months, and observed documentation of facility report on QA
activities, by background characteristics, Rwanda SPA 2007
Percentage of facilities with:
Management
committee
meetings at least
every 6 months Facility reports
and observed QA activities;

Background documentation of documentation Number of
characteristics a recent meeting observed facilities
Type of facility

Hospital 83 69 42

Health center/Polyclinic 78 36 389

Dispensary/Clinic/Health post 21 7 107
Managing authority

Government 75 36 309

Government-assisted 80 46 133

Private/NGO/Community 23 6 96
Province

North 72 33 90

South 72 26 117

East 79 43 113

West 72 41 132

Kigali City 34 15 86

Total 67 33 538

Quality assurance

Quality assurance (QA) refers to a system for monitoring the quality of care, identifying problems, and
instituting changes to resolve those problems. It is very important in the provision of health care. QA
systems require an established standard against which quality is measured; there must also be systematic
methods to assess results and develop interventions. QA activities may include audits of medical records,
supervisory checklists for client care issues, observations of consultations by supervisors, meetings held
by supervisors to discuss client care problems, and the analysis of trends in client utilization data
produced by a health management information system (HMIS).

Table 3.4 and Figures 3.4, 3.5, and 3.6 provide information on facilities reporting QA activities and the
specific QA activities they implement. The following activities and approaches are assessed:

o A supervisory checklist for health systems looks for the presence of equipment and supplies,
completeness of HMIS accounts, and other process indicators.

o A supervisory checklist for health service provision verifies specific content in client assess-
ments, treatments, or consultations. This is often used for observing the provision of care.

o A facility-wide review of mortality is a structured system to review the records of each client
who dies. There will normally be a committee established for this purpose.

o Audits of medical records or registers check medical records for the presence of specific
items or information and may assess if protocols were followed.
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Slightly more than half (56 percent) of health facilities in the country report QA activities, and about one-
third have documentation of their QA activities. Hospitals (86 percent) and health centers and polyclinics
(63 percent) are more likely to report QA activities, and they are also more likely to have documentation
(69 and 36 percent, respectively) (Figure 3.4). Private, NGO, and community facilities are considerably
less likely (6 percent) to report and have documentation of QA activities (Table 3.4). Health facilities in
Kigali City (15 percent) are less likely than facilities in other provinces to report and have documentation
of QA activities.

Figure 3.4 Facilities reporting quality assurance activities (N=538)
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Among facilities reporting QA activities, the most common activities are quality assurance committee
(reported by 67 percent of facilities, with 43 percent having documentation). The proportions of facilities
using activities such as supervisory checklists for observation of services, supervisory checklists for
health system components, and medical record audits are about the same (reported by 61-63 percent, with
35-39 percent having documentation). Less than half of facilities (47 percent) reported conducting a
facility-wide review of mortality and only 25 percent had documentation of this activity (Figure 3.5).
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Figure 3.5 Reported quality assurance (QA) activities (N=301)
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Figure 3.6 presents data on the persons responsible for implementing or reviewing QA activities, which
may include staff based at the facility or people external to the facility. The large majority of facilities (70
percent) report that individual staff members based within the facility are responsible for the facilities’
QA activities, while 11 percent report that individual staff members have no QA responsibilities. Slightly
more than half (53 percent) report that an external individual supervisor is responsible for QA, while only
22 percent and 27 percent of facilities report that an internal individual supervisor or special QA staff is
responsible for QA activities.

Figure 3.6 Person(s) or group(s) responsible for implementation and/or
review of quality assurance (QA) activities, by whether they are internal
or external to the facility (N=301)
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3.2.2 Supportive Management for Providers

The 2007 RSPA collected information on whether facilities have supervisory and staff development
activities, which are important for supporting quality care. Summary information on supportive
management practices at the facility level is provided in Table 3.5, with further details provided in
Appendix Tables A-3.6 and A-3.7.

External supervision

Supervision from external managers has many benefits. It can help ensure that system-wide standards and
protocols are followed at the facility level and promote an organizational culture that expects such
standards and protocols to be implemented. It provides an opportunity to expose staff to a wider scope of
ideas and relevant experiences, including on-the-job-training for some providers. It can also act as a
motivator for service providers, especially if the supervisor is supportive. For the purposes of the 2007
RSPA, a facility reporting at least one supervisory visit by external supervisors during the six months
preceding the survey is defined as receiving routine external supervision. Overall, 88 percent of facilities
receive routine external supervision, with government (96 percent) and government-assisted (98 percent)
facilities being more likely than others to have such supervision. Facilities in Kigali City have weak
routine external supervision (51 percent), compared with facilities in the other provinces (Table 3.5).

Training

To maintain levels of knowledge and technical competence achieved during basic training, health service
providers must continually be exposed to current and new information. The RSPA assessed whether
providers had received any formal or structured training related to the services offered during the 12
months preceding the survey. While it is recognized that providers may receive new information and
individual instruction related to their work during routine supervisory visits, the RSPA only assessed
structured, “classroom-type” training. If at least half of the health service providers interviewed at a
facility reported receiving in-service or pre-service training relevant to their jobs within 12 months
preceding the survey, that facility is defined by the survey as having routine staff development activities.

Overall, 89 percent of facilities satisfy these criteria (Table 3.5). Dispensaries, clinics and health post (68
percent) and facilities in Kigali City (76 percent) are less likely than other facilities to have routine staff
development activities. Government facilities (95 percent) and government-assisted facilities (92 percent)
are more likely than private, NGO, and community facilities (68 percent) to have these staff development
activities.

Supervision of health service providers

In addition to general facility-level supervision, the work of individual staff must be assessed so that each
person’s strengths and weaknesses can be identified and appropriate support provided. If at least half of
the interviewed health service providers in a facility reported being personally supervised at least once
during the six months preceding the survey, the survey defines the facility as receiving routine staff
supervision. Over 91 percent of facilities meet the criteria for routine staff supervision (Table 3.5).
Hospitals (95 percent) and health centers and polyclinics (98 percent) have stronger routine staff
supervision activities than dispensaries, clinics, and health posts (63 percent). The level of individual
supervision is highest in government (97 percent) and government-assisted (99 percent) facilities and
weakest in facilities in Kigali City (65 percent). Overall, 83 percent of facilities meet both the criteria for
training and personal supervision.
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Table 3.5 Supportive management practices at the facility level

Percentage of facilities that had an external supervisory visit during the past 6 months, percentage where at least half of the
interviewed health service providers received specific management support, by background characteristics, Rwanda SPA 2007

Percentage of facilities where staff

Percentage of report receiving: Number of
facilities with Percentage of facilities with
external facilities with ~ at least one
supervisory Pre- or Training and  supportive  eligible health

Background visit during the Number of in-service  Personal personal ~ management service
characteristics past 6 months  facilities  training' supervision® supervision practices® provider®
Type of facility

Hospital 88 42 98 95 93 85 40

Health center/Polyclinic 98 389 94 98 93 91 389

Dispensary/Clinic/Health post 53 107 68 63 46 35 105
Managing authority

Government 96 309 95 97 92 90 306

Government-assisted 98 133 92 99 91 91 132

Private/NGO/Community 48 96 68 60 45 30 96
Province

North 94 90 96 92 90 89 89

South 97 117 93 97 91 90 117

East 96 113 95 96 94 94 111

West 93 132 85 97 83 80 132

Kigali City 51 86 76 65 54 36 85

Total 88 538 89 91 83 80 534

A facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service training during
the 12 months preceding the survey. This refers to structured in-service sessions and does not include individual instruction received
during routine supervision.

ZA facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised at least
once during the 6 months preceding the survey.

% Facility had external supervision and where staff received routine pre-service/in-service training and supervision.

* Interviewed providers who did not personally provide one of the services assessed by the SPA (i.e., administrators who might have
been interviewed) are excluded.

3.2.3 Management Practices Supporting Community Involvement

Encouraging community input into a facility’s functions makes the facility more accountable to the
community it serves and helps the facility to better understand the community’s needs. This results in
better health-seeking behavior, which improves the health of the population.

Community representation

Overall, 76 percent of facilities have routine community participation in some management meetings
(Table 3.6). Community participation in management meetings is stronger in government facilities (87
percent) and government-assisted facilities (88 percent), than in private, NGO, and community facilities.
The level of community participation in management meetings in health centers and polyclinics (92
percent) is much higher than in hospitals (50 percent) and dispensaries, clinics and health post (26
percent). Only 23 percent of facilities in Kigali City have routine community participation compared with
over 80 percent of facilities in other provinces.
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Table 3.6 Management practices supporting community feedback and access to facility

Percentage of facilities that have routine community participation in management meetings,
percentage having a system of acquiring client opinion and feedback, and percentage with
either mechanism for obtaining community input, by background characteristics, Rwanda

SPA 2007
Percentage of facilities:

Where That have
community  Where client any
participation opinion is mechanism

in some elicited and a for obtaining

management  system for community ~ Number

Background meetings is review input for of
characteristics routine  implemented'  services®  facilities
Type of facility

Hospital 50 55 74 42

Health center/Polyclinic 92 30 93 389

Dispensary/Clinic/Health post 26 7 30 107
Managing authority

Government 87 29 90 309

Government-assisted 88 38 92 133

Private/NGO/Community 21 7 26 96
Province

North 81 41 83 90

South 89 26 91 117

East 82 17 85 113

West 89 36 91 132

Kigali City 23 15 30 86

Total 76 28 79 538

' Some mechanism for eliciting client opinion is reported, and there is documentation
indicating that client opinions are reviewed.

2 Either community representation at management meetings or a system for eliciting client
opinion is in place

Client feedback

The 2007 RSPA also assessed whether facilities have a system to elicit and review client opinion. More
than one-fourth (28 percent) of all facilities have such a system (Table 3.6). Hospitals (55 percent) and
health centers and polyclinics (30 percent) are far more likely than other types of facilities to have client
feedback systems. Among the different management authorities, 29 percent of government facilities and
38 percent of government-assisted facilities elicit and review client opinion, compared with only 7
percent of other types of facilities. The client feedback system is stronger among the facilities in North
(41 percent), South (26 percent), and West (36 percent) provinces than in East Province (17 percent) and
in Kigali City (15 percent).

3.2.4 Funding Mechanisms That Decrease Financial Barriers to Utilization of Health Services

User fees can have a positive effect on the utilization of health facilities by increasing the funds available
to the facility, or they can have a negative effect by deterring poor clients from using services. User fees
with exemption schemes for vulnerable people often help to augment inadequate facility budgets.
However, providing exemptions or discounts for poor clients can result in budget shortages if there is no
system for reimbursing these exempted or discounted costs. Other methods encourage appropriate
utilization by poor clients and reimburse facilities for client services. These include insurance plans, credit
plans (delayed payment for services received today), and charity or equity funds that reimburse the costs
of certain clients (thus increasing access to care by reducing out-of-pocket payments at the time of service
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utilization). In any case, health facilities should clearly display their fees for service. This improves
accountability, reduces the likelihood of corruption, and helps clients calculate the costs they will incur in
seeking services.

Health insurance may be provided through an employer or it may be purchased independently. People
belonging to health insurance plans may have specific facilities where they receive services. Insurance
plans in Rwanda cover services that their members receive through general public sector facilities. Health
insurance is usually a source of reimbursement for public and private sector facilities in Rwanda.

User fees and additional sources of funding

Table 3.7 summarizes information on facilities charging routine user fees for adult curative care and those
with external funding sources. Details on these funding options and components for which facilities
charge fees appear in Appendix Tables A-3.8 and A-3.9.

The government of Rwanda has promoted community financing mechanisms such as mutual health
insurance to complement private health insurance and social insurance systems such as Rwandaise
d’Assurance Maladies (RAMA), Victims of Genocide Fund (FARG) and Military Medical Insurance
(MMI) that target populations in the formal sector of the economy. For example, mutual health insurance
targets rural populations, and the informal sector of the economy, assisting grassroots communities,
ensuring equitable access to quality health services, and protecting households against financial risks
associated with disease and ill health. The policy allows households to prepay for health coverage for the
coming year as members of a community-based insurance scheme. The RSPA findings provide
information on the funding mechanisms utilized in the facilities across the country.

Almost all (95 percent) of the facilities routinely charge some form of user fees for adult curative services
(Table 3.7). The fees cover consultation (99 percent), medicines (96 percent), tests (96 percent), and
individual chart or record (90 percent). Only 4 percent of the facilities charge for client registration
(Appendix Table A-3.9).

Table 3.7 Funding mechanisms utilized in the facilities
Percentage of facilities with routine user fees for curative care, percentage with any external
source of reimbursement for clients, and among facilities having user fees, percentage that post
all/some of fees, by background characteristics, Rwanda SPA 2007
Number
Percentage of facilities with: of
Any routine  Any external Percentage facilities
user fee for source of  Number of faciliies  having
Background adult curative reimbursement of that post all/  any user
characteristics care for clients  facilities some fees fees
Type of facility
Hospital 98 98 42 44 41
Health center/Polyclinic 98 86 389 60 383
Dispensary/Clinic/Health post 81 25 107 31 87
Managing authority
Government 95 83 309 59 294
Government-assisted 99 90 133 57 132
Private/NGO/Community 89 26 96 31 85
Province
North 98 82 90 78 88
South 96 85 117 59 112
East 92 74 113 29 104
West 97 85 132 66 128
Kigali City 92 37 86 32 79
Total 95 75 538 54 511
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Seventy-five percent of the facilities report that they have an external source of funding or reimbursement
for client services such as from employers, insurance, charitable fund, or government social insurance
systems (Table 3.7 and Appendix Table A-3.8). Private, NGO, and community facilities (26 percent) and
dispensaries, clinics, and health posts (25 percent) are the least likely to have external sources of funding
outside the routine operational budget or direct client fees. Facilities in Kigali City (37 percent) are
among the least likely to have external sources of reimbursement.

3.2.5 Maintenance and Repair of Equipment

To provide quality services, a facility must have the means to ensure that facility equipment and
infrastructure are in good working order. Some machinery requires routine preventive maintenance, while
other equipment may require minor repairs or replacement. Buildings and infrastructure also require
routine maintenance and periodic repair. For the purposes of the 2007 RSPA, infrastructure refers to such
things as buildings and roads within the facility complex.

Summary information on systems for maintenance and equipment repair or replacement is provided in
Table 3.8. Detailed information on the systems used and the people responsible for maintaining the
facility equipment is provided in Appendix Tables A-3.10 and A-3.11.

About two-thirds (66 percent) of facilities that operate major equipment, such as generators, sterilizers, or
x-ray machines, report that they have preventive maintenance programs for their equipment (Table 3.8).
Hospitals (95 percent) are more likely to have preventive maintenance programs than health centers and
polyclinics (55 percent) or dispensaries, clinics, and health posts (78 percent). Among facilities with large
equipment, thirty-one percent assign responsibility for performing preventative maintenance to onsite
staff, 31 percent employ external technicians, and 4 percent use both internal and external staff (Appendix
Table A-3.10).

Table 3.8 Facility systems for maintenance and repair of equipment and infrastructure
Percentage of facilities that have a preventive maintenance program for major equipment, percentage that have
a system for repairing or replacing small equipment, and percentage that have a system for maintenance and
repair of the building or infrastructure, by background characteristics, Rwanda SPA 2007
Percentage of Percentage of facilities with:
facilities with System for System for
preventive Number of repair or maintenance
maintenance  facilities with replacement  and repair of ~ Number
Background program for major major of small building or of
characteristics equipment’ equipment’ equipment® infrastructure _facilities
Type of facility
Hospital 95 41 98 86 42
Health center/Polyclinic 55 168 98 46 389
Dispensary/Clinic/Health post 78 58 95 48 107
Managing authority
Government 61 125 97 46 309
Government-assisted 65 81 100 54 133
Private/NGO/community 79 61 95 54 96
Province
North 52 44 100 39 90
South 74 47 98 66 117
East 60 40 93 39 113
West 59 63 99 40 132
Kigali City 79 73 98 66 86
Total 66 267 98 49 538
! Equipment such as a generator or sterilizer
2 Denominator includes only facilities with functioning generator or electric autoclave or sterilizer, or x-ray, or
facilities where C-sections are performed
% Equipment such a stethoscope or a sphygmomanometer
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With regard to small equipment, such as stethoscopes and sphygmomanometers, 98 percent of facilities
have systems for their repair or replacement (Table 3.8). Such systems are widespread among facilities of
all types, operated by all managing authorities, and in all provinces. Facilities use different methods to
maintain or replace small equipment, including onsite repair, sending equipment outside for repair or
replacement, purchasing or paying for new equipment from funds on hand, and replacement by the MOH
or donor (Appendix Table A-3.10). Forty percent of facilities report onsite repair and 28 percent send
equipment outside for repair or replacement. About 8 in 10 facilities purchase equipment, or pay for
maintenance and repair with funds on hand at the time, and 10 percent of facilities receive replacements
from the MOH or donors.

About half of facilities (49 percent) have a system for maintaining and repairing their buildings or
infrastructure (Table 3.8). Most hospitals (86 percent) have such a system. Government facilities (46
percent) are less likely to have such a system, perhaps because most government facilities are health
centers, dispensaries, and health posts. There is wide variation at the provincial level, where the
proportion of facilities with a system for maintenance and repair of buildings or infrastructure ranges
from 39 percent in the North and East provinces to 66 percent in the South Province and Kigali City.

Key Findings

About 9 in 10 facilities report holding routine management meetings, but only two-thirds of the facili-
ties have documentation of a recent meeting.

More than half of health facilities have introduced quality assurance (QA) activities, but only one-third
have documentation of the QA tools used.

Eighty-eight percent of all facilities report receiving external supervision during the six months
preceding the survey. External supervision was especially weak in Kigali City.

Eighty-nine percent of facilities routinely provide structured training (either in-service or pre-service) to
their providers.

Three-quarters of health facilities routinely have community participation in management meetings, but
only 28 percent have any formal means for seeking client feedback.

Almost all facilities routinely charge some form of user fees for adult curative services. Most charge for
medicines, client consultations, laboratory tests, and records, while smaller proportions charge for client
registration.

About two-thirds of facilities that use major equipment have preventive maintenance programs for this
equipment, and almost all facilities have systems for repair or replacement of small equipment. Almost
half of facilities have a system for maintaining and repairing their buildings or infrastructure. Hospitals
are relatively likely to have such a system. There is a marked geographic variation, with facilities in the
South Province and Kigali City being much more likely than other facilities to have a system for
maintenance and repair of buildings or infrastructure.

33 Logistics Systems for Vaccines, Contraceptives, and Medicines

To ensure that necessary pharmaceutical commodities are available for daily use, facilities must have
storage conditions that protect commodities from damage, monitoring systems that minimize waste
resulting from commodity expiration, and systems to monitor stock and ensure timely ordering and re-

supply.
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Summary information on storage conditions and stock monitoring for vaccines is presented in Table 3.9;
information on contraceptive methods and medicines is presented in Table 3.10. Information on inventory
systems for stored vaccines, contraceptives, and other medicines is shown in Figure 3.7. Details on each
element assessed for vaccine storage conditions are presented in Figure 3.8, and details for vaccine stock
monitoring systems are shown in Figure 3.9. Further details on storage conditions are provided in
Appendix Tables A-3.12 and A-3.13.1, and details on commodity ordering systems and storage are given
in Appendix Tables A-3.13.2 through A-3.16.

All commodities were assessed to ensure the presence of a valid expiration date on at least one unit. For
selected vaccines, contraceptive methods, and medicines, the entire stock was assessed for the validity of
the expiration date, for storage by expiration date, and for concordance with the inventory. If any of the
checked items were found to be out of compliance, the stock monitoring system for that commodity was
marked as not functioning.

Figure 3.7 Inventory system used for stored commodities: vaccines (N=376),
contraceptives (N=366), medicines (N=481), antiretrovirals (ARVs) (N=151)
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Up-to-date inventory is defined as a product is normally carried or stocked at the facility, the stock card is
observed and the number available matches the stock record. Information on the inventory system used
for each type of commodity is presented in Figure 3.7. Between 33 and 50 percent of facilities have an
up-to-date inventory for vaccines, contraceptives, medicines, and ARVs. Almost all facilities did not store
expired commodities at the time of survey. The large majority of these commodities (83 to 94 percent)
were stored by their date of expiration.

3.3.1 Storage and Stock Monitoring Systems for Vaccines

Vaccines must be stored at an appropriate temperature to maintain their potency. It is the policy of the
World Health Organization (WHO) and the United Nation’s Children’s Fund (UNICEF) to monitor
refrigerator or cold box temperatures at least twice daily and to record the temperature on a graph as proof
of monitoring (WHO, 1998). To assess facilities’ vaccine storage conditions, the following were checked:
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1) the presence of a functioning thermometer in the refrigerator, 2) a temperature of 0° to 8°C at the time
of the survey (the UNICEF recommendation for vaccine storage at the health center level), and 3) a
temperature graph, completed twice a day, for the past 30 days.

Storage conditions

Among facilities that routinely store vaccines, only 61 percent have all the necessary components for
adequate temperature monitoring (Table 3.9). Facilities in the North Province (86 percent) and Kigali City
(72 percent) are more likely than other facilities to meet all three criteria for monitoring storage
temperatures, and facilities in the South Province (40 percent) are the least likely to meet all three criteria.
While 97 percent of facilities (and all hospitals) have a functioning thermometer, only 79 percent have a
completed temperature chart. In 77 percent of facilities, a temperature of 0° to 8°C was found at the time
of the survey. This implies that 23 percent of health facilities do not meet standards for proper vaccine
storage temperatures. Eighty-nine percent of facilities position their vaccine refrigerator so that it is
protected from direct sunlight (Figure 3.8).

Table 3.9 Storage conditions and stock monitoring systems for vaccines
Among facilities that routinely store vaccines, percentage with adequate
storage temperature and stock monitoring systems in place, by background
characteristics, Rwanda SPA 2007
Percentage of facilities Number of
with adequate system for facilities
monitoring: with
stored
Background Storage Stock of  vaccines
characteristics temperature’ vaccines® observed
Type of facility
Hospital 57 43 7
Health center/Polyclinic 61 31 358
Dispensary/Clinic/Health post 64 45 11
Managing authority
Government 61 27 255
Government-assisted 63 39 107
Private/NGO/Community 64 43 14
Province
North 86 39 69
South 40 14 99
East 62 8 84
West 61 60 88
Kigali City 72 47 36
Total 61 31 376
' Functioning thermometer in refrigerator, up-to-date temperature chart,
and refrigerator temperature between 0 and 8°at time of survey
2 No expired items are present, items are stored by expiration date, and an
up-to-date inventory is available.
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Figure 3.8 Elements for monitoring vaccine storage conditions (N=376)
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Stock monitoring systems

Vaccine stock monitoring systems were assessed for tetanus toxoid (TT), BCG, oral polio (OPV),
pentavalent (DPT + hepatitis B + Haemophilus Influenza), and measles vaccines. A facility is considered
to have an adequate vaccine stock monitoring system if: 1) no expired items are present, 2) items are
stored by expiration date, and 3) there is an up-to-date inventory system. About one-third of facilities that
store vaccines have an adequate vaccine stock monitoring system (Table 3.9). Facilities in the East (8
percent) and South (14 percent) provinces have the weakest vaccine stock monitoring systems.

The weakest of the three stock monitoring components is maintaining an up-to-date inventory; only 33
percent of facilities that store vaccines had an up-to-date inventory at the time of the survey (Figure 3.9).
The strongest component is the absence of expired items, which was observed in 98 percent of facilities.
Ninety-one percent of facilities store vaccines by expiration date.
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Figure 3.9 Elements for monitoring vaccine stock (N=376)
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3.3.2 Storage and Stock Monitoring Systems for Contraceptive Methods, Medicines, and ARVs

Storage conditions

To prevent chemical deterioration and contamination, facilities must store contraceptives and medicines
away from direct sunlight, in dry conditions, and in an area protected from rodents and pests. The storage
conditions at facilities for contraceptives were not adequate; only 16 percent of facilities stored
contraceptives off the ground and protected from water, protected from direct sunlight, and protected
from rodents or pests. Storage conditions for medicines were adequate in only 18 percent of facilities that
store medicines, while storage conditions for ARVs were adequate in 32 percent of facilities that store
ARVs (Table 3.10).

Stock monitoring systems

The survey also assessed stock monitoring practices for contraceptive methods, medicines, and ARVs.
The majority of facilities do not have adequate stock monitoring systems for these contraceptives and
medicines. About one-third of facilities meet all three criteria for monitoring stocks of contraceptive
methods (31 percent) and medicines (33 percent); this contrasts with 46 percent for ARVs stocks (Table
3.10).

Vaccines, contraceptives, and medicines are commonly observed to be out of stock. On the day of the
survey, about two-fifths of facilities that store vaccines had been out of stock sometime during the past 6
months, 50 percent of facilities that store contraceptives, 61 percent of facilities that store medicines, and
54 percent of facility that stored ARVs experienced stock-outs over the same period.
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Table 3.10 Storage conditions and stock monitoring systems for contraceptives, medicines, and ARVs

Among facilities storing contraceptives, medicines, and ARVs, percentage in which good storage conditions were observed and adequate stock

monitoring systems were in place, by background characteristics, Rwanda SPA 2007

Contraceptives Medicines ARVs
Percentage = Number of Percentage Percentage
with facilities with with Number of with
Percentage adequate stored Percentage adequate  facilities Percentage adequate = Number of
with good stock contraceptive with good stock with stored with good stock facilities with

Background storage monitoring methods storage monitoring medicines  storage monitoring stored ARVs
characteristics conditions’  system? observed  conditions'  system®  observed conditions'  system®  observed
Type of facility

Hospital 41 24 17 33 40 42 36 48 33

Health center/Polyclinic 15 32 313 17 36 374 32 46 112

Dispensary/Clinic/Health post 14 28 36 1 11 65 17 50 6
Managing authority

Government 14 32 263 18 34 299 30 48 87

Government-assisted 22 33 69 21 36 127 37 43 60

Private/NGO/Community 15 24 34 5 15 55 25 50 4
Province

North 10 40 63 8 34 80 16 40 25

South 15 12 78 14 29 114 42 36 33

East 14 27 85 13 30 105 21 58 38

West 22 46 99 33 40 125 50 44 34

Kigali City 15 29 41 14 26 57 29 52 21

Total 16 31 366 18 33 481 32 46 151

' ltems are stored in a dry location, off the ground, and protected from water, sun, pets, and rodents.
ZNo expired items are present; items are stored by expiration date, and up-to-date inventory in available.

Key Findings

recommendations.

inventory.

outs are a common problem.

Only 6 in 10 facilities that store vaccines have all the necessary components for adequate temperature
monitoring. Nearly all have a functioning thermometer, and nearly 8 in 10 have an up-to-date
temperature chart and temperature readings between 0° and 8°C, in accord with UNICEF

About 9 in 10 facilities position their vaccine refrigerator so that it is protected from sunlight.

While about 9 out of 10 facilities store vaccines by expiration date, just one-third have an up-to-date

Only a minority of facilities meet all three criteria for stock monitoring (no expired items present, items
stored by expiration date, and an up-to-date inventory). About one-third of facilities that store vaccines,
contraceptives, and medicines have an adequate system to monitor the stocks of vaccines,
contraceptives, and medicines; while nearly half of facilities that store ARVs have an adequate system.

Expired vaccines, contraceptives, and medicines are not commonly found in facilities; however, stock-

34 Systems for Infection Control

Universal precautions refer to infection control measures that can prevent cross-infection from blood and
other body fluids. All health workers who may come into contact with contaminated fluids should
exercise these universal precautions, working under the assumption that anyone may have an infectious

condition (CDC, 1987; JHPIEGO, 2003).
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The 2007 RSPA assessed conditions for infection control in all service delivery areas covered by the
survey. It examined conditions to see whether providers could reasonably be expected to wash their hands
between seeing clients. It also checked for the presence of a box for secure disposal of sharp items such as
disposable needles and razors blades, which may be contaminated with HIV or other blood-borne
infections.

Summary information on facilities’ capacity to process equipment for reuse, through sterilization or
disinfection, is presented in Tables 3.11.1-3.11.4, and aggregate information on equipment processing
capacity and infection control measures available in service delivery areas is presented in Table 3.12.
Figures 3.10 through 3.12 show the individual elements considered necessary for processing equipment
and maintaining infection control in service delivery areas. Further information on processing methods,
storage conditions for processed items, and infection control measures can be found in Appendix Tables
A-3.17 through A-3.20.

Table 3.11.1 Capacity for processing equipment: All methods

Percentage of facilities with the equipment, knowledge, timer, and guidelines to support quality sterilization
or high-level disinfection (HLD) of equipment, by background characteristics, Rwanda SPA 2007

Percentage of facilities with:

Equipment,
Equipment  knowledge of
and process time, Written Number

Background knowledge of and automatic guidelines of
characteristics Equipment process time' timer? or protocols facilities
Type of facility

Hospital 98 86 60 26 42

Health center/Polyclinic 84 62 18 5 389

Dispensary/Clinic/Health post 73 52 23 2 107
Managing authority

Government 83 64 19 6 309

Government-assisted 86 63 27 8 133

Private/NGO/Community 77 54 27 2 96
Province

North 81 67 26 7 90

South 89 64 22 4 117

East 79 58 16 6 113

West 79 63 19 8 132

Kigali City 86 58 34 5 86

Total 83 62 22 6 538

! Processing area has functioning equipment and power source for methods used, and staff reports the
correct processing time (or the equipment automatically sets the time) and processing temperature (if

applicable) for at least one method. For dry heat sterilization, items must be processed at 160° to 169°C for

at least 120 minutes or at 170°C or higher for at least 60 minutes. For autoclaves, wrapped items must be
processed at least 30 minutes and unwrapped items at least 20 minutes. For boiling or steaming, items must
be processed at least 20 minutes. For chemical disinfection, items must be processed with chlorine base or
9Iutaraldehyde solution and soaked for at least 20 minutes.

This refers to a passive timer that can be set to indicate when a set time has passed. This may be part of
the sterilization or HLD equipment.

3.4.1 Capacity for Adherence to Standards for Quality Sterilization or High-Level Disinfection
Processes

For syringes and most examination equipment, either sterilization or high-level disinfection (HLD)
procedures are sufficient to prevent the spread of infection. However, to effectively kill the spores that
cause illnesses such as tetanus, either dry-heat sterilization or an autoclave system (or the less frequently
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used chemical sterilization) is required. This type of system is necessary for processing gloves or surgical
equipment that will be reused, such as blades and scissors used to cut the umbilical cord. Depending on
the size of the facility, different types of equipment may be processed using different methods or at more
than one site in the facility. The information presented in this chapter refers to the primary site in the
facility where equipment is processed.

Overall, 83 percent of all facilities have functioning equipment or necessary chemicals for the processing
method used. Somewhat fewer facilities, 62 percent, have correct knowledge of the processing time and
temperature for the method, as well as functioning equipment. When an automatic timer is added to the
assessment (where applicable), the proportion drops to only 22 percent of facilities (Figure 3.10). Almost
all hospitals (98 percent) and over 8 in 10 health centers and polyclinics have functioning equipment,
compared with 73 percent of dispensaries, clinics and health posts. At the provincial level, the availability
of functioning equipment ranges from 79 percent of facilities in the East and West provinces to 89 percent
of facilities in the South Province (Table 3.11.1). Written guidelines for sterilization or HLD processing
in any service area were found in only 6 percent of all facilities.

Figure 3.10 Capacity to process equipment by any method of sterilization or
high-level disinfection (HLD) (N=538)

Percentage of all facilities

Hospital Health center/ Dispensary/ Total
Polyclinic Clinic/
Health post

B Equipment, knowledge of process time, and automatic timer
O Equipment and knowledge of process time
@ Functioning equipment only

RSPA 2007

The most commonly used method for processing equipment is boiling or steaming, utilized by 41 percent
of facilities. This is also the method for which functioning equipment and knowledge of the correct
processing time is most frequently available (33 percent of facilities) (Figure 3.11). However, only 6
percent of facilities have an automatic timer along with the equipment and the knowledge. Thirty percent
of facilities have autoclave equipment including 83 percent of hospitals and 26 percent of health centers
and polyclinics (Table 3.11.2); but only 23 percent have functioning equipment and knowledge of the
correct processing time. Twenty-nine percent of facilities have equipment for dry heat sterilization,
including 69 percent of hospitals, 36 percent of dispensaries, clinics, and health posts, and 23 percent of
health centers and polyclinics (Table 3.11.3). Four percent of facilities have the necessary chemicals for
HLD, including 12 percent of hospitals and 4 percent of health centers and polyclinics (Table 3.11.5).
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Figure 3.11 Capacity to process equipment with specific sterilization and
disinfection methods (N=538)
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Table 3.11.2 Capacity for processing of equipment: Autoclave

Percentage of facilities that have functioning equipment (equipment and power source, if required), knowledge
of minimum processing time and temperature, and an automatic timing device for at least one sterilization or
high-level disinfection process; percentage with an automatic timing device; percentage with time-steam-
temperature-sensitive (TST) tape; and percentage with written guidelines or protocols for processing equipment,
by background characteristics, Rwanda SPA 2007

Percentage of facilities with:

Equipment,
Equipment knowledge of
and process Written
knowledge  time, and guidelines  Number
of process  automatic TST or of
Background characteristics Equipment time' timer® tape  protocols  facilities
Type of facility
Hospital 83 74 48 55 24 42
Health center/Polyclinic 26 20 9 10 2 389
Dispensary/Clinic/Health post 21 17 11 9 0 107
Managing authority
Government 30 23 10 12 3 309
Government-assisted 35 28 17 15 5 133
Private/NGO/Community 23 20 15 15 1 96
Province
North 29 26 19 18 2 90
South 25 19 8 9 3 117
East 26 14 8 12 4 113
West 37 33 14 14 6 132
Kigali City 31 24 14 14 0 86
Total 30 23 12 13 3 538

! Processing area has functioning autoclave and power source, and reports the correct processing time for
autoclave (at least 30 minutes for wrapped items, at least 20 minutes for unwrapped items).

2 This refers to a passive timer that can be set to indicate when a set time has passed. This may be a part of the
sterilization equipment.
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Table 3.11.3 Capacity for processing of equipment: Dry heat sterilization

Percentage of facilities that have functioning equipment (equipment and power source, if required), knowledge of
minimum processing time and temperature, and an automatic timing device for at least one sterilization or high-level
disinfection process; percentage with an automatic timing device; percentage with time-steam-temperature-sensitive
(TST) tape; and percentage with written guidelines or protocols for processing equipment, by background
characteristics, Rwanda SPA 2007

Percentage of facilities with:

Equipment,
knowledge of
Equipment and process time, Written Number

Background knowledge of and automatic TST guidelines of
characteristics Equipment _process time' timer” tape  or protocols facilities
Type of facility

Hospital 69 40 29 40 19 42

Health center/Polyclinic 23 7 5 11 2 389

Dispensary/Clinic/Health post 36 15 9 16 1 107
Managing authority

Government 19 6 5 11 3 309

Government-assisted 41 17 11 18 5 133

Private/NGO/Community 45 20 13 20 1 96
Province

North 19 10 7 11 2 90

South 28 9 6 13 3 117

East 20 5 4 8 3 113

West 26 10 7 12 4 132

Kigali City 58 27 19 31 3 86

Total 29 12 8 14 3 538

! Processing area has functioning equipment and power source for dry heat sterilzation and reports the correct
processing time (or the equipment automatically sets the time) and processing temperature. Processing conditions
for dry heat sterilization are: temperature of 160° to 169°C and processed for at least 120 minutes, or temperatures of
at least 170°C and processed for at least 60 minutes.

% This refers to a passive timer that can be set to indicate when a set time has passed. This may be a part of the
sterilization equipment.

Table 3.11.4 Capacity for processing of equipment: Boil/steam

Percentage of facilities that have functioning equipment (equipment and power source, if required), knowledge of
minimum processing time and temperature, and an automatic timing device for at least one sterilization or high-level
disinfection process; percentage with an automatic timing device; percentage with time-steam-temperature-sensitive
(TST) tape; and percentage with written guidelines or protocols for processing equipment, by background
characteristics, Rwanda SPA 2007

Percentage of facilities with:

Equipment,
knowledge of
Equipment and process time, Written
Background knowledge of and automatic TST guidelines Number of
characteristics Equipment process time' timer® tape  or protocols facilities
Type of facility
Hospital 14 7 7 14 5 42
Health center/Polyclinic 47 38 6 6 2 389
Dispensary/Clinic/Health post 30 25 5 6 1 107
Managing authority
Government 46 39 7 6 2 309
Government-assisted 38 28 5 8 3 133
Private/NGO/Community 27 21 3 7 1 96
Province
North 52 39 7 11 3 90
South 55 44 11 6 1 117
East 48 40 5 4 3 113
West 29 25 1 5 2 132
Kigali City 19 15 6 8 3 86
Total 41 33 6 7 2 538

' Processing area has functioning equipment and power source for boiling or steaming and reports the correct
processing time (or the equipment automatically sets the time) and temperature for this method. Processing conditions
for boiling and steaming are: process at least 20 minutes.

2 This refers to a passive timer that can be set to indicate when a set time has passed. This may be a part of the
sterilization or HLD equipment.
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Table 3.11.5 Capacity for processing of equipment: Chemical HLD

Percentage of facilities that have functioning equipment (equipment and power
source, if required), knowledge of minimum processing time and temperature, and an
automatic timing device for at least one sterilization or high-level disinfection process;
percentage with an automatic timing device; percentage with time-steam-temperature-
sensitive (TST) tape; and percentage with written guidelines or protocols for
processing equipment, by background characteristics, Rwanda SPA 2007

Percentage of facilities with

Equipment,
Equipment knowledge
and of process
knowledge time,and  Number
Background of process  automatic of
characteristics Equipment time timer facilities
Type of facility
Hospital 12 14 10 42
Health center/Polyclinic 4 4 1 389
Dispensary/Clinic/Health post 3 3 2 107
Managing authority
Government 4 4 1 309
Government-assisted 5 6 2 133
Private/NGO/Community 4 4 4 96
Province
North 6 6 0 90
South 6 6 3 117
East 1 1 1 113
West 3 4 0 132
Kigali City 6 6 7 86
Total 4 4 2 538

! Processing area has functioning equipment and chemicals, and staff reports the
correct processing time (or the equipment automatically sets the time). Processing
conditions for HLD are: chemical disinfection with chlorine base or glutaraldehyde
solution and soaked for at least 20 minutes.

2 This refers to a passive timer that can be set to indicate when a set time has passed.
This may be a part of the HLD equipment.

3.4.2 Appropriate Storage Conditions for Processed Items

Facilities must be able to store the items they have processed under sterile conditions. To maintain
sterility or HLD status, items must be 1) stored in a dry location; 2) either wrapped in sterile, dry cloth or
placed in a sterile or HLD-processed container that can clasp shut; and 3) marked with the processing
date, because the sterile/HLD status cannot be ensured after one week unless the item is also sealed in
plastic. Other common storage procedures that may be accepted in some settings (such as keeping un-
wrapped items in an autoclave or on a tray covered with a clean cloth) do not ensure sterile/HLD status.
About 9 in 10 facilities had processed items present on the day of the survey. Among these, 73 percent
stored processed items under sterile/HLD conditions (i.e., wrapped and sealed with time-steam-
temperature strip or placed in a sterile/HLD container that clasps shut, and stored in a dry, clean area)
(Appendix Table A-3.18). However, only one-third of facilities wrote the processing dates on properly
stored processed items. Hospitals (68 percent), government-assisted facilities (41 percent), and facilities
in the West province (41 percent) are among those facilities most likely to store processed items under
appropriate conditions.

3.4.3 Infection Control in Service Delivery Area

Hospital-acquired infections (known as nosocomial infections) often complicate the delivery of health
care worldwide. Strict control measures and constant vigilance are necessary to prevent such infections.
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The items considered relevant and necessary to prevent these infections include: soap, running water,
sharps boxes for appropriate disposal of sharps waste, disinfectant solution, and latex gloves. For the
RSPA, all of these items must be present in al/ service delivery sites for a facility to qualify as meeting
infection control standards.

The presence of running water in a service delivery area does not necessarily imply that providers will
wash their hands how and when they should. However, having running water and soap available in the
area where services are provided, or in an immediately adjacent area, may increase the likelihood that
they will do so.

As shown in Table 3.12, only 3 percent of facilities have all infection control items available in all
assessed service delivery sites. Since hospitals, health centers and polyclinics have more sites where
infection control items are expected to be present than do other types of facilities, it is not surprising that
only 7 percent of hospitals and 1 percent of health centers and polyclinics meets these criteria. The most
notable finding is that up to 15 percent of facilities in Kigali City meet the criteria for having all infection
control items at all service delivery sites.

Table 3.12 Infection control and hazardous waste control

Percentage of facilities that store sterile/HLD items under adequate conditions, that have all items for
infection control in service delivery areas, with an adequate disposal system for hazardous waste, and
with infection control guidelines, by background characteristics, Rwanda SPA 2007

Percentage Percentage Percentage Percentage

with all items with with with
for infection adequate adequate  guidelines for
control in all waste waste disinfection
assessed disposal disposal and
service system for  system for sterilization in  Number
Background delivery infectious sharps any service of
characteristics areas waste? waste® area facilities
Type of facility
Hospital 7 95 100 33 42
Health center/Polyclinic 1 89 93 9 389
Dispensary/Clinic/Health post 10 78 84 4 107
Managing authority
Government 1 89 94 9 309
Government-assisted 2 91 92 14 133
Private/NGO/Community 14 78 82 5 96
Province
North 2 91 94 8 90
South 0 94 93 7 117
East 0 87 95 8 113
West 2 77 83 16 132
Kigali City 15 93 95 8 86
Total 3 88 92 10 538

' Soap, running water, sharps box, disinfectant and latex gloves in all assessed service areas. Note:
disinfectant and latex gloves not assessed in immunization area, and latex gloves not assessed in sick
child service area.

2 |nfectious waste is collected and disposed of by external party or incinerated or burned and removed
offsite, and there is no unprotected infectious waste observed in any service site or waste disposal area
on day of survey.

8 Sharps waste is collected and disposed of by external party, or incinerated, or burned and removed
offsite, and there is no unprotected sharps waste observed in any service site or waste disposal area

on day of survey.
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Figure 3.12 and Appendix Table A-3.19.1 break down the availability of specific infection control items
in maternal and child health and reproductive health (MCH/RH) service delivery sites. Soap is the least
available item; available at all sites in only 1 in 5 facilities including 64 percent of hospitals and 56
percent of all facilities in Kigali City. Running water is the second least available item; available at all
sites in only 1 in 3 facilities. Facilities in the North (29 percent), South (20 percent), and East (19 percent)
provinces, government facilities (26 percent), and health centers and polyclinics (23 percent) are among
the facilities that are least likely to have running water at all eligible sites. Sharps boxes and clean latex or
sterile gloves are available in less than half of facilities. Chlorine-based disinfectant is available at all
service delivery sites in only 36 percent of facilities.

Figure 3.12 Availability of infection control items in
service delivery area (N=538)

Running water 33
Soap
Clean latex or sterile gloves 43
Sharps box 46
Chlorine-based disinfectant 36
0 10 20 30 40 50
Percentage of all facilities
RSPA 2007

When infection control items are assessed for their availability at any eligible service delivery site within
a facility (not at all sites), the proportion of facilities that meet the criteria increases dramatically
(Appendix Table A-3.19.2).

3.4.4 Adequate Disposal of Hazardous Waste

Hazardous waste includes infectious waste, such as bandages and cotton balls that may be contaminated
by blood or other bodily fluids, and sharps waste, such as needles and syringes. Appropriate final disposal
of hazardous waste is another important aspect of infection control. The most effective means for
hazardous waste disposal is incineration and subsequent burial of the remains. Burying items in deep pits
is also an effective means of disposal. When assessing whether facilities have adequate waste disposal
systems, the most important issue is verifying that there is a disposal process that eliminates the
possibility of contamination through contact. If the waste is visible and not protected from animals or
people, either before or after being removed, burned, or buried, there is an increased chance that people
might inadvertently come in contact with it, risking subsequent infection. Details on waste disposal
systems are provided in Table 3.12 and Appendix Tables A-3.22.1 and A-3.22.2.
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After determining what system each facility used, data collectors were asked to go to the location where
waste is stored prior to disposal, or to the disposal site itself, to assess if there was potentially hazardous
waste that was not protected.

Infectious Waste

The disposal system for infectious waste is considered adequate if the waste is collected and disposed of
by an external party, or incinerated, or burned and removed offsite, and if there is no unprotected
infectious waste observed in any service site or waste disposal area on the day of the survey. By these
criteria, 88 percent of facilities have an adequate disposal system for infectious waste (Table 3.12).
Almost all hospitals (95 percent), 9 in 10 health centers and polyclinics, and 8 in 10 dispensaries, clinics
and health posts have an adequate system for infectious waste disposal. Facilities in the West Province
(77 percent) and private, NGO, and community facilities (78 percent) are less likely to have an adequate
infectious waste disposal system than other facilities.

Figure 3.13 Final disposal method for hazardous waste (N=538)
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The most common way to dispose of infectious waste in Rwanda health facilities is burning in an
incinerator, used by more than half of all facilities (Figure 3.13). Incineration is the most common way to
dispose of infectious waste in hospitals (74 percent) and health centers and polyclinics (56 percent). This
method of disposing of infectious wastes is less available at facilities in North (46 percent) and East (48
percent) provinces than among those in other provinces. The second most common method of final
disposal of infectious waste is dumping without burning (Appendix Tables A-3.22.1).

Sharps Waste

The disposal system for sharps waste is considered adequate if sharps waste is collected and disposed of
by an external party, or incinerated, or burned and removed offsite, and there is no unprotected sharps
waste observed in any service site or waste disposal area on the day of the survey. An adequate disposal
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system for sharps waste is also widely available, and follows a pattern similar to that of the infectious
waste disposal system: all hospitals, almost all health centers and polyclinics, and 84 percent of
dispensaries, clinics and health posts have an adequate system for disposal of sharps waste (Table 3.12).

Like infectious waste, sharps waste is most often disposed of by burning in an incinerator; this method is
used by 53 percent of all facilities. Incineration to dispose of sharps waste is used by 83 percent of all
hospitals and 54 percent of health centers and polyclinics. Burning sharps waste in an incinerator is less
available in North (44 percent) and East (27 percent) provinces than in other provinces. The second most
common method of final disposal of sharps waste is removing it offsite (Appendix Tables A-3.22.2).

Key Findings

Eight in ten facilities have functioning equipment (or chemicals for sterilization or HLD processing)
for the processing method used. Functioning equipment is available in nearly all hospitals and in 84
percent of health centers and polyclinics. About 6 out of 10 facilities have both functioning equipment
and staff members who know the correct processing time (and temperature, for dry heat sterilization)
for the method used.

Boiling or steaming is the most commonly used method for processing equipment. For this method,
one-third of facilities have functioning equipment and staff with knowledge of the correct processing
time. However, only 6 percent of facilities also have an automatic timer.

Among facilities that store processed items, 7 in 10 do so under sterile/HLD conditions, but only one-
fourth store processed items under sterile/HLD conditions and write the processing dates on processed
items. Hospitals are more likely than other facilities to store processed items under appropriate
conditions.

Only 3 percent of facilities have all relevant infection control items available in all assessed service
delivery areas. Facilities with multiple service sites are least likely to meet this standard.

Adequate disposal systems for hazardous waste are commonly observed: approximately 9 out of 10
facilities have an adequate final disposal system for infectious waste, and around the same proportion
have an adequte disposal system for sharps waste.
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Chapter 4 Child Health Services

4.1 Background
4.1.1 RSPA Approach to Collecting Child Health Information

Each year nearly 10 million children under the age of five die. Most of these deaths could have been
prevented with access to simple and affordable interventions and treatment (UNICEF, 2007). It is not
uncommon for providers to treat symptoms that are most evident, without conducting a full assessment of
a child’s health status or acting to prevent further illness. For this reason, WHO and other agencies
developed the Integrated Management of Childhood Illness (IMCI) strategy (WHO, 1997). This strategy
advocates using every visit to a health care provider as an opportunity not only to conduct a full
assessment of the child’s current health and possible underlying problems, but also to provide
interventions such as immunization and growth monitoring that can prevent illness or minimize its
progression.

The IMCI strategy aims to reduce morbidity and mortality among children under the age of five through
the following three activities:

1. Improving health workers’ skills through training and supportive supervision;

2. Improving health systems, including equipment, supplies, organization of work, and referral
systems; and

3. Improving child care at the community and household level, in line with key family practices.

Training and supportive supervision help health workers assess and appropriately treat major childhood
illnesses (including diarrhea, malaria, pneumonia, measles, and other severe infections) in a holistic
approach. WHO recommends that at least 60 percent of providers be trained in IMCI case management to
ensure a critical mass for proper management of sick children. The IMCI program was introduced in
Rwanda in 1999, but it did not function well until 2006. In 2006, the program revised and adopted IMCI
guidelines, standards, and protocols and started to train district health providers. By the middle of 2007,
the program had covered about 23 percent of the districts with at least two IMCI staff per health center.
The IMCI program continues to expand its coverage and train additional health care providers.

By employing the IMCI framework, 2007 RSPA is expected to provide useful information that can be
used to follow up on progress in implementing the IMCI strategy across Rwandan health facilities. There-
fore, the survey uses IMCI protocols whenever possible in examining delivery of child health services at
the health facility level.

This chapter uses information obtained from 2007 RSPA to address the following four central questions:

o  What is the availability of outpatient curative services relevant to child health?
To what extent do facilities offering immunization services for children have the capacity to
support quality vaccination services?

e To what extent do facilities providing outpatient care for sick children have the capacity to
support quality services in adherence to IMCI guidelines?

e To what extent do health service providers who treat sick children on an outpatient basis adhere
to standards for quality service provision?
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4.1.2 Health Situation of Children in Rwanda

Vaccine coverage

Immunization against vaccine-preventable diseases is vital to reducing child morbidity and mortality. The
Expanded Program on Immunization (EP]) under the Ministry of Health (MOH) is aimed at ensuring that
all children are fully immunized by their first birthday. Children should receive one dose of tuberculosis
vaccine (BCG); three doses of the vaccine against diphtheria, pertussis, tetanus, hepatitis B and
Haemophilus influenza type B (Pentavalent); four doses of oral polio vaccine (OPV); and one dose of
measles vaccine (MOH, 2007). According to the 2005 Rwanda Demographic and Health Survey,
however, only 69 percent of children age 12-23 months were fully immunized by age 12 months
compared with the EPI target of 90 percent (INSR and ORC Macro, 2006). The immunization coverage
rate in 2005 was about the same as that in 2000 and lower than the coverage in 1992 (Figure 4.1).

Measles outbreaks have been reported over the last few years across many countries in the region
including Rwanda. In the first place, this vaccine provides protection to only 85-90 percent of immunized
children; the remaining 10-15 percent is still susceptible to infection so the second dose (booster dose) is
needed. Recurrence of measles is also related to the accumulated unvaccinated cohort of young children
(<9 months) and among children age 1-4 years. Currently in Rwanda the routine schedule for measles
vaccine calls for a single dose administered at 9 months, followed by a booster dose during national
campaigns every two years. Unfortunately, certain cohorts missed their second measles dose.

Figure 4.1 Percentage of children age 12-23 months who were fully immunized
by age 12 months (1992 RDHS, 2000 RDHS, and 2005 RDHS)
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Nutritional status and care seeking
Malnutrition is an underlying factor in about 70 percent of the illnesses that cause death among children
under age five. The 2005 RDHS found that 45 percent of children under age five in Rwanda are stunted,

that is, too short for their age; 19 percent of them are severely stunted. About 23 percent are underweight,
that is, too thin for their age. The prevalence of stunting is far higher among rural children (47 percent)
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than urban children (33 percent). It is also much higher in North Province (52 percent) and other
provinces (42-47 percent) than in Kigali City (29 percent) (INSR and ORC Macro, 2006).

Childhood mortality and morbidity

The 2005 RDHS provides household-based child mortality data as well as information on what illnesses
children experienced and whether they received health care during the two weeks preceding the
household survey visit (INSR and ORC Macro, 2006). Key findings include the followings:

e The infant mortality rate was estimated at 86 per 1,000 live births, which is considerably less than
that found in the 2000 RDHS (107 per 1,000 live births).

e The under-five mortality rate was estimated at 152 per 1,000 live births, less than that found in
2000 RDHS (196 per 1000 live births).

e Seventeen percent of children had symptoms of acute respiratory infections (ARI) and 26 percent
had fever in the two weeks preceding the survey. Of these, only 27 percent were seen by a health
professional.

e Of children who had fever in the past two weeks, very few (12 percent) received antimalaria
medicine, but only 3 percent received it the same or next day the fever started.

e Fourteen percent of children under age five had diarrhea in the past two weeks. Of these, only 14
percent were taken to see a health care provider. The children most affected by diarrhea were
those age 6-23 months.

e Recommended treatment for diarrheal diseases (other than dysentery, for which antibiotics are
recommended) is fluid and salts replacement. Caretakers reported giving oral rehydration salts
(ORS) to 12 percent of children with diarrhea, 9 percent received recommended home fluids
(RHF), and 19 percent received increased fluids. Altogether, some form of oral rehydration
therapy (ORT) such as oral rehydration salt (ORS) packets or recommended home fluids was
given to about one in five (19 percent) children with diarrhea, while 19 percent received increased
fluids, 32 percent received unknown home remedies or other treatment, and 18 percent received
pills or syrups. A significant proportion of children with diarrhea (33 percent) did not receive any
treatment at all.

e Sixteen percent of children under age five slept under any mosquito net the night before the
survey, while 13 percent slept under a permanent insecticide-treated net (ITN).

o Twenty-one percent of children under age 18 are orphans, meaning they have lost one or both of
their parents.

4.2 Availability of Child Health Services

The 2007 RSPA assessed the availability of three basic child health services: outpatient curative care for
sick children, routine childhood immunization services under EPI, and routine growth monitoring
services. Table 4.1 provides information on the availability of these services. Appendix Tables A-4.1 and
A-4.2 prlovide further details on the frequency of child health services and on community outreach

services.

In Rwanda, integrated child health services were offered mostly at the first level of the referral system,
which is the health center. About 53 percent of facilities offer all three basic child health services as a
package; that includes 71 percent of health centers and polyclinics. Childhood immunization is provided
in 75 percent of facilities, growth monitoring in 55 percent, and outpatient curative care for sick children

Community outreach refers to any services provided outside of the facility. For immunizations, this might include
activities related to campaigns, such as the polio eradication campaign.
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is available in 95 percent of facilities. Health centers and polyclinics, and government and government-
assisted facilities are more likely than other types of facilities to provide all three basic services. Facilities
in Kigali City are least likely to offer a package of all three services.

Immunization services are organized according to the catchment population of health facilities, usually
the health center. These services are not included in the Complementary Package of Activities (CPA)
implemented in district hospitals (except BCG 0 and polio 0 because they are given at birth), which serve
as the second level in the referral system. Hospitals usually have an adjacent health center nearby.
However, a few district hospitals are situated far from a health center and may choose to include these
services. A few health posts are also allowed to provide immunization services because their catchment
population is equal to or greater than 10,000.

Outpatient curative care for sick children is the most commonly provided of the three basic services.
Dispensaries, clinics, and health posts (79 percent), private, NGO, and community facilities (81 percent),
and facilities in Kigali City (87 percent) are the least likely to offer this service (Table 4.1).

Table 4.1 Availability of child health services
Percentage of facilities offering specific child health services at the facility, by background characteristics,
Rwanda SPA 2007
Percentage of facilities that provide:
Curative
outpatient All basic
Background care for sick Growth Childhood child health  Number of
characteristics children monitoring  immunization services facilities
Type of facility
Hospital 90 17 12 5 42
Health center/Polyclinic 99 72 96 71 389
Dispensary/Clinic/Health post 79 7 24 7 107
Managing authority
Government 97 63 85 61 309
Government-assisted 98 71 84 68 133
Private/NGO/Community 81 7 31 6 96
Province
North 100 58 84 57 90
South 95 68 85 67 117
East 93 54 73 52 113
West 97 59 83 56 132
Kigali City 87 30 44 28 86
Total 95 55 75 53 538

Childhood immunization services are less likely to be offered in private, NGO, and community facilities
(31 percent), hospitals (12 percent), or in dispensaries, clinics, and health posts (24 percent), and facilities
in Kigali City (44 percent). By contrast, health centers and polyclinics (96 percent) as well as government
(85 percent) and government-assisted (84 percent) facilities are more likely to provide these services. The
low proportion of facilities offering immunization services in Kigali City may be explained by the fact
that most facilities in Kigali are referral facilities or private facilities; they do not offer all basic routine
services, including immunization.

Routine growth monitoring is the least available service (55 percent). Availability of services by type of
facility, managing authority, and province follows the same pattern as childhood immunization services
(Table 4.1). Given the high levels of childhood malnutrition in Rwanda, increasing access of the
population to growth monitoring and other outreach programs should be considered.
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Key Findings

Only about half of facilities offer all three basic child health services, including outpatient curative care
for sick children, childhood immunization, and growth monitoring. The growth monitoring services are
the least available among the three.

Outpatient curative care for sick children is available in almost all facilities, while growth monitoring
and childhood immunization services are less available.

Childhood immunization and growth monitoring services are less available in facilities in Kigali City
than in other provinces and are more available in health centers and polyclinics and among government
and government-assisted facilities.

4.3 Capacity to Provide Quality Immunization Services

The following section addresses the elements that are important for quality immunization services. These
elements are:

Capacity to maintain the quality of vaccines;

Availability of vaccines and vitamin A;

Availability of equipment and supplies for vaccination sessions; and

Availability of administrative components for monitoring immunization activities.

4.3.1 Capacity to Maintain the Quality of Vaccines

Lack of vaccine refrigerators, electricity, or other fuel (such as liquefied petroleum gas) are common
reasons why facilities cannot, or do not, store vaccines. If a facility cannot maintain the cold chain and
safely store vaccines, it must collect vaccines from a central location or a nearby facility with a
refrigerator and then use mobile vaccine carriers and ice packs to maintain their temperature on the days
of service. Logistical considerations for maintaining the cold chain frequently result in limited availability
of vaccination services. Information on vaccine storage conditions are provided in Chapter 3, Table 3.9.

Temperature monitoring is extremely important in ensuring potent and effective vaccines for eligible
children (WHO, 2000b; WHO, 2004b). Overall, 61 percent of all facilities with stored vaccines that were
observed on the day of the survey have an adequate system for monitoring storage temperature, but only
31 percent adequately monitor vaccine stocks. Facilities in North Province (86 percent) and Kigali City
(72 percent) are more likely than other facilities to meet all three criteria for monitoring storage
temperatures, while facilities in South Province (40 percent) are the least likely to meet all three criteria.
Adequate systems to monitor vaccine stocks are least common in South and East provinces (14 and 8
percent, respectively) and most common in hospitals (43 percent), dispensaries, clinics, and health posts
(45 percent), and in West Province (60 percent) and Kigali City (47 percent) (Chapter 3, Table 3.9).

4.3.2 Availability of Vaccines and Vitamin A

Availability of child vaccines was assessed at eligible facilities, that is, facilities which provide
immunization services and also store vaccines. The findings are summarized in Figure 4.2 and Table 4.2.
Additional information on vaccine availability by facility type, zone, and managing authority is found in
Appendix Table A-4.3.
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All basic EPI vaccines for the eight major childhood disecases are available in 94 percent of eligible
facilities (Figure 4.2, Tables 4.2 and A-4.3). Individual vaccines are consistently available in practically
all these health facilities. As shown in Figure 4.2, each individual vaccine is missing in 3 to 4 percent of
facilities.

Figure 4.2 Availability of vaccines among facilities offering child immunization
services and storing vaccines (N=370)
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Vitamin A is essential for strengthening the immune system, healthy growth and development, and
protection from respiratory infections and night blindness. Because WHO recommends routinely
distributing high-dose vitamin A capsules to children, many countries have added vitamin A supple-
mentation to their EPI programs. According to Rwanda National Nutrition Policy, vitamin A and iron
supplementation is not routinely given at the first level of the healthcare referral system (health center).
Vitamin A supplementation for children age 6 to 59 months and for postpartum women currently relies on
mass national campaigns done twice a year (MOH, 2005). According to 2005 RDHS, 84 percent of
children age 6-59 months received vitamin A supplements and 34 percent of postpartum women received
vitamin A. The survey found that 42 percent of facilities offering child immunization services have
vitamin A available in service delivery areas with vaccines (Figure 4.2).

4.3.3 Availability of Equipment and Supplies for Vaccination Sessions

Information on the availability of all components assessed for quality immunization services is provided
in Table 4.2 and Figure 4.3. Details on the availability of items by facility type, zone and managing
authority are available in Appendix Table A-4.4.

Equipment
Of the equipment and supplies needed for vaccination sessions, blank immunization cards are available at
86 percent of facilities that offer child immunization services, adequate syringes and needles are available

at 80 percent of facilities, and vaccine carriers with ice packs are available at 97 percent of facilities.
Approximately one-fifth of facilities in South Province, and government-assisted facilities lack immuni-
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zation cards; cards are most likely to be found in facilities in West Province (91 percent) and in all
hospitals. Adequate supplies of syringes and needles are most widely available in hospitals, and among
facilities in Kigali City. They are less available among government-assisted facilities and facilities in East
province (Appendix Table A-4.4). Availability of vaccine carriers and ice packs in nearly all facilities
offering child immunization services supports the maintenance of the cold chain during transportation and
vaccination sessions, with the exception of dispensaries, clinics, and health posts (81 percent).

Table 4.2 Health system components required for childhood immunization services
Percentage of facilities offering child immunization services at the facility that have all equipment, items for preventing infection, records
indicating good administrative practices, and among facilities offering child immunization services and storing vaccines, percentage with all basic
child vaccines and all components for providing quality child immunization services, by background characteristics, Rwanda SPA 2007
Percentage of facilities
offering child immunization
Percentage of facilities offering services and storing
child immunization with: vaccine with:
All components
for providing Number of
All equipment, quality child facilities
items for Number of immunization  offering child
All items infection facilities services immunization
for control, and offering child All basic (including services and
Background All infection Administrative administrative immunization  child vaccines) storing
characteristics equipment1 control? components3 components services®  vaccines® present vaccines
Type of facility
Hospital 100 100 40 40 5 100 40 5
Health center/Polyclinic 70 28 80 22 374 94 22 356
Dispensary/Clinic/Health post 62 58 46 35 26 89 44 9
Managing authority
Government 74 28 79 22 263 94 21 250
Government-assisted 62 29 78 22 112 94 23 107
Private/NGO/Community 67 60 53 40 30 92 46 13
Province
North 70 26 83 24 76 97 25 68
South 70 26 77 18 99 95 18 97
East 63 11 72 6 83 90 6 80
West 71 41 80 34 109 94 36 90
Kigali City 84 66 68 45 38 94 37 35
Total 70 31 77 23 405 94 23 370
! Blank immunization cards, syringes and needles, and cold box with ice packs (or facility reports purchasing ice).
2 Soap, running water, and sharps container.
8 Tally sheet or register where vaccines provided are recorded, and documentation of either Pentavalent dropout rate or measles coverage.
* Includes all facilities offering immunizations at the facility and some facilities offering immunizations through village outreach activities.
5 BCG, Pentavalent, polio, and measles vaccines.

Infection control

Infection control is critical to quality care during immunizations. Among eligible facilities, only 31
percent have soap, running water, and a sharps box (Table 4.2). All hospitals and facilities in Kigali City
(66 percent) are the most likely to have all three of these infection control items, while facilities in the
East province are the least likely to do so. About three-quarters of all eligible facilities have sharps boxes
(78 percent) and half (48 percent) have running water, but soap is much less widely available (36 percent)
(Appendix Table A-4.4). Running water and soap are particularly lacking in health centers and
polyclinics. This suggests that service providers in facilities without running water either use other
sources of water to wash their hands (such as water in a basin) or simply do not wash their hands while
providing immunization services.
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4.3.4 Availability of Administrative Components for Monitoring Immunization Activities

The RSPA survey looked for evidence that facilities were keeping records that could provide information
for monitoring immunization activities.

Measures often used for monitoring immunization coverage include the DPT/Pentavalent dropout rate
(the difference between the number of children who receive the first dose of DPT/Pentavalent and the
number who complete all three doses, divided by the number who received the first dose) and vaccine
coverage rates. Measures of immunization coverage require an estimate from a target population, which is
provided by the National Bureau of Statistics through projections of household census results. The RSPA
survey specifically assessed whether dropout rates or measles coverage information was available.
Eighty-four percent of facilities have tally sheets and 86 percent have registers for documenting provided
immunizations. Approximately 8 in 10 facilities have documentation monitoring community coverage
(i.e., either measles coverage or Pentavalent dropout rates) (Appendix Table A-4.4 and Figure 4.3).
Health centers and polyclinics (84 percent), government facilities (85 percent), and government-assisted
facilities (80 percent) are more likely to monitor community coverage than other facilities. Facilities in
Kigali City (68 percent) are less likely to monitor community coverage.

Figure 4.3 Availability of equipment and supplies for
immunization services (n=405)
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Overall, among facilities offering child immunization services and storing vaccines, only about one-
quarter had all components considered necessary for providing quality immunization services on the day
of the survey (Table 4.2). The RSPA survey defined these as: all equipment, all items for infection
control, all administrative components, and all basic child vaccines. The availability of each item is
presented in Figure 4.3. Health centers, polyclinics and facilities in South and East provinces are the least
likely to have all these components, because of a lack of running water and soap.
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Key Findings

Almost all facilities that offer child immunization services and also store vaccines have all of the basic
EPI vaccines, including BCG, OPV, Pentavalent, and measles vaccines. Only 23 percent of these
facilities have all of the components needed to support quality immunization services.

Syringes and needles for immunization and vaccine carriers with ice packs are available in 80 and 97
percent, respectively, of facilities offering child immunization services.

All items for infection control (soap, running water, and sharps containers) are available in the
immunization service area in slightly less than one-third of facilities. Running water and soap for hand-
washing are the items least often found (48 and 36 percent, respectively).

4.4 Capacity to Provide Quality Outpatient Care for Sick Children

To improve the diagnosis of illnesses and to minimize missed opportunities for providing preventive
interventions, IMCI standards recommend that any consultation for a sick child also include:

Assessing immunization status and providing vaccines that are due;

Assessing nutritional status and counseling caretakers on identified problems;

Assessing overall health status;

Ensuring that the child receives the first dose of any prescribed drug, including antibiotics, at the

facility and leaves the facility with the necessary medications;

o Ensuring that caretakers know how to administer medications and treatments, know about
appropriate foods, and know how much food the child needs both during this illness and after
when no longer sick;

e Ensuring that caretakers know when to return, either because signs indicate that the child must be

seen immediately or because of scheduled follow-up.

The RSPA survey assessed the availability of equipment, supplies, and health system components
necessary to adhere to IMCI guidelines and support quality outpatient care for sick children (WHO, 1997;
WHO, 1999). Assessed elements are as follows:

Infrastructure and resources to support quality assessment and counseling;

Equipment and supplies for adhering to IMCI guidelines for assessment of a sick child;
Essential medicines for treating sick children in adherence to IMCI guidelines; and
IMCT job aids, including the chart booklet, recording form, and mother/caretaker cards.

4.4.1 Infrastructure and Resources to Support Quality Assessment and Counseling for Sick
Children

To support quality assessment and counseling, the following should be readily available in areas where
sick children receive services: items for infection control including soap, running water, sharps
containers, and disinfectant; items to support quality services, such as individual child health cards;
treatment guidelines and protocols; and visual aids. Figure 4.4 provides information on the availability of
some of these items, with further details in Appendix Tables A-4.5 and A-4.6.
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Figure 4.4 Availability of items to support quality services
for sick children (N=509)
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All items supporting quality child health services are available in only 12 percent of facilities offering
sick child services (Figure 4.4 and Appendix Tables A-4.5). Treatment guidelines, which are necessary
for quick reference, are available in only 28 percent of facilities, health centers and polyclinics (32
percent) being more likely than other facilities to have them. Individual child health cards, important for
continuity of care, are available in almost all facilities (92 percent), while visual aids are available in 30
percent of facilities.

The goal of the MOH is to promote IMCI nationwide. However, because only 23 percent of districts were
implementing the IMCI program at the time of the survey, related items such as chart booklets,
counseling cards, the IMCI algorithm for providers, and caretaker cards are not expected to be available
in all facilities. The RSPA results showed that only 17 percent of facilities offering curative care for sick
children have IMCI chart booklets, 8 percent have IMCI counseling cards, and 9 percent have IMCI
mother/caretaker cards (Appendix Table A-4.7).

4.4.2 Equipment and Supplies for Assessing and Providing Preventive Care for Sick Children

The RSPA survey also assessed the availability of equipment and supplies necessary for evaluating the
status of sick children and for providing preventive interventions, as established by IMCI guidelines.
Figure 4.5 summarizes the information on these items. Appendix Table A-4.5 provides details by facility
type, and Appendix Table A-4.8 provides information on the availability of sick child and EPI services on
the same day in the same facility.

Among facilities offering sick child services, 21 percent have immunization capacity (basic vaccines,
syringes, cold boxes, items for infection control in the EPI service area, and child immunization cards).
Health centers and polyclinics (24 percent) are more likely than other types of facilities to have all of
these items (Appendix Table A-4.5).
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Figure 4.5 Availability of equipment and supplies for assessing health status of
the sick child (n=509)
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Usually vaccines are made available in a multiple-dose vial. It is not cost-effective, and wasteful to open a
vial to immunize a single child. To reduce vaccine wastage rates, immunization services are organized
only 1-2 days a week. The RSPA survey found that 15 percent of facilities provide immunization services
every day that sick child services are offered; and 29 percent were actually providing both services on the
day of the survey (Appendix Table A-4.8). Government facilities (19 percent) and government-assisted
facilities (14 percent) are more likely to offer EPI services on the same day that services for sick child are
offered; in contrast, only 1 percent of private, NGO, and community facilities offered both services on the
same day (Appendix Table A-4.8).

About 4 in 10 facilities offering sick child services have a scale for weighing infants (100 gram gradation)
and 72 percent have a scale for weighing older children (maximum 250 gram gradation); however, only
37 percent have both types of scales (Figure 4.5, Appendix Table A-4.5). This suggests that many
prescriptions for sick children are based on crude weight estimates rather than actual weight.

Items for providing oral rehydration therapy onsite are also lacking, with only 24 percent of facilities
having all three necessary items: a cup and spoon, a jar for mixing, and ORS packets. However, ORS
packets are available in 89 percent of sick child service areas or in the pharmacy (Appendix Table A 4-5).

Although a sick child can be assessed with little equipment, certain minimum equipment is considered to
be necessary for quality care. The survey assessed whether facilities had a thermometer and some type of
minute timer for counting respiration rates. Thermometers are available in almost all facilities, and
facility-provided timers are available in 26 percent of facilities. Although not documented, most providers
have personal timepieces with second hands that could be used to time respiration rates.

4.4.3 Essential Medicines for Treating Sick Children

IMCI guidelines have defined first-line, pre-referral, and other important medications for treating sick
children. The RSPA survey assessed the availability of all these essential medicines. Summary
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information on the availability of medicines for sick children is provided in Figures 4.6 through 4.8 and in
Table 4.3. Appendix Table A-4.9 provides details on available medicines by type of facility.

First-line medicines

First-line medicines include ORS packets, at least one oral antibiotic for respiratory infections, and at
least one antimalaria medicine. All three first-line medicines are available in 82 percent of facilities. They
are more available in hospitals (all) and health centers and polyclinics (89 percent) than in dispensaries,
clinics, and health posts (43 percent) (Figure 4.6, Appendix Table A-4.9). Cotrimoxazole is more widely
available as a first-line antibiotic in Rwandan facilities than amoxicillin. Antimalaria medicines are
widely available, with Coartem (artemether-lumefantrine) (83 percent of facilities) found far more often
than Fansidar (sulfadoxine-pyrimethamine) and amodiaquine (57 and 2 percent of facilities, respectively).
Information on zinc sulfate, which was recently added to the new treatment protocol for chronic diarrhea
in Rwanda, is not available.

Figure 4.6 Availability of first-line medicines for treating sick children
(N=509)
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Pre-referral medicines

Pre-referral medicines include emergency injectable medications and intravenous solution with a
perfusion set; these allow for urgent treatment and rehydration before admitting a sick child or referring a
sick child to another facility, if necessary. It should be noted that MOH policy authorizes hospitals, health
centers, and dispensaries to provide rapid rehydration for severely dehydrated children using intravenous
solutions if the facility has the capacity and skills.
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Table 4.3 Medicines and supplies to support quality care for sick children
Percentage of facilities that have all essential first-line and pre-referral medicines to support
quality care for sick children, by background characteristics, Rwanda SPA 2007
Percentage of facilities with Number of
all essential medicines: facilities
Background First-line Pre-referral Other offering sick
characteristics medicines’ medicines® medicines®  child services
Type of facility
Hospital 100 68 32 38
Health center/Polyclinic 89 36 31 387
Dispensary/Clinic/Health post 43 10 4 84
Managing authority
Government 90 37 27 301
Government-assisted 92 39 42 130
Private/NGO/Community 37 14 1 78
Province
North 87 11 19 90
South 94 43 20 111
East 85 35 33 105
West 88 39 38 128
Kigali City 47 37 17 75
Total 82 34 27 509
' ORS, at least one antimalaria medicine, and at least one oral antibiotic (amoxicillin,
cotrimoxazole, or chloramphenicol).
2 At least one first-line injectable antibiotic (ampicillin or penicillin), at least one second-line
injectable antibiotic (ceftriaxone or gentamicin or injectable chloramphenicol), and intravenous
solution (normal saline, Ringer’s lactate, or dextrose and saline 0.9%) with perfusion set.
® Aspirin, vitamin A, iron tablets, mebendazole, and an antibiotic eye ointment.

The RSPA survey considers health facilities to have all pre-referral medicines if they have: at least one
first-line injectable antibiotic (ampicillin or penicillin); at least one second-line injectable antibiotic
(ceftriaxone or gentamicin) or injectable chloramphenicol; and intravenous solution with a perfusion set
and sterile syringes. About one-third (34 percent) of facilities offering outpatient curative care for sick
children have all of these pre-referral medicines (Figure 4.7, Table 4.3). Hospitals (68 percent) are more
likely than other types of facilities to have them all. Dispensaries, clinics, health posts (10 percent),
private, NGO, and community facilities (14 percent), and facilities in North Province (11 percent) are less
likely than other facilities to have all pre-referral medicines. Penicillin is the most available injectable
antibiotic. Only 50 percent of all eligible facilities have intravenous solutions with perfusion sets, despite
its importance in the care of severely ill children (Figure 4.7).
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Figure 4.7 Availability of pre-referral medicines (injectables) (N=509)
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Other essential medicines and vitamin A

Some other medicines are less critical for treating serious illness, but are important for treating common
symptoms and illnesses of sick children. These include an antipyretic (paracetamol or aspirin), vitamin A,
iron tablets or supplements, de-worming medicines (mebendazole or albendazole), and antibiotic eye
ointment. Twenty-seven percent of health facilities have all of these other essential medicines (Table 4.3,
Figure 4.8). Aspirin or paracetamol (86 percent) and albendazole or mebendazole (84 percent) are
commonly available, while vitamin A was found in 30 percent of all facilities.

Figure 4.8 Availability of other essential medicines (N=509)
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4.4.4 Availability of Infection Control Items for Therapeutic Injections

The survey assessed infection control items among facilities that offer outpatient curative care and
therapeutic injections. The majority of consultations with sick children end with the child being sent
home; only 9 percent of sick children are admitted or referred (Table 4.5). Among facilities providing
outpatient care for sick children and therapeutic injections, soap and running water are the least available
infection control items (56 percent and 69 percent, respectively). Hospitals (97 percent) are more likely
than health centers and polyclinics (66 percent) and dispensaries, clinics and health posts (71 percent) to
have running water at service sites to treat sick children (Appendix Table A-4.6).

Key Findings

Treatment guidelines and protocols for sick child services are available in 28 percent of facilities that
offer these services, while IMCI treatment counseling cards for providers are available in less than 10
percent of facilities.

Only 15 percent of facilities that offer sick child services also offer child immunization services every
day that sick child services are offered.

Running water and soap for hand-washing is the least available item for infection prevention in health
facilities that offer outpatient curative care for sick children. Visual aids for instructing caretakers are
available in less than one-third of eligible facilities.

All first-line oral medicines are available in 82 percent of facilities, but all pre-referral medicines are
available only in about one-third of facilities, mostly in hospitals.

4.5  Management Practices Supportive of Quality Sick Child Services

Management practices that support quality curative care for sick children include documentation and
record keeping, practices related to user fees, and staff supervision and development.

Summary information on the availability of these items is presented in Table 4.4. Appendix Table A-4.10
provides sick child client utilization statistics, and Appendix Tables A-4.11 and A-4.12 provide more
details on fees and other payment systems. Figure 4.9 summarizes information on training received by
child health service providers, and Appendix Tables A-4.13 through A-4.15 provide details on in-service
training and supervision from the perspective of the child health service provider.

4.5.1 Facility Documentation and Records

An up-to-date register is defined as a register that has an entry within the past seven days that indicates, at
a minimum, the child’s age and diagnosis or the symptoms for which the child was seen. Eighty-one
percent of facilities providing outpatient curative care for sick children have an up-to-date register (Table
4.4). There is little variation by facility type, but government facilities have slightly more up-to-date
registers than facilities under other managing authorities. Facilities in the West Province (73 percent) are
less likely to have an up-to-date register than facilities in other provinces.

4.5.2 Practices Related to User Fees

User fees may have a positive effect on utilization of health facilities by increasing funds available to the
facility, or they may have a negative effect on utilization by deterring poor clients from using services. In
any case, posting user fees in facilities that charge fees is a factor in the quality of care because it
increases accountability and makes clients aware of costs associated with services.
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A user fee for sick child services is universally employed (97 percent) by facilities across Rwanda (Table
4.4). User fees were charged for medicines, consultations, and laboratory tests 95 percent, 95 percent, and
94 percent of facilities, respectively. Eighty-six percent of facilities charged for client charts or records
and 13 percent for registration (Appendix Table A-4.11).

Table 4.4 Management practices supportive of quality child health services

Among facilities offering curative care to sick children, percentage with up-to-date patient registers, and percentage with user
fees for consultation services for sick children; and among facilities with interviewed child health services providers,
percentage where providers benefited from supportive management practices, received training related to child health, and
received personal supervision, by background characteristics, Rwanda SPA 2007

Facilities with curative Percentage where staff Number of
outpatient care for sick children report receiving routine:  facilities with
Percentage Percentage Number of interviewed
with up-to-  with user fees  facilities Training child health
Background date patient  for sick child  offering SC  related to Personal service
characteristics register1 services services  child health® supervision3 providers
Type of facility
Hospital 79 97 38 31 83 36
Health center/Polyclinic 82 98 387 17 97 387
Dispensary/Clinic/Health post 80 88 84 21 56 80
Managing authority
Government 83 97 301 19 95 299
Government-assisted 78 98 130 16 96 129
Private/ NGO/ community 79 94 78 21 56 75
Province
North 80 99 90 11 90 89
South 89 95 111 16 95 110
East 81 97 105 15 96 104
West 73 97 128 23 94 128
Kigali City 87 96 75 29 64 72
Total 81 97 509 19 89 503

Reglster has entry within past seven days that indicates child's age and diagnosis or symptom.

ZA facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service
training related to their work during the 12 months preceding the survey. This refers to structured training sessions and does
not include individual instructions received during routine supervision.

% A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised
at least once during the 6 months preceding the survey.

*Includes only providers of child health services in facilities offering child health services.

4.5.3 Training and Supervision
Training

The 2007 RSPA deems a facility to have routine staff training or staff development if at least half of
interviewed providers report receiving pre- or in-service training related to their work during the 12
months preceding the survey. The training must be structured and based in the classroom; individualized
or one-on-one instruction received during supervision is not included.

Using this definition, only 19 percent of facilities that offer child health services qualify as having routine
staff training activities. Facilities in North Province (11 percent) are the least likely to have routine staff
training (Table 4.4).

Only 18 percent of the child health service providers who were interviewed reported receiving structured
training related to their work in the 12 months preceding the survey (Appendix Table A-4.13). Providers
in hospitals (27 percent) and facilities in Kigali City (28 percent) are more likely than others to have
received training. No one topic dominated: between 5 and 9 percent of providers reported received
training on any single topic (Figure 4.9 and Appendix Tables A-4.14).
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Figure 4.9 Training received by interviewed child health services providers, by
topic and timing of most recent training (N=1,340)
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Supervision

If at least half of service providers interviewed at a facility reported having been personally supervised at
some time during the six months preceding the survey, the facility is considered to be receiving routine
staff supervision. Overall, 89 percent of facilities meet this criterion, including 97 percent of health
centers and polyclinics (Table 4.4). Routine staff supervision is relatively stronger in government
facilities (95 percent) and government-assisted facilities (96 percent) compared with private, NGO, and
community facilities (56 percent). Facilities in Kigali City are less likely to receive staff supervision.

Almost 9 out of 10 child health service providers who were interviewed said they had been personally
supervised in the six months preceding the survey (Appendix Table A-4.13).

Key Findings

Up-to-date registers for service statistics are available in approximately 8 out of 10 facilities that offer
child health services; facilities in West Province are least likely to have up-to-date registers for service
statistics.

A user fee for sick child services is universally employed by facilities across Rwanda. User fees were
generally charged for medicine, consultations, and laboratory tests.

Structured training on child health topics is not routinely provided. Only 19 percent of facilities have
routine staff training. During the 12 months preceding the survey, only 6 percent of child service
providers received training related to EPI and the cold chain, and 5 percent were trained on ARI treatment
and nutrition.

About 9 in 10 facilities receive routine supervision for child health services providers. Routine
supervision is less common in dispensaries, clinics, and health posts (56 percent), private, NGO, and
community facilities (56 percent) and facilities in Kigali City (64 percent).
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4.6 Adherence to Guidelines for Sick Child Service Provision

To assess whether providers adhere to standards for providing quality services, the survey observed sick
child consultations using observation checklists based on IMCI guidelines. The observers noted what
information the provider shared and whether recommended procedures were carried out. They did not
assess whether the information shared was correct, or whether findings were appropriately interpreted.

Figures 4.10 through 4.14 show the practices that observed during sick child consultations. Table 4.5
summarizes providers’ assessments, examinations, and subsequent treatments by diagnosis or major
symptoms. Appendix Tables A-4.15 through A-4.18 provide details on observed providers’ practices and
Appendix Tables A-4.19 through A-4.21 provide information reported by caretakers during exit
interviews. (The survey interviewed all caretakers of the sick children whose consultations were
observed.)

4.6.1 Full Assessment of Illnesses

When there are not enough qualified curative care providers, less qualified persons can be trained to
provide EPI and growth monitoring services as well as initial consultation services for sick children. This
assumes, however, that seriously ill children, with illnesses beyond the training scope of staff, will be
identified and referred to a better-qualified provider. Hence it is important to know how many facilities
depend on referral systems for the management of severe illnesses. As documented in Chapter 3,
practically all facilities in Rwanda have at least one qualified health provider (Figure 3.1).

IMCI components for assessing a sick child provide valid guidelines for quality of care, regardless of
whether a provider has been trained in the IMCI strategy or not. When interpreting the findings, it is
important to recognize that even when following IMCI guidelines, providers should use their judgment,
based on the child’s signs and symptoms.

General danger signs

According to IMCI guidelines, providers should check for the following general danger signs whenever
assessing a sick child: whether the child is able to drink or breastfeed, whether the child vomits
everything, whether the child has had convulsions at home or a convulsion is observed in the facility, and

whether the child is lethargic or unconscious.” If there is any doubt about the child’s ability to drink, the
provider should attempt to give the child something orally. In general, 25 percent of all observed sick
children were assessed for whether they could eat or drink anything (including breastfeeding), 26 percent
for whether they vomited everything, and 2 percent for convulsions (Figure 4.10). Overall, only about
2 percent of children were assessed for all three danger signs. There is little variation by type of facility
regarding this indicator.

2 . . . .
Assessment for lethargy is not a part of the observation checklist and therefore is not an observable component for
this assessment.
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Figure 4.10 Danger signs assessed during observed sick child consultations
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Major signs and symptoms

Regardless of the reason for the consultation, IMCI guidelines call for each child to be evaluated for three
major symptoms: cough or difficulty breathing, diarrhea, and fever. In addition Rwanda IMCI guidelines
call for the assessment of child’s nutritional status. This information may be shared when the child’s
caretaker discusses the reason for the visit or, if it is not spontaneously mentioned, the provider may
probe for symptoms.

Providers assessed all four major symptoms in only 14 percent of consultations (Figure 4.11). Fever and
cough or difficulty breathing were the symptoms most commonly assessed, in 7 out of every 10
consultations. Providers assessed diarrhea and nutritional status in only 36 percent and 35 percent of the
consultations, respectively. Only 6 percent of consultations included an assessment of ear pain or
discharge, another common childhood condition (Appendix Table A-4.16).
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Figure 4.11 Major symptoms assessed during observed
sick child consultations (N=1,741)
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Physical examination

After obtaining information on the various signs and symptoms of illness, the provider should conduct a
physical examination. This should include a hands-on evaluation of the child to: 1) verify the presence or
absence of fever, by touch or by measuring the child’s temperature; 2) assess the state of dehydration by
pinching the abdominal skin; 3) visually check if the child has anemia by looking at either the palms,
conjunctiva, or mouth; and 4) count the respiration rate if a respiratory problem is suspected.

Providers carried out all four of these evaluations during only 8 percent of consultations (Figure 4.12,
Appendix Table A-4.16). Providers in hospitals are more likely to conduct all four evaluations than
providers in other types of facilities. The most common practice was checking temperature (96 percent),
and the least common practice was counting respiratory rate (15 percent) (Figure 4.12, Appendix Table
A-4.106).

Providers checked for dehydration and anemia in about 1 out of every 3 consultations. They looked inside
the ear and felt behind it in 1 out of 5 consultations and assessed for pedal edema in 12 percent of cases.
The child’s musculature and general nutritional and physical status was assessed in 22 percent of
consultations. Additional information on physical examinations is available in Appendix Table A-4.16.
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Figure 4.12 Elements of physical examination conducted during observed sick
child consultations (N=1,741)
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Assessment of feeding during illness

There is a direct relationship between nutritional status and health. It is not uncommon for a child to be
caught in a cycle of malnutrition and illness, where malnutrition makes a child more susceptible to illness,
and the illness contributes to further malnutrition. Aggravating this cycle is the tendency for sick children
to eat and drink less. Also, it is not uncommon for caretakers to incorrectly limit a sick child’s consump-
tion of food and liquids. During observed sick child consultations, providers asked about feeding or
breastfeeding practices when the child is sick in about 2 out of 5 consultations (Appendix Table 4.16).

Essential advice

According to the IMCI strategy, a sick child’s caretaker should receive the following essential advice
before leaving the health facility: 1) give the sick child extra fluids during the illness, 2) continue to feed
the sick child, 3) watch for signs and symptoms for which the child should immediately be brought back
to a health care provider, and 4) follow instructions for administering medicine (dose, frequency and
duration).

In about half of consultations, caretakers were instructed about dose, frequency and duration of the
medicine. However, providers advised caretakers about symptoms for immediate return in only 25
percent of consultations (Figure 4.13). Providers advised caretakers to increase fluids and continue or
increase feeding in only 15 and 16 percent of cases.
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Figure 4.13 Essential advice provided to caretakers of observed
sick children (N=1,741)
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4.6.2 Diagnosis-Specific Assessments

At the end of each sick child consultation, the survey asked the provider about the child’s diagnosis,
major symptoms, and treatment prescribed, if any. This information provides a context for assessing
whether the examination and treatment were appropriate according to IMCI guidelines. IMCI guidelines
indicate specific symptoms or diagnoses for which medicines should be prescribed or children should be
admitted to the facility or referred to a higher level of care.

Although a simple observation does not provide enough information to determine the appropriateness of
diagnosis and treatment, certain interventions can reasonably be expected for a given diagnosis. It is
important to note that the 2007 RSPA does not evaluate the appropriateness of specific actions of
providers.

Respiratory Illness

Children with severe respiratory illnesses should be thoroughly examined by a provider and hospitalized,
if indicated. In most of these cases, recourse to antibiotics is warranted. Among children diagnosed with
pneumonia or other severe respiratory illnesses, respiratory rate and temperature were checked in 25
percent and 97 percent of cases, respectively (Table 4.5). Overall, 10 percent of these children were either
referred or hospitalized, and 73 percent were put on some form of antibiotic (12 percent received an
injectable antibiotic, and 65 percent an oral antibiotic).

Among children diagnosed with bronchitis, all had their temperature checked, and 57 percent were put on
oral antibiotics (Table 4.5). Providers are likely to prescribe antibiotics for children diagnosed with cough
or other respiratory problems and no other serious symptoms such as fever or difficult or short breathing,
even though such cases are most often viral in nature (70 percent). With growing antibiotic resistance
worldwide, rational use of antibiotics should be encouraged to ensure that these drugs are not overused.
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Table 4.5 Assessments, examinations, and treatment for observed children by diagnosis of illness and major symptoms

Percentage of observed children diagnosed by the provider with specific illnesses or symptoms for whom IMCI assessment, physical

examination, and/or treatment was provided, Rwanda SPA 2007

Respiratory illnesses Febrile illnesses Intestinal illnesses
Cough/ Severe or
respiratory persistent Other
Pneumonia problem Fever diarrhea or diarrhea
or other without without dysentery  without
severe other severe or any other  All other All
respirator severe Severe diagnosis dehydration severe definitive observed
ltem illnesses’  Bronchitis diagnosis  fever or cough Malaria w/diarrhea diagnosis diagnosis children®
IMCI assessment
Three major symptoms 16 29 23 18 22 21 34 45 4 18
Three major danger signs 1 0 1 3 0 2 2 2 1 2
Current eating or drinking 46 71 55 50 52 45 53 54 35 48
Advise to continue feeding
and increase food or drink 9 43 11 14 8 11 23 14 10 12
Physical exam
Temperature 97 100 96 99 94 98 95 96 86 96
Respiratory rate 25 57 12 23 6 19 17 12 3 15
Dehydration 35 43 34 38 34 36 65 51 22 37
Anemia 35 29 38 41 38 37 51 37 27 37
Ear 6 0 3 6 3 4 2 3 3 4
Edema 11 14 13 15 17 12 16 13 6 12
Body muscle 27 43 21 26 17 22 27 18 14 22
Referred for any lab test 42 57 50 49 62 49 55 55 21 45
Treatment
Refer/admit 10 0 4 9 6 6 16 6 20 9
Any antibiotic 73 57 70 65 39 56 49 60 49 59
Injectable antibiotic 12 0 1 6 3 3 5 1 6 4
Oral antibiotic 65 57 69 61 37 54 47 58 44 57
First-line antimalarial 27 29 27 39 50 38 19 22 6 26
Any antimalarial 28 29 27 40 52 40 19 23 6 26
Oral antimalarial 24 29 25 37 46 35 16 20 4 24
Injectable antimalarial 5 0 2 5 7 6 4 4 1 4
Oral bronchodilator 4 14 0 2 0 2 2 1 0 1
Oral medication for
symptomatic treatment® 68 7 65 7 66 65 46 53 40 60
Oral rehydration salts (ORS) 11 0 13 12 15 12 47 43 3 16
Intravenous fluid 4 0 0 5 1 2 9 1 0 2
Zinc 1 0 0 2 1 1 1 1 0 1
Described signs or
symptoms for immediately
seeking help 29 43 26 33 28 24 28 26 24 25
Discussed follow-up visit 3 0 3 2 2 4 3 2 5 3
Number of children 342 7 523 305 143 750 238 289 144 1,741

" Pneumonia, bronchopneumonia, or severe bronchitis.
% This may be an antipyrectic, cough medicine, or other general treatment for symptoms.
® Child may be classified with more than one diagnosis.

Fever

For children with severe febrile illness, IMCI guidelines recommend the use of an antimalarial and
antipyretic (especially in high malaria risk areas), followed by referral to appropriate facilities for further
treatment. Almost all children diagnosed with severe fever or malaria-related fever had their temperature
taken compared with 94 percent who had a fever with no accompanying serious symptoms (Table 4.5).
Only 9 percent of children diagnosed with severe fever were either referred or admitted, and about 65
percent received some form of antibiotic (6 percent received injectable antibiotics, and 61 percent
received oral antibiotics). Approximately 7 out of 10 children diagnosed with fever received oral
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medication for symptomatic treatment (either an antipyretic, cough medicine, or other general treatments
for symptoms).

Malaria

The majority of sick children observed were diagnosed with malaria (750 out of 1,741 observed children
or 43 percent) (Table 4.5). About 1 in 5 was assessed for IMCI’s three major symptoms (cough or
difficulty breathing, diarrhea, and fever), and 2 percent were assessed for IMCI’s three danger signs.
Temperature was assessed for almost all children diagnosed with malaria, and anemia assessed in 37
percent. Surprisingly, only 40 percent received some form of antimalarial medicine. About 65 percent
received oral medication for symptomatic treatment.

Diarrhea

The survey recorded the physical assessment and treatment of 527 children diagnosed with intestinal
illnesses. There were two categories of diagnoses: 1) severe or persistent diarrhea or dysentery, or any
dehydration with diarrhea; and 2) other diarrhea without any other severe diagnosis (Table 4.5). Providers
assessed dehydration in 65 percent of cases in the first category, but only 51 percent of cases in the
second category. Sixteen percent of children in the first category were either admitted or referred to a
higher-level facility, compared with only 6 percent of children in the second category.

Normally, antibiotics are rarely indicated for nondysentery-related diarrhea, because using antibiotics
inappropriately can prolong the episode. However, 49 percent and 60 percent of children diagnosed under
the first and second categories of diarrhea, respectively, were prescribed antibiotics. While antibiotics
may be indicated for some cases in the first category their use in cases in the second category is
questionable. These findings further indicate that antibiotics may be overprescribed in Rwanda. ORS was
prescribed for 47 percent of children with severe diarrhea, while 9 percent received intravenous fluids.
Among children with less severe diarrhea, 43 percent were put on ORS.

Overall adherence to standards

From this brief review, it appears that the type of physical examination conducted and treatment provided,
including referrals, tend not to vary appropriately with the assessed severity and type of illness.
Assessments of symptoms, danger signs, and advice regarding eating and drinking during illness also do
not vary appropriately with the severity of the illness (Table 4.5).

4.6.3 Other Observed Practices

IMCI guidelines recommend that the first dose of any prescribed medicine, particularly antibiotics, should
be administered at the facility so that treatment can begin immediately. This practice also provides an
opportunity to reinforce the dosage to the caretaker and to ensure that the child is able to take the
medicine. Among observed sick children who were prescribed or provided oral medicines, 1 in 5 children
were observed receiving the first dose at the facility. This practice was less common in hospitals (9
percent) than other types of facilities (Appendix Table A-4.17).

Observers noted that providers educated caretakers about medicines in about half of the cases. Only 14
percent of caretakers were asked to repeat instructions to verify that they understood. During exit
interviews, 82 percent and 87 percent, respectively, of caretakers reported being told how to give the
medicine and said they felt they knew how to administer the medicine to the child (Appendix Table A-
4.17). It is possible that they received instructions at the pharmacy when collecting the medicine, or that
they were remembering information from a prior visit for a similar condition.
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4.6.4 Reducing Missed Opportunities for Promoting Child Health Care

The IMCI approach recommends evaluating children’s growth to provide an objective assessment of their
current nutritional status and to detect any chronic latent nutritional problems. Growth monitoring
includes comparing the child’s current weight with a standard (based on either height or age), eliciting
information on feeding practices to determine whether the diet is adequate for the child’s age, and
determining whether current feeding practices pose any additional risk to the child’s health. The provider
should take advantage of the consultation with the sick child and caretaker to provide advice if there
appears to be any nutritional problem and offer encouragement for continuing good practices if the
evaluation shows that the child’s growth is proceeding well. IMCI guidelines for feeding practices call for
exclusive breastfeeding until six months of age, followed by the introduction of locally available foods
based on a balanced nutritional plan, with continued breastfeeding until two years of age.

Eighty percent of sick children were weighed. However, providers only plotted the weight against a
standard chart in 18 percent of cases (Figure 4.14). Normal feeding practices were assessed in 28 percent
of all consultations, 36 percent of consultations for children under 24 months, and 16 percent of
consultations for older children. Normal breastfeeding practices were assessed in 32 percent of
consultations for children under age 24 months (Appendix Table A-4.18).

Figure 4.14 Observed preventive assessments for sick children
(<24 months, N=1003) (>24 months, N=691)
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Similarly, assessing the immunization status of sick children is still not a regular practice. Immunization
status was assessed in 29 percent of all consultations with sick children, 30 percent of consultations for
children under age 24 months, and 28 percent of consultations for older children (Appendix Table A-
4.18).

Only 14 percent of interviewed caretakers of sick children up to age 24 months brought the child’s
immunization card to the facility (Appendix Table A-4.19), this is because the immunization cards are
usually kept at the facility and most of the mothers were only provided a note for the next appointment
date.
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Key Findings

Assessment of sick children for major symptoms and general danger signs (ability to eat and drink,
vomiting, and febrile convulsions) during sick child consultations is poor. All three danger signs were
assessed during only 2 percent of observed sick child consultations.

Three-quarter of children diagnosed with severe respiratory illness received an antibiotic, with 12
percent receiving an injectable antibiotic. However, 70 percent of children with nonsevere respiratory
conditions also received antibiotics, contrary to current recommendations.

Providers seldom provide caretakers with essential information regarding their child’s illness. Only 8
percent of caretakers received all the advice recommended by IMCI regarding fluid and food intake
and bringing the child back immediately for specified symptoms.

Children rarely receive the first dose of a prescribed or provided oral medication at the facility.

About half of caretakers were observed being told how to administer medicines at home, although only
14 percent were asked to repeat the instructions to the provider. However, more than 80 percent of
caretakers who were later interviewed reported that they had received the information and that they
understood how to give medicines to the child.

Although 80 percent of sick children were weighed, opportunities for promoting other preventive
health interventions whenever a child visits the facility are being missed. Assessments of immunization
and feeding practices for children under age 24 months occurred in less than one-third of observed
consultations. This is particularly important given the decrease in overall immunization coverage and
alarmingly high levels of chronic malnutrition documented in the RDHS 2005.

4.6.5 Counseling on Child Health Issues and Supporting Continuity of Care
Visual aids

Use of visual aids during consultations is rare (Table 4.6). This is not surprising because only 30 percent
of facilities actually have any visual aids available for use in child health services (Figure 4.4).

Supporting continuity of care

Often health services are organized so that a client’s temperature and weight are measured, other routine
services are provided, and information is recorded on the client’s health card before the provider
responsible for the consultation sees the client. Providers looked at the sick child’s health card during 9 of
10 observed sick child consultations (Table 4.6). There is little variation by facility type and managing
authority, but providers in facilities in South Province (74 percent) are less likely than others to refer to
the client card during consultations for sick children. Almost all providers (98 percent) do write notes on
the sick child’s health card at the end of the consultation (Table 4.6).
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Table 4.6 Provider practices related to continuity of health education and care
Percentage of observations where visual aids were used when providing health education to the
caretaker of observed sick children, percentage of observations where the provider referred to the
child health card, percentage of observations where the provider wrote on the child health card, by
background characteristics, Rwanda SPA 2007
Use of individual health card
Percentage of Percentage of Percentage of
observations observations  observations
where visual  where provider where
aids were used referred to  provider wrote  Number of

Background for health card during on card after ~ observed
characteristics education consultation consultation sick children
Type of facility

Hospital 7 93 98 96

Health center/Polyclinic 7 89 98 1,546

Dispensary/Clinic/Health post 4 94 98 99
Managing authority

Government 6 90 98 1,123

Government-assisted 8 88 99 530

Private/NGO/Community 6 94 98 88
Province

North 4 97 99 339

South 6 74 99 462

East 4 99 99 356

West 7 90 95 393

Kigali City 18 93 97 191

Total 7 89 98 1,741

Key Findings

Visual aids for caretaker education are available in just 30 percent of facilities, and providers rarely use
them during consultations.

Use of individual child health cards to provide continuity of care is high. Providers refer to client cards
in 89 percent of sick child consultations, and write notes on the cards in almost all consultations. This
increases the accountability of health care as well as the likelihood that the provider will have all
relevant information, both during the current visit and on subsequent visits, thus contributing to
continuity of care.

4.7 Caretaker Opinion from Exit Interviews

Before leaving the facility, caretakers of observed sick children were interviewed about their opinions of
the consultation process, the quality of the provider’s service, and the principal problems encountered on
the day of the visit. The interviewer read a list of issues commonly related to client satisfaction and asked
the caretaker to rate whether each issue posed a big problem, a small problem, or no problem. Appendix
Tables A-4.20 through A-4.22 provide information on caretakers’ opinions and personal characteristics.

About 82 percent of caretakers’ exit interviews indicate that they were told how to administer prescribed
medicines at home and 87 percent felt comfortable giving the medicine. Caretakers at hospitals are less
likely to report having received an explanation for how to administer the medicines at home (Appendix
Table A-4.17). Waiting time is the single most important problem that caretakers experience in the
facility: almost 1 in 5 caretakers (18 percent) considered the time they waited to see the provider to be a
big problem. Waiting time is a big problem more often among those who visited hospitals and health
centers and polyclinics. Almost 1 in 3 caretakers who brought their sick children to hospitals and 1 in 6
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who brought their sick children to health centers and polyclinics were also disgruntled about the waiting
time (Appendix Table A-4.20). Caretakers who visited hospitals reported that availability of medicines
and the behavior and attitude of providers are their second and third big problems, 11 percent and 8
percent, respectively.

When asked about their choice of health facility, 9 percent of caretakers interviewed said the facility was
not the one closest to their home. This includes about 4 in 10 caretakers who visited the hospital, because
hospitals are the second or third level in the health care referral system and usually located in a district or
provincial center, or capital city. The most common reason cited for not visiting the nearest facility was
that they were referred to this particular facility (21 percent), and mostly to a hospital (69 percent) and to
a government facility (31 percent). Others just did not like to go to the nearest facility because the facility
has a bad reputation (15 percent) or they simply do not like the facility’s personnel (8 percent) (Appendix
Table A-4.21). Lack of medicines was the reason given by 6 percent of caretakers and this problem was
more commonly cited by those who visited a hospital (14 percent).

Key Findings

Caretakers’ major complaint was the waiting time to see a provider.

About 1 in 10 caretakers said the facility visited was not the closest one to their home. The most
common reason for not visiting the nearest facility was a referral (21 percent). Others said the closest
facility had a bad reputation (15 percent), lacked medicines (6 percent), or they simply did not like the
facility’s personnel (8 percent).
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Chapter 5 Family Planning Services

5.1 Background
5.1.1 RSPA Approach to Collection of Family Planning Service Information

Family planning is one of the key areas of the 2007 RSPA. It is profoundly important for maternal and
child health and a key element in reproductive health.

The use of contraceptive methods to plan families may be desirable for many reasons, including the
following:

e  Wishing to limit family size or to delay desired pregnancies.

e Spacing births, which benefits maternal and child health. Studies have shown that spacing births
two to three years apart contributes significantly to reducing infant mortality (Govindasamy et al.,
1993; Rutstein, 2000). Although there are fewer studies on the effects of birth spacing on
maternal health, it is generally accepted that giving birth too frequently results in maternal
depletion of essential minerals and vitamins.

e Preventing pregnancies that may worsen chronic or acute illnesses, such as HIV/AIDS.

Wherever maternal health, reproductive health, or child health services are provided, they should strive to
increase the appropriate use of family planning and contraceptive services, including counseling,.

Several factors contributing to the appropriate, efficient, and continuous use of contraceptive methods
include the following (Murphy and Steele, 2000):

e Availability of a variety of contraceptive methods to address client preferences and to ensure
client-specific suitability of methods;

e Counseling and screening of clients for appropriateness of methods;

e C(lient education, using visual aids to increase information retention regarding options, side
effects, and appropriate use of methods;

e Availability of the infrastructure and resources necessary for providing quality family planning
services, including equipment for client examinations, guidelines and protocols, trained staff, a
service delivery setting that allows client privacy, and procedures for preventing infections;

e Auvailability of other health services relevant for family planning clients, including education and
services for sexually transmitted infections (STIs); and

e Programs for groups with special needs to improve their access to and appropriate utilization of
family planning services.

This chapter uses information obtained in the 2007 RSPA to address the following central questions about
the delivery of family planning services:

e  What is the availability of family planning services in Rwanda?
To what extent do the facilities offering family planning services have the infrastructure,
resources, and supportive management required to support quality services?

e To what extent do the facilities offering family planning services have the capacity to respond to
the needs of certain population groups?
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The RSPA collected information on the availability of family planning services, the quality and standards
related to services offered, the management and technical components supporting quality services, and the
providers’ adherence to guidelines and standards for service provision. This information was gathered
using audit questionnaires, observation protocols, and provider interview questionnaires. In-depth
information was also collected from family planning clients as they left the service facilities. Exit
interview questionnaires asked clients about their perceptions and experiences regarding the provision of
services, their knowledge of a variety of issues related to their consultation, and interactions with service
providers.

This chapter provides detailed information on how family planning services are delivered, how programs
can improve the availability and accessibility of these services to meet the needs revealed by the 2005
RDHS, and emerging issues related to family planning.

5.1.2 Family Planning Services in Rwanda

Rwanda initiated its first population program that included family planning in 1982. After the 1994
United Nations International Conference on Population and Development (ICPD) in Cairo, a framework
was provided to developing countries to revise and extend their demographic policies and better integrate
the provision of family planning into reproductive health services. Rwanda also revised its reproductive
health policy to encourage integration and provision of family planning services in all health facilities
nationwide.

According to 1992 RDHS indicated that in that year, only 21 percent of women in union were using
contraceptive methods; Data from the 13 percent used modern methods and 8 percent used traditional
methods (NPO and Macro International, 1994). The 2000 RDHS shows that contraceptive prevalence
among women in union dropped to 13 percent in 2000. This decrease was due almost exclusively to a
drop in the use of modern methods (4 percent) (NPO and ORC Macro, 2001). Use of modern methods by
women in union increased to 10 percent in 2005; 21 percent in urban areas and 9 percent in rural areas
(INSR and ORC Macro, 2006). Almost all women (95 percent) and men (98 percent) know at least one
contraceptive method.

Because of the low level of contraceptive use, fertility remains high in Rwanda, with an average of 6.1
children per woman, and has not changed much since 1992 (6.2 children per woman). In the 2005 RDHS,
43 percent of married women said they wanted to delay their next birth or stop childbearing altogether
and 59 percent of women said they would like to use a contraceptive method in the future. Also, nearly 2
in 5 women in union (38 percent) have an unmet need for family planning (want to delay or stop
childbearing but are not currently using contraception). The majority of these women would like to space
births (25 percent), while 13 percent would like to limit births.

The current family planning and reproductive health program is under the management of the Mother and
Child Health (MCH) Taskforce within the Ministry of Health. In 2005 the government of Rwanda’s
Health Sector Policy adopted a new national reproductive health policy. The government initiated this
policy to increase access to the full range of family planning services including modern contraceptive
methods. Family planning services are currently integrated into MCH clinics in health centers, and are
available in some hospitals and private health care facilities.

The 2005 RDHS highlights many missed opportunities to promote family planning as well as the vital

importance of counseling and quality of services. For example, nearly 1 in 5 women (19 percent) visited a
health facility but had not discussed family planning issues with a health care provider.

86 FAMILY PLANNING SERVICES



5.2 Availability of Family Planning Services

Family planning methods differ in their mechanisms, effectiveness, side effects, and ease of use. Given
these issues, their acceptability and desirability to users also differs. To meet varying needs and demands
for contraception, a variety of methods should be available at a frequency that meets common needs
(Technical Guidance Work Group, 1994).

According to the 2005 RDHS, the modern family planning methods most commonly used in Rwanda are
injectables and pills. Less commonly used modern methods include male condoms, lactational
amenorrhea method (LAM), Standard Days Method (SDM) using cycle beads, and female sterilization.
Traditional family planning methods include periodic abstinence and withdrawal.

To understand the context of the use of modern contraceptive methods in Rwanda, the 2007 RSPA
assessed the availability of family planning services in health care facilities. Tables 5.1 and 5.2
summarize information on availability of services and how frequently they are offered. Figure 5.1
provides details on the availability of different methods of contraception, and Appendix Tables A-5.1
through A-5.3 provide further details on method availability by type of facility and province.

Table 5.1 Availability of family planning services
Percentage of all eligible facilities offering specific family planning (FP) methods, by background
characteristics, Rwanda SPA 2007
Temporary FP methods
Percentage Percentage Percentage  Percentage
offering any offering offering any  offering male
modern counseling on temporary or female  Number of
Background characteristics method of FP' SDM method? method sterilization  facilities
Type of facility
Hospital 52 26 52 48 42
Health center/Polyclinic 82 69 85 1 389
Dispensary/Clinic/Health post 37 16 37 1 107
Managing authority
Government 89 72 89 4 309
Government-assisted 54 46 62 8 133
Private/NGO/Community 38 13 38 2 96
Province
North 76 63 78 3 90
South 68 58 69 7 117
East 78 65 80 3 113
West 77 55 81 6 132
Kigali City 51 30 53 3 86
Total 71 55 73 5 538
' Any of the following: contraceptive pills (combined or progestin-only), injections (combined or progestin-only),
implants, intrauterine devices (IUDs), male or female condoms, spermicides or diaphragm.
% Standard Days Method using Cycle Beads

Contraceptive method mix and method availability

A facility that offers a wide variety of family planning methods is best able to meet clients’ needs.
However, some variation is expected in the methods offered by level of facility because of differences in
provider qualifications and training and the infrastructure needed to provide certain methods. Methods
that can be provided safely with minimal training are pills, injectables, and condoms, as well as
counseling on SDM. Providing implants and IUDs requires a higher level of skill and more developed
infrastructure.
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Approximately three-fourths (73 percent) of Rwandan health facilities offer some temporary modern
family planning (TFP) methods including SDM (Table 5.1). Health centers and polyclinics (85 percent)
are more likely to offer TFP than other types of facilities. Government facilities (89 percent) are more
likely to offer these methods than government-assisted (62 percent) and private, NGO, and community
facilities (38 percent). More than half of all facilities offer counseling in SDM, while just 5 percent of
facilities (including 48 percent of hospitals) offer male or female sterilization as a permanent method.
Facilities in the South Province (69 percent) and Kigali City (53 percent) are least likely to offer any
temporary modern methods. SDM is more available in health centers and polyclinics and in government
facilities than in other facilities. By province, SDM is least likely to be offered in Kigali City.

Among the facilities that offer (provide and prescribe) family planning methods in Rwanda, the most
common methods are progestin-only injectables and the combined oral contraceptive pill (93 percent
each), the male condom (91 percent), followed by progestin-only pills (89 percent). SDM is offered in 3
of 4 facilities. Implants (51 percent) and the female condom (35 percent) are less widely available. IUDs
and combined injectables are offered in just 20 percent and 11 percent of facilities, respectively. Almost
all family planning facilities (95 percent) offer at least two types temporary modern methods, and 90
percent of them offer at least four of these methods (Appendix Table A-5.1).

The TFP methods that tended to be available on the day of the survey were the combined oral contra-
ceptive pill (69 percent), progestin-only injectables (67 percent), and progestin-only pills and male
condom (64 percent each) (Figure 5.1).

Figure 5.1 Contraceptive methods provided or prescribed and the availability of
the method on the day of the survey (N=394)
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Emergency contraception is not a regular temporary family planning method, but rather a backup method.
Findings from the RDHS 2005 indicate that emergency contraception is not well known in Rwanda: only
8 percent of all women and 13 percent of all men know this method. Likewise, only 16 percent of
facilities that offer any family planning services offer emergency contraception, and 5 percent had
emergency contraception available on the day of the survey. Progestin-only pills are occasionally used for
emergency contraception. These pills are available in 64 percent of the facilities (Figure 5.1).
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Table 5.2 Frequency of availability of temporary family planning services
Percentage of facilities where any temporary family planning (TFP) services are offered
specific numbers of days per week, by background characteristics, Rwanda SPA 2007
Percentage of facilities where Number of
TFP’ services are offered: facilities
Background 1-2 days 3-4 days 5 or more days offering TFP
characteristics per week per week per week services
Type of facility
Hospital 36 5 59 22
Health center/Polyclinic 28 2 65 332
Dispensary/Clinic/Health post 28 0 70 40
Managing authority
Government 26 2 69 275
Government-assisted 39 1 49 83
Private/NGO/Community 25 0 75 36
Province
North 10 0 89 70
South 30 2 58 81
East 40 3 57 90
West 34 1 61 107
Kigali City 22 2 72 46
Total 29 2 65 394
' Includes contraceptive pills (combined or progestin-only), injectables (combined or
progestin-only), implants, intrauterine devices (IlUDs), male condoms, spermicides,
diaphragm, and standard days method (SDM).

Frequency of services

In addition to providing a range of methods, it is important that facilities offer family planning services
regularly enough to meet client needs. It is encouraging to find that two-thirds of facilities that provide
family planning services offer them five or more days per week (Table 5.2).

Availability of family planning methods on the day of the survey

Lack of availability of family planning methods can contribute to discontinuation and unwillingness to
adopt any type of contraception. The majority of facilities offering the most popular methods had them in
stock on the day of the survey: 74 percent of facilities had combined oral contraceptive pills, 71 percent
each had the progestin-only injectable and the progestin-only pills, 69 percent had the male condom, and
57 percent had the female condom (Appendix Tables A-5.2 and A-5.3). In contrast, IUDs and implants
were in stock in only 44 and 49 percent of facilities, respectively.! Only 30 percent had combined
injectables and 12 percent had Cycle Beads for SDM.

Availability of methods varies widely by province. For example, combined oral pills and progesterone-
only pills are available in only 47 percent of facilities offering each method in North Province compared
with 95 percent in West Province. Only 47 percent and 58 percent of facilities, respectively, in the North
and East provinces had male condoms available on the day of the survey. Of particular concern is that
only 66 percent of facilities in Kigali City had male condoms available on the day of the survey.
According to the 2005 RDHS, HIV prevalence in Kigali City (around 7 percent) is higher than in the
other provinces.

' IUDs and implants had limited availability in hospitals (55 and 58 percent, respectively) and health centers/
polyclinics (43 and 49 percent, respectively).
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Key Findings

Approximately three-fourths of health facilities in Rwanda offer some temporary modern method of
family planning, and about two-thirds offer these methods 5 or more days per week.

The most widely available temporary methods are combined or progesterone-only oral contraceptive
pills, progestin-only injectables, and male condoms.

Nine in 10 facilities that offer any family planning methods (temporary or permanent) offer at least
four temporary modern methods. Health centers are more likely to offer a wide range of methods.

The majority of facilities offering the most popular methods had them available on the day of the
survey. However, in Kigali City where the HIV prevalence is high, only two-thirds of facilities had
male condoms available on the day of the survey.

5.3  Components Supporting Quality Family Planning Services

Facilities must have adequate infrastructure and resources available to support quality counseling and
examination of family planning clients. They should also have the equipment and supplies needed to
provide each family planning method they offer. Because family planning clients are sexually active, it is
also important to make STI services available to those who need them.

5.3.1 Infrastructure and Resources to Support Quality Family Planning

To provide quality counseling to family planning clients, facilities should be able to provide some level of
privacy, individual client health cards or records, written family planning guidelines or protocols, and
relevant visual aids. Because counseling about family planning often takes place in a location different
from where procedures such as pelvic examinations and [UD insertions are conducted, the conditions for
counseling are assessed separately from those for procedures. Table 5.3 provides aggregate information
on items to support quality counseling; information on the availability of each specific item needed for
counseling is provided in Figure 5.2. Appendix Tables A-5.4 give details on the items assessed for each
component of counseling, and Appendix Tables A-5.5.1 provide details on the availability of visual aids
and guidelines by facility type.

Only 40 percent of facilities have all items (including privacy, individual client cards, written guidelines,
and visual aids) to support quality counseling. This is principally because many facilities lack written
family planning guidelines (Figure 5.2). Facilities in the East Province and Kigali City are least likely to
have all of these items. Private, NGO, and community facilities also have limited availability of items to
support quality counseling. Health centers and polyclinics, and government facilities are more likely to
have all of these items (Table 5.3).

Family planning is often a sensitive issue for discussion. Counseling clients under conditions where they
cannot be overheard improves communication and ultimately the likelihood that the method provided is
suitable for the client. Privacy for counseling is almost universally available, with 93 percent of facilities
counseling family planning clients under conditions ensuring both visual and auditory privacy (Figure 5.2
and Appendix Table A-5.4).

Individual client cards or records are important for monitoring a client over time and for ensuring
continuity of care. Because facilities often do not store client records, but rather give them to the clients to
keep, the survey assessed the availability of blank cards for new family planning clients. Blank individual
client cards were found in nearly all of the facilities (93 percent) (Figure 5.2 and Appendix Table A-5.4).
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The 2007 RSPA assessed whether facilities have written family planning guidelines or protocols that have
information on eligibility screening and correct procedures for different methods. The guidelines were
only considered available for use if they were in the family planning service delivery area or an
immediately adjacent area. Only 44 percent of facilities have family planning guidelines or protocols
available (Figure 5.2 and Appendix Table A-5.4).

Visual aids are important elements in family planning counseling. They are available in the service
delivery area in 83 percent of facilities (Figure 5.2 and Appendix Table A-5.4).

Figure 5.2 Items to support quality counseling for family planning (N=394)
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5.3.2 Infrastructure and Resources for Examinations

Often a physical examination (sometimes including a pelvic examination) is necessary to determine the
suitability of a method, to insert a method, to evaluate problems with a method, or simply for routine
checkups. This requires an adequate level of infection control as well as the infrastructure and items
needed to examine the client.

Table 5.3 provides aggregate information on items for infection control and pelvic examinations; Figure
5.3 gives information on the availability of each specific item needed for infection control and pelvic
examinations. Details on the availability of specific items by facility type are provided in Appendix
Tables A-5.4, and details on processing equipment are available in Appendix Tables A-5.6 through A-
5.8.2.
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Infection control

The 2007 RSPA assessed the presence of items for infection control in areas where family planning
examinations, such as pelvic examinations, and the provision of implants, IUDs, and injectables most
often take place. Items assessed for infection control were soap, clean or sterile latex gloves, disinfecting
solution, and a sharps box. All of these items were available in the family planning service area in only 30
percent of facilities. Approximately three-quarters of hospitals and half of facilities in the Kigali City
have all items needed for infection control available, but only 27 of health centers and polyclinics, and 22
percent and 23 percent of facilities in the East and South provinces, respectively, have all of these items
(Table 5.3). Facilities most often lack soap and running water, especially in health centers/polyclinics
(Figure 5.3 and Table A-5.4).

Table 5.3 Availability of infrastructure and resources to support quality services for temporary methods of family
planning

Percentage of facilities with specific infrastructure and resources to support quality services for temporary family
planning (TFP), including quality counseling, examination, and treatment of STls, by background characteristics,
Rwanda SPA 2007

Percentage of facilities with:

Allitems  Allitems Capacity for Conditions Number of
to support for sterilization/  for quality STl treatment facilities
Background quality infection HLD pelvic provided by  offering TFP
characteristics counseling' control®  processing® examination® FP providers services
Type of facility
Hospital 32 73 68 41 27 22
Health center/Polyclinic 42 27 10 3 52 332
Dispensary/Clinic/Health post 30 38 13 8 75 40
Managing authority
Government 44 26 12 5 52 275
Government-assisted 33 36 17 4 46 83
Private/NGO/Community 25 47 22 11 72 36
Province
North 56 27 17 1 49 70
South 41 23 12 7 57 81
East 32 22 7 6 59 90
West 40 35 15 5 44 107
Kigali City 30 52 22 9 61 46
Total 40 30 14 5 53 394

! Visual privacy, individual client cards, written guidelines related to family planning, and visual aids related to
family planning.

Soap, running water, clean latex gloves, disinfecting solution, and sharps box.
® Equipment for sterilizing or HLD processing, knowledge of minimum processing time and an automatic timing
device are available where family planning equipment is processed.

Private room offering visual and auditory privacy, examination bed, examination light, and vaginal speculum.

Reusable equipment for family planning services—like other reusable equipment—often requires
sterilization or high-level disinfection (HLD) before it can be reused. This means facilities must have
functioning equipment, knowledge of the minimum processing time for sterilizing (or HLD processing),
and an automatic timer available in the location where family planning equipment is processed. Overall,
only 14 percent of facilities meet these criteria (Table 5.3). Those that do are mainly hospitals (68
percent) (Table 5.3 and Appendix Table A-5.7.1). About half of facilities process family planning
equipment in the family planning service delivery area and 6 percent process the equipment in the
delivery service area. About 32 percent send family planning equipment to the main processing area in
the facility, while 12 percent send family planning equipment outside of the facility to be processed
(Appendix Table A-5.6). As shown in Chapter 3, Figure 3.11, the most common weakness in processing
equipment at facilities’ central processing location is the lack of an automatic timer for boiling, which is
the most frequently used method to process equipment for reuse.
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Figure 5.3 Conditions for quality examination of family planning clients (N=394)
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The survey assessed four items needed for conducting a quality pelvic examination for family planning
clients: a private room to assure visual and auditory privacy, an examination bed, a spotlight, and a
vaginal speculum. Only 5 percent of facilities have all these items, and about 4 in 10 hospitals have all
items for pelvic examination (Table 5.3). The items most commonly missing are a vaginal speculum and
spotlight; these are available in only 11 percent and 15 percent of facilities, respectively (Figure 5.3).

5.3.3 Provision of STI Treatment for Family Planning Clients

Family planning clients are by definition sexually active and therefore may be at risk of contracting an
STI. Consequently, counseling for STI prevention, diagnosis, and treatment is an essential component of
quality family planning care. It is particularly important to diagnose and treat STIs and other vaginal
infections for women who use the IUD. Figures 5.4.1 and 5.4.2 provide information on items needed to
provide STI services to family planning clients. Appendix Table A-5.5.2 provides details, by type of
facility, on the availability of medicines for treating specific STIs.

Among facilities that offer family planning services, more than half have family planning providers who
routinely diagnose and treat STIs (Table 5.3). Family planning providers are less likely to diagnose and
treat STIs in hospitals and health centers, perhaps because these facilities may have separate, specialized
STI services that employ different providers. Geographically, facilities in Kigali City (61 percent) and
East (59 percent) and South (57 percent) provinces are most likely to provide STI services as part of
family planning. Private, NGO, and community facilities (72 percent) are more likely than other types of
facilities to have family planning providers diagnose and treat ST1Is.

Written guidelines for diagnosing and treating STIs such as the World Health Organization (WHO)
guidelines for syndromic approach are found in family planning service areas in only 30 percent of
facilities (Appendix Table A-5.5.1). Health centers (33 percent) are more likely to have the WHO
guidelines than other facilities. Other guidelines for diagnosis and treatment of STIs are available in 20
percent of facilities offering family planning services (Appendix Table A-5.5.1).
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Half of facilities that provide family planning have STI-related visual aids for client education (Figure
5.4.1 and Appendix Table A-5.4), but only 27 percent have informational materials on STIs for clients to
take home (Appendix Table A-5.5.1).

Medicines for treating syphilis are widely available in facilities that offer family planning services, and

medicines for trichomoniasis and gonorrhea are available at about 8 out of 10 facilities. Medicines for
treating chlamydia and syphilis are available in about 9 out of 10 of facilities (Figure 5.4.2).

Figure 5.4.1 ltems to support quality STI services for family planning clients
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Figure 5.4.2 Availability of medicines for treating STls in facilities offering
family planning and STI services (N=208)
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Key Findings

More than 90 percent of facilities ensure privacy for family planning counseling sessions and have
individual client health cards available. Visual aids are also widely available. In contrast, guidelines
and protocols for family planning are not widely available.

Items for infection control are available in the family planning service area of less than one-third of
facilities, with soap and running water being the items most commonly lacking (missing in 60 and 48
percent of facilities, respectively).

About half of facilities sterilize or HLD process family planning equipment in the family planning
service area. Only 14 percent of facilities (mostly hospitals) have the capacity to properly process
reusable family planning equipment.

Only 5 percent of facilities have all of the furnishings and equipment needed for quality pelvic
examinations because of a general lack of examination lights and vaginal speculums. Most facilities
offer privacy and have an examination bed.

Medicines for treating syphilis, trichomoniasis, gonorrhea, and chlamydia are readily available in
facilities offering family planning services.

5.3.4 Availability of Equipment and Supplies for Specific Family Planning Methods

To adequately provide different contraceptive methods and to monitor clients, facilities need a variety of
equipment and supplies. Figure 5.5 shows the items facilities should have for providing IUDs. Appendix
Tables A-5.10 through A-5.13 provide additional details on the availability of equipment and supplies for
specific methods, including IUDs and implants, and for pelvic examinations.

As indicated in Appendix Tables A-5.10 and A-5.11 and Figure 5.5, among facilities that actually provide
IUDs (i.e., excluding facilities that just prescribe the method or refer clients elsewhere), only 58 percent
have IUDs available, and fewer (42 percent) have all the basic equipment needed for IUD insertion and
removal. Overall, 25 percent of eligible facilities have both [UDs and the associated equipment (Figure
5.5 and Appendix Table A-5.11). Fourteen percent of the facilities offering IUDs have the IUD, all
associated equipment, and also satisfy all RSPA criteria® for quality insertion and removal of IUDs
(Appendix Table A-5.10). Clean or sterilized latex gloves, one of the basic items, are widely available in
facilities offering IUDs.

Women receiving estrogen-containing family planning methods should benefit from blood pressure and
weight monitoring. Among facilities providing methods that contain estrogen, nearly all (90 percent) have
an apparatus to measure blood pressure at the family planning service delivery site (Appendix Table A-
5.10).

Among facilities providing injectable contraceptives, two-thirds have sterile needles and syringes
(Appendix Table A-5.10). It should be noted that each vial of progestin injectables is supplied with a
syringe, so it is possible that facilities without sterile needles and syringes were among those that did not
have progestin injectables available on the day of the survey (Figure 5.1).

These criteria include all infection control items, visual privacy, an examination bed, an examination light, and the
family planning method.
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Figure 5.5 Equipment for IUD insertion and removal (N=57)
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Key Findings

Nearly all facilities offering family planning methods containing estrogen have blood pressure
equipment available.

Sterile needles and syringes are available in about two-thirds of facilities offering injectable
contraceptive methods.

About one-fourth of facilities that offer [IUDs have the method plus all the basic equipment needed for
its insertion and removal. Only 14 percent have the method, related equipment, and meet all the criteria
for quality IUD insertion and removal, including items for infection control.

5.4  Management Practices That Support Quality Family Planning Services

Management practices for supporting quality family planning services include proper documentation and
record keeping, practices related to user fees, and staff supervision and development.

Summary information on management practices is provided in Table 5.4. Utilization statistics for family
planning services are provided in Appendix Table A-5.14. Information on user fees for family planning
services is provided in Appendix Tables A-5.15, A-5.16.1, and A-5.16.2. Details on staff training and
supervisory activities are provided in Figure 5.6 and Appendix Tables A-5.17 to A-5.19.

5.4.1 Facility Documentation and Records

The 2007 RSPA assessed the availability of up-to-date family planning client registers, which are the
most common source of data for health information systems. A register was defined as up-to-date if there
was an entry within the past seven days, with information indicating the method or service provided and
the client’s status (first visit or follow-up visit). About 9 in 10 facilities offering family planning services
have an up-to-date register; these are mostly government (93 percent) and government-assisted (87
percent) facilities (Table 5.4). Registers are more common in health centers and polyclinics (91 percent)
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than in hospitals (77 percent) and in dispensaries, clinics and health posts (73 percent). Facilities in Kigali
City are also more likely (67 percent) to maintain up-to-date client registers than facilities in other
provinces.

5.4.2 Practices Related to User Fees

About 14 percent of facilities offering family planning services charge a user fee for family planning
services. Not surprisingly, this occurs most frequently in private, NGO, and community facilities (67
percent), in dispensaries, clinics, and health posts (53 percent), and to a lesser extent, hospitals (36
percent) (Table 5.4). Facilities in Kigali City (43 percent) are more likely than facilities elsewhere to
charge user fees. User fees are charged mostly for consultation services (11 percent), the actual method,
(9 percent), and laboratory tests (10 percent). As expected, these fees are seen mostly in private, NGO,
and community facilities (Appendix Table A-5.15).

Table 5.4 Management practices to support quality services for temporary methods of family planning
Among facilities that offer temporary family planning (TFP) methods, with up-to-date family planning registers, percentage
that have user fees for family planning services; and among facilities with interviewed family planning service providers,
percentage with specific supportive management practices, by background characteristics, Rwanda SPA 2007
Percentage of facilities
Among facilities that offer TFP where staff report Number of
services, percentage with: Number of receiving routine: facilities with
Up-to-date facilities interviewed
Background patient User fees for  offering TFP Personal FP service
characteristics register’ TFP services  services Training’  supervision®  providers*
Type of facility
Hospital 77 36 22 40 65 20
Health center/Polyclinic 91 8 332 22 98 320
Dispensary/Clinic/Health post 73 53 40 57 74 35
Managing authority
Government 93 11 275 24 96 271
Government-assisted 87 5 83 24 97 75
Private/NGO/Community 61 67 36 55 72 29
Province
North 97 10 70 22 94 69
South 90 16 81 21 96 78
East 86 7 90 27 99 86
West 93 10 107 24 96 103
Kigali City 67 43 46 51 74 39
Total 89 14 394 26 94 375
! Register has entry within past seven days and indicates visit status (first or follow-up) and service provided.
2 A facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service
training related to their work during the 12 months preceding the survey. This refers to structured in-service sessions and
does not include individual instruction received during routine supervision.
A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised
at least once during the 6 months preceding the survey.
* Includes only providers of family planning services in facilities offering family planning services.

5.4.3 Training and Supervision
Training

Because the types of contraceptive methods offered change over time, continued provider training is
important. Training aims to improve the quality of counseling, management of complications or side
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effects, and providers’ judgment and skills in assessing the contraceptive methods most suitable for
individual clients.

A facility is considered to offer routine staff development activities if at least half of the interviewed
family planning service providers at that facility have received any structured training relevant to family
planning during the 12 months preceding the survey; this includes both pre-service and in-service
training, but excludes individual instruction received during routine supervision. Overall, only one-fourth
of facilities meet the criteria for providing routine staff development activities (Table 5.4). These facilities
are most likely to be the dispensaries, clinics, and health posts (57 percent); private, NGO, and
community facilities (55 percent); and facilities in Kigali City (51 percent).

Correspondingly, about 22 percent of the interviewed providers reported receiving family planning-
related training during the past 12 months, and 15 percent reported receiving training during the 13-35
months preceding the survey (Appendix Table A-5.17). These proportions are similar to those for
facilities where at least half of the family planning providers received pre-service or in-service training
during the 12 months before the survey (Table 5.4). The training topics during the 35 months preceding
the survey include counseling on family planning, family planning-related clinical conditions, symptoms
and side effects of family planning methods, and the management of family planning symptoms, and were
almost equally reported by the providers of these services (Figure 5.6, Appendix Table A-5.18). Family
planning for HIV-positive women is less commonly reported by providers. There is little variation in the
proportion of providers receiving training on any given topic during the 12 months preceding the survey;
the range is between 18 and 21 percent of providers.

Figure 5.6 Training received by interviewed family planning (FP) service
providers, by topic and timing of most recent training (N=927)
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Supervision
Supervision of individual staff members helps to promote adherence to standards and identifies problems

that contribute to poor quality services. If at least half of the interviewed family planning service
providers at a facility have been personally supervised within the past six months, the facility is
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considered to receive routine staff supervision. Similar to the findings for other services, supervision of
family planning providers is common, with 94 percent of facilities meeting the criteria for routine staff
supervision (Table 5.4). Staff at hospitals are less likely to receive routine supervision than staff at other
types of facilities, while staff at government and government-assisted facilities are more likely to receive
supervision than staff at facilities managed by other authorities. Routine staff supervision is also less
likely in Kigali City (74 percent). Overall, 90 percent of interviewed family planning providers reported
that they received personal supervision in the past six months (Appendix Table A-5.17). Among these
supervised family planning providers, most reported that the supervisors checked records (98 percent),
observed their work (95 percent), provided feedback (94 percent), discussed problems (87 percent), and
provided updates (80 percent). Delivering supplies is less commonly reported by providers as a
supervision activity (30 percent) (Appendix Table A-5.19).

Key Findings

Up-to-date family planning client registers are available in about 9 in 10 facilities, mostly in
government and government-assisted facilities, and less commonly in private, NGO, and community
facilities.

While only one-fourth of family planning facilities meet the criteria for routine staff development or
training for family planning providers, 94 percent of the facilities meet the criteria for routine staff
supervision.

5.5  Adherence to Standards for Quality Service Provision

To assess whether family planning providers adhere to service standards, the 2005 RSPA observed family
planning client-provider interactions using observation checklists based on commonly accepted guidelines
for screening, counseling, and conducting procedures for family planning clients. The observers collected
information on the following questions:

e Did providers talk about topics essential to determining the appropriateness of the methods
discussed? And did they conduct the physical examinations needed to screen clients for method
appropriateness?

e Did the conditions and procedures followed for provision of specific methods meet RSPA criteria
for quality service provision?

The observers noted the information the provider shared with a client and whether an examination was
conducted prior to dispensing a method. They did not assess whether the information was correct or
whether findings were appropriately interpreted. Information on clients’ status and the principal reason
for visiting the facility are provided in Appendix Tables A-5.20 and A-5.21. Appendix Table A-5.22
gives details on the primary method provided, prescribed, or discussed during the visit.

Consultations with 680 female family planning clients were observed. Of these clients, 20 percent were
making their first visit and 80 percent were follow-up clients. Only 1 percent of all observed clients had
never been pregnant (Appendix Table A-5.20).

Exit interviews were conducted with all observed family planning clients. The clients were asked
questions about the method they received in order to ascertain their understanding and knowledge of that
method. Clients who left the facility with only a prescription for a method were also asked questions
about that method. When two methods were prescribed or received, the client was asked questions about
both methods.
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Figures 5.7, 5.8, and 5.9 provide information on counseling components, client history for first-visit
family planning clients, and observed injection procedures. Details on consultations for first-visit clients
are provided in Appendix Table A-5.24. Information from observations of specific methods or
examinations is provided in Appendix Tables A-5.25 through A-5.27.

Figure 5.7 Observed conditions and content for family planning counseling
(N=680)
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5.5.1 Counseling and Client Assessment

Privacy is important in family planning counseling. More than 4 out of 5 family planning counseling
sessions (86 percent) are conducted under conditions that assure visual and auditory privacy, but clients
are assured of confidentiality in only 3 out of 5 counseling sessions (Figure 5.7). Providers explicitly ask
clients about their concerns with methods in about three-fourths of consultations. Return visits are almost
always discussed with clients, but visual aids are used in just over half of family planning consultations.

Frequently, health services are organized so that measurements of blood pressure and weight and other
routine activities take place before the client sees the provider, and the information is recorded on
individual client cards. Thus client cards play an important role in making this information available to
providers during consultations and also in preventing information from being collected multiple times,
unless there is a need to do so. Client cards are also critical for monitoring family planning clients over
time. Individual client cards were reviewed by family planning providers in 80 percent of consultations
and notations were made on the cards in all of the consultation sessions (Appendix Table A-5.23).
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During a family planning visit, especially during a client’s first visit, providers are expected to elicit
information about the client’s personal history and medical history so that the provider can make an
informed recommendation on contraceptive methods. This information-gathering activity screens clients
for the appropriateness of specific methods. Providers almost always assessed first-visit clients for age
and pregnancy history (92 percent and 93 percent, respectively) (Figure 5.8). They also frequently assess
the client’s current pregnancy status (77 percent), desired timing for the next pregnancy (85 percent),
breastfeeding status (81 percent), and regularity of menstrual cycle (90 percent). The client’s medical
history was assessed slightly less frequently: 63 percent of clients were asked if they had symptoms of an
STI, and 76 percent were assessed for chronic illnesses. Providers asked 6 out of 10 first-visit clients
about smoking.

About one-fourth of first-visit clients were asked about their partner’s attitude toward family planning
(Appendix Table A-5.24). Considering the current drive toward reducing HIV/AIDS rates, condoms were
not frequently discussed: providers talked about using condoms to prevent STIs in 20 percent of first-visit
consultations and as a dual method to prevent both pregnancy and STIs in 15 percent of first-visit
consultations. Providers did not use visual aids widely during family planning consultations.

Figure 5.8 Observed elements of client history for first-visit family planning
clients (N=133)
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Key Findings

About 9 out of 10 family planning counseling sessions are conducted under conditions assuring both
visual and auditory privacy, but providers verbally assure only 3 in 5 clients of confidentiality.

Providers consistently assess relevant client history with first-visit family planning clients. Risk factors,
such as chronic illnesses, STI symptoms or smoking, are also assessed, although to a lesser extent.

Visual aids are used with about half of clients.
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5.5.2 Method-Specific Assessments and Examinations

Some experts recommend that clients receiving a family planning method containing estrogen, whether
oral or injectable, be monitored for blood pressure and weight. Almost all family planning clients using
estrogen-based methods had their blood pressure measured’ and were weighed during the consultation
(Appendix Table A-5.25).

For injectable users, observers examined injection procedures. Providers washed their hands before the
procedure in only 5 percent of cases, but properly disposed of sharps in almost all cases (Figure 5.9).

Figure 5.9 Selected injection procedures observed (N=394)
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5.5.3 Counseling of Clients

Regardless of whether they are new or continuing contraceptive users, family planning clients should
receive certain information during their visits to a health facility. The provider should explain or review
with the client how to use the method, the possible side effects, what to do for problems, and when the
client should return for a follow-up visit.

After their consultations were observed, family planning clients were interviewed about issues commonly
related to client satisfaction. Specifically, they were asked if they had a problem with their method upon
their arrival at the facility, and whether the provider discussed and addressed the problem. Details on
components of counseling that were observed and reported by clients are presented in Appendix Tables
A-5.26 and A-5.27.

If the client attended a facility where blood pressure is measured systematically prior to the consultation, the client
was assumed to have had her blood pressure measured, even if this was not observed for the particular client.
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Comparing observations of consultations with what clients reported at exit interviews reveals some
interesting discrepancies (Figure 5.10). Among hormonal method users, client reports were not
inconsistent with observations. For example, 88 percent of clients reported that providers explained how
to use the method, but only 69 percent were observed to have been provided this information during the
consultation. Similarly, 69 percent of clients reported that providers explained possible side effects,
whereas slightly less clients (59 percent) were observed to receive information on side effects. In
addition, while all clients reported that providers discussed with them the follow-up visit, in only 9 in 10
consultations were such discussions observed. It is possible that clients may have received this
information during prior visits to the health facility or at the pharmacy when receiving their method.

Figure 5.10 Information provided to hormonal method users, by client report and
observation (N=587)
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Key Findings

Almost all clients receiving estrogen-based methods had their blood pressure measured on the day of
the visit.

There were some inconsistencies between what was observed during family planning consultations for
hormonal method users and what clients reported as having taken place.

5.6 Client Opinion from Exit Interviews

Exit interviews with clients probed their opinions of services. Details on client opinion are provided in
Appendix Tables A-5.28 and A-5.29. Appendix Table A-5.30 provides information on the educational
backgrounds and on other characteristics of observed and interviewed clients.

During exit interviews, clients were asked about issues commonly related to client satisfaction. Clients
were asked to rate whether specific issues posed a big problem, a small problem, or no problem at all for
them during the visit. Few issues were considered to be a big problem, and even then only by a small
proportion of clients. Waiting time to see a provider is considered a big problem by 1 in 6 of all family
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planning clients, especially at hospitals (27 percent) and health centers and polyclinics (18 percent). Five
percent of clients consider an inability to discuss problems or concerns to be a big problem. Only 3
percent of clients consider the lack of methods and medicines or quality of examination and treatment to
be a big problem. Lack of visual and auditory privacy was reported by 3 percent and 2 percent of clients
to be a problem, respectively. All of these problems were reported mostly during visits to hospitals
(Appendix Table A-5.28).

About 1 in 8 clients said that the facility was not the one closest to their home (Appendix Table A-5.29).
This implies that the vast majority of family planning clients visit the closest facility. Clients not visiting
the closest facility are more likely to be attending a hospital (40 percent) or private, NGO, and community
facilities (31 percent). Clients in Kigali (23 percent) are more likely than those in other provinces to not
visit the closest facility. Among clients not visiting the closest facility, the majority (58 percent) refused
to state a reason; only 4 percent said they had been referred to the facility, and 24 percent cited a lack of
medicines in the nearest facility as a reason.

Key Findings

Few issues are considered big problems by family planning clients, and even then only by a small
proportion of clients. Waiting time to see a provider is the issue they are most likely to consider a big
problem.

Family planning clients usually visit the facility closest to home. Lack of medicines is one of the main
reasons clients given by report not going to the closest facility.
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Chapter 6 Maternal Health Services

6.1 Background on Maternal and Newborn Health Care in Rwanda

This chapter provides an overview of maternal and newborn health services in Rwanda. It indicates the
key aspects of maternal and newborn care, including availability of health personnel and services for
antenatal care, safe delivery, postpartum care, and management of obstetric complications. The chapter
addresses the following central questions about maternal and newborn health services:

1. What is the availability of antenatal care (ANC) services, and to what extent do facilities have
the capacity to support quality ANC services?

2. s there evidence that health service providers adhere to service standards for ANC?

3. To what extent is postpartum care (PPC)1 available where ANC is offered, and to what extent
do facilities have the capacity to support quality PPC services?

4. What is the availability of delivery services, and to what extent do facilities have the capacity
to support quality delivery services?

5. What are the common newborn care practices in facilities providing delivery services?

To determine which aspects of maternal health to assess, the 2007 RSPA draws on the findings and
recommendations of Safe Motherhood initiatives such as the Maternal and Neonatal Health Project,
which is promoted by the World Health Organization (WHO) and other international organizations.

Maternal health status and health care utilization

Complications of pregnancy and childbirth are among the leading causes of morbidity and mortality
among Rwandan women. Recent estimates from the 2005 RDHS suggest that there are 750 maternal
deaths per 100,000 live births, indicating that almost eight women died of pregnancy-related causes for
every 1,000 live births in Rwanda (INS and ORC Macro, 2006). Hospital records and hospital-based
studies suggest that the majority of these deaths are due to obstetric complications, including hemorrhage,
sepsis, eclampsia, obstructed labor, and unsafe abortion.

The 2005 RDHS found that 95 percent of pregnant women in Rwanda make at least one antenatal care
visit, 68 percent make two or three visits, and 13 percent make four or more visits (INS and ORC Macro,
2006). However, most women seek antenatal care relatively late in pregnancy; the median gestation at
first visit is 6.4 months.

The 2005 RDHS also found that only 22 percent of mothers received two or more doses of tetanus toxoid
vaccine during pregnancy and 41 percent received one dose. The remaining 37 percent of mothers did not
receive any tetanus immunization.

Malaria is among the most common indirect causes of poor maternal outcomes. As of 2005, the efforts to
combat malaria among pregnant mothers had just begun. According to the 2005 RDHS, only 6 percent of
pregnant women took any antimalarial drug to prevent or treat malaria during pregnancy, while fewer

' The RSPA accepted any report of offering routine outpatient postpartum examination and services as PPC. Details
on the content of PPC were not collected. Capacity was assessed by whether the facility could identify and manage
postpartum infections and whether the newborn’s weight could be measured.
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than half of 1 percent received at least two doses of sulphadoxine pyrimethamine/Fansidar during the
course of a pregnancy for intermittent preventive treatment (IPT) of malaria. Furthermore, only 20
percent and 17 percent, respectively, of pregnant women sleep under an insecticide-treated net (ITN) and
a permanent ITN (also called long-lasting insecticide-treated net [LLIN]) (INS and ORC Macro, 2006).

Anemia is known to contribute to maternal mortality and other morbidity. According to the 2005 RDHS,
one-third (33 percent) of all women age 15-49 years, 35 percent of pregnant women, and 33 percent of
breastfeeding mothers are anemic. Some studies have shown that anemia contributes to as much as 11
percent of maternal deaths.

HIV prevalence in Rwanda is estimated to be 3 percent in adults age 15-49 years, with higher prevalence
among women than men (3.6 percent and 2.3 percent, respectively) (INS and ORC Macro 2006). HIV
prevalence among married women is 2.8 percent and among pregnant women 2.2 percent. Efforts toward
primary prevention of HIV and the prevention of HIV transmission from infected mothers to babies are
ongoing in Rwanda.

Delivery in a health facility or with the assistance of a health professional is much less common than
receiving antenatal care. Only 38 percent of women have a health professional or a trained traditional
birth attendant (TBA) assisting at delivery. About 43 percent of pregnant women deliver with an
untrained TBA; about 17 percent deliver alone; and less than 1 percent are assisted by a relative during
delivery (INS and ORC Macro, 2006). The majority of deliveries attended by a health professional occur
in health facilities. Overall, 70 percent of all deliveries take place at home, 27 percent occur in public
health facilities, and 1 percent take place in private health facilities.

These aggregate figures conceal wide geographic disparities. Delivery at home is more common in rural
than in urban areas (75 percent and 44 percent, respectively), and health professionals are half as likely to
assist with rural births as urban births (34 percent and 63 percent, respectively). Delivery alone is twice as
common in rural areas as in urban areas (19 percent and 9 percent, respectively). Geographic differences
in delivery assistance are also pronounced. The proportion of deliveries with a health professional ranges
from 34 percent in West and North provinces to 62 percent in Kigali City (INS and ORC Macro, 2006).

Newborn health status

Newborn health is directly linked to maternal health, so improving birth outcomes depends on improving
maternal health care during pregnancy, delivery, and postpartum. The World Health Organization
estimates that more than 4 million children under the age of one month (neonatal mortality) die each year,
and that almost all of these deaths occur in developing countries. A large proportion of these neonatal
deaths (3 million) take place in the first week of life (early neonatal mortality) (WHO, 2006). The causes
of neonatal death are often difficult to ascertain, because most of the births occur at home unattended by
medical personnel, or because the neonates present with nonspecific diagnostic signs. The major causes of
neonatal death are infectious diseases—acute respiratory infection (ARI), neonatal tetanus and sepsis,
diarrhea, and meningitis—birth injury, asphyxia, and prematurity (Stoll, 1997).

Findings from the RDHS show that the infant mortality rate (IMR) increased from 85 to 107 deaths per
1000 live births between 1992 and 2000. Although there was a reduction in the IMR in 2005, the rate
declined only to the 1992 level (INS and ORC Macro, 2006). Similar trends in neonatal mortality and
under-five mortality were observed during the same time period. The tragic events of 1994 had negative
consequences for mortality at the end of the 1990s, both directly and indirectly because of the destruction
of the health care system and infrastructure, and the loss of health care professionals.

Neonatal health is part of safe motherhood and an infant health priority, one of the six priorities in
Rwanda’s National Reproductive Health Policy. Initially, however, the newborn care component of the
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Safe Motherhood and Infant Health priority was not fully developed, and newborn care was not integrated
into the continuum of care through the infant health component until 2006. In 2006, the Integrated
Management of Childhood Illness (IMCI) program covered newborn care during the first weeks of life,
care for HIV-positive children and, through the EPI program, tetanus immunization of mothers to help
eliminate neonatal tetanus. That same year, the Safe Motherhood program started covering newborn care
during the first week of life.

Maternal Health Policy Framework

National Reproductive Health: Rwanda is a small country with a rapidly increasing population.
According to the 2005 RDHS, the total fertility rate is 6.1 (children per woman) and the maternal
mortality ratio and under-five mortality rate are among the highest in the region: 750/100.000 live births
and 152/1000 live births, respectively (INS and ORC Macro, 2006). In 2003, the Ministry of Health had
developed a national reproductive health policy that included the following six priorities:

e Maternal health: addresses the problems of women of reproductive age; before, during and after
pregnancy and delivery; menopause; gynecological-obstetric fistulas; and cancers in woman.
Child health: follows the IMCI approach at the health center and community levels.

Reproductive health for adults

Family planning: addresses the availability and safety of family planning methods and services
Clinically managed care for victims of sexual violence

Women’s empowerment in decisionmaking processes

Implementation of the national reproductive health policy and provision of services are regulated by
standard guidelines and protocols developed by the Ministry of Health of Rwanda in collaboration with
international organizations. These standard guidelines, and protocols related to the reproductive health
policy, are distributed widely to the partners participating in this field.

Maternal and Child Health: A high maternal mortality ratio and a high infant mortality rate negatively
affect the health of the population, especially women and children and other vulnerable groups. Lack of
quality reproductive health services and availability of equipment are among the factors contributing to
high morbidity and mortality in women and children. Examples of these include inadequate consultation
for ANC services, lack of motivation and commitment on the part of health providers, the practice of
home delivery, and insufficient postnatal and postpartum services.

To reduce the rate of maternal and infant mortality, the Ministry of Health adopted strategies to
strengthen: the management of emergency obstetric care, intensive care of newborns, active management
of the third stage of labor, and IMCI at the health center and community levels. These strategies are
implemented with support from competent partners and through the availability of trained health
personnel and materials and equipment for specific programs.

Policy and Program: Maternal and child health policies and strategies are aimed at improving the health
of mothers and children. They are supported by various other policies and programs such as PMTCT,
malaria, financing based on performance, mutual health insurance, and the community approach.

Organization of maternal health services

In Rwanda, maternal health services are provided primarily at health centers, the first level in the
Rwandan health care delivery system. Health centers are staffed mainly by midwives, nurses, and some
health centers benefit from physician visits once or twice a week. Maternal health services provide ANC,
vaccinations, treat uncomplicated medical problems during pregnancy and eventually assist normal
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deliveries. A small percentage of health centers also provides certain advanced services including assisted
deliveries and basic emergency obstetric care for obstetric complications. Cases requiring surgical
intervention, such as caesarean section, are referred to district hospitals or referral hospitals. District
hospitals, the second level of the referral system, are where comprehensive services, including surgical
procedures and newborn care services, are provided. The referral system depends on the availability of
equipment, medicines, and skilled providers to address client needs.

However, some hospitals also provide basic maternal health services designated for health centers. In
addition to health centers, some dispensaries, clinics, and polyclinics also provide selected maternal
health services. Most of these are private establishments based in urban areas, and they provide mainly
ANC and normal delivery care. Health posts are not equipped to offer delivery services.

6.1.1 Definition of Maternal Health Concepts Used During Collection of RSPA Information

Maternal health is not just a women’s issue. A mother’s health has a direct effect on the health of her
newborn as well. According to WHO, about 15 percent of all pregnant women experience life-
threatening, pregnancy-related complications. Many complications and subsequent poor outcomes for
women and newborns can be prevented or minimized by providing quality care, including early detection
of problems and appropriate and timely interventions. With more evidence on the best practices related to
maternal morbidity and mortality, some traditional maternal health practices and interventions have been
re-examined in recent years. As a result, there have been changes in programs, policies and strategies.

Antenatal care (ANC): All pregnant women are at risk of developing complications, many of which are
unpredictable. It is, therefore, important to ensure that all pregnant women have access to preventive
interventions, early diagnosis and treatment, and emergency care when needed. It is now emphasized that
ANC should include birth preparedness, early detection of complications, and skilled and timely
interventions to avoid adverse maternal and neonatal outcomes (Maternal and Neonatal Health Program,
2001a).

Delivery care: Every delivery may have complications. Hence the emphasis should be on using skilled
and trained delivery care providers and ensuring that all women have access to life-saving emergency
intervention at the time of labor and delivery. In many countries, deliveries occur at home attended by
TBAs. Previously, extensive efforts and funds were directed towards training and upgrading the skills of
TBAs. However, evidence now shows that in almost all cases the quality or capacity of service provided
by these trained TBAs does not meet the safety criteria of the safe motherhood program (Maternal and
Neonatal Health Program, 2001b). Essentially, training and upgrading the skills for TBAs did not
improve their skills to the level of competency needed, or was insufficient to reduce maternal mortality
levels.

WHO and other international organizations define a skilled attendant as a health professional—such as a
midwife, physician, or nurse—who has been educated and trained with proficiency in the skills needed to
manage normal pregnancies, delivery, the immediate postpartum and postnatal period, and in the
identification, management and referral of complications in women and newborns.

Postpartum care (PPC): There is increasing emphasis on women receiving PPC within 48 hours of
delivery for early diagnosis of postpartum complications. PPC also provides an opportunity to counsel the
new mother on family planning, teach her how to care for herself and her newborn during the postnatal
period, promote exclusive breastfeeding, and assess the newborn for problems.

Newborn care: Newborn care is increasingly becoming one of the important elements of maternal health
services, with an emphasis on the need to discourage some practices that are detrimental to newborn
health. The aim is to encourage practices that contribute toward promoting newborn health.
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Essential Obstetric Care (EOC): Essential obstetric care is the term used to describe the elements of
obstetric care needed for the management of normal and complicated pregnancy, delivery and the
postpartum period (WHO, 2000a). Essential Obstetric Care is defined for two different levels of the
health care system. Basic essential obstetric care (BEOC) services are provided at the health center level
and should include at least the following: parenteral (intravenous or intramuscular) antibiotics, parenteral
oxytocic drugs, parenteral sedatives for eclampsia, manual removal of placenta, and manual removal of
retained products. Comprehensive essential obstetric care (CEOC) services are provided at the district
hospital level (referral level) and should include all of the above plus surgery, anesthesia, and, blood
transfusion.

Emergency Obstetric Care (EmOC): Facilities that offer emergency care for women with pregnancy-
related complications should provide a set of interventions called signal functions. The six basic signal
functions are administration of parenteral antibiotics, parenteral oxytocic drugs, parenteral anti-
convulsants, manual removal of the placenta, assisted vaginal delivery, and removal of the retained
products of conception. These six functions are the elements of basic emergency obstetric care or
BEmOC. BEmOC is usually performed at the health center level without the need for an operating
theater. In addition to these six signal functions, comprehensive emergency obstetric care or CEmOC
includes caesarean section and blood transfusions. CEmOC requires an operating theater and is usually
performed at the district hospital level (UNFPA, 2002). Depending on the interventions available at a
facility can be classified as either a Basic EmOC or a Comprehensive EmOC facility.

6.2  Availability and Capacity to Provide Quality Maternal and Newborn Care Services
6.2.1 Availability of Antenatal and Postnatal Care Services

ANC is designed to promote early detection and treatment of complications, as well as healthy behavior
and preparedness during pregnancy, childbirth, and postpartum. Information on the availability of ANC,
PPC, and tetanus toxoid (TT) vaccine services is provided in Table 6.1. Appendix Table A-6.1 provides
information on the availability of various family health services on the same day that ANC services are
offered. Additional information on the availability of ANC and TT services is provided in Appendix
Table A-6.2.

Eighty percent of all facilities offer ANC, 77 percent provide TT vaccine, but only 16 percent offer PPC.
Because of the lack of PPC, the percentage of facilities having all three services is low (15 percent)
(Table 6.1). About 9 in 10 government and government-assisted facilities offer ANC services. Geographic
differentials show that only half of the facilities in Kigali City provide ANC services, the lowest
proportion compared with facilities in the provinces. PPC is offered in 19 percent of health centers and
polyclinics, 10 percent of hospitals, 20 percent of government-assisted facilities, and 17 percent of
government facilities. Very few facilities in Kigali offer PPC; this may be because there are many private
facilities in Kigali City. Sixteen and 18 percent of government and government-assisted facilities,
respectively, and 19 percent of health centers and polyclinics provide all three services. Only a small few
hospitals (2 percent) and dispensaries, clinics, and health posts (4 percent) in Rwanda provides all three
services.
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Table 6.1 Availability of antenatal and postpartum care and tetanus toxoid vaccine
Percentage of facilities offering antenatal care (ANC), postpartum care (PPC), and
tetanus toxoid vaccine (TT), and percentage offering all three services, by background
characteristics, Rwanda SPA 2007
Percentage of facilities offering
specific services
ANC,

Background TT PPC, Number of
characteristics ANC PPC vaccine and TT facilities
Type of facility

Hospital 33 10 14 2 42

Health center/Polyclinic 98 19 98 19 389

Dispensary/Clinic/Health

post 34 5 27 4 107
Managing authority

Government 89 17 87 16 309

Government-assisted 90 20 86 18 133

Private/NGO/Community 40 7 32 6 96
Province

North 89 22 86 21 90

South 88 19 86 19 117

East 81 12 79 12 113

West 88 17 83 15 132

Kigali City 49 7 44 7 86

Total 80 16 77 15 538

Among facilities offering ANC, approximately two-thirds offer ANC services one to two days per week.
Only about 7 percent have these services available five days per week (Appendix Table A-6.2). Similarly,
69 percent of facilities offering ANC also provide TT services one to two days a week. Approximately 9
in 10 facilities that offer ANC services provide TT vaccines every day that ANC is offered.

Key Findings

ANC services are available in 4 out of 5 facilities nationwide and in about 9 in 10 facilities in the North,
South, and West provinces. Availability of ANC services is lowest in Kigali City, where ANC is available
in only half the facilities. About 90 percent of government and government-assisted facilities offer ANC
services.

All three services (ANC, PPC, and tetanus toxoid vaccine) are available in only 15 percent of facilities
because PPC is not widely available in Rwanda (16 percent).

TT vaccination is offered in about 4 out of 5 facilities, and on most but not all days that ANC services are
offered.

6.2.2 Infrastructure and Resources to Support Quality Assessment and Counseling of ANC
Clients

To support quality assessment and counseling of ANC clients, facilities should have individual client
cards, ANC guidelines or protocols, and visual aids for client education. Table 6.2 and Figure 6.1 present
information on the availability of these items. More details, including a breakdown by facility type, are
available in Appendix Table A-6.3.
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An individual ANC card is used to monitor maternal and fetal conditions during pregnancy and to keep
track of the care given. It is an important tool for identifying risk factors for referral, assessing quality of
care, ensuring standardization of antenatal care, and aiding client planning. Individual client cards are
available in about 9 in 10 facilities offering ANC services (Figure 6.1).

An ANC package includes updating service providers on ANC services, information on malaria and
syphilis during pregnancy, infection prevention, voluntary counseling and testing (VCT), and prevention
of mother-to-child transmission (PMTCT) of HIV. Familiarizing service providers with the contents of
the orientation package strengthens the quality of ANC services they provide. The ANC package is
available at almost one-fifth of health facilities that offer ANC services. Written ANC guidelines or
protocols—which include details on how to manage common problems during pregnancy—are available
in 36 percent of facilities offering ANC services. Visual aids for ANC client counseling are available in
just 44 percent of facilities (Figure 6.1).

Overall, about one-quarter of facilities have all three items—client cards, guidelines, and visual aids—to
support quality ANC assessment and counseling. All three items are less likely to be found in facilities in
hospitals, dispensaries, clinics, and health posts. Only 14 percent of ANC facilities in Kigali have all three

items (Table 6.2). Private, NGO, and community facilities (5 percent) are also less likely to have all three
items.

Figure 6.1 Availability of items to support quality antenatal care (ANC) services
(N=432)

Percentage of facilities offering ANC

Counseling Physical exam and prevention

RSPA 2007
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Table 6.2 Availability of antenatal care and resources to support quality counseling and
examinations for ANC/PPC
Among facilities offering ANC, percentage with all elements to support quality ANC/PPC counseling,
examinations and interventions for basic ANC/PPC, by background characteristics, Rwanda SPA
2007
Percentage of facilities offering ANC services with
All
All items All items essential Number of
to support for All items for  supplies facilities
Background quality infection physical for basic offering
characteristics counseling'  control” examination®  ANC* ANC
Type of facility
Hospital 0 57 50 0 14
Health center/Polyclinic 27 30 15 30 382
Dispensary/Clinic/Health post 3 33 8 8 36
Managing authority
Government 27 26 15 25 274
Government-assisted 24 41 18 41 120
Private/NGO/Community 5 39 13 5 38
Province
North 25 33 10 24 80
South 22 22 15 45 103
East 21 23 19 4 91
West 31 36 14 36 116
Kigali City 14 57 24 19 42
Total 24 31 15 28 432
! Visual aids for health education, guidelines for ANC, and individual client card or record.
2 Soap, running water, clean latex gloves, disinfecting solution, and sharps box.
Private room offering visual and auditory privacy, examination table, and examination light.
* Iron and folic acid tablets, tetanus toxoid vaccine, blood pressure apparatus, and fetoscope
(Pinard).

6.2.3 Infrastructure and Resources for Examinations

The 2007 RSPA assessed whether facilities have the necessary supplies, equipment, and conditions for
infection control and for conducting client examinations in the ANC service area. Aggregate information
on these elements is provided in Table 6.2, and summary information on specific equipment and supplies
is given in Figure 6.1. Appendix Table A-6.3 provides details on each item by facility type.

Infection control

Only 31 percent of facilities offering ANC have all items necessary for infection control in the ANC
service delivery area; these include soap and running water for hand-washing, clean latex gloves,
disinfecting solution, and a sharps box (Table 6.2). Health facilities in Kigali City (57 percent) are more
likely than those in other provinces to have all of these items. Sharps boxes (88 percent) and clean latex
gloves (78 percent) are available in the majority of ANC service areas, especially in health centers,
polyclinics, dispensaries, clinics and health posts (Appendix Table A-6.3). In contrast, ANC service areas
frequently lack soap and running water, which are available in 41 and 56 percent of facilities,
respectively. These items are least likely to be available in health centers and polyclinics, and in
dispensaries, clinics, and health posts.
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Client examinations

The basic physical examinations performed during ANC visits include palpating the abdomen, examining
the breasts, and sometimes conducting a pelvic examination. Hence visual and auditory privacy, an
examination bed, and an examination light are necessary. Ninety-five percent of facilities that offer ANC
services can assure clients of both visual and auditory privacy, and 92 percent of facilities have an
examination bed (Appendix Table A-6.3). However, fewer than 1 in 5 facilities has an examination light.
Because of the lack of examination lights, only 15 percent of facilities have all three items needed for
physical examinations.

6.2.4 Essential Equipment and Supplies for Basic ANC

A functioning blood pressure apparatus, a fetoscope, and a thermometer are essential equipment that
should be available at all the times in ANC service areas. Essential ANC supplies that should always be
available include iron tablets, folic acid tablets, mebendazole tablets, sulfadoxine-pyrimethamine
(Fansidar), rapid plasma reagin (RPR) kits, strips (any) for urine protein testing, and TT vaccine. The
RSPA survey found that blood pressure apparatus are available in 88 percent, a fetoscope in 65 percent, a
thermometer in 44 percent, iron and folic acid tablets in 75 percent, and TT vaccine in 69 percent of the
ANC facilities (Figure 6.1), but only 28 percent of facilities have all four essential items, making it
impossible for most facilities to offer pregnant women all the required ANC services and supplies (Table
6.2, Appendix Table A-6.3.1). None of the hospitals has all four essential items, and only 36 percent of
hospitals have TT vaccine. Essential equipment and supplies are less likely to be available in facilities in
East Province (4 percent) and Kigali City (19 percent) (Table 6.2).

Key Findings

Items that support quality ANC counseling (visual aids, ANC guidelines, and individual client cards)
are not available in most facilities offering ANC services. The ANC package and items for infection
control are each available in 36 and 31 percent of health facilities offering ANC services, respectively.

Iron and folic acid tablets are not available in all facilities offering ANC services.

Slightly more than 1 in 4 facilities have all essential equipment and supplies for basic ANC (blood
pressure monitor, fetoscope, iron and folic acid tables, and TT vaccine), which implies that pregnant
women do not receive all required ANC services and supplies at most facilities.

6.2.5 Additional Equipment and Supplies for Quality ANC and PPC Services

Other elements that support quality ANC and PPC include diagnostic capacity and medicines to treat
common infections. Figures 6.2 and 6.3 provide summary information on the medicines and laboratory
tests available in facilities, with aggregate information available in Table 6.3. Appendix Tables A-6.4
through A-6.9 provide details on each item assessed, by type of facility.

Pre-eclampsia and eclampsia (hypertensive disorders of pregnancy), anemia, STIs, and vaginal infections
can directly affect both maternal and newborn health. Basic Essential Obstetric Care (BEOC) requires
that a facility provide early treatment for complications of pregnancy to prevent them from progressing to
more serious conditions. Standards for treatment may vary depending on ANC guidelines and the policies
and qualifications of the service provider.
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Table 6.3 Facility practices and resources for diagnosis and management of common problems and complications of
pregnancy

Percentage of facilities where ANC/PPC service providers can diagnose and treat STIs for ANC/PPC clients, percentage with
all medicines to manage common complications of pregnancy, percentage with specific diagnostic testing capacity, by
background characteristics, Rwanda SPA 2007

Percentage Percentage
where STI with all

treatmentis  medicines Percentage with the capacity to Number of
provided by for treating conduct specific tests facilities

Background ANC pregnancy Urine Urine Blood offering
characteristics providers complications’ Anemia® protein3 glucose4 grouping’ Syphilis6 ANC
Type of facility

Hospital 29 86 50 86 79 71 93 14

Health center/ Polyclinic 42 9 27 60 55 3 48 382

Dispensary/Clinic/Health

post 61 0 17 28 25 6 11 36

Managing authority

Government 42 8 25 57 55 4 45 274

Government-assisted 42 21 32 68 56 7 59 120

Private/ NGO/ community 61 0 29 34 32 13 18 38
Province

North 31 11 25 59 54 4 39 80

South 47 12 20 70 58 4 58 103

East 41 2 27 46 43 2 43 91

West 42 14 26 54 51 4 41 116

Kigali City 67 19 50 64 67 21 52 42

Total 43 11 27 58 53 5 46 432

' At least one broad-spectrum antibiotic (amoxicillin or cotrimoxazole); either albendazole or mebendazole; methyldopa
(Aldomet); a first-line antimalarial; and at least one medicine for treating each of the following STls: trichomoniasis, gonorrhea,
chlamydia, syphilis, and candidiasis.

2 Includes any test (hemoglobinometer, calorimeter, centrifuge with capillary tubes, or filter paper methods).

® Any dip stick for urine protein or flame, acetic acid, and test tube for testing urine albumin.

4 Any dip stick for urine glucose or Benedict's solution and stove for boiling Benedict’s solution

® Anti-A, Anti-B, Anti-AB, Anti-D, and glass slides with cover.

° VDRL test with functioning rotary shaker or RPR.

Overall, ANC service providers in 43 percent of facilities offering ANC services routinely provide STI
treatment. Private, NGO, and community facilities that provide ANC services (40 percent) are more likely
to have ANC service providers routinely treat STIs (61 percent) (Table 6.3). Hospitals, health centers and
polyclinics are less likely to have ANC service providers who routinely treat STIs among ANC clients.
Sixty-seven percent of facilities in Kigali City offering ANC services have ANC service providers who
routinely treat STIs among ANC clients, while less than half of the facilities in other provinces have this
capacity.

Trichomoniasis, chlamydia, gonorrhea, and syphilis are the STIs most commonly seen in health facilities.
Most ANC facilities have at least one medicine to treat each of these common STIs (Appendix Table A-
6.4, Figure 6.2). About 8 in 10 ANC facilities (including 93 percent of hospitals) have at least one
medicine to treat each of the four major STIs. All hospitals have at least one medicine to treat chlamydia,
gonorrhea, and syphilis.

A facility is considered to have all medicines for managing common complications of pregnancy if it has
all of the following: at least one broad-spectrum antibiotic (amoxicillin or cotrimoxazole), one
antihelminth (albendazole or mebendazole), methyldopa (aldomet), one first-line antimalarial, and at least
one medicine for treating each of the four common STIs. Only about 1 in 10 ANC facilities satisfies these
criteria (Table 6.3). Almost 9 in 10 hospitals and approximately one-tenth of health centers and
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polyclinics providing ANC services meet the criteria. None of the dispensaries, clinics, and health posts
meets the criteria. Facilities in Kigali City (19 percent) are more likely to have all of these medicines than
facilities in other provinces. Antibiotics, antihelminths, and antimalarials are each available in about 90
percent of ANC facilities (Figure 6.2), but only 12 percent have methyldopa to manage hypertension
during pregnancy (Appendix Table A-6.4). While nearly all hospitals have methyldopa, this drug is
available at only 10 percent of health centers and polyclinics, perhaps because they are expected to refer
cases of pregnancy-induced hypertension, not to manage them. Almost all ANC facilities (92 percent)
have the recommended first-line antimalarial, and the vast majority (93 percent) routinely provides
preventive antimalarial medicines as a component of ANC services (Appendix Table A-6.4).

Figure 6.2 Availability of medicines for managing common problems and
complications of pregnancy (N=432)

Antibiotic

Anthelminth

At least one medicine for:

Trichomoniasis
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Chlamydia
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The RSPA survey also assessed whether facilities have the capacity to test ANC or PPC clients for
anemia, urine protein, and urine glucose, and to diagnose and treat syphilis.

Among facilities providing ANC or PPC services, only 27 percent have the capacity to test for anemia, 58
percent to test for urine protein, 53 percent to test for urine glucose, and 46 percent to diagnose and treat
syphilis. Just 5 percent have the capacity to do blood grouping (Table 6.3, Appendix Tables A-6.5
through A-6.9). Government and government-managed facilities are more likely than other facilities to
have the capacity to conduct each of these tests, except for blood grouping, which is more likely to be
available in private, NGO, and community facilities than government and government-assisted facilities
(17 percent). Hospitals are more likely than other facilities to have the capacity to conduct each of these
tests, especially blood grouping (71 percent), because blood transfusion services are only expected to be
provided in hospitals.
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Figure 6.3 shows how many facilities report these tests as the standard screening tests for their ANC
clients, and how many actually have the testing capacity to do so. Fifty-six percent of facilities—mostly
health centers and polyclinics and government-assisted facilities—routinely screen ANC clients for
syphilis. Twenty-two percent, 31 percent, and 16 percent of ANC facilities routinely screen their ANC
clients for anemia, urine protein and urine glucose, respectively. Private for-profit and faith-based
facilities are more likely to routinely screen ANC clients for anemia, urine protein, and urine glucose,
respectively. Hospitals and facilities in Kigali City are more likely to routinely conduct blood grouping
tests for their ANC clients (Appendix Tables A-6.5—-A-6.9).

Figure 6.3 Diagnostic tests for antenatal care (ANC): standard practice
and testing capacity (N=432)
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Key Findings

Although each individual medicine for managing common complications of pregnancy is available in
most facilities, only about 1 in 10 facilities that offer ANC services has the entire package of
medicines available.

STI treatment is routinely provided by ANC service providers in approximately 2 in 5 facilities. Four
in 5 ANC facilities have medicines to treat each of the four main STIs: syphilis, gonorrhea, chlamydia,
and trichomoniasis.

Hospitals are more likely than other facilities to have the capacity to test ANC clients for anemia,
urine protein, urine glucose, syphilis, and blood grouping.
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6.3 Management Practices Supportive of Quality ANC and PPC Services

Management practices that support quality ANC and PPC services include documentation and
recordkeeping, posting user fees, and staff supervision and development.

Table 6.4 provides information on management practices, and Figure 6.4 provides summary information
on ANC training (both pre- and in-service). Appendix Tables A-6.10 through A-6.12 provide details on
utilization, user fees, and out-of-pocket payments for ANC services, and Appendix Table A-6.13 provides
information on supportive management for ANC service providers. Appendix Tables A-6.14 and A-6.15
provide detailed information on training and supervision.

6.3.1 Facility Documentation and Records

Among facilities offering ANC services, 86 percent have up-to-date registers, defined as having an entry
in the past seven days that indicates the type of client visit (first visit or follow-up visit). The vast
majority of health centers and polyclinics (89 percent) have up-to-date registers. Hospitals (43 percent),
and dispensaries, clinics, and health posts (64 percent) are less likely to have up-to-date registers. Private,
NGO and community facilities (61 percent) are less likely to have up-to-date registers than government
and government-assisted facilities (88 percent each). Only a small proportion (5 percent) of facilities
offering ANC services has an up-to-date register for PPC clients (Table 6.4) because PPC services are
rarely available.

Table 6.4 Management practices supportive of quality maternal health services

Percentage of facilities with up-to-date patient registers, percentage with documentation of monitoring ANC coverage, the indicated
records, percentage that have any user fees for ANC, and percentage with the indicated management practices, by background
characteristics, Rwanda SPA 2007

Number Percentage of faciliies ~ Number of

Observed up-to-date of where staff report facilities with
patient regis;ter1 Documentation facilities receiving routine: interviewed
Background of monitoring User fees offering Personal ANC
characteristics ANC PPC  ANC coverage for ANC ANC  Training® supervision® _providers*
Type of facility
Hospital 43 14 14 29 14 93 86 14
Health center/Polyclinic 89 6 60 16 382 85 97 379
Dispensary/Clinic/Health post 64 0 11 64 36 68 81 31
Managing authority
Government 88 7 58 12 274 88 96 272
Government-assisted 88 5 62 22 120 79 98 120
Private/NGO/Community 61 0 11 74 38 72 78 32
Province
North 89 5 68 3 80 90 97 79
South 91 3 64 29 103 82 98 103
East 82 3 41 16 91 91 99 91
West 88 10 59 16 116 75 95 115
Kigali City 67 5 26 55 42 94 78 36
Total 86 6 55 20 432 84 96 424

! Register has entry within past seven days and indicates, at minimum, whether this was the first or a follow-up visit for ANC and
number of days postpartum for PPC register.

A facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service training
related to their work during the 12 months preceding the survey. This refers to structured training sessions and does not include
individual instruction received during routine supervision.

A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised at least
once during the 6 months preceding the survey.

* Includes only providers of ANC in facilities offering ANC services.
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Monitoring ANC coverage rates, i.e., calculating the proportion of eligible women in a catchment area
who receive ANC services, occurs in slightly more than half of facilities (Table 6.4). Health centers (60
percent), government facilities (58 percent), and government-assisted facilities (62 percent) are more
likely than other facilities to do so. Compared with other provinces, only one-quarter of facilities in Kigali
City monitor ANC coverage rates.

6.3.2 Practices Related to User Fees

User fees may have a positive effect on the utilization of health facilities by increasing funds available to
the facility. They may also have a negative effect by deterring poor clients from using services.
Displaying user fees (or advertising that there are no fees for certain services) contributes to the quality of
care by letting clients know the cost of services.

Overall, 20 percent of facilities offering ANC services charge some form of user fees. These happen
mostly in private, NGO, and community facilities (74 percent) (Table 6.4). Twelve percent of government
facilities and 16 percent of health centers and polyclinics (mostly polyclinics) charge user fees for ANC
services. Dispensaries, clinics, and health posts (64 percent) and to some extent hospitals (29 percent) are
more likely than health centers (16 percent) to charge user fees, as are facilities in Kigali City (55 percent)
and in South Province (29 percent). These charges are mainly for client registration (12 percent),
laboratory services (10 percent), consultations (8 percent), and medicines (5 percent) (Appendix Table A-
6.11). Dispensaries, clinics, and health posts, private, NGO, and community facilities, as well as facilities
in Kigali City are more likely to charge for these items than other facilities. About 1 in 10 ANC facilities
has a system whereby clients prepay for multiple ANC visits; these include dispensaries, clinics, and
health posts (39 percent), hospitals (14 percent), and private, NGO, and community facilities (39 percent).
Facilities in Kigali City (21 percent) and in South Province (16 percent) are more likely to have a system
whereby clients prepay for multiple ANC visits

Among ANC facilities that charge user fees, 45 percent (including all hospitals) publicly display all fees
(Appendix Table A-6.11).

Among first-visit ANC clients who were observed and interviewed, less than a third reported paying out-
of-pocket user fees; the median amount of these fees was approximately 200 Rwandan francs (RWFs)
(Appendix Table A-6.12.1). Fourteen percent of follow-up ANC clients who paid out-of-pocket user fees,
reportedly paid the same median amount as that of first-visit ANC clients (Appendix Table A-6.12.2).
Fees were considerably higher in hospitals, which collected a median of about 400 RWFs from first-visit
clients and 5,000 RWFs from follow-up clients.

6.3.3 Training and Supervision

The RSPA survey considers a facility to provide routine ANC staff development activities if at least half
of the ANC providers interviewed said they had received structured training relevant to ANC during the
12 months preceding the survey. This includes formal pre-service and in-service training, but excludes
individual instruction received during routine supervision. Eighty-four percent of ANC facilities meet this
criterion. Hospitals (93 percent) and health centers and polyclinics (85 percent) are more likely than
dispensaries, clinics, and health posts (68 percent) to provide routine ANC staff development activities.
Government facilities (88 percent), facilities in Kigali City (94 percent) and in North (90 percent) and
East provinces (91 percent) are more likely to provide routine staff development for ANC (Table 6.4).

The training topics most frequently reported by interviewed ANC service providers are STI diagnosis (66
percent) and family planning treatment (16 percent). Other training topics are ANC counseling, ANC
screening, complications of pregnancy, risky pregnancies, symptom management for pregnancy,
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postpartum care, ARV prophylaxis for PMTCT, and PMTCT counseling. Ten to 13 percent of providers
received training on each of the topics in the past 12 months (Figure 6.4).

Supervising individual staff members helps promote adherence to standards and also helps identify
problems that contribute to poor quality services. The survey defines a facility as receiving routine staff
supervision when at least half the interviewed ANC providers reported being personally supervised
during the six months preceding the survey. Supervision of ANC providers is universally practiced in
ANC facilities (Table 6.4).> Routine supervision for ANC providers is less commonly reported in
dispensaries, clinics, and health posts (81 percent), in private, NGO, and community facilities (78
percent) and in facilities in Kigali City (78 percent).

Figure 6.4 Training received by interviewed ANC service providers, by topic and
timing of most recent training (N=1,123)
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Key Findings

While most facilities have up-to-date ANC registers, only 6 percent have PPC registers. More than
half of facilities have documentation indicating that they monitor ANC coverage rates.

Eighty-four percent of facilities have routine staff training on ANC, and almost all facilities receive
routine supervision of ANC providers.

6.4  Adherence to Standards for Quality ANC Service Provision

To assess whether ANC providers adhere to service standards, the survey observed 737 ANC
consultations, including 359 consultations of first-visit clients. More than 95 percent of these observations
were made in health centers and polyclinics. The observation checklists were based on elements of

2 . . .. .
The assessment was not able to determine how complete or supportive the supervision was, or whether it was
purely for administrative purposes, or included a coaching or learning component.
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focused ANC. The observers noted whether providers shared information on a topic and whether an
examination was conducted. They did not assess whether the information was correct or whether findings
were appropriately interpreted.

6.4.1 Appropriate Assessment and Examination for ANC clients

Summary information from the ANC observations is provided in Figures 6.5, 6.6, 6.7, and 6.8. Appendix
Tables A-6.17 to A-6.21 provide details on assessments, examinations, and interventions for ANC clients.

Client history

During a first ANC visit, the provider is expected to elicit a basic medical history to assess pre-existing
risk factors. In practice providers ask all first-visit ANC clients their age, date of last menses, and prior
pregnancies (Figure 6.5, Appendix Table A-6.17). They ask less often about complications during prior
pregnancies (64 percent) and what medicines the client is taking (53 percent).

Only about half of first-visit ANC clients are assessed for all five of these items (Figure 6.5).

Figure 6.5 Content of client history assessed for first-visit ANC clients (N=359)

Age 92
Last menstrual period 96
Any prior pregnancy 97
Complications during prior pregnancy 64
Medications currently taking 53
All relevant items 49
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Monitoring progress of pregnancy

All ANC clients should receive periodic assessments to monitor the progress of their pregnancy and to
identify any danger signs or risk factors. These include both maternal and fetal conditions such as the
assessment of blood pressure and vaginal bleeding. Figure 6.6 shows the percentage of observed first-visit
ANC clients and all ANC clients who received these assessments during their visit. Appendix Tables A-
6.17 and A-6.18 provide this information by facility type.
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Figure 6.6 ANC content for first-visit (N=359) and all
observed ANC clients (N=737)
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Laboratory testing capability is necessary (or in some cases required) for facilities to be able to provide
certain screening and preventive interventions. If a facility does not have the capacity to provide the
service itself, it should have a referral system in place to provide ANC clients with access to the service.

To meet defined minimum standards, each ANC visit should include the following components:
counseling on vaginal bleeding as a risk factor for which help should be sought, measuring blood
pressure, and urinalysis to check for urine protein and glucose. First-visit clients should also have their
blood checked for anemia.

Providers are more likely to measure blood pressure and weigh clients than to conduct urinalysis, do
blood tests for anemia, give clients iron tablets or TT vaccine, or counsel clients about vaginal bleeding
(Figure 6.6, Appendix Table A-6.17). All ANC clients (including both first and follow-up clients) have
their blood pressure measured and are weighed during an ANC visit. In 63 percent of first-visit and 52
percent of follow-up visit ANC clients have their blood tested for anemia. The laboratory test given least,
albeit the most basic, is urine testing for protein (conducted for 29 percent of first-visit and 26 of follow-
up visit ANC clients). TT vaccine is given to more first-visit clients (71 percent) than to follow-up visit
ANC clients (54 percent). Probably some of the follow-up clients had received TT vaccine on their
previous visits. Surprisingly iron tablets were given to only 37 percent of first-visit ANC clients, but to 42
percent of follow-up clients.

Only half of all ANC clients are counseled on vaginal bleeding (Figure 6.6). This includes clients who are
counseled about vaginal bleeding as a risk, and clients who are asked whether they have experienced
vaginal bleeding.
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Key Findings

Although most first-visit ANC clients are asked their age, date of last menses, and prior pregnancies,
only half are assessed for all their relevant medical history, including age, last menstrual period, any
prior pregnancy, complications during prior pregnancies, and current medications.

ANC providers are more likely to measure women’s blood pressure than to perform urinalysis,
conduct blood tests for anemia, give iron tablets or TT vaccine, or offer counseling about vaginal
bleeding.

6.4.2 Counseling to Promote a Healthy Outcome

Information discussed with ANC clients is presented in Figure 6.7, with information by type of facility
and province available in Appendix Tables A-6.19 and A-6.20 Details on counseling and client
knowledge about signs of risk are available in Appendix Tables A-6.21 to A-6.22. Details on client plans
for delivery are provided in Appendix Table A-6.23.

Counseling topics

ANC providers are expected to routinely counsel clients on special nutritional needs during pregnancy as
well as signs and symptoms that may indicate a problem with the pregnancy. It is not unreasonable to
assume, however, that all topics may not be discussed during every visit because most women make
multiple ANC visits. Thus, the content of counseling for first and follow-up visits is assessed separately.

Nutritional issues were discussed during consultations with only 40 percent of first-visit clients and 39
percent of follow-up clients (Figure 6.7), whereas the progress of the pregnancy was discussed with 56
percent and 47 percent of first-visit and follow-up clients, respectively. Delivery plans were discussed
with 39 percent of first-visit clients and 47 percent of follow-up clients. Delivery plans were discussed

Figure 6.7 Counseling topics discussed during observed first ANC visit (N=359)
and follow-up ANC visit (N=378) and with ANC clients at least
8 months pregnant (N=187)
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with only slightly more than half of ANC clients who were at least 8 months pregnant. Use of family
planning postpartum is not widely discussed with ANC clients; it was addressed during only 39 percent of
first-visit and 34 percent of follow-up consultations (Figure 6.7). Exclusive breastfeeding is an even less
common topic: only 1 in 5 of all ANC clients, and in 1 in 4 ANC clients at least 8 months pregnant were
counseled on it.

Interviews with ANC clients ask what topics were discussed during the current or past visits to the
facility. According to client interviews, the provider discussed delivery plans with 51 percent of clients,
using family planning postpartum, with 46 percent of clients, and exclusive breastfeeding with 32 percent
of clients during at least one ANC visit (Figure 6.8).

Figure 6.8 Topics discussed during this or a previous ANC visit, as reported
by clients (N=722)
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Interviewed clients were also asked to mention specific warning signs that were discussed during the
current or past ANC visits. While 22 percent said they had discussed warning signs and symptoms of
some kind, few were able to name any of these danger signs. Bleeding is the most commonly mentioned
danger sign (14 percent), followed by reduced fetal movement (12 percent). Other signs such as fever (3
percent), headache or blurred vision (2 percent), swollen hands or face (3 percent), and tiredness or
breathlessness (3 percent) are rarely mentioned (Figure 6.8).

Key Findings

Providers do not commonly counsel pregnant women on nutrition, risk signs and symptoms, or
exclusive breastfeeding during ANC consultations.

Delivery plans were discussed with less than half of all ANC clients and with only half of clients who
were at least 8 months pregnant.

One in five interviewed clients acknowledged having discussed warning signs and symptoms of
pregnancy, but few were able to mention actual signs or symptoms.
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6.4.3 Supporting Continuity of Care

Continuity of care, including monitoring changes between visits, is important for quality antenatal care.
One of the more reliable ways to achieve continuity of care is to maintain a record of relevant history and
findings, as well as interventions or treatments provided. Frequently, health services are organized so that
a client’s blood pressure and weight are measured and the information recorded on the client’s card or
chart before the client sees the main ANC provider. Details on providers’ use of individual client cards
during ANC visits are provided in Appendix Table A-6.24

During 91 percent of first visits and 89 percent of follow-up visits, providers looked at the individual
client card during the consultation. By the end of all first-visit and follow-up consultations, virtually all of
them had written on the client’s card (Appendix Table A-6.24). It is impossible to know through these
observations whether providers’ notes were relevant or accurate.

Nine in 10 of the ANC clients who were observed went directly home after their consultation (Appendix
Table A-6.25). Seven percent of clients were referred elsewhere in the same facility, with most of these
intrafacility referrals taking place in hospitals, while 1 percent of clients were referred to another facility.

6.5 Client Opinion of Service Provision

Before leaving the facility, observed ANC clients were asked their opinion of the services they received
and about any problems they encountered that day. Although this information is subjective, clients’ most
common concern was the waiting time to see the provider: 19 percent of clients considered waiting times
to be a big problem (Appendix Table A-6.26). Other areas identified as big problems by ANC clients
were the inability to discuss problems or concerns (8 percent), and insufficient explanation of problems (7
percent).

In interviews, 7 percent of ANC clients reported that the facility was not the one closest to their home.
When asked about why they did not visit the closest facility, 10 percent of clients said they were referred,
another 10 percent reported that bad reputation made them bypass the nearest facility, and 2 percent cited
lack of medicines (Appendix Table A-6.27).

6.6  Availability of Delivery Services and Capacity to Provide Quality Delivery Care

The RSPA survey assessed the availability of emergency obstetric care, the presence of standards,
equipment and supplies, and health system components to support quality delivery services. The
following items were assessed:

Availability of delivery services,

Home delivery care practices,

Infrastructure and resources to support quality delivery services,
Practices related to signal functions, and

Documentation of delivery procedures and outcomes.

6.6.1 Availability of Delivery Services

Table 6.5 provides information on the availability of maternal health services, as well as details on the
availability of emergency transport and services supporting safe home delivery. Information on median
travel time, using the most common means of transport is provided in Appendix Table A-6.29.
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Table 6.5 Availability of maternal health services

Percentage of facilities that offer specific facility-based maternity services and percentage with services supportive of home delivery
including documentation of activities supportive of traditional birth attendants (TBAs), by background characteristics, Rwanda SPA 2007

Services supporting

Facility-based maternity services safe home delivery
ANC Emergency Documented
and ANC, normal transportation  Any official
Normal normal delivery, and supportfor  home program Number

Background Antenatal delivery Caesarean delivery caesarean maternity  delivery supportive of of
characteristics care  services section services section emergencies1 services? TBAs® facilities
Type of facility

Hospital 33 93 93 33 33 98 93 7 42

Health center/Polyclinic 98 89 1 89 1 94 89 46 389

Dispensary/Clinic/Health post 34 19 1 17 1 31 19 7 107
Managing authority

Government 89 86 7 81 3 93 86 39 309

Government-assisted 90 85 13 77 5 92 85 44 133

Private/NGO/Community 40 26 3 25 3 33 26 8 96
Province

North 89 82 6 80 3 84 82 56 90

South 88 87 9 82 4 91 87 37 117

East 81 81 7 73 0 88 81 41 113

West 88 81 9 74 3 87 81 33 132

Kigali City 49 34 8 33 7 52 34 6 86

Total 80 75 8 70 3 82 75 35 538

! Any system where the facility provides some support for emergency transportation to referral site, or the facility is the referral site.
This may be either a routine service or service only for emergency cases.
® Any official activity with TBAs for which the facility has any documentation.

About 4 in 5 facilities offer ANC services, and three-quarters offer normal delivery services. Seven in 10
facilities offer both services. Hospitals and health centers and polyclinics are much more likely to offer
normal delivery services (93 and 89 percent, respectively) than dispensaries, clinics, and health posts (34
percent). Similarly, government (86 percent) and government-assisted (85 percent) facilities are much
more likely than private, NGO, and community facilities (40 percent) to offer normal delivery services.
There are also geographic differences: normal delivery services are more likely to be offered at facilities
in the provinces (81 to 87 percent of facilities) than facilities in Kigali City (49 percent) (Table 6.5).

Caesarian section is performed in 8 percent of facilities, with nearly all hospitals (93 percent) performing
caesarean sections. Only 7 percent of government facilities offer C-sections, because most are lower-level
health centers and dispensaries that are not expected under normal circumstances to offer this service.
Overall, only 3 percent of all facilities offer ANC, normal delivery, and caesarean section services.

One way of increasing access to emergency obstetric care is to offer rapid transport to a facility where the
service is available. Without a facility-supported emergency transportation system, the expectant mother
and her family are forced to find their own means of transport during an emergency. Even when a facility
does not offer delivery services, but does offer ANC, it is desirable to have emergency transport available.
For many deliveries that may occur at home, the facility where a woman receives ANC may be the
nearest health care delivery site where emergency help can be sought.
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Eighty-two percent of all facilities have a system of emergency tramsportation3 to another facility for
maternity emergencies (Table 6.5). Hospitals and health centers and polyclinics (93 and 89 percent,
respectively) are more likely than dispensaries, clinics and health posts (35 percent) to support emergency
transportation for obstetric emergencies. Only one-third of private, NGO, and community facilities have
emergency transportation support compared with 93 percent of government and 92 percent of
government-assisted facilities. Among those facilities supporting emergency obstetric transportation, 30
percent have an ambulance or other facility-based vehicle (including all hospitals), 73 percent use a
vehicle at another facility (including 83 percent of health centers and polyclinics), 31 percent hire
vehicles, and 56 percent have other arrangements to support the cost of emergency transportation
(Appendix Table A-6.29). Facilities in Kigali City (44 percent) and government-assisted facilities (47
percent) are more likely than other facilities to have an ambulance or other facility-based vehicle for
maternity emergencies.

6.6.2 Home delivery practices

In Rwanda, delivery at home is discouraged. However, as of 2005, 70 percent of women delivered at
home (INS and ORC Macro, 2006). In countries where a large proportion of deliveries take place at home
(frequently with the assistance of TBAs), a support system from a health facility may increase a woman’s
chances of having a safe delivery. Research has shown that every pregnancy is at risk and therefore every
pregnant woman should receive skilled care during delivery. The concept of home delivery and care
works on the understanding that skilled care is available at the community level. A common approach
authorizes facility staff to attend home deliveries, either routinely or only in case of emergency. Retired
midwives in the community can also be used to provide skilled care to women during home deliveries,
and they may have formal systems for working with the health system and other community resource
persons, including TBAs.

In Rwanda, the challenges in implementing a system to support home delivery are: shortage of qualified
health providers and materials in the community, insufficient number of health centers, distance from
existing health centers and some villages, shortage of emergency transportation in case of complications,
and prohibition of TBAs assisting in deliveries at home. The policy of the Ministry of Health requires that
all women deliver their babies at a health facility, assisted by trained health personnel that are able to
handle complications during delivery.

Results from the 2007 RSPA show that three-quarters of all health facilities provide some supports for
safe delivery at home. Detailed information on delivery at home is presented in Table 6.5.

Key Findings

About three-fourths of all facilities offer normal delivery services. These services are far less available in
facilities in Kigali City than in the provinces. Caesarean sections are generally done in hospitals.

Two-fifths of all facilities have a system of emergency transportation to another facility for maternity
emergencies.

3 o . . .
Referral facilities are counted as having an emergency transportation system, because they can provide all relevant
services.
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6.6.3 Infrastructure and Resources to Support Quality Delivery Services

In addition to basic infrastructure that assures privacy and supports infection control, several types of
equipment and medicines are needed to support safe deliveries.

Tables 6.6 and 6.7 provide aggregate information on infrastructure, equipment, and supplies for basic
delivery services, including emergency medicines. Figures 6.11 through 6.14 summarize the individual
items available, and Appendix Tables A-6.30 through A-6.41 provide details on elements assessed for
delivery services and on sterilization and high-level disinfecting (HLD) procedures for delivery
equipment. Figure 6.12 provides information on equipment for emergency obstetric care, and information
on supportive management and supervision is provided in Appendix Tables A-6.42 to A-6.44.

Infection control

Infection is one of the most common causes of maternal and neonatal morbidity and mortality, so
infection control practices are essential for quality delivery care. Among facilities offering delivery
services, 60 percent have all the items for infection control available in the delivery service area,
including soap and running water for washing hands, a sharps box, disinfecting solution, and clean or
sterile latex gloves (Table 6.6). The items most often lacking are soap and running water, which are
missing in 20 percent and 15 percent of facilities, respectively (Appendix Table A-6.30). Other items are
missing in less than 10 percent of facilities. Waste receptacles with plastic liners are available in 80
percent of facilities.

Table 6.6 Availability of items for quality delivery services
Percentage of facilities offering delivery services that have specific items to support quality delivery services,
by background characteristics, Rwanda SPA 2007
Percentage of facilities offering delivery services with: Number of
All other facilities
All items for ~ Capacity for ~ All delivery room elements to offering
Background infection  sterilization/HLD infrastructure support delivery
characteristics control’ processing2 and furnishings3 quality" services
Type of facility
Hospital 85 67 74 31 39
Health center/Polyclinic 59 17 33 10 345
Dispensary/Clinic/Health post 40 10 15 0 20
Managing authority
Government 57 18 32 10 266
Government-assisted 70 28 49 16 113
Private/NGO/Community 52 20 24 0 25
Province
North 64 28 20 4 74
South 58 18 37 8 102
East 45 17 43 9 92
West 70 19 36 23 107
Kigali City 72 34 52 3 29
Total 60 21 36 11 404
! Soap, running water, sharps box, disinfecting solution, and clean latex gloves.
2 In location where delivery service equipment is processed, equipment, knowledge of minimum processing
time for sterilizing or HLD processing, and an automatic timing device.
® Bed, examination light, and visual and auditory privacy.
* Guidelines, partographs, and 24-hour delivery provider onsite or on call, with duty schedule observed.
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Hospitals (85 percent) are more likely than health centers and polyclinics (59 percent) or dispensaries,
clinics, and health posts (40 percent) to have all infection control items (Table 6.6). Seventy percent of
government-assisted facilities, 57 percent of government facilities, and 52 percent of private, NGO, and
community facilities offering delivery services have all the infection control items available in the
delivery service area. Facilities in Kigali City (72 percent) and in West Province (70 percent) are more
likely to have all infection control items available in the delivery service area than facilities in other
provinces, especially in East Province, where only 45 percent of facilities have everything needed for
infection control in delivery service areas.

Among facilities offering delivery services, 58 percent process delivery service equipment in the delivery
area, 38 percent do so in the main facility area, and 2 percent process their equipment in the family
planning area. Two percent either do not process equipment or send equipment outside for final
processing (Appendix Table A-6.31). The procedures used for sterilizing or HLD processing equipment
used for deliveries were also assessed.® Among facilities offering delivery services, only 21 percent
(including 67 percent of hospitals and 28 percent of government-assisted facilities) meet all conditions for
quality sterilization or HLD disinfection of delivery equipment, that is, they have functioning equipment,
relevant information, and a timer. A large majority of these facilities (86 percent) use dry heat or an
autoclave, and the rest use either boil/steam or chemical HLD (Table 6.6 and Appendix Table A-6.32).

Only 8 percent of facilities have written guidelines for sterilization or HLD processing available in the
area where delivery equipment is processed (Appendix Table A-6.32). Written guidelines for sterilization
or HLD processing are more widely available in hospitals (33 percent) than in any other type of facility.

Infrastructure for delivery

Items to support quality delivery services were also assessed (Table 6.6 and Figure 6.9). A bed, an
examination light, and privacy (both visual and auditory) are considered the basic delivery room
infrastructure and equipment. Overall, just over one-third (36 percent) of facilities offering delivery
services have all these basic items (Table 6.6). The best-equipped facilities are hospitals (74 percent) and
government-assisted facilities (49 percent). Over 90 percent of facilities offer both visual and auditory
privacy and have a bed in the delivery area, but only 42 percent have an examination light (Figure 6.9).

Elements to support quality delivery services

The partograph (a document used to monitor an individual woman’s labor) is promoted internationally as
a way to improve the quality of care by helping providers make appropriate and timely decisions, based
on the progress of labor at every stage. It provides guidelines for the early identification of complications.
About 9 in 10 facilities have blank partographs available (Figure 6.9), and they are found in almost all
hospitals (97 percent) and in most of the health centers and polyclinics (87 percent). Only about two-third
of dispensaries, clinics and health posts (65 percent) have blank partographs (Appendix Table A-6.30.1).
Regarding the actual use of the partograph, 71 percent of interviewed delivery service providers reported
using it during the week preceding the visit, and 17 percent reported using it during the preceding two to
four weeks (Appendix Table A-6.45). Only 3 percent and 2 percent, respectively, reported last using a
partograph one to six months preceding the survey and more than 6 months preceding the survey. Only 13
percent of delivery service providers received training on the use of the partograph during the 12 months
preceding the survey (Appendix Table A-6.43.1).

“In Chapter 3, Sections 3.4.1 and 3.4.2 provide details on the definitions for adequate sterilization or HLD
procedures and storage practices.
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Figure 6.9 Items to support quality delivery services (N=404)
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Guidelines and protocols are not widely available: only 29 percent of facilities offering delivery services
have guidelines and protocols for normal obstetric care available in the delivery service area (Figure 6.9).
In Rwanda, physician generalists, obstetricians, and nurses/midwives are the principal staff members who
provide delivery services at facilities. About 84 percent of facilities report having a delivery service
provider onsite 24 hours a day (Figure 6.9). In Rwanda, certain health centers have providers living in or
near the facility.

Key Findings

Only 3 in 5 facilities that offer normal delivery services have all infection control items at the service
site. The items most commonly missing are soap and running water.

Only 1 in 5 facilities that offer normal delivery services have all the elements needed to support quality
sterilization of delivery equipment, and only 8 percent have written guidelines for sterilization or HLD
processing available in the area where delivery equipment is processed.

Blank partographs to help providers monitor an individual woman’s labor are widely available.

About 4 in 5 facilities have a provider available 24 hours a day for deliveries, mostly onsite.

Essential supplies for delivery services

Table 6.7 and Figures 6.12 and 6.13 provide information on the availability of essential supplies for
normal delivery and the availability of additional medicines and supplies to handle common and serious
complications of delivery.

MATERNAL HEALTH SERVICES

129



Scissors or a blade, cord clamps or ties, suction apparatus, antibiotic eye ointment for the newborn, and
disinfectant for cleaning the perineum are considered basic items for conducting a normal delivery. All
these items are available in the delivery area in 67 percent of facilities offering delivery services (Table
6.7), including 90 percent of hospitals, 65 percent of health centers and polyclinics, and 50 percent of
dispensaries, clinics, and health posts. Government-assisted facilities (77 percent) are more likely than
government facilities (64 percent) and private, NGO, and community facilities (52 percent) to have all of
these essential supplies. Availability of individual items ranges from 87 percent for suction apparatus or
cord clamp or tie to 95 percent for scissors or a blade (Figure 6.10).

Table 6.7 Availability of medicines and supplies for normal and complicated delivery
services

Percentage of facilities offering delivery services that have all essential supplies for delivery,
and percentage with additional medicines and supplies for delivery complications, by
background characteristics, Rwanda SPA 2007

Among facilities offering

All delivery services, percentage  Number of
essential with additional medicines and  facilities
supplies supplies for: offering

Background for Common Serious delivery
characteristics delivery’ complications® complications® _services
Type of facility
Hospital 90 59 74 39
Health center/Polyclinic 65 7 25 345
Dispensary/Clinic/Health post 50 0 30 20
Managing authority
Government 64 11 26 266
Government-assisted 77 16 38 113
Private/NGO/Community 52 4 36 25
Province
North 74 3 11 74
South 57 5 19 102
East 50 9 29 92
West 84 25 48 107
Kigali City 72 17 55 29
Total 67 12 30 404

! Scissors or blade, cord clamp, suction apparatus, antibiotic eye ointment for newborn, skin
disinfectant.
% Needle and syringes, intravenous solution with infusion set, injectable oxytocic, and suture
material and needle holder located in delivery room area; plus oral antibiotic (cotrimoxazole
or amoxicillin) located in pharmacy or delivery room area.

Injectable anticonvulsant (Valium or magnesium sulfate) in delivery room area and
injectable antibiotic (penicillin or ampicillin) or gentamicin in delivery room area or
pharmacy.
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Figure 6.10 Essential supplies for delivery (N=404)
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Additional supplies and medicines for complications

To manage delivery complications, facilities need additional medicines and supplies. Only 12 percent of
facilities offering delivery services have everything needed for common complications, including a
syringe and needle, intravenous solution with a perfusion set, an injectable oxytocic, suture material, and
a needle holder in the delivery area, plus an oral antibiotic in the pharmacy or delivery area (Table 6.7).
These additional supplies and medicines are available primarily in hospitals (59 percent), with lower
percentages found in government-assisted facilities (16 percent), and facilities in West Province (25
percent) and Kigali City (17 percent). Only 11 percent of government facilities offering delivery services
have all of these supplies. The supplies for common delivery complications are available in only 7 percent
of health centers and polyclinics (mainly polyclinics), and—as expected—in none of the dispensaries,
clinics, and health posts, because they are not set up to manage delivery complications. Among the items
needed for common complications, injectable oxytocics are most commonly missing (Figure 6.11).

The RSPA survey also assessed the availability of selected medicines and supplies for managing serious
complications in facilities offering delivery services. Maternal care standards indicate that every pregnant
woman or woman in puerperium seeking health care should be attended by a skilled health care provider
within 30 minutes of arrival at a health facility. This implies that all the supplies needed for emergencies
should be readily available. Maternal care standards also call for health facilities that provide Emergency
Obstetric Care (EmOC) to have an emergency tray of drugs available, with anticonvulsants,
antihypertensives, and oxytocics, among others.
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Figure 6.11 Additional medicines and supplies for managing complications of
delivery (N=404)
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Additional medicines and supplies for managing serious complications—which include injectable
anticonvulsants in the delivery area and antibiotics in the delivery area or pharmacy—are available in less
than one-third of facilities that offer delivery services, primarily in hospitals (74 percent), and facilities in
West Province (48 percent) and Kigali City (55 percent). Facilities in North Province (11 percent) are the
least likely to have these medicines and supplies for managing serious complications of delivery (Table
6.7). In 95 percent of facilities, oral antibiotics are available in the pharmacy but not in the delivery room.
Injectable oxytocics are available in the delivery area in only 28 percent of facilities. Injectable
anticonvulsants, used to control fits in severe pre-eclampsia and eclampsia, are available in the delivery
service area for 32 percent of facilities, although an additional 30 percent stock them elsewhere in the
facility (Figure 6.11). Injectable antibiotics (gentamicin) for treating sepsis are available in 60 percent of
facilities, but only 29 percent of facilities keep them in the delivery area. Hydralazine, commonly used to
manage elevated blood pressure during labor and delivery, is found in the delivery area of only 2 percent
of facilities.

Key Findings

Basic equipment and supplies for conducting normal deliveries (such as scissors or blades, cord clamps
or ties, and a disinfectant) are generally available in the facilities offering delivery services, with
hospitals more likely to have all basic supplies than other types of facilities.

All items for managing common complications of delivery are available in only 12 percent of facilities
offering delivery services, primarily in hospitals and in facilities in West Province and Kigali City.
Injectable oxytocics is the item most commonly missing for managing common complications of
delivery.

Additional medicines and supplies for managing serious complications are available in only one-third
of facilities offering delivery services.
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Emergency equipment

Facilities that manage complicated deliveries should have the capacity to offer comprehensive essential
obstetric care. In Rwanda, complicated deliveries are primarily managed in hospitals and selected health
centers that have skilled staff and equipment. Other facilities are expected to refer clients to specialized
facilities. In cases where life-saving emergency obstetric care is required, the capacity to perform surgical
procedures, including caesarean sections, and to transfuse blood is essential.

Caesarean sections and blood transfusion services are limited almost entirely to hospitals that offer
delivery services (Appendix Table A-6.36, Figure 6.12). Only 9 percent of government facilities offer
caesarean section services compared with 15 percent of government-assisted facilities. Facilities in Kigali
City are also more likely than others to offer these services.

Among facilities (mostly hospitals) that offer caesarean section, 77 percent have all of the basic items
needed, including an operating table, operating light, scrub area adjacent to the operating room, and
sterilized instruments (Appendix Table A-6.37). Seventy-seven percent of these facilities have an
anesthetist, and almost all have an anesthesia-giving set available.

Figure 6.12 Emergency equipment and services available in hospitals (N=39)
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Assisted vaginal delivery

In Rwanda, assisted vaginal delivery using forceps or vacuum extraction is allowed only under certain
conditions, and performed only by physicians and midwives or nurses with advanced training (Al), so
they are not frequently performed. If required, the procedure should involve as little trauma as possible
(for example, by using a plastic cap vacuum extractor at low pressure).

Among facilities offering delivery services, 11 percent have the capacity to provide assisted vaginal
delivery by means of vacuum extraction. Hospitals (79 percent) are more likely than health centers and
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polyclinics (3 percent) to perform this procedure (Appendix Table A-6.36, Figure 6.12). Government-
assisted facilities and facilities in Kigali City are also likely to provide this service.

Postabortion care

In Rwanda, abortion is generally illegal and is permitted only for three limited medical grounds: to save a
woman'’s life, to preserve her physical health, and for mental health reasons. It is illegal to perform an
abortion for reasons of rape or incest, fetal impairment, economic or social, or voluntary reasons. In
Rwanda, when an abortion is legally eligible, it must be performed by a physician in an authorized health
facility. A written testimony signed by two physicians indicating that the pregnancy would seriously
endanger the woman’s health is required.

The ability to provide care to a woman after an incomplete abortion is vital to prevent any further
complications (i.e., postabortion care). To remove any retained products of conception, facilities should
be able to provide manual vacuum aspiration or dilatation and curettage (D&C). Information on the
availability of these services is found in Appendix Table A-6.36 and Figure 6.12. There is wide
availability of vacuum aspirators and D&C kits among hospitals (85 and 97 percent, respectively). It is
not surprising that only small proportions of health centers and polyclinics have these items (13 and 7
percent, respectively).

Key Findings

Almost all hospitals offering delivery services provide blood transfusion and caesarean section
services. These services are most widely available in facilities in Kigali City.

Among facilities that perform caesarean section, about 4 out of 5 have all of the needed equipment,
including an operating table, operating light, scrub area adjacent to the operating room, and sterilized
instruments.

About eight in 10 hospitals have essential equipment and supplies (or the capacity) for managing
complications of labor and delivery such as assisted vaginal delivery and postabortion care.

6.7 Newborn Care Practices

The RSPA survey assessed newborn care practices and the availability of equipment and supplies for
newborn care. Facilities sometimes need special equipment to support newborns. The survey noted the
availability of emergency respiratory support units (i.e., an infant-sized Ambu bag) and external heat
sources to maintain body heat in infants, especially premature newborns (including incubators, heat
lamps, and other devices). Details on emergency support for newborns and on newborn care practices,
excluding care of the umbilical cord, are provided in Appendix Tables A-6.36 and A-6.38.

Only 36 percent of facilities offering delivery services have an emergency respiratory support system for
newborns (Appendix Table A-6.36). Hospitals, health centers and polyclinics, and facilities in Kigali City
and West Province are more likely to have emergency respiratory support available than other facilities.
Government-assisted facilities (47 percent) are more likely than government facilities (30 percent) and
private, NGO, and community facilities (28 percent) to have a respiratory support system for newborns.

Only 16 percent of facilities offering delivery services have an external heat source for newborns, and

they are mostly available in hospitals (77 percent), facilities in Kigali City (34 percent), and government-
assisted facilities (25 percent).
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Using catheter suction to stimulate respiration in newborns who are not breathing is a common practice in
many facilities. However, this should not be a routine practice because it may cause injury to the newborn
and risk mother-to-child transmission of HIV. Twelve percent of facilities report routinely using catheter
suction (Appendix Table A-6.38). This practice is mostly performed in hospitals (46 percent).

Hypothermia contributes to increased morbidity and mortality of newborns. It can be prevented by
avoiding a full-immersion bath during the first few hours after birth, and instead drying the newborn and
either immediately giving the infant to the mother for skin-to-skin contact or wrapping the newborn in a
warm blanket. Full-immersion bathing is routinely practiced in only 2 in 5 facilities. (Appendix Table A-
6.38). The practice is more common in dispensaries, clinics and health posts than in hospitals, health
centers and polyclinics.

Because low birth weight is a risk factor for infant death, weighing the newborn provides information
essential to postnatal care. Almost all facilities indicate that they routinely weigh newborns, and 93
percent have a functioning scale for weighing infants in the delivery service area (Appendix Table A-
6.38). A functioning infant scale is less available in dispensaries, clinics and health posts (80 percent)
than in hospitals (97 percent) and health centers and polyclinics (94 percent).

Vitamin A supplementation in poorly nourished children has been shown to decrease the risk of infection
and death. Newborns can receive a healthy amount of vitamin A through breast milk, but pregnant women
and breastfeeding women are also at risk of developing vitamin A deficiency and therefore need vitamin
A supplementation after delivery. About 2 in 5 facilities reported routinely providing vitamin A to new
mothers, and 26 percent of facilities have vitamin A available in the delivery area (Appendix Table A-
6.38). About half the facilities have vitamin A available either in the delivery room or in the pharmacy.

While 66 percent of facilities provide oral polio vaccine (OPV) to newborns, only 52 percent of facilities
give them BCG vaccine (Appendix Table A-6.38). Health centers and polyclinics are more likely than
other types of facilities to give OPV or BCG vaccines to newborns.

Internationally, exclusive breastfeeding is promoted for the first six months and providing prelacteal
liquids is discouraged. As noted previously, 79 percent of pregnant women are not routinely counseled on
exclusive breastfeeding. Providing prelacteal liquids to newborn is commonly practiced in all facilities
(Appendix Table A-6.38).

Almost all facilities (92 percent) routinely practice “rooming in,” where the infant stays with the mother
to promote exclusive breastfeeding and mother-child bonding (Appendix Table A-6.38).

Key Findings

Emergency respiratory support for newborns is not widely available in Rwandan health facilities.
Hospitals and facilities in Kigali City and West Province are most likely to have emergency newborn
support capacity.

Practices that are considered supportive of newborn health, such as weighing the infant and rooming-
in are common in Rwandan health facilities. Providing vitamin A to the mother is less common.

Routine suctioning of a newborn with a catheter is a potentially risky practice, but it is carried out by
12 percent of facilities, especially hospitals. Giving prelacteal fluids to newborns is common.

MATERNAL HEALTH SERVICES

135



6.8  Management Practices Supportive of Quality Delivery Services

Tables 6.4 and 6.8 provide information on management practices related to childbirth. Appendix Table
A-6.34 provides information on the availability of delivery service providers. Appendix Tables A-6.40
and A-6.41 provide information on routine charging practices for delivery services and on supportive
management for providers of delivery services. Appendix Tables A-6.42 through A-6.44 provide
information on supervision and staff development from the provider’s perspective.

6.8.1 Facility Documentation and Records

A delivery register is defined as being up-to-date if there is an entry in the past 30 days—based on the
assumption that there should be at least one birth per month in facilities that provide delivery services—
and if the entry describes the birth outcome. Ninety-one percent of facilities offering delivery services
have an up-to-date delivery register (Table 6.8). Up-to-date registers are available in the majority of
hospitals and health centers and polyclinics. Government facilities (91 percent) and government-assisted
facilities (96 percent) are more likely to have up-to-date registers than private, NGO, and community
facilities (68 percent).

Table 6.8 Facility-based supportive management practices
Among facilities offering delivery services, percentage with specific supportive management practices, and percentage where providers
receive training and personal supervision, by background characteristics, Rwanda SPA 2007
Percentage of
facilities where Number of
Number providers report facilities
Percentage of facilities offering delivery services with: of receiving: with
Observed Documentation Facility reviews facilities  Training interviewed
up-to-date of monitoring maternal/newborn User  offering related to providers of
Background patient delivery deaths or near  fees for delivery delivery. Personal dellvery
characteristics register1 coverage misses delivery services services® supervision3 services®
Type of facility

Hospital 95 15 97 95 39 74 82 39

Health center/Polyclinic 91 66 72 85 345 39 98 345

Dispensary/Clinic/Health post 70 30 70 100 20 20 85 20
Managing authority

Government 91 61 73 84 266 45 96 266

Government-assisted 96 62 78 89 113 35 97 113

Private/NGO/Community 68 32 68 96 25 24 84 25
Province

North 95 66 85 89 74 47 99 74

South 87 66 73 83 102 35 96 102

East 91 46 52 88 92 42 99 92

West 92 68 89 83 107 40 94 107

Kigali City 86 28 66 97 29 45 79 29

Total 91 59 74 86 404 41 96 404

Reglster has an entry in the past 30 days that, at a minimum, indicates delivery outcome.

ZA facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service training related
to their work during the 12 months preceding the survey. This refers to structured training sessions and does not include individual
mstructlon received during routine supervision.

A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised at least
once during the 6 months preceding the survey.

* Includes only providers of delivery services in facilities offering delivery services.

Facilities frequently have catchment populations for whom they are responsible for providing services.
The 2007 RSPA assessed whether facilities have any documentation indicating that they monitor the
proportion of deliveries that occur in their catchment area. About 6 in 10 facilities offering delivery
services have documentation showing they monitor delivery coverage in their catchment areas (Table
6.8). Health centers and polyclinics (66 percent) and government (61 percent) and government-assisted
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(62 percent) facilities are more likely than other facilities to monitor delivery coverage. Hospitals (15
percent), private, NGO, and community facilities (32 percent) and facilities in Kigali City (28 percent) are
less likely to monitor delivery coverage.

6.8.2 Systems for Quality Assurance, Including Maternal Death Reviews

One measure of quality assurance for delivery services is to systematically review all maternal and
newborn deaths and near misses in order to identify avoidable factors leading to these deaths. This helps
develop interventions that prevent the occurrence of future deaths. While the RSPA survey did not assess
the quality of these review programs, it did ask whether facilities implemented the process or not. Overall,
more than three-quarters of facilities providing delivery services conduct reviews of maternal or newborn
deaths and near misses (Table 6.8). The practice is more common in hospitals (97 percent) than in health
centers and polyclinics (72 percent) or dispensaries, clinics, and health posts (70 percent). Reviews are
less likely to be conducted by facilities in East Province (52 percent) and Kigali City (66 percent).

6.8.3 Practices Related to User Fees

Eighty-six percent of facilities offering delivery services charge some form of user fees for delivery-
related services (Table 6.8). User fees are charged by all dispensaries, clinics, and health posts, by almost
all hospitals (97 percent); all private, NGO, and community facilities (96 percent); and facilities in Kigali
City (97 percent).

While 81 percent of facilities charge user fees for normal delivery, 31 percent charge a fixed fee covering
both ANC and normal delivery services (Appendix Table A-6.41). Eighty-five percent have fees for
medicines, and 80 percent charge for laboratory tests. Discounts or exemptions for delivery services are
available at 66 percent of facilities. Fees for delivery services are publicly posted at 62 percent of
facilities.

6.8.4 Training and Supervision

A facility is defined as providing routine staff development activities if at least half the delivery service
providers interviewed said they had received structured training relevant to delivery services during the
12 months preceding the survey. This includes formal pre-service and in-service training, but excludes
individual instruction that occurs during routine supervision. About 2 in 5 facilities meet these criteria
(Table 6.8). Hospitals (74 percent) are more likely than other types of facilities to provide routine staff
development.

Figure 6.13 presents information on the topics covered during training and when training was offered.
During the 12 months before the survey, delivery service providers were more likely to be trained on
PMTCT (25 percent), obstetric practices for HIV/AIDS (23 percent), and nutrition counseling for HIV-
positive mothers (21 percent) than other topics.

A facility is defined as having routine staff supervision if at least half of the interviewed delivery service
providers reported being personally supervised in the past six months. Almost all facilities (96 percent)
meet these criteria (Table 6.8).
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Figure 6.13 Training received by interviewed delivery service providers, by topic
and timing of most recent training (N=1,161)
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Key Findings

Nine in 10 facilities have up-to-date delivery registers, including almost all hospitals and facilities in
North province.

Six in 10 facilities have documents showing they monitor community coverage of delivery services.

About three-quarter of facilities offering delivery services conduct reviews of maternal and newborn
deaths and near misses.

Almost all facilities have routine supervision of delivery service providers, but only 41 percent offer
them routine training.

6.9  Availability of Emergency Obstetric Care
6.9.1 The Signal Functions for EmOC

Outcome indicators of maternal health, such as the maternal mortality ratio, require large numbers of
observations in the denominator, and they are only amenable to change in the long term, over a minimum
of 4 to 5 years. In recognition of these limitations, process indicators have been developed that are easier
to collect data for and also easier to interpret. These indicators, which have been accepted by UN
organizations, are called the UN process indicators for Emergency Obstetric Care (EmOC). They measure
certain types of obstetric services that have a direct bearing on maternal outcomes, including mortality
and morbidity. This set of critical services or “signal functions” is proven to significantly reduce maternal
deaths and improve birth outcomes for the newborn. They consist of:

e Administration of parenteral antibiotics,
e Administration of parenteral oxytocic drugs,
e Administration of parenteral anticonvulsants for pre-eclampsia and eclampsia,
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Manual removal of the placenta,

Removal of retained products of conception,
Assisted vaginal delivery,

Blood transfusions, and

Surgery (caesarean delivery).

These signal functions have been categorized into two groups. Basic Emergency Obstetric Care
(BEmOC) includes the first six functions listed above, while Comprehensive Emergency Obstetric
(CEmOC) includes all eight functions. Internationally, a health facility qualifies as a BEmOC facility if it
provides the first six functions on the list, and it qualifies as a CEmOC facility if it provides all eight
functions on the list.

The 2007 RSPA examined the availability of EmOC services among facilities that provide normal
delivery—a total of 404 facilities. Because only hospitals are qualified to provide both BEmOC and
CEmOC, and health centers and polyclinics are qualified to provide only BEmOC, the analysis of
BEmOC excludes dispensaries, clinics, and health posts, and the analysis of CEmOC excludes health
centers and polyclinics. This leaves 384 facilities to be assessed—39 hospitals and 345 health centers.

Table 6.9 shows the proportion of hospitals and health centers and polyclinics offering delivery services
that reported conducting signal functions for EmOC in the three months preceding the survey. Appendix
Tables A-6.46 and A-6.47 show provision of basic signal functions in all facilities, and in just hospitals
and health centers and polyclinics.

Table 6.9 Signal functions for emergency obstetric care in hospitals, health centers, and polyclinics

Among hospitals and health centers offering delivery services, percentage that reported performing the signal functions for emergency
obstetric care (EmOC) at least once during the past 3 months, by background characteristics, Rwanda SPA 2007

Percentage of hospitals and health centers that utilize

the signal functions for emergency obstetric care: Number
Parenteral of
anti- Manual Removal facilities
convul- removal of Assisted Blood Compre- offering
Background Parenteral Parenteral sants or of retained vaginal trans- Caesarean Basic hensive delivery
characteristics antibiotics' oxytocics sedatives placenta products delivery fusion secton EmOC? EmOC® services
Type of facility
Hospital 97 100 59 85 72 77 97 82 36 28 39
Health center/Polyclinic 47 21 17 52 16 3 1 1 0 0 345
Managing authority
Government 51 23 21 54 17 9 9 7 3 3 264
Government-assisted 52 42 19 58 32 16 15 12 4 4 113
Private/NGO/Community 86 29 43 57 29 14 14 29 14 14 7
Province
North 26 15 4 35 12 5 7 5 0 0 74
South 55 27 16 57 31 10 10 10 6 4 102
East 52 24 20 48 8 8 10 8 1 1 90
West 62 41 35 72 27 15 13 9 4 3 92
Kigali City 77 42 46 77 35 27 19 23 15 15 26
Total 52 29 21 55 21 11 11 9 4 3 384

" Information was not collected specifically on the use of parenteral antibiotics during past 3 months, but facility had at least one unexpired
injectable antibiotic (ampicillin, amoxicillin, gentamicin, or procaine penicillin) available in the delivery area.

2 Facility applied the first six procedures (left to right) in the 3 months preceding the survey.

% Facility applied all eight procedures in the 3 months preceding the survey.
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Among the six BEmOC functions, facilities are most likely to offer manual removal of the placenta and
parenteral antibiotics. Slightly more than half the facilities have offered these services in the past three
months (Table 6.9). While parenteral oxytocics, parenteral anticonvulsants, and removal of retained
products are offered in 21 to 29 percent of facilities, only 1 in 10 facilities offers assisted vaginal delivery.

Almost all hospitals offer parenteral antibiotics and parenteral oxytocics; a large majority offers removal
of retained products, manual removal of the placenta, and assisted vaginal delivery (72 to 85 percent), and
59 percent offer parenteral anticonvulsants. About 4 in 10 hospitals offer all six BEmOC services. Health
centers and polyclinics are least able to provide basic emergency obstetric services, especially assisted
vaginal delivery (3 percent), removal of retained products (16 percent), and parenteral anticonvulsants (17
percent). None of the health centers and polyclinics offers all six BEmOC services.

It was expected that all hospitals would provide all CEmOC services, but the survey results indicate that
this not the case. Although 97 percent of hospitals provide blood transfusion services and 82 percent
perform Caesarean section, only 28 percent offer all eight CEmOC services.

Overall, in Rwanda both BEmOC and CEmOC services are only available in hospitals. While 36 percent
and 28 percent of hospitals providle BEmOC and CEmOC services, respectively, no health center or
polyclinic qualifies for either. These findings demonstrate the urgent need to upgrade facilities in order to
provide these critical services to women.

Key Findings

Most health centers and polyclinics do not provide basic emergency obstetric services and none offer
all six of the signal functions for BEmOC.

Contrary to expectation, only 36 and 28 percent of hospitals offer BEmOC and CEmOC services,
respectively.

6.9.2 Assessment of the UN Process Indicators for EmOC

The number and proportion of facilities that offer basic or comprehensive EmOC can be used to calculate
the coverage rates for EmOC in Rwanda.

Nationally, the coverage rate for BEmOC is 0.84 facilities per 500,000 people. The most inadequate
coverage is found in North Province, where no BEmOC facility is available. Overall coverage for
BEmOC is far less than the coverage recommended by the United Nations of 4 facilities per 500,000
people. As Table 6.10 shows, Kigali City with 2.36 facilities per 500,000 people comes close to the
recommended coverage for BEmOC. The rest of the provinces have 0.27 to 1.32 BEmOC facilities per
500,000 people.

The national coverage rate for CEmOC, 0.67 facilities per 500,000 people, is also less than the 1 per
500,000 people recommended by the United Nations. Kigali City, with 2.36 facilities per 500,000
population, meets and surpasses the recommended coverage for CEmOC. Only two provinces, South
(with 0.88 CEmOC facility) and West (with 0.68 CEmOC facility), come close to the coverage
recommended by the United Nations. It is worth noting that the number of facilities providing CEmOC in
each province is slightly less than or equal (Kigali City and East Province) to the number of facilities
providing BEmOC, indicating that many of these facilities do not just provide basic EmOC.
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The coverage rates obtained here may be considered crude because they are calculated for large areas
(province level) and may conceal differences at the district level. For example, within each province,
facilities may be concentrated in small and populous urban areas, such as large cities or tourist areas,
leaving large pockets of population without coverage. Still, these findings reveal the need to upgrade
maternal services in almost all facilities in all provinces in the country.

Table 6.10 Coverage rates for emergency obstetric care

Number of hospitals, health centers, and polyclinics in Rwanda providing delivery services and offering Basic Emergency
Obstetric Care (BEmOC) and Comprehensive Emergency Obstetric Care (CEmOC), and population coverage by services
and province, Rwanda SPA 2007

Number of Coverage
hospitals, Coverage of of CEmOC
health centers Number Percentage BEmOC (per Number Percentage (per
and providing  providing 500,000  providing providing 500,000
Provinces Population  polyclinics BEmMOC BEmOC population)) CEmOC CEmOC' population)'
North 1,729,633 74 0 0 0.00 0 0 0.00
South 2,281,272 102 6 6 1.32 4 4 0.88
East 1,883,967 90 1 1 0.27 1 1 0.27
West 2,191,266 92 4 4 0.91 3 3 0.68
Kigali City 848,077 26 4 15 2.36 4 15 2.36
Total 8,934,215 384 15 4 0.84 12 3 0.67

" Coverage of services = number of facilities offering service + population x 500,000
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Services for Reproductive Tract Infections.
Chapter 7 Sexually Transmitted Infections, and Tuberculosis

7.1 Background

7.1.1 Rwanda Service Provision Assessment Survey Approach to Collection of Information on
STIs, and Tuberculosis

Sexually transmitted infections (STIs) and reproductive tract infections (RTIs) other than HIV/AIDS
constitute a public health problem throughout the world, including Rwanda. They are major causes of
acute illness, leading to infertility, long-term disability, and even death in some cases. The association
between STIs and HIV infection has been widely observed and documented. It is known that STIs, if not
treated promptly and properly, can increase a person’s chances of becoming infected with HIV during
unprotected sex with an HIV-positive partner. Evidence of an association between STIs and HIV
infection in Rwanda is found in the 2005 RDHS (INS and ORC Macro, 2006). Because there is some
degree of stigma associated with STIs, it is difficult and embarrassing for some clients with symptoms to
seek care.

The impact of STIs and RTIs on reproductive health can be severe and life threatening. Potential
consequences include pelvic inflammatory disease (PID), infertility in women and men, ectopic
pregnancy, and adverse pregnancy outcomes such as miscarriage, stillbirth, preterm birth, and congenital
infection. Although most STIs and RTIs can affect both men and women, the consequences in women are
more common and more severe than in men (WHO, 2005b).

Tuberculosis (TB) is the seventh most important cause of premature mortality and disability worldwide,
and is projected to remain one of the ten leading causes of disease until 2020 (HealthLink, 2001). With
the advent of HIV/AIDS, TB, especially multi-drug-resistant tuberculosis (MDR-TB), is re-emerging as a
communicable disease of public health significance. This is because TB is also one of the most common
opportunistic infections for people with AIDS. Because of the powerful interaction between TB and HIV,
the incidence of TB is rising in sub-Saharan Africa and may rise in Asia. However, a 2007 World Health
Organization (WHO) report concludes that the global epidemic is on the threshold of decline, even though
TB is still a major cause of death worldwide (WHO 2007).

Therefore, it is extremely important that the Rwanda health care system has the capacity to appropriately
diagnose and treat common STIs, and TB. Using information collected in the 2007 RSPA, this chapter
addresses the following central questions:

e To what extent are STI services available, and to what extent do facilities offering STI services
have the capacity to support quality STI services?
To what extent do STI service providers adhere to standards for delivering quality services?

e Do facilities have management practices that support quality STI services, and how do clients feel
about the STI services offered?

e Do facilities have the resources to diagnose and manage TB?

7.1.2  Health Situation Related to STIs and RTIs in Rwanda
Reproductive tract infection (RTI) is a broad term that includes sexually transmitted infections (STIs) as

well as infections that are not transmitted through sexual contact. WHO estimates that over 340 million
new cases of four curable STIs (gonorrhea, chlamydia, syphilis, and trichomoniasis) occurred worldwide
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in 1999 among men and women age 15-49 years. The epidemiology of STIs and RTIs in Rwanda is not
well understood because of the inadequate number of facilities with the capacity to test for STIs, and
inadequate data reporting and poor data management in health institutions. According to the 2005 RDHS,
about 5 percent of sexually active women and 3 percent of sexually active men age 15-49 reported having
been diagnosed with STIs or have had symptoms of STIs such as abnormal or bad-smelling genital
discharge and a genital sore or ulcer. However, only 1 in 10 women (12 percent) and men (14 percent)
with STIs or STI symptoms sought advice or treatment from a health professional. About half of them (51
percent of women and 48 percent of men) did not seek advice or treatment at all (INS and ORC Macro,
2006).

7.1.3 Health Situation Related to Tuberculosis in Rwanda

According to WHO, there were an estimated 8.8 million new TB cases worldwide in 2005, 7.4 million of
which were in Asia and sub-Saharan Africa. A total of 1.6 million people died of TB in that year,
including 195,000 people infected with HIV. As of 2005, WHO estimates that the per-capita incidence of
TB was stable or falling in six WHO Regions and had already reached a peak worldwide. However, the
total number of TB cases was still rising slowly because the caseload continued to grow in Africa, the
Eastern Mediterranean, and South-East Asia (WHO, 2007).

Using the Directly Observed Therapy Short-course (DOTS) strategy, cure rates of 80 to 90 percent have
been achieved for passively diagnosed cases of smear-positive pulmonary TB. The Stop TB Department
of WHO together with its collaborating organizations—which provide guidance, support, and assistance
to several countries worldwide to reverse epidemics of TB and implement DOTS strategy—affirm that
DOTS strategy is both effective and cost-efficient. Based on the successes of these programs, WHO has
adopted DOTS as its strategy for global TB control (WHO, 2001b).

More than 90 million people with TB were reported to WHO between 1980 and 2005. Some 26.5 million
people were notified by DOTS programs between 1995 and 2005, while 10.8 million new smear-positive
cases were registered for treatment by DOTS programs between 1994 and 2004 (WHO, 2007). By 2005,
DOTS strategy was being applied in 187 countries, and close to 90 percent of the world’s population
lived in areas where DOTS strategy had been implemented by public health services.

TB has shown a dramatic resurgence in much of Southern and East Africa since 1980. This is primarily
due to the HIV epidemic, and TB is also affecting countries outside of sub-Saharan Africa. People who
are infected with HIV are much more likely to develop active TB than those who are not. Because sub-
Saharan Africa has the highest rates of HIV in the world, HIV-related TB has its greatest impact in this
region. An estimated one-quarter of TB cases are also HIV-infected. This leads to higher death rates
among TB patients, making it difficult for the DOTS program to reach the WHO target of an 85 percent
treatment success rate (WHO, 2005a).

Tuberculosis continues to be a major public health problem in Rwanda. Estimated prevalence of TB
continues to increase from about 500 cases per 100,000 population in 2000 to 598 cases in 2002, and 660
cases in 2004. During the same period, the TB-related mortality rate increased from 55 per 100,000
population in 2000, to 66 then 102 in 2002 and 2004, respectively (PNILP, 2008). According to the Joint
Annual Report for 2007 of the National Tuberculosis Program (PNILP), the number of notified TB cases
increased from 7,720 in 2005 to 8,014 in 2007 (PNILP, 2008). The report also showed that the number of
new smear-positives in 2005 and 2007 is about the same, 4,159 and 4,053 respectively. The PNILP
reported that the treatment success rate for TB in Rwanda in 2007 was 86 percent.
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7.2 Availability of STI Services

Integrating STI diagnosis and treatment into relevant health services increases opportunities for case
detection and treatment follow-up. The RSPA survey assessed STI service availability and service
delivery conditions. Most commonly, clients seeking health care specifically for symptoms of STIs are
seen in a general outpatient department. Clients seeking services for ANC or family planning, who are
mostly women, may also obtain STI services such as screening and treatment from these service sites.
Integrating STI screening and treatment into ANC and family planning may increase early detection and
improve follow-through on treatment, because women may be more comfortable discussing STI
symptoms during the course of a regular ANC or family planning visit with a familiar provider. If women
must go elsewhere for STI services, they are more likely to decide not to seek follow-up care.

Table 7.1 provides information on the availability of STI services. Appendix Tables A-7.1 and A-7.2
provide additional information on the availability of STI services and on whether facilities have the
system components and items needed to support quality counseling and examination.

Table 7.1 Availability of services for sexually transmitted infections
Percentage of facilities offering services for sexually transmitted infections (STIs) as a primary service, and among facilities offering
services for STls, percentage where STI services are provided in specific service areas, and percentage where STI services are offered
five or more days per week, by background characteristics, Rwanda SPA 2007
Percentage of facilities offering STI services in:
Prirr|1aryt§ervice Percentage
Percentage ocation of facilities
of facilities where Number
offering Family ~Antenatal services for of
STI General planning care OPD, FP, STisare facilities
services as Number outpatient (FP) (ANC) and ANC available at  offering
Background a primary of department Special service  service service least 5 days STI
characteristics service  facilities (OPD) clinic' area area areas per week services
Type of facility
Hospital 90 42 95 5 18 11 3 74 38
Health center/Polyclinic 99 389 95 4 45 41 21 83 386
Dispensary/Clinic/Health post 83 107 97 1 34 25 17 87 89
Managing authority
Government 98 309 95 4 48 37 21 81 304
Government-assisted 97 133 95 4 29 39 13 86 129
Private/NGO/Community 83 96 98 1 33 29 20 86 80
Province
North 100 90 97 3 38 28 13 78 90
South 97 117 96 4 41 42 22 69 113
East 96 113 95 4 49 33 18 89 109
West 100 132 93 5 36 37 17 89 132
Kigali City 80 86 96 1 41 41 25 90 69
Total 95 538 95 4 41 36 19 83 513
Note: Services may be available at multiple sites in the same facility if they are integrated. In small facilities, one service site and one
provider may provide services for general outpatients, ANC, and family planning clients.
STl services at the facilities surveyed are utilized primarily by females, so in almost all cases the special clinic is the gynecologic clinic.
Males might receive STI services in a urology clinic.

STI services may include counseling, testing, diagnosis, and treatment. Almost all (95 percent) health
facilities offer STI services (Table 7.1). Among these facilities, 95 percent offer STI services as part of
the general outpatient curative services and 4 percent have special STI clinics. Eighty-three percent of
facilities offer STI services at least five days per week (Table 7.1). STI services are also integrated into
family planning services in 41 percent of facilities and into ANC services in 36 percent of facilities.
About 1 in 5 facilities that offer STI services make these services available to clients in all three areas:
general outpatient, family planning, and ANC. In health centers and polyclinics, as well as dispensaries,

SERVICES FOR REPRODUCTIVE TRACT INFECTIONS, STIs, AND TUBERCULOSIS 145



clinics, and health posts (where services are more integrated), the provider available sees all clients for all
services and provides STI services to those clients who need them.

Key Findings

STI services are offered in almost all health facilities as part of general outpatient curative services.
About 1 in 5 facilities integrate STI services into ANC and family planning services as well as general
curative care.

Specialized STI services are rare, and least likely to be present in dispensaries, clinics, and health
posts.

7.3 Capacity to Provide Quality STI Services

The RSPA survey assessed systems, infrastructure, equipment, and supplies for support of quality STI
services. While STI services are provided in multiple sites in large facilities, information on whether
facilities have the capacity to provide quality STI services comes from the outpatient department, which is
the main STI service area.

Table 7.2 provides information on whether facilities have the infrastructure and resources to support
counseling and examinations for STI services. Figures 7.1, 7.2, and 7.3 summarize information on items
needed for quality STI services, including examinations, and on the utilization and availability of
diagnostic tests for STIs. Appendix Tables A-7.1 through A-7.3 provide details on system components,
infrastructure and resources, specific tests and medicines for diagnosis and treatment, user fees, and
supportive management services for STIs. Appendix Table A-7.5 offers details on training for STI service
providers, and Appendix Table A-7.6 gives information on supportive supervision for those providers.

7.3.1 System Components to Support Utilization of Services

As a result of the stigma frequently associated with having an STI, as well as the lack of symptoms in
many infected people, special efforts are needed to promote early diagnosis and encourage clients to seek
modern medical help for STI symptoms. The survey assessed the existence of program strategies and
service delivery components that contribute to the availability and improved utilization of STI services.

To effectively interrupt STI transmission, partners of clients with STIs must be tested, and if they are
infected, they must also be treated. The client is usually asked to notify the partner and ask him or her to
be examined; this process is referred to as passive follow-up. Under certain circumstances, the local
health authorities may take the initiative to contact the partner, inform him or her about the possibility of
STI infection, and recommend an appropriate course of action. This is known as active follow-up. Passive
follow-up is the most widely used system of client notification, with 93 percent of facilities reporting that
they use it, compared with 50 percent of facilities using active follow-up. Seven percent of facilities have
no follow-up system in place (Appendix Table A-7.2.1).

7.3.2 Infrastructure and Resources to Support Quality Assessment and Counseling

Complete privacy is needed to facilitate good counseling and open communication between providers and
STI clients. Privacy encourages clients to use services and encourages providers to adhere to protocols
and standards. Without privacy, the provider may not feel comfortable asking appropriate questions or
making the necessary examinations. Since counseling for diagnosis and prevention of STIs often takes
place in a location other than that of the physical examination, the conditions for counseling are assessed
separately from those for physical examinations.
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Almost all health facilities (94 percent) throughout Rwanda provide counseling for STIs under conditions
that assure both visual and auditory privacy (Figure 7.1). However, 3 percent have conditions assuring

visual but not auditory privacy, and 3 percent do not assure privacy of any kind (Appendix Table A-
7.2.1).

Sixty-three percent of facilities have STI guidelines in the STI service delivery areas (Figure 7.1), and
about 45 percent of facilities have guidelines for syndromic management of STIs (Appendix Table A-
7.2.1). The syndromic approach is a systematic method for estimating STI diagnosis by assessing
symptoms in a client. It offers a specific protocol for prescribing medicines based on the symptoms

observed (WHO, 2001a). Hospitals, health centers and polyclinics are more likely than dispensaries,
clinics and health posts to have STI guidelines of all kinds, including guidelines for syndromic diagnosis.

Sixty-three percent of facilities have visual aids for client education related to STIs, while a smaller
proportion (40 percent) have educational materials specific to HIV/AIDS (Appendix Table 7.2.1).

Figure 7.1 ltems supporting quality of STl services (N=513)
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Having condoms available at the service delivery site allows the provider to readily demonstrate their use
and to ensure that the client leaves with them. Condoms are not universally available in STI service
delivery areas. While about 85 percent of facilities have condoms available somewhere in the facility,
only about 2 in 5 facilities have condoms in the STI service delivery area (Figure 7.1).

Overall, only 1 in 5 facilities have all of the items needed to support quality counseling, including visual
and auditory privacy, STI guidelines, and visual aids for client education (Table 7.2). Hospitals (21
percent) and health centers and polyclinics (20 percent) are more likely to have these items than
dispensaries, clinics and health posts (11 percent). Facilities in East Province and government facilities
are also more likely to have all the items.
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Table 7.2 Availability of infrastructure and resources to support quality counseling and examinations for sexually transmitted infections
Among facilities offering services for sexually transmitted infections (STls), percentage with all components to support quality counseling, physical
examinations, diagnosis, and treatment for STls, by background characteristics, Rwanda SPA 2007
All
condi-
All items tions to Number
to provide Method for diagnosing Medicines of
support  quality STls Testing capacity for*: to treat facilities
quality physical four offering
Background counsel- exami- Gonor-  Wet HIV/ major STI
characteristics ing'  nation® Etiologic Syndromic® Clinical Syphilis® rhea® mount” Chlamydia® AIDS® STIs" services
Type of facility
Hospital 21 18 100 92 58 71 63 79 3 82 97 38
Health center/Polyclinic 20 2 66 97 57 47 15 39 2 53 81 386
Dispensary/Clinic/Health
post 11 4 53 87 47 13 12 28 2 19 37 89
Managing authority
Government 24 2 63 97 56 43 14 38 2 48 83 304
Government-assisted 14 5 77 97 60 59 26 47 1 67 85 129
Private/NGO/Community 8 6 60 84 46 19 20 39 5 26 25 80
Province
North 14 3 78 96 81 37 8 20 0 44 79 90
South 11 0 51 100 32 55 11 37 3 64 83 113
East 35 3 72 92 39 42 18 42 2 43 77 109
West 18 5 59 99 83 39 23 50 2 47 80 132
Kigali City 13 7 81 84 32 42 36 51 6 46 39 69
Total 19 3 66 95 55 43 18 40 2 49 74 513
' Visual and auditory privacy, any guidelines, any visual aids or educational materials, individual client charts, and condoms in STI service delivery
site.
2 All infection control items (soap, water, latex gloves, disinfecting solution, and sharps box), visual privacy, examination bed, and examination light.
® This refers specifically to the WHO syndromic approach algorithms.
4 Capacity to conduct a test does not mean the facility routinely utilizes the test.
Either venereal disease research laboratory (VDRL) test and functioning microscope, or reactive protein reagent (RPR) test kit.
% Gram-stain reagents and functioning microscope or culture capacity.
Functioning microscope and slides.
® Giemsa stain for chlamydia.
Enzyme-linked immunosorbent assay (ELISA), Western Blot, rapid test, or polymerase chain reaction (PCR).
"% At least one medicine to treat syphilis, gonorrhea, trichomoniasis, and chlamydia.

Key Findings

Only one in five facilities have everything needed to support quality STI counseling.

Almost all facilities provide STI counseling under conditions that ensure both visual and auditory
privacy, and STI guidelines, visual aids and educational materials for STIs are each available in 6 out
of 10 service delivery areas.

Fifteen percent of facilities providing STI services do not have condoms available, either in the service
delivery area or anywhere in the facility.

Half of facilities have an active follow-up system to notify partners of STI clients, but 7 percent of
facilities do not have any follow-up system.
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7.3.3 Infrastructure and Resources for Examinations and Treatment

Facilities can better diagnose and treat STIs when there is an adequate infrastructure for physical
examinations, laboratory diagnostic support, and medicines for treating specific STIs.

Quality physical examinations require infection control measures and adequate infrastructure and basic
equipment for client examinations.

Infection control

Items considered important for infection control include soap, running water, latex gloves, disinfecting
solution, and sharps containers. All of these infection control items are available in the STI service area in
only 26 percent of facilities offering STI services (Figure 7.2). Latex gloves are the item most widely
available. Soap is less frequently available, in only half of facilities. Hospitals (50 percent) are the most
likely to have all items needed for infection control (Appendix Table A-7.2.1).

Waste receptacles are available in only about 3 in 5 facilities offering STI services. Just 22 percent of
facilities have all necessary items for infection control as well as waste receptacles (Appendix Table A-
7.2.1).

Figure 7.2 Items to support quality examinations for STIs (N=513)
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Physical examinations

Quality physical examinations require visual and auditory privacy, an examination bed, and an
examination light. All three of these are available in only 11 percent of facilities (Figure 7.2). Visual and
auditory privacy (95 percent) and an examination bed (90 percent) are widely available in the facilities
offering STI services. Hospitals (29 percent) are more likely than other types of facilities to have
everything needed for physical examinations (Appendix Table A-7.2.1). Nearly all facilities can assure
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visual and auditory privacy for client examinations (96 percent) and examination beds (92 percent).
However, only 11 percent of facilities have an examination light, which brings down the composite
indicator.

Overall, only 3 percent of facilities offering STI services have all items needed for infection control and
quality physical examinations (Appendix Table A-7.2.1).

Key Findings

About 1 in 5 facilities have all items needed for infection control plus a waste receptacle in the STI
service area. Hospitals seem best prepared for infection control.

One in 10 facilities offering STI services has all items needed for physical examinations. Rarely do
facilities have everything needed for both infection control and quality physical examinations for STIs.

STI diagnosis

WHO recommends two approaches to diagnose and provide STI services at primary care facilities: the
etiologic approach and the syndromic approach (WHO, 2001a). The etiologic approach uses laboratory
tests to diagnose STIs and is more accurate than syndromic diagnosis. However, laboratory facilities are
often unavailable. The syndromic approach, which is recommended for facilities without a laboratory,
assesses the presence of specific symptoms and then uses an algorithm to determine what treatments
should be provided. When neither an etiologic nor a syndromic approach is used, providers may diagnose
and prescribe medications based on their clinical judgment and clients’ symptoms, an approach referred
to as clinical diagnosis. Studies have shown that when providers lack laboratory results or a specific
protocol, such as the syndromic approach, to guide STI diagnosis and prescriptions, they often give the
wrong treatment (Lande, 1993).

The most reliable means to ensure that clients receive a desired laboratory test is for the facility to
conduct the test in-house. Another alternative is to collect the specimen and send it to another facility for
testing. The least reliable means is to refer the client to another facility for the laboratory test, because the
client may decide not to take the test at all. Figure 7.3 provides information on whether and how facilities
test for various conditions.

The syndromic approach is the most common method used to diagnose STIs in Rwanda. Almost all (95
percent) facilities use the syndromic approach, while slightly more than half the facilities employ clinical
diagnosis of STIs and 66 percent use the etiologic approach (Table 7.2). The etiologic approach is used in
all hospitals, and is more likely to be used in government-assisted facilities (77 percent) and in facilities in
Kigali City (81 percent) and North Province (78 percent). Only 2 percent of facilities have the capacity to
test for chlamydia, compared with 18 percent that can test for gonorrhea, 43 percent for syphilis, and 49
percent for HIV.

As shown in Figure 7.3, HIV testing is both available and actually conducted in more facilities than other
tests. Fifty-seven percent of facilities report conducting HIV tests in-house, and 46 percent had the tests
available on the day of the survey. Syphilis, gonorrhea, and chlamydia testing are less common. Although
54 percent, 60 percent, and 23 percent of facilities report conducting syphilis, gonorrhea, and chlamydia
tests in-house, respectively, only 29 percent, 17 percent, and 1 percent had the respective tests available
on the day of the survey. When facilities reportedly conduct a test in-house but do not have the test
available (as was the case for 25 percent of facilities regarding syphilis testing and 43 percent for
gonorrhea testing), this may reflect stock-outs of test equipment or reagents, or a lack of precise
knowledge on the part of the respondents on the availability of such specific testing equipment. From 17
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percent to 24 percent of facilities refer clients elsewhere for various tests, while many facilities offering
STI services do not utilize tests for gonorrhea (19 percent), HIV/AIDS (19 percent), syphilis tests (29
percent), and chlamydia (51 percent).

Figure 7.3 Utilization and availability of diagnostic tests for STIs (N=513)

60
%]
@
kst o 51
2 5
@ 46
12}
— 43
=
]
o 40
£
=
9]
=
29 29
(2]
§ 30 =
= 24
8 20 22 52122
e 20 19 19 25 525
5] 17 =z 17 35 £5254)
% piosed 5252
o) %65 pesed 155
[ Fet b s
= 1559 Soted 1525 ks
9] stete! Soted 1525 ks
= 2505) et piosed 5252
S 1505 et ety [b45ed
9 1505 et sty [b45ed
o 10 e s sose g6
5] 2525 Baesa) st 152529
o 2] %65 s 155
o stete! Soted 35 £5254)
stete! Soted 1525 ks
1 K2 Soted 1525 1B 1
0 i Soled 3554 S

Syphilis Gonorrhea HIV/AIDS Chlamydia

OTest not utilized or don't know

E3Takes specimen, sends elsewhere for test
E3Refers client for test

EConducts test and test not available

Ml Conducts test and test available

RSPA 2007

STI treatment

The most common STIs are syphilis, gonorrhea, trichomoniasis, and chlamydia. Medicines to treat all
four STIs are available in only three-quarters of facilities offering STI services, more often in hospitals
(97 percent) and health centers and polyclinics (81 percent) than other types of facilities. Government and
government-assisted facilities are also more likely than others to have this capacity (Table 7.2). Private,
NGO, and community facilities (25 percent), and facilities in Kigali City (39 percent) are much less likely
to have medicines to treat all four STIs.

The medicines most widely available are: any injectable penicillin for treating syphilis, which is available
in 86 percent of facilities; metronidazole for treating trichomoniasis, available in 81 percent of facilities;
amoxicillin for treating chlamydia, in 77 percent of facilities; erythromycin and doxycycline for treating
chlamydia and syphilis, found in 76 percent and 74 percent of facilities respectively; ciprofloxin for
treating gonorrhea, in 68 percent of facilities; and norfloxacin for treating chlamydia and gonorrhea, in 48
percent of facilities. Nystatin or miconazole suppositories for treating candidiasis are available in 77
percent of facilities. Other medicines are each available in about 20 percent or less of facilities. These
include tinidazole for treating trichomoniasis, ceftriaxone for gonorrhea, augmentin for chlamydia,
tetracycline for chlamydia and syphilis, and miconazole or clotrimazole creams or suppositories for
treating candidiasis (Appendix Table A-7.3).
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Key Findings

The syndromic approach is the most widely used method to diagnose STIs in Rwandan facilities,
followed by the etiological approach. The clinical approach is the least used method.

About half the facilities have the capacity to test for HIV/AIDS—29 percent for syphilis—and also
had test materials available on the day of the survey. Only 18 percent of facilities have the capacity to
test for gonorrhea and had test materials available.

About three-quarters of facilities have at least one medicine for each of the four common STTIs.

Very few health facilities take specimens and send them elsewhere for testing.

7.4  Management Practices Supportive of Quality Services

Management practices supporting quality STI services include documentation practices related to user
fees, staff supervision, and staff development.

Summary information on management practices supporting STI services is provided in Table 7.3.
Summary information on training topics for STI service providers is provided in Figure 7.4. Appendix
Tables A-7.4 through A-7.9 provide additional information on service statistics, charging practices for
STI services, supervision, and training.

7.4.1 Facility Documentation and Records

WHO considers recordkeeping and reporting on STIs and STI service utilization to be key elements in
STI surveillance, necessary for improving the management of an STI program (UNAIDS/WHO Working
Group, 1999). The survey considered that an STI services register is up-to-date if there is an entry during
the past seven days, and if symptoms or a diagnosis consistent with STIs are recorded. Because most STI
services are provided in outpatient departments, these records were checked for entries on clients with
STI symptoms or diagnoses.

Thirty-seven percent of facilities (including 37 percent of hospitals and 38 percent of health centers and
polyclinics) have an up-to-date register (Table 7.3). Dispensaries, clinics, and health posts (30 percent)
are least likely to have up-to-date registers. Another 37 percent of facilities have registers with entries
more than seven days old.
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Table 7.3 Management practices supportive of quality services for sexually transmitted infections

Percentage of facilities offering services for sexually transmitted infections (STIs) with client register observed and
percentage where interviewed STI providers reported receiving routine training on STIs and personal supervision, by
background characteristics, Rwanda SPA 2007

Percentage of facilities
where interviewed STI

Observed client register service providers
with probable STI reported receiving Number of
client recorded Number of routine: facilities with
Entry Most recent facilities Training interviewed

Background within past entry offering STI  related to Personal providers of
characteristics 7 days >7 days ago services STIs' supervision2 STl services®
Type of facility

Hospital 37 39 38 97 86 36

Health center/Polyclinic 38 37 386 76 98 380

Dispensary/Clinic/Health post 30 36 89 44 58 81
Managing authority

Government 37 37 304 76 95 296

Government-assisted 45 35 129 80 98 128

Private/NGO/Community 25 40 80 47 59 73
Province

North 32 39 90 79 94 86

South 27 36 113 75 95 110

East 45 30 109 82 95 105

West 46 43 132 65 95 130

Kigali City 29 33 69 61 59 66

Total 37 37 513 73 90 497

TA facility has routine staff training if at least half of interviewed providers reported they had received pre- or in-service
training related to their work during the 12 months preceding the survey. This refers to structured training sessions and does
not include individual instruction received during routine supervision.

A facility has routine staff supervision if at least half of interviewed providers reported they had been personally supervised
at least once during the 6 months preceding the survey.

% Includes providers offering STI services in facilities that offer STI services in any service area assessed in the survey (e.g.,
outpatient, ANC, or FP service areas).

7.4.2 Training and Supervision
Training

A facility is considered to have routine training and staff development if at least half of the interviewed
STI providers received training related to STI services in the 12 months preceding the survey. This
includes pre-service and in-service training, but excludes individual instruction received during
discussions with supervisors. In Rwanda 73 percent of facilities meet this criterion (Table 7.3). Hospitals
and health centers and polyclinics, as well as government and government-assisted facilities, are more
likely to have routine training on STIs. Facilities in Kigali City are least likely to offer staff training.

Fifty-nine percent of STI service providers received some form of HIV/AIDS-related training in the 12
months preceding the survey and 32 percent received training on PMTCT. However, only 10 percent of
them received training on the clinical diagnosis and treatment of STIs and 18 percent on the syndromic
approach (Figure 7.4). Sixteen percent of interviewed staff received training on clinical diagnosis and
treatment of STIs during the period 13-35 months preceding the survey, while 15 percent were trained on
the syndromic approach.
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Supervision

If at least half of STI service providers in a facility have been personally supervised during the past six
months, the facility is considered to have routine staff supervision. Supervising individual staff promotes
adherence to standards and the identification of problems that contribute to poor quality services. Routine
supervision occurs in 90 percent of facilities (Table 7.3). Dispensaries, clinics, and health posts, as well as
private, NGO, and community facilities, and facilities in Kigali City are the least likely to routinely
supervise STI service providers. STI service providers who received supervision in the past six months
were supervised an average of six times (Appendix Table A-7.6).

Figure 7.4 Training received by interviewed STI service providers, by topic and
timing of most recent training (N=1,220)
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Key Findings

About 2 in 5 facilities offering STI services have up-to-date client registers.

Seventy-three percent of facilities have routine staff training related to STI services, and 90 percent of
facilities have routine staff supervision. Routine supervision is weakest in facilities in Kigali City.

7.5 Adherence to Standards for Quality Service Provision

To assess whether providers adhere to STI service standards, the RSPA survey observed STI client-
provider consultations, using observation checklists based on generally accepted standards for STI
services (WHO, 2001a). It was noted whether information was shared on a topic, or an examination was
actually conducted and recorded. The survey did not assess whether the information was correct or
whether findings were appropriately interpreted.

Figure 7.5 summarizes the information shared during the consultation and the types of examinations
conducted for female clients. Appendix Tables A-7.9 through A-7.11 provide details on the content of the
observed assessments, physical examinations, and counseling. Appendix Tables A-7.12 through A-7.14
provide clients experiences and opinions.
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7.5.1 Assessment of Relevant History

Any client with a possible STI should be assessed for signs and symptoms, as well as social factors that
affect the risk of contracting an STI. A total of 106 STI clients (32 males and 74 females) were observed
while being assessed for symptoms that might be STIs. Only 65 percent of these clients were assured of
confidentiality. In almost all cases, clients were asked about symptoms and how long they have been
present, but other critical information was less frequently solicited (Figure 7.5). For example, providers
took a history of recent sexual contacts in 80 percent of cases, assessed the presence of symptoms in the
sexual partner in 66 percent of cases, and checked the status of the partner (e.g., whether monogamous or
polygamous) in 69 percent of cases.

7.5.2 Pelvic Examination and Infection Control

A physical examination provides objective information that can improve the probability of an accurate
diagnosis. Among observed female STI clients who were examined, the genitalia were inspected and a
speculum was used in about 4 in 5 cases (Figure 7.5).

Conditions and practices for pelvic examination are generally good in health facilities. Visual and
auditory privacy was assured during 98 percent of the pelvic examinations observed. Providers explained
the procedure in 78 percent of cases, but they asked the client to relax before starting the pelvic
examination in only about half the cases (Appendix Table A-7.10.1).

Providers wore clean gloves for 78 percent of pelvic examinations. Observers noted that providers
washed their hands with soap prior to the examination and after removing gloves during 27 percent and
51 percent of examinations, respectively.

Figure 7.5 Components of counseling for all clients assessed for possible
symptoms of STls (N=106) and type of examination conducted on
female clients with symptoms of STIs (N=41)
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Only 44 percent of speculum examinations employed sterilized or high-level disinfected (HLD)
equipment. Just over 44 percent of speculum examinations were conducted with instruments that were
properly prepared beforehand, that is, sterilized, placed on a tray, and covered. Used equipment was
placed in decontaminating solution after only 32 percent of exams, and similarly contaminated surfaces
were wiped with disinfectant after only 35 percent of pelvic examinations (Appendix Table A-7.10.1).

Key Findings

Providers wear clean gloves during 8 in 10 pelvic examinations and wash their hands afterwards during
half the examinations. Washing hands with soap and running water before conducting the examination
is rarer; it occurred in just 27 percent of pelvic exams observed.

Pelvic examinations are performed under conditions assuring visual and auditory privacy in almost all
facilities.

Use of sterilized equipment for pelvic exams is observed in less than half the examinations.

7.5.3 Client Counseling

The relationship between the client’s infection and sexual activity was mentioned or discussed during 68
percent of STI consultations (Appendix Table A-7.11). About 4 in 5 STI clients received either
medication or a prescription for treating their infection, but only 3 in 10 were given medication or a
prescription for their sexual partners (Appendix Table A-7.11). Fifty-seven percent of clients were
observed being told how to take the medicine, and a follow-up appointment was discussed with 45
percent of clients. Partner referral is common: 65 percent of STI clients were encouraged to refer their
partners for diagnosis and treatment. Only about half of clients were counseled on the risk of HIV/AIDS.

Health education is not very common. Discussions of any kind about condoms or HIV/AIDS were
observed in 55 percent of all STI consultations. Providers discussed using condoms for prevention in 29
percent of consultations, but only instructed 12 percent of STI clients on how to use a condom and offered
condoms to only 3 percent of clients (Appendix Table A-7.11).

Using an individual client health card is important for ensuring that information is available for follow-up
and continuity of care. Providers recorded information on the individual client health card for almost all
observed STI clients (Appendix Table A-7.11).

7.5.4 Client Opinion from Exit Interviews

STI clients whose consultations were observed were asked about their experiences with the provider that
day as they exited the facility. Forty-six percent of clients said that they had used condoms at some time.
Twenty-eight percent of clients reported that the provider talked about condoms during the visit, which is
comparable to what was observed. Seven percent of clients said they had received condoms during the
visit, which is higher than what was observed (Figure 7.6, Appendix Table A-7.12).

When asked about issues that may contribute to lack of condom use in general, 41 percent identified some
specific factor. The most common reasons were that condoms reduce their own sexual satisfaction (22
percent) or the partner's sexual satisfaction (20 percent), and that condoms are embarrassing to discuss
with partners (16 percent). Other factors reported by clients were problems with disposal of condoms (8
percent) and embarrassment to purchase condoms (7 percent). Among clients who mentioned any of these
issues, approximately 1 in 3 said they had discussed the issue with the provider (Appendix Table A-7.12).
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Figure 7.6 Client-reported knowledge and experience related
to condom use (N=100)
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During the exit interview, clients were also asked their opinion about issues commonly related to client
satisfaction. They were asked whether they considered specific issues to be big problems, small problems,
or not a problem for them on the day of their visit. Only a few items were identified as big problems and
by relatively few clients. Twenty-eight percent of clients felt that the waiting time to see a provider was a
big problem and 13 percent said the availability of medicines was a big problem (Appendix Table
A-7.13). The behavior or attitude of the provider, the inability to discuss problems or concerns, and
cleanliness of the facility were each regarded as a problem by about 8 percent of clients.

Clients were asked whether this facility was the one nearest to their home and, if not, why they did not
visit the nearest facility. Eighteen percent of STI clients said it was not the closest facility to their home.
While 44 percent of these clients prefer keeping their reasons anonymous, 33 percent stated that the
reason for not attending the nearest facility was a referral to this facility. Some clients cited a bad
reputation (6 percent) as their reason for not going to the nearest facility (Appendix Table A-7.14).

Key Findings

The relationship between STIs and sexual activity was discussed in about 7 of 10 observed STI
consultations.

Three-quarters of observed STI clients received medicines or a prescription, but less than a third were
given medicines or a prescription for their partners.

7.6 Resources for Diagnosis and Management of Tuberculosis

Tuberculosis, especially multi-drug-resistant tuberculosis (MDR-TB), is a re-emerging communicable
disease of public health significance. To control TB infection and to prevent its most severe
complications, universal BCG vaccination at birth is mandatory in many developing countries, including
Rwanda. TB is also one of the most common opportunistic infections for people who are HIV positive.
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To improve compliance with full treatment and reduce the prevalence of drug-resistant strains of TB, the
World Health Organization (WHO) recommends the use of the directly observed treatment, short-course
(DOTYS) strategy for the management TB. The DOTS strategy includes the following five essential
elements:

—

Government commitment to sustained TB control

2. Sputum-smear microscopy to detect infectious cases of TB among people attending health care
facilities who show symptoms of pulmonary disease, particularly cough of three weeks’ duration
or more,

3. Standardized short-course anti-TB treatment for at least all sputum smear-positive pulmonary TB
cases, with direct observation of treatment for at least the initial two months;

4. Regular, uninterrupted supply of anti-TB drugs and diagnostics, and

5. Monitoring and accountability system for program supervision and evaluation of treatment

outcome for each patient diagnosed.

While the RSPA survey did not collect all the information related to the DOTS strategy, it assessed TB
services provided at all facilities, their capacity to conduct a sputum test, and the availability and
uninterrupted supply of anti-TB medications for standardized short-course treatment. The survey also
evaluated staff development and supervision activities among health providers that offer TB services.

It is worth noting that according to the Programme National Intégré de Lutte Contre le Paludisme
(PNILP), there are currently 183 tuberculosis sentinel sites that provide TB screening and treatment
across the country (PNILP, 2008). All health centers (government and government-assisted), whether
they officially have a tuberculosis services clinic/unit or not, are obligated to provide follow-up treatment
for tuberculosis cases that are referred from these 183 sentinel sites.

The survey found that TB diagnosis, treatment, and/or follow-up services are available in 64 percent of
facilities, including almost all hospitals (93 percent) and 72 percent of health centers and polyclinics
(Table 7.4). TB services are more widely available in government-assisted facilities (81 percent) and
government facilities (70 percent) than other types of facilities. Facilities in South and East provinces are
also more likely to offer TB services than facilities elsewhere.

7.6.1 Tuberculosis Diagnosis

Nearly 3 in 5 facilities offer TB diagnostic services, including almost all hospitals and 66 percent of
health centers and polyclinics (Table 7.4). Private, NGO, and community facilities (16 percent), and
facilities in Kigali City (37 percent) are among the least likely to diagnose TB. About half the facilities,
including most hospitals and more than half of health centers and polyclinics, diagnose TB using sputum
tests. The use of x-rays for diagnosing TB is available in only 8 percent of facilities and limited mostly to
hospitals (69 percent) (Appendix Table A-7.20). None of the facilities rely on clinical symptoms for
diagnosing TB. About 2 in 5 facilities that diagnose TB using sputum tests have all the items needed to
conduct such a test, including a functioning microscope, glass slides, and hot stains (methyl blue,
sulphuric acid, and carbol fusion) or cold stain (Kinyoun stain) for the AFB or Ziehl-Neeson test.
Hospitals (79 percent) are more likely than other facilities to have the capacity to conduct microscopic
sputum and stained sputum examinations for TB diagnosis. Seventy-two percent of facilities that use
sputum tests to diagnose TB have records of sputum test results available (Appendix Table A-7.20).

7.6.2 Tuberculosis Treatment and Availability of Medicines

Sixty-one percent of facilities offer TB treatment and/or follow-up services, and 85 percent of these
facilities follow the DOTS approach for TB treatment (Table 7.4).
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Among facilities following the DOTS approach, 91 percent report being part of the National DOTS
program. Client registers, an important part of any treatment program, are available in 81 percent of these
facilities. Larger facilities are likely to offer TB services at multiple sites within the facility. Where this is
the case, TB treatment protocols, which are expected to be available at these sites, are available in all sites
in 71 percent of TB facilities. First-line anti-TB medicines (any combination of isoniazid, rifampicin,
ethambutol, and pyrazinamide) are available in 90 percent of these facilities (Appendix Table A-7.18.1),
including almost all hospitals and 89 percent of health centers and polyclinics. Facilities in North
Province (85 percent) and South Province (84 percent), and private, NGO, and community facilities (50
percent) are the least likely to have all first-line TB medicines.

Table 7.4 Availability of services for TB

Among all facilities, percentage providing any TB diagnostic services and any TB treatment and/or follow-up services, and among
those providing any treatment and/or follow-up services, percentage following DOTS or other strategies, by background
characteristics, Rwanda SPA 2007

Among facilities
providing any TB

treatment and or Average
follow-up services, Number of number of
percentage facilities sites
Percentage of facilities offering: following': offering offering
Any TB Any TB any TB any TB
treatment diagnostic, treatment treatment
Any TB  or follow- treatment, Treatment Treatment or follow- or follow-
Background diagnostic up follow-up Number of through other than up up
characteristics services  services  services facilities DOTS DOTS services  services®
Type of facility
Hospital 93 93 93 42 79 31 39
Health center/Polyclinic 66 7 72 389 87 15 275 1
Dispensary/Clinic/Health post 18 12 21 107 69 31 13 1
Managing authority
Government 62 69 70 309 84 19 213 1
Government-assisted 80 81 81 133 88 14 108 1
Private/NGO/Community 16 6 19 96 67 33 6 1
Province
North 49 49 50 90 93 7 44 1
South 76 81 81 117 73 29 95 1
East 61 73 75 113 88 16 83 1
West 61 60 62 132 91 10 79 1
Kigali City 37 30 42 86 88 23 26 2
Total 58 61 64 538 85 18 327 1

" Some facilities used both DOTS and other treatments, so columns may add up to more than 100 percent.
2 Within one facility there may be several locations where the same service is offered. Each of these locations is defined as a
service site.

7.6.3 Tuberculosis and HIV/AIDS Services

Because TB is an important opportunistic infection in people who are HIV positive, it is recommended
that newly diagnosed TB patients be screened for HIV and vice versa. According to a recent WHO report,
“HIV testing for TB patients is increasing quickly in the African Region, however little effort has yet
been made to screen HIV-infected people for TB, though this is a relatively efficient method of case-
finding” (WHO, 2007). The RSPA survey assessed the availability of a system in which newly diagnosed
TB patients are tested for HIV. Among facilities offering any TB services, 85 percent routinely refer all
newly diagnosed TB clients for HIV testing, while a few facilities (4 percent) refer only clients who are
suspected of being infected with HIV. The referral records for HIV testing for newly diagnosed TB
clients and for current TB clients who are HIV positive are available in 75 percent and 72 percent of TB
facilities, respectively. Hospitals and health centers and polyclinics as well as government and

SERVICES FOR REPRODUCTIVE TRACT INFECTIONS, STIs, AND TUBERCULOSIS

159



government-assisted facilities are more likely than other facilities to refer any or all newly diagnosed TB
clients for HIV testing (Appendix Table A-7.21). These facilities are also more likely to have records of
such referrals available.

Key Findings

Almost two-thirds of facilities, mostly hospitals and health centers, offer TB services of some kind,
including diagnosis, treatment, and follow-up.

Three in five facilities provide TB treatment and/or follow-up, and 85 percent of facilities follow the
DOTS approach.

Of facilities following the DOTS approach, nine in ten have all first-line treatment medicines available.

Eighty-five percent of facilities routinely refer newly diagnosed TB patients for HIV testing and three-
fourths have records of such referrals available.
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Chapter 8 Malaria Services

8.1 Background
8.1.1 Situation Related to Malaria in Rwanda

Malaria is caused by protozoa of the genus Plasmodium transmitted to humans through the bite of the
female Anopheles mosquito. Malaria is one of the world’s major public health concerns, particularly in
sub-Saharan Africa. Each year it afflicts 300 to 500 million people worldwide, resulting in one to two
million deaths. A large majority of infections and deaths (over 80 and 90 percent, respectively) occur in
Africa. Malaria also has an enormous negative socioeconomic impact in countries with endemic
infestation, with losses of about US$3.6 billion and 1.3 percentage points in GDP growth annually.
Therefore, it aggravates poverty, contributes to inequality, and hampers development.

Although the epidemic of malaria is seasonal in Rwanda and exhibits different epidemic patterns, the
entire Rwandan population is at risk of infection, particularly children under five, pregnant women, the
poor, and people living with HIV/AIDS (PLHA). Additionally, people living in the epidemic-prone areas
are likely to suffer from the severe form of the disease because of deterioration of the immune system.

Based on altitude, climate, plasmodic index (plasmodium parasite infestation), and disease vectors
(Anopheles mosquitoes), Rwanda is divided into four “malaria ecozones” (MOH and PNILP, 2008):

The first ecozone extends from Lake Kivu to the Congo-Nile Divide, 1,461 to 1,800 meters. The
plasmodic index ranges from 5 to 30 percent.

The second zone is a North-South band extending 160 kilometers and ranging in width from 20 to 50
kilometers, situated east of the first ecozone at an altitude of 1,800 to 3,000 meters. The plasmodic index
is less than 2 percent.

The third ecozone is situated in the central plateau with an altitude of 1,000 to 2,000 meters. The
plasmodic index varies substantially from 10 to 50 percent. This is the epidemic-prone zone and many
epidemics have been recorded at altitude 1,675 to 1,862 meters. Malaria-endemic pockets in the valleys
are the starting points for these epidemics.

The fourth ecozone is situated at the lower level of the eastern shelf of the central plateau with an altitude
of 1,000 to 1,500 meters. The infection in this ecozone is endemic and seems to be stable.

Within each of these four large ecozones, further stratification is possible because of topographical
variation and agricultural activity. Moreover, because of changes in migration patterns and an increase in
coverage of malaria control activities, the pattern of the malaria epidemic may have changed over time.
Malaria is now present in areas and at altitudes where the disease was not previously a major public
health concern.

8.1.2 Combating Malaria in Rwanda

Malaria is a major public health problem in Rwanda because it compromises the health of the population.
However, it also negatively impacts the nation’s economic development. The government of Rwanda is
strongly committed to combating the disease through the National Malaria Control Program (or
Programme National Intégré de Lutte Contre le Paludisme [PNILP]), established in 1999, and a
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comprehensive five-year strategy 2005-2010, that was revised in 2008 to incorporate the accomplishment
of several indicators as well as the Economic Development and Poverty Reduction Strategy (EDPRS) of
the Ministry of Finance and Economic Planning (MFEP, 2007).

Like many countries in the region, Rwanda has reported both chloroquine and some sulfadoxine-
pyrimethamine (Fansidar) resistance among Plasmodium falciparum, and for that reason artemisinin-
based combination therapy (ACT) is currently recommended as the first-line drug for the treatment of
simple malaria.

Malaria is prevented through the use of insecticide-treated nets (ITNs), indoor residual spraying of homes
with insecticides, and the destruction of mosquito breeding grounds. PNILP’s 2005-2010 Strategic Plan
calls for increased coverage of long-lasting insecticide-treated bed-nets (LLIN) targeting pregnant women
and children under five years of age, reaching 80 percent by 2010 (MOH, 2005a). The draft of the
Strategic Plan promotes universal coverage of LLIN utilization.

Data from the Health Management Information System (HMIS) reveal that in 2006 malaria was the
leading cause of morbidity and mortality in Rwanda and represented 37 percent of outpatient visits and 41
percent of hospital deaths, of which 42 percent were children under five years of age, while in 2007 these
figures dropped to 15 percent and 22 percent respectively. In 2007, the Global Fund and the World Health
Organization with the collaboration of PNILP performed an impact assessment in nine district hospitals
and 10 health centers selected from 10 districts (two districts per province). According to the assessment’s
report, which is based on HMIS data comparing data from patient registrations and laboratory
registrations, there has been a significant reduction in diagnosed malaria (64 percent) cases and hospital
deaths due to malaria (66 percent) (WHO 2008). These results are mainly due to the impact of the
integrated national malaria campaign’s mass distribution of more than 1.4 million LLINs to children
under five, and to the implementation of the artemisinin-based combination therapy (ACTs) in all
government and government-assisted facilities nationwide in 2006.

In 2005, the percentage of households that owned at least one pretreated net was 18 percent, the
percentage of children under five who slept under a bednet was only 16 percent, and the percentage who
slept under an insecticide-treated net (ITN) 13 percent. During the same period, the percentage of women
and pregnant women age 15-49 who slept under a bednet was 13 percent and 20 percent, respectively.
Meanwhile, only 11 percent and 17 percent, respectively, of these women slept under an ITN (INS and
ORC Macro, 2006). Data from the 2007 Malaria Indicator Survey (National Program Against Malaria et
al., 2007) show that compared with 2005, the percentage of households that own at least one-insecticide
treated net (ITN) increased threefold (54 percent), and the percentage of children under five and pregnant
women slept under ITNs the night before the survey increased four-to fivefold (60 percent each).

8.1.3 Rwanda Service Provision Assessment Survey Approach to Collection of Information on
Malaria

Malaria is a preventable disease that can have a serious negative impact, particularly on pregnant women
and young children. Malaria during pregnancy can result in low-birth-weight babies, maternal anemia,
spontaneous abortion, stillbirth, and other severe consequences.

It is therefore of the utmost importance that the health care system appropriately diagnose and treat
malaria. Using information collected in the RSPA, this chapter addresses the following central questions:

e To what extent are services for malaria available?
e To what extent do facilities offering malaria services have the capacity to support quality
services, including medicines and protocols or guidelines for clinical management of malaria?
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Do facilities have the laboratory capacity to diagnose malaria?

Do facilities have management practices that support quality malaria services?
Do facilities provide insecticide-treated nets for malaria clients?

Do facilities counsel ANC clients on malaria-related information?

8.2 Malaria Services
8.2.1 Availability and Capacity to Provide Quality Malaria Services

The RSPA survey assessed the capacity of facilities to diagnose and treat malaria. Table 8.1 provides
detailed information on the availability of these services, and Table 8.2 provides information on the
availability of insecticide-treated bednets as well as training received by providers of malaria services.

Nearly all facilities (93 percent), with the exception of dispensaries, clinics, and health posts, offer
malaria treatment services. About 9 in 10 facilities that offer malaria services had antimalarial medicines
(sulfadoxine-pyrimethamine [Fansidar] or Coartem) available in the facility on the day of the survey; they
exist in all hospitals and in 94 percent of health centers and polyclinics. Dispensaries, clinics, and health
posts that offer malaria treatment services are less likely than other types of facility to have first-line
antimalarial medicines. Only about one-third of private, NGO, and community facilities that offer malaria
treatment services have first-line antimalarial medicines. Facilities in Kigali City are less likely than
facilities elsewhere to have these medicines (Table 8.1). At least one of two antimalarial medicines (either
Fansidar or Coaterm) was out-of-stock at sometime in the six months preceding the survey in 42 percent
of malaria facilities. Stock-outs of Fansidar were more commonly observed than stock-outs of Coarterm.

Treatment protocols and laboratory diagnostic tests are not commonly available. Larger facilities have
multiple sites where malaria services are offered, with hospitals having an average of four sites and health
centers and polyclinics having an average of two sites. Only 49 percent of facilities have malaria
treatment guidelines and protocols at all sites offering malaria services within the facility. These facilities
include 37 percent of hospitals, 54 percent of health centers and polyclinics, and 30 percent of
dispensaries, clinics, and health posts that have protocols at all malaria service sites (Table A-8.1). This
suggests that, while all facilities provide treatment for malaria and have the necessary medicines,
treatment guidelines are not widely available.

Thirty-seven percent of facilities have the laboratory capacity to diagnose malaria from blood smears,
which requires a functioning microscope, glass slides, and stain. Sixty-eight percent of hospitals and 35
percent of health centers and polyclinics have this laboratory diagnostic capacity for malaria, compared
with just 28 percent of dispensaries, clinics and health posts. Facilities in North Province are among the
least likely to have this laboratory diagnostic capacity. Rapid tests are available in only 6 percent of
facilities and mostly in the private, NGO, and community facilities, as well as in facilities in Kigali City
(Table 8.1).
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Table 8.1 Malaria diagnosis and/or treatment services: Protocols at all sites
Percentage of facilities offering malaria treatment services, percentage that have malaria laboratory diagnostic capacity, percentage offering malaria diagnosis and/or
treatment services, and among facilities offering malaria diagnosis and/or treatment services, percentage having specific components supporting services for malaria,
by background characteristics. Rwanda SPA 2007
Among facilities offering malaria diagnosis and/or treatment Number Mean
Percentage of facilities that: services, percentage with of number of
No stock- Lab facilities sites
Offer Observed First-line outof  diagnostic Treatment offering offering
malaria malaria anti- first-ine  capacity Otherlab protocol in malaria malaria
Offer Have lab diagnosis treatment  malaria anti- for diagnostic all relevant diagnosis diagnosis
malaria  diagnostic and/or Number protocol in medicines malarials malaria  capacity unitsand  and/or and/or
Background treatment capacity for treatment of all relevant  in the inpast6  (blood for malaria medicines treatment treatment
characteristics services malaria'  services facilities units facility? months smear) (rapid test) in facility services services
Type of facility
Hospital 95 71 98 42 37 100 76 68 7 37 41 4
Health center/Polyclinic 95 35 96 389 54 94 63 35 7 53 374 2
Dispensary/Clinic/
Health post 73 23 78 107 30 46 31 28 5 13 83 1
Managing authority
Government 94 33 95 309 52 95 64 34 5 51 295 2
Government-assisted 95 43 96 133 55 95 67 41 8 53 128 2
Private/NGO/Community 72 32 78 96 27 35 20 39 11 8 75 2
Province
North 91 22 91 90 41 88 68 21 7 40 82 2
South 96 37 96 117 48 97 60 37 6 48 112 2
East 94 35 95 113 59 93 61 36 2 57 107 2
West 88 43 91 132 55 93 63 48 6 54 120 2
Kigali City 83 37 90 86 32 47 36 38 13 14 77 2
Total 91 36 93 538 49 86 58 37 6 45 498 2
" Functional microscope, slides, and stain are available.
2 Sulfadoxine-pyrimethamine (Fansidar) and Coartem.

The use of insecticide-treated nets (ITNs) can reduce malaria transmission. Sleeping under a mosquito net
impregnated with insecticide offers protection from mosquitoes carrying malaria parasites. The
insecticide-treated nets are nontoxic to humans and can last for up to four years without the need for re-
impregnation. From 2005 to April 2008, a total of more than 3 million LLINs were distributed nationwide
by Rwanda’s National Malaria Control Program, with financial support from the Global Fund. Among
these, about 1.4 million LLINs were distributed through malaria campaigns. There are ongoing efforts in
Rwanda to make these nets fully available to the public. LLINs are also provided to the public through
routine EPI and ANC services throughout the country. Approximately three-quarters of facilities offering
malaria treatment services report they facilitate ANC clients obtaining an ITN; this includes 93 percent of
health centers and polyclinics, and 22 percent of dispensaries, clinics, and health posts (Table 8.2).
Somewhat fewer facilities (63 percent) actually had either retreated nets or ITNs available in the facility
at the time of survey.

Seventy percent of facilities offering malaria treatment services had at least one provider other than a
physician who had been trained in malaria services within the past 12 months. However, during the same
time period only 7 percent of facilities had at least one physician providing malaria services who had
received training on malaria (Table 8.2).
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Table 8.2 Malaria: provision of bednets and training
Among facilities offering malaria treatment services, percentage that facilitate ANC clients to obtain insecticide-treated nets
(ITN), have ITNs in the facility, and percentage where providers have received malaria-related pre- or in-service training, by
background characteristics, Rwanda SPA 2007
Among facilities offering malaria treatment services,
percentage in which malaria-related pre- or in-
Percentage of facilities service training was received
offering malaria by at least one:
treatment services and:
Physician provider of Other clinical provider ~ Number of
malaria services of malaria services facilities
Facilitate 13-35 13-35 offering
ANC clients Have months months malaria
Background toobtain  ITNsin In past preceding Inpast  preceding  treatment
characteristics ITNs' facility’ 12 months survey 12 months survey services
Type of facility
Hospital 2 34 66 7 63 27 41
Health center/Polyclinic 93 76 1 0 78 24 374
Dispensary/Clinic/Health post 22 17 5 4 41 19 83
Managing authority
Government 82 71 6 1 77 22 295
Government-assisted 84 70 9 1 73 30 128
Private/NGO/Community 23 19 8 5 39 19 75
Province
North 85 73 5 0 70 13 82
South 86 64 4 1 72 24 112
East 78 72 6 4 74 27 107
West 81 75 8 0 75 32 120
Kigali City 27 18 14 3 56 17 77
Total 74 63 7 1 70 24 498
" Facilitate all or selected ANC clients to obtain ITNs
2The facility where either retreated ITN or long-lasting ITN were observed on the day of survey

Key Findings

Eighty-six percent of facilities that treat malaria have antimalarial medicines available. Malaria
treatment guidelines are available at all malaria service sites in about half the facilities offering
malaria services, while the capacity to do blood smear testing for malaria is available in a little
over one-third of facilities.

Three-quarters of facilities that offer malaria services report facilitating ANC clients in
obtaining I'TNs, but only 6 in 10 had ITNs in the facility on the day of the survey.

8.2.2 Counseling for ANC clients on malaria-related information

During pregnancy the immune system in women weakens, particularly as regards malaria, making
pregnant women more vulnerable to infection. Therefore, malaria during pregnancy increases women’s
risk of contracting other illnesses and infections, and can have adverse effects on both mother and fetus,
including maternal anemia, intrauterine growth retardation, premature delivery, and possibly death for the
woman and her child. Using ITNs can reduce malaria transmission in the population in general and in
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pregnant women in particular. PNILP recommends counseling on topics related to ITN, and for the
provision of nets to pregnant women during their ANC visits. PNILP also recommends intermittent
preventive treatment (IPT) for malaria for pregnant women; thus, expectant mothers are given malaria
treatments at regular intervals during pregnancy, through antenatal care services. With support from
MCH, PNILP provided training for trainers of health workers on how to counsel on and prevent malaria
in pregnancy in all districts, and provided a national annual supply of IPT medicines. Information shared
with ANC clients on ITN and IPT for malaria are presented in Tables 8.3 and 8.4.

Insecticide-treated nets and intermittent preventive treatment for malaria

ITNs in Rwanda are being promoted through three main channels: the public sector (ANC and EPI
programs), community-based programs (community health workers-CHW), and the private sector (e.g.,
Population Services International-PSI).

Table 8.3 Observed content of ITN-related health education for first-visit and follow-up visit clients
Percentage of first-visit and follow-up visit ANC clients who were counseled on ITNs and received or
purchased ITNs, by type of facility, Rwanda SPA 2007
Dispensary/
Health center/  Clinic/ Health Total
Counseling topic Hospital Polyclinic post percentage
First-visit ANC client
Importance of using ITN explained * 64 * 64
Giving ITN to client free of charge * 28 * 27
Client purchases ITN from provider * 31 * 30
Explanation about using ITN * 52 * 52
Number of first-visit ANC clients 346 359
Follow-up visit ANC client
Importance of using ITN explained * 57 * 57
Giving ITN to client free of charge * 18 * 18
Client purchases ITN from provider * 23 * 22
Explanation about using ITN * 49 * 48
Number of follow-up visit ANC clients 7 363 8 378
* The figure was based on a number too low to be meaningful

The usual practice is for pregnant women to receive information and items related to ITNs during ANC
visits. This may include information on the importance of using an ITN, provision or purchase of an ITN,
and instructions on how to use the ITN. As expected, first-visit ANC clients are more likely to receive
ITN-related information and items than follow-up ANC clients. Sixty-four percent of first-visit ANC
clients received information on the importance of ITNs, while 57 percent of follow-up clients received
this information. Twenty-seven percent of first-visit clients received a free ITN and another 30 percent
paid for it; fewer follow-up ANC clients received free nets or paid for the nets. About half of all ANC
clients received instruction on using the ITNs (Table 8.3).

The PNILP’s guidelines for IPT during pregnancy, recommend giving two doses of sulphadoxine-
pyrimethamine (Fansidar) to expectant mothers in the second and third trimesters.

Providers are expected to explain the purpose of IPT to ANC clients, tell them how to take the
antimalarial tablets, and discuss the possible side effects of the medicine. It is recommended that ANC
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clients take their first IPT dose under the observation of the provider in the facility, and also receive
information on the importance of taking the second dose of the medicine.

As expected, first-visit ANC clients are more likely to be given information on IPT than follow-up
clients. About 2 in 3 first-visit ANC clients received information on IPT compared with a smaller
percentage of follow-up ANC clients (Table 8.4). More than half of first-visit clients receive instruction
on the purpose of IPT and information on how to take the medicine, compared with less than half of
follow-up clients. About 6 in 10 first-visit clients and 5 in 10 follow-up clients got their first dose in the
facility under the supervision of a provider. The importance of the second dose of IPT was explained to
only about 40 percent of all ANC clients, including both first-visit clients and follow-up clients, while
even fewer received any information on possible side effects of the medicine (Table 8.4).

Providing malaria treatment for children is critical because it is evident that children under five contribute
to a large proportion of hospitalized cases of malaria morbidity and nearly half of documented malaria
mortality in health facilities across Rwanda. Home-based management of malaria has been implemented
in 16 districts by integrating ACT with community health packages (PNILP, 2004). Malaria treatment for
sick children is described under Child Health Services in Chapter 4.

There is no established direct link between malaria and HIV/AIDS infection; however, malaria is the
leading cause of mortality in Rwanda. Availability of malaria services among facilities offering
HIV/AIDS services in Rwanda is described under HIV/AIDS services in Chapter 9, section 9.3.2.

Table 8.4 Observed content of malaria-related health education and receipt of first dose of IPT for first-visit
clients and follow-up clients

Percentage of first and follow-up visit ANC clients who were observed receiving instruction on IPT and received
the first dose of IPT in facility, by type of facility, Rwanda SPA 2007

Dispensary/
Health center/ Clinic/ Health Total

Counseling topic Hospital Polyclinic post percentage

First-visit ANC client
Provider gave or prescribed IPT * 67 * 66
Provider explained purpose of IPT * 56 * 55
Provider explained how to take IPT * 55 * 54
Provider explained possible side effects of IPT * 37 * 36
First dose of IPT observed being given in facility * 61 * 59
Importance of 2nd dose of IPT explained * 42 * 41
Number of first-visit ANC clients 8 346 5) 359

Follow-up visit ANC client
Provider gave or prescribed IPT * 64 * 63
Provider explained purpose of IPT * 47 * 46
Provider explained how to take IPT * 49 * 49
Provider explained possible side effects of IPT * 36 * 35
First dose of IPT observed being given in facility * 52 * 51
Importance of 2nd dose of IPT explained * 41 * 40
Number of follow-up visit ANC clients 7 363 8 378

* The figure was based on a number too low to be meaningful
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Key Findings

About 6 in 10 pregnant women, both first-visit ANC clients and follow-up clients, received
counseling on ITN during their ANC consultations; far fewer received free ITNs during their
visits.

IPT medicines were provided to two-thirds of first-visit ANC clients (66 percent) and a
slightly smaller proportion of follow-up clients (63 percent). The purpose of IPT was discussed
with more than half of first-visit clients but less than half of follow-up clients.

About 6 in 10 first-visit ANC clients and half of follow-up clients received their first IPT dose
during the observed consultation.
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Chapter 9 HIV/AIDS Services

9.1 Background

An international technical working group, including representatives from the World Health Organization
(WHO), the United Nations Program on HIV/AIDS (UNAIDS), the United States Agency for Interna-
tional Development (USAID), and other entities such as NGOs that implement HIV/AIDS services, has
developed common indicators for measuring the quality of HIV/AIDS services provided through the
formal health sector. These indicators can be summarized as follows:

Capacity to provide basic services for HIV/AIDS,

Capacity to provide advanced services for HIV/AIDS,

Availability of recordkeeping systems for monitoring HIV/AIDS care and support,

Capacity to provide services for prevention of mother-to-child transmission (PMTCT) of HIV,
and

e Availability of youth-friendly services.

The 2007 RSPA survey collected information related to each of these indicators in health care facilities
throughout Rwanda.

9.2 HIV/AIDS in Rwanda

Rwanda has been considered one of the African countries most affected by the HIV/AIDS epidemic. The
first case of HIV/AIDS in Rwanda was seen at the Centre Hospitalier de Kigali in 1983. The infection
spread rapidly and widely throughout the country. The HIV/AIDS epidemic has devastated the economy
and the health care system of the country. It is estimated that 49,000 people died each year because of
AIDS and related conditions, and as of 2003, an estimated 260,000 children had been orphaned by AIDS,
though the real figure could be much higher. AIDS cases occupy 60 percent of all hospital beds (ROR and
WICEF, 2003).

In 1987, the National AIDS Control Program (NACP) (or Programme National de Lutte contre le SIDA
[PNLS]) was created to coordinate HIV/AIDS control activities. Recently, the Government restructured
the coordination of AIDS control activities by replacing the NACP with the National AIDS Control
Commission (NACC) (or Commission National de Lutte contre le SIDA [CNLS]) in November 2000. The
main objective of the CNLS was to promote a multisectoral approach and strengthen cooperation). In
2004, the government established the Treatment Research AIDS Center (TRAC) to strengthen the Health
Sector’s capacity to respond to specific issues of the epidemic. In 2008, a law was promulgated to modify
the institution and responsibilities of TRAC. TRAC included TRAC-Plus, which became an autonomous
public institution. It is in charge of research, coordination and supervision of research and education
curricula related to prevention and treatment of HIV/AIDS, malaria, and tuberculosis. It also advises the
government on the manufacture and selling of medicines related to its programs (ROR, 2008).

The need to reorganize and expand the national response to HIV/AIDS, in conjunction with all groups
involved in HIV/AIDS control activities, has become a national imperative and was emphasized by the
NACC in the 2002-2006 Strategic Framework (NACC, 2002).

The 2002-2006 Strategic Framework was developed with financial support and technical assistance from
the United Nations Development Program (UNDP). The framework puts forward the policy and strategic
orientation to guide the formulation and implementation of national plans. The Strategic Framework is a
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dynamic document, which can be revised periodically. The NACC also developed the Multisectoral
National Plan,: a synthesis of the plans of action in all areas of intervention. It is a tool that is instrumental
in making the strategic framework operational (NACC, 2002).

Findings from the 2005 RDHS indicate that HIV prevalence nationwide is 3.0 percent among adults age
15-49 years, with prevalence somewhat higher in women than men (3.6 percent and 2.3 percent,
respectively). The prevalence of HIV/AIDS in Kigali City was 6.7 percent (8.0 percent in women and 5.2
percent in men), higher than the prevalence in other provinces (INSR et al., 2006). The wide gender
difference in prevalence was a significant revelation that highlighted the vulnerability of women
compared with men.

9.3 Definition of HIV/AIDS Indicators
The RSPA 2007 survey assessed the following HIV/AIDS-related services:

HIV Testing System/Counseling and Testing (CT): The survey defines a facility as having an HIV
testing system or offering counseling and testing if: (1) before and/or after HIV testing ,Clients are
counseled on the prevention of HIV, the meaning of the test, transmission of the virus, living with
HIV/AIDS, care and support, and other aspects of the condition; and (2) clients are offered an HIV test
conducted within the facility or by an affiliated lab, or the facility has a system for referring clients to an
external testing site and receives test results back from that external site in order to follow up clients after
testing. A facility that simply refers clients elsewhere, expecting the other location to counsel and follow
up on test results, is not defined as having an HIV testing system or offering HIV counseling and testing.

Care and support services (CSS): Care and support services include any services that are directed
towards improving the life of an HIV-infected person. These most often include treatment for
opportunistic infections and illnesses that are commonly associated with or worsened by HIV infection,
such as tuberculosis (TB), sexually transmitted infections (STIs), and malaria. Care and support services
also may include palliative care and socioeconomic and psychological support services. Along with care
and support services, infection control measures were assessed for all service units in the facility.

Antiretroviral therapy (ART): This refers to providing antiretroviral (ARV) medicines to treat HIV-
positive persons and AIDS patients.

Post—exposure prophylaxis (PEP): This refers to providing prophylactic ARV drugs to persons who
have been exposed to HIV, such as health are workers or rape victims.

Prevention of mother-to-child transmission (PMTCT): A facility is defined as offering PMTCT
services if it offers any activities related to the prevention of mother-to-child transmission of HIV in
pregnant or recently delivered women. Such activities include pre- and post-test counseling and HIV
testing for pregnant women, counseling on infant feeding practices (including counseling about exclusive
breastfeeding), family planning counseling and/or referral, and providing prophylactic ARV drugs to
HIV-positive women and their newborn babies. PMTCT plus services includes the provision of ART to
HIV-positive women and their families.

Youth-friendly services (YFS) with voluntary counseling and testing (VCT): This refers to specific

programmatic strategies to encourage adolescents to utilize services with HIV/AIDS components. The
RSPA specifically assessed the availability of youth-friendly services that include VCT.
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9.4 Basic-Level Services for HIV/AIDS

9.4.1 Counseling and Testing

Generally accepted definitions for counseling and testing services—voluntary or not—(VCT or CT) for
HIV include the following key elements:

o Counseling must be undertaken prior to testing. Prior to testing, the counselor must ascertain that
the client is taking the test voluntarily and understands that he/she can interrupt or stop the
process at any point.

e The counselor must obtain an informed consent from client. The counselor shall ascertain that
the client’s mental state is sound and that he/she is not under the influence of any substance or
undue pressure from any source. In case of doubt, the counselor should consult or refer the client
to senior colleagues.

e  Where HIV testing involves a person who is unable to provide consent, a close relative or next of
kin shall be given information and asked to provide consent.

o The client must receive an assurance that test results are confidential and that no one will be told
the results without his/her consent.

o Both HIV-positive and HIV-negative clients must receive post-test counseling on preventive
measures, as well as treatment and follow-up.

e Same-day test results are encouraged.

Counseling and testing services may be provided in a special VCT unit. However, VCT may also be
provided in almost any setting, wherever a client or provider determines that the service is necessary.
Therefore, the survey gathered information from all service sites within a facility where it was determined
that providers had any responsibility for providing counseling and/or testing for HIV.

Several elements have been defined as important for supporting the quality of counseling and testing
services. For example, service sites must have guidelines and protocols and appropriate recordkeeping
systems to ensure that all key elements of counseling and testing are covered. Tables 9.1 and 9.2 present
information on the availability of an HIV testing system, defined as having an HIV test in the facility, or
in an affiliated laboratory, or having a system for receiving results of tests conducted in a non-affiliated
testing site in order to provide post-test services. Table 9.2 also presents information on the availability of
informed consent documents and recordkeeping in counseling and testing sites.

Sixty-two percent of all facilities have an HIV testing system. Almost all hospitals (95 percent) and about
2 in 3 health centers and polyclinics (68 percent) have an HIV testing system (Table 9.1). Dispensaries,
clinics, and health posts (29 percent) are least likely to have an HIV testing system. Government-assisted
facilities are more likely to have an HIV testing system than other facilities while facilities in the North
Province are less likely to have an HIV testing system than facilities in the other provinces.
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Table 9.1 Availability of services for HIV/AIDS
Percentage of all facilities that offer specific HIV/AIDS services, by background characteristics. Rwanda
SPA 2007
HIV CSS for Staff have
Background testing HIV/AIDS  PMTCT Prescribing accessto Number of
characteristics system' clients®  services’  ART* PEP® facilities
Type of facility
Hospital 95 93 64 93 95 42
Health center/Polyclinic 68 60 63 29 27 389
Dispensary/Clinic/Health post 29 21 4 6 5 107
Managing authority
Government 62 54 56 29 28 309
Government-assisted 81 77 74 47 44 133
Private/NGO/Community 36 27 5 5 3 96
Province
North 50 47 46 27 28 90
South 78 68 65 27 27 117
East 62 56 58 32 27 113
West 57 52 51 28 27 132
Kigali City 62 51 33 34 29 86
Total 62 55 51 29 28 538
"Voluntary counseling and testing system for HIV/AIDS: facility conducts the test, has an affiliated
laboratory, or has an agreement with a testing site where the test results are expected to be returned to
the facility.
% Clinical care and support services for HIV/AIDS patients and people living with HIV/AIDS
® Prevention of mother-to-child transmission of HIV
* Antiretroviral therapy (that not include the follow-up services)
® Post-exposure prophylaxis for health care workers and other high-risk persons

Among facilities with a testing system, 90 percent conduct testing in the facility or in an affiliated
laboratory; this includes 95 percent of hospitals, 89 percent of health centers and polyclinics, and 87
percent of dispensaries, clinics, and health posts. Only a small proportion of facilities (4 percent), have
testing done exclusively outside the facility. On average, hospitals have two service sites offering HIV
counseling and testing services, while other types of facilities have an average of just one HIV testing site
per facility (Table 9.2).

An informed consent policy for HIV testing is available in only 69 percent of facilities that have an HIV
testing system (Table 9.2). A facility is classified as having a written informed consent policy for HIV
testing only if it is found at all sites in the facility where counseling and testing services are provided. As
a result, only half of hospitals meet this criterion. Over 90 percent of facilities that have an HIV testing
system have a register of HIV test results at all sites and keep a record of clients receiving their HIV test
results. Recordkeeping is better in health centers and polyclinics than in other facilities. Facilities in
Kigali City are less likely to have an informed consent policy for HIV testing, a register with HIV test
results, and a record of clients receiving those results. On average 62 percent of all facilities have these
three items in all testing sites, which includes 69 percent of health centers and polyclinics and 72 percent
of government-assisted facilities.
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Table 9.2 System for HIV testing

Percentage of facilities reporting an HIV testing system, and among these, percentage conducting HIV tests in facility or at external site,
percentage with specific policies and records in all relevant service sites, and mean number of service sites per facility with an HIV testing
system, by background characteristics. Rwanda SPA 2007

Percentage of facilities with:
Specific items observed in
all relevant service sites

in facility Mean
Percentage HIV test Record Number of number of
of facilities available HIV test Informed for faciliies  service
reporting in facility available consent Register clients reporting  sites® with
an HIV ~ Number or only at policy for with HIV receiving Allitems  an HIV HIV

Background testing of affiliated external HIV test HIV test for testing testing
characteristics system' facilites  lab? site’  testing® results results® indicator® system  system’
Type of facility

Hospital 95 42 95 0 50 83 73 40 40 2

Health center/Polyclinic 68 389 89 5 76 96 96 69 263 1

Dispensary/Clinic/Health post 29 107 87 6 35 84 81 32 31 1
Managing authority

Government 62 309 88 4 71 94 92 62 191 2

Government-assisted 81 133 94 4 77 94 94 72 108 1

Private/NGO/Community 36 96 89 6 34 89 86 31 35 1
Province

North 50 90 98 0 69 96 96 64 45 2

South 78 117 86 5 69 93 93 59 91 2

East 62 113 84 4 70 94 93 59 70 1

West 57 132 95 5 85 96 95 84 75 1

Kigali City 62 86 91 4 45 87 79 40 53 2

Total 62 538 90 4 69 93 92 62 334 1

! Facility reports conducting the test in the facility or in an affiliated external laboratory or has an agreement with a testing site where the test
results are expected to be returned to the facility.

2HIV testing is confirmed in the facility or in an affiliated laboratory.

SHIV testing is not done in the facility, but there are observed records of testing conducted outside the facility, with test results.

Ml any of the following guidelines are present, they are considered as having an informed consent policy: national VCT guidelines, national
guidelines for the clinical management of HIV and AIDS, national guidelines for prevention of mother-to-child transmission, or guidelines for
counselors in Tanzania with emphasis on HIV/AIDS/STDs counseling.

® If rapid test is done, a record with client identifier and results is sufficient.

® Informed consent policy in all relevant service sites, observed register with HIV test results, observed register for clients receiving HIV test
results, and HIV test available or records showing test results are received by facility.

" Within one facility there may be several locations where the same service is offered. Each of these locations is defined as a service site.

9.4.2 HIV/AIDS Care and Support Services

The RSPA survey defines HIV/AIDS care and support services (CSS) as the provision of any curative
care for illnesses that may be related to HIV/AIDS (such as the diagnosis and treatment of opportunistic
infections), or the provision of, or referrals for, counseling or social support services to help people live
with HIV/AIDS. The survey defines clinical CSS as additional services, including the provision or
prescription of treatments for opportunistic infections, systemic intravenous treatment for specific fungal
infections such as cryptococcal meningitis, treatment for Kaposi’s sarcoma, palliative care such as
symptom or pain management, nutritional rehabilitation services, fortified protein supplements, ART, or
follow-up services for persons on ART. Fifty-five percent of all facilities offer CSS, and 48 percent offer
clinical CSS for HIV/AIDS clients (Table 9.3).
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Less than half (47 percent) of clinical CSS facilities have registers with HIV/AIDS-related client
diagnosis in all service sites. The registers are least observed in the facilities in the East Province (33
percent) and are most observed in the facilities in Kigali City (63 percent). The record of individual client
appointments is observed in all services sites in 71 percent of all clinical CSS facilities, including 83
percent of facilities in North Province and 62 percent and 60 percent of the facilities in West Province and
Kigali City, respectively.

Table 9.3 Availability and documentation of care and support services for HIV/AIDS clients

Percentage of facilities offering care and support services (CSS) for HIV/AIDS clients; percentage of facilities offering clinical CSS; and
among these, percentage with specific recordkeeping systems, and mean number of clinical CSS service sites per facility, by background
characteristics. Rwanda SPA 2007

Among facilities offering clinical CSS for
HIV/AIDS clients, percentage with:

Observed
Register with  record system Number of
Percentage Percentage HIV/AIDS for individual facilities Mean
of facilities  of facilities Individual  related client client offering  number of
offering CSS offering any record/chart  diagnosis  appointments in any clinical clinical
for clinical CSS Number observedin observed in all relevant CSS for CSS
Background HIV/AIDS  for HIV/AIDS of all relevant any relevant outpatient HIV/AIDS  service
characteristics clients’ clients’ facilities service sites service sites  program sites clients sites®
Type of facility
Hospital 93 93 42 92 54 82 39 3
Health center/Polyclinic 60 53 389 93 46 71 206 2
Dispensary/Clinic/Health post 21 12 107 100 46 38 13 1
Managing authority
Government 54 49 309 91 47 73 150 2
Government-assisted 77 70 133 96 49 73 93 2
Private/NGO/Community 27 16 96 100 40 47 15 1
Province
North 47 44 90 95 43 83 40 2
South 68 60 117 96 59 79 70 2
East 56 49 113 89 33 71 55 2
West 52 44 132 95 41 62 58 1
Kigali City 51 41 86 89 63 60 35 2
Total 55 48 538 93 47 71 258 2

' Providers report providing any curative care for illnesses that may be related to HIV/AIDS, such as the diagnosis and treatment of
opportunistic infections, and report providing or referring clients for counseling and/or social support services for help in living with
HIV/AIDS.

2 In addition to CSS, providers report providing or prescribing any of the following: treatment for opportunistic infections; systemic
intravenous treatment of specific fungal infections, such as cryptococcal meningitis; treatment for Kaposi’'s sarcoma; palliative care for
patients, such as symptom management, pain management, or nursing care; nutritional rehabilitation services; fortified protein
supplements; antiretroviral therapy (ART); and follow-up services for persons receiving ART.

® Within one facility there may be several locations where the same service is offered. Each of these locations is defined as a service site.

Basic Clinical Care and Support Services

HIV/AIDS clients are at higher risk of developing opportunistic infections such as TB and STIs as a result
of their suppressed immune system. One of the most important HIV/AIDS care and support strategies is
the immediate treatment of opportunistic infections among HIV/AIDS clients. Table 9.4 presents
information on the availability of basic clinical care and support services, including the treatment of
opportunistic infections among all facilities.

Sixty-one percent of all facilities provide services for TB treatment or follow-up (Table 9.4). Facilities in
Kigali City are less likely to report having services for TB treatment or follow-up (30 percent). Around
nine in 10 facilities (91 percent) provide services for malaria treatment. Treatment of STIs (96 percent of
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facilities) is almost universally available. Twenty-eight percent of facilities offer preventive treatment for
pneumonia, while only 15 percent offer preventive treatment for TB using isoniazid. In Rwanda, the
policy of using isoniazid for TB preventive treatment is new and has not been formalized. Overall, only
one-third of all facilities, including 83 percent of hospitals, offer some type of treatment for opportunistic
infections.

The survey assessed the availability of several services among a subset of facilities that offer CSS
services. Facilities that offer CSS for HIV/AIDS clients should also be able to offer services for TB, STIs,
and malaria. TB and STIs are both associated with HIV/AIDS. Although malaria infection is not directly
associated with HIV infection or AIDS, the Global Roll Back Malaria initiative of the World Health
Organization promotes the integration of malaria and HIV services to reduce morbidity and mortality
associated with dual infection.

Table 9.4 Availability of HIV testing system and basic clinical care and support services for HIV/AIDS

Percentage of facilities that report an HIV testing system and offer treatment for various ilinesses, by background characteristics. Rwanda
SPA 2007

Percentage of facilities’ reporting:

Any
HIV Preventive Preventive treatment of Number

Background testing Treatment Treatment Treatment treatment treatment for opportunistic All of
characteristics system® of TB  ofSTIs ofmalaria for TB>  pneumonia infections® services facilities
Type of facility

Hospital 95 93 95 95 45 67 83 31 42

Health center/ Polyclinic 68 71 98 95 15 29 33 8 389

Dispensary/Clinic/Health post 29 12 86 73 2 8 9 1 107
Managing authority

Government 62 69 98 94 17 29 31 9 309

Government-assisted 81 81 97 95 19 38 51 14 133

Private/ NGO/ community 36 6 85 72 0 9 10 0 96
Province

North 50 49 99 91 12 22 31 8 90

South 78 81 97 96 19 34 35 10 117

East 62 73 96 94 14 30 29 8 113

West 57 60 98 88 11 20 33 7 132

Kigali City 62 30 87 83 17 33 34 10 86

Total 62 61 96 91 15 28 33 9 538

! Refers to any health service facility or other non-home-based site where services related to HIV/AIDS are offered.

2 Facility reports conducting the test, has an affiliated external laboratory, or has an agreement with a testing site to return the test results to
the facility.

® Using isoniazid.

* Must treat opportunistic infections other than TB.

Tuberculosis

Tuberculosis (TB) is the most common opportunistic infection associated with HIV/AIDS, and it is
among the leading causes of death among people infected with HIV. Worldwide, it is estimated that more
than 21 million people are co-infected with HIV and TB. People who are HIV-positive and infected with
TB are up to 50 times more likely to develop active TB in a given year than people who are infected with
TB and are HIV-negative (WHO, 2007). TB diagnosis and treatment is considered an important
component of care for HIV/AIDS clients. To improve compliance with full treatment and reduce the
prevalence of drug-resistant strains of TB, WHO advocates the directly observed treatment short-course
strategy (DOTS Strategy) for TB treatment (Section 7.6, in Chapter 7), which includes a directly observed
anti-TB treatment, short-course (DOTS) for at least all sputum smear-positive pulmonary TB cases, with

HIV/AIDS SERVICES

177



direct observation of treatment for at least the initial two months. This section presents the availability of
DOTS for HIV/AIDS patients.

Among facilities offering CSS for HIV/AIDS clients, 69 percent provide TB diagnostic and/or treatment
services, 59 percent report being part of the national DOTS program and 55 percent follow the DOTS
program (Table 9.5). A majority of hospitals and 70 percent of health centers and polyclinics offer TB
diagnostic, or treatment services, or both. TB services are available in only 30 percent of dispensaries,
clinics, and health posts. Government and government-assisted facilities are more likely than facilities
under other managing authorities to offer TB services. Facilities in the North Province and in Kigali City
are less likely than facilities elsewhere to offer these services.

Table 9.5 Tuberculosis treatment at HIV service sites using Directly Observed Treatment Short-course (DOTS)
Among facilities offering care and support services (CSS) for HIV/AIDS clients, percentage with specific tuberculosis (TB) activities; and among
facilities offering CSS and following the DOTS strategy for TB treatment, percentage with program components that support TB treatment, and mean
number of service sites per facility that offer CSS and TB services using the DOTS approach, by background characteristics. Rwanda SPA 2007
Among facilities offering Number
CSS for HIV/AIDS clients, Among facilities offering CSS for of
percentage with specific HIV/AIDS clients and following DOTS  facilites Mean
TB activities Number strategy, percentage with offering number
Percentage Report of Observed Observed CSS for of sites
of facilities Any TB they are facilities  client B HIV/AIDS offering
offering diagnostic part of offering register treatment All first- clients B
CSS for  Number or national CSSfor atany protocol line Allitems and  services
Background HIV/AIDS of  treatment DOTS Follow HIV/AIDS DOTS inall  medicines for TB following using
characteristics clients  facilities services' program DOTS® _clients site sites _ available’ indicator’ DOTS DOTS®
Type of facility
Hospital 93 42 87 82 67 39 81 77 96 62 26 2
Health center/Polyclinic 60 389 70 60 59 234 81 78 90 63 137 1
Dispensary/Clinic/
Health post 21 107 30 13 0 23 - - - - 0 -
Managing authority
Government 54 309 71 62 59 167 81 72 90 57 99 1
Government-assisted 77 133 74 66 61 103 81 87 92 7 63 1
Private/NGO/Community 27 96 38 12 4 26 100 100 100 100 1 1
Province
North 47 90 57 40 50 42 81 90 95 71 21 1
South 68 117 82 80 66 79 71 67 83 44 52 1
East 56 113 76 60 65 63 80 76 98 68 41 1
West 52 132 62 59 47 68 94 100 91 88 32 1
Kigali City 51 86 57 39 39 44 88 59 94 47 17 2
Total 55 538 69 59 55 296 81 78 91 63 163 1
! Unit conducts TB test or prescribes initial therapy or follows up TB patients.
2 Treatment strategy followed is either direct-observe 2 months with 4 months follow-up, or direct-observe 6 months, or direct-observe 8 months.
3 Any combination of isoniazid (INH), rifampicin, ethambutol, and pyrazinamide. If medicines provided are pre-packaged for individual DOTS clients,
medicines had to be available for all DOTS clients.
* Observed client register for DOTS and observed TB treatment protocols and all first-line TB medicines available in facility.
®Within one facility there may be several locations where the same service is offered. Each of these locations is defined as a service site.

Although 82 percent of hospitals that offer CSS for HIV/AIDS clients report being part of the national
DOTS program, only 67 percent follow the DOTS treatment (Table 9.4). This suggests that some
hospitals that report being part of the national DOTS program do not actually follow the DOTS treatment
strategy. Similarly, 13 percent of dispensaries, clinics, and health posts report being part of the national
DOTS program, but none follows the DOTS treatment. In contrast, 60 percent of health centers and
polyclinics report they are part of the national DOTS program, and a similar proportion (59 percent)
follows the DOTS treatment.
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Among facilities that offer CSS for HIV/AIDS clients and follow the DOTS treatment strategy, 81
percent maintain a register for DOTS clients. TB treatment protocols are available in 78 percent of these
facilities. All first-line TB medicines (any combination of isoniazid, rifampicin, ethambutol and
pyrazinamide) are available in almost all hospitals (96 percent) and in 90 percent of health centers and
polyclinics. Overall, 63 percent of all facilities offering CSS and following the DOTS treatment strategy
have everything needed to treat TB (Table 9.5).

About 66 percent of facilities offering CSS for HIV/AIDS clients also offer TB diagnostic services
(Appendix Table A-9.4). This includes most hospitals and 65 percent of health centers and polyclinics.
Among all facilities that offer CSS for HIV/AIDS clients, 59 percent use a sputum test and 11 percent use
X-rays to diagnose TB. The use of X-rays is limited almost exclusively to hospitals, 67 percent of which
use X-rays to diagnose TB.

Slightly less than half (44 percent) of facilities that use sputum tests for TB diagnosis have all the items
needed to conduct the test, and hospitals are more likely than other types of facilities to have everything
needed (74 percent). About one in five facilities (19 percent) that diagnose TB using sputum tests send the
specimen elsewhere with documentation. About three in four facilities (74 percent) keep a record of
clients’ sputum test results. Overall, only 54 percent of the facilities that report using sputum tests for TB
diagnosis have 1) all the items needed to conduct the test or send the specimen elsewhere with docu-
mentation, and 2) keep a record of clients’ sputum test results.

More than half (59 percent) of facilities that use X-rays for TB diagnosis have a functioning X-ray
machine with films, including 73 percent of hospitals and only 13 percent of the health centers and
polyclinics (Appendix Table A-9.4).

Sexually Transmitted Infections (STIs)

There is a documented correlation between STIs and the risk of contracting HIV/AIDS. Persons with
HIV/AIDS are at higher risk than the general population for contracting STIs. Findings from the 2005
RDHS show that among Rwandans who ever had sex and were HIV-positive, 15.7 percent reported
having an STI or STI symptoms during the 12 months before the survey, compared with only 3.7 percent
of those who had ever had sex but were HIV-negative (INSR et al., 2006). Thus, screening, diagnosis, and
treatment for STIs, including syphilis, are basic services that must be provided to all HIV-positive clients.

Generally accepted standards for quality STI services include the:

e Availability of diagnostic and treatment guidelines in all STI service sites, and
e Provision of appropriate treatment before the client leaves the facility.

In addition, laboratory diagnosis is important as it may be the only way to confirm the presence or
absence of an STI. International experts advocate that all newly diagnosed HIV/AIDS clients be screened
for STIs, particularly syphilis.

Almost all facilities (95 percent) that offer CSS for HIV/AIDS clients also offer STI treatment services,
including 90 percent of hospitals, 98 percent of health centers and polyclinics, and 70 percent of
dispensaries, clinics, and health posts (Table 9.6). Among these, only about one-quarter (23 percent) have
STI treatment protocols in all CSS sites that offer STI treatment. Hospitals (14 percent) and dispensaries,
clinics, and health posts (6 percent) are less likely than health centers and polyclinics (25 percent) to meet
this criterion. Medicines for treating each major STI (syphilis, gonorrhea, chlamydia, and trichomoniasis)
are available in 82 percent of facilities that offer CSS for HIV/AIDS clients and also offer STI treatment
services. Hospitals (97 percent) and health centers and polyclinics (83 percent) are more likely to have
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medicines for treating all four STIs than are dispensaries, clinics, and health posts (38 percent). Private,
NGO, and community facilities (25 percent), and facilities in Kigali City (59 percent) are less likely than
other facilities to have these medicines. Condoms are available in 83 percent of all facilities, and are more
likely to be available in government facilities (92 percent) than other types of facilities. Overall, about one
in five facilities offering CSS for HIV/AIDS clients have all the items considered essential for STI
services.

Table 9.6 Diagnosis and treatment of sexually transmitted infections at HIV service sites

Percentage of facilities offering care and support services (CSS) for HIV/AIDS clients that treat sexually transmitted infections (STls),
and among them, percentage with program components to support STI services (including treatment protocol at all sites), and mean
number of CSS service sites offering STI treatment, by background characteristics. Rwanda SPA 2007

Among facilities offering CSS for HIV/AIDS Mean
clients and STI treatment services, Number of number of
percentage with: facilities sites
Among Observed offering offering
facilities Number of STI CSS for CSS for
offering CSS, facilities treatment Condoms HIV/AIDS HIV/AIDS
percentage offering  protocol in Medications  in any clients and clients and
that offer STI  CSSfor  all relevant for treating service All items STI STI
Background treatment HIV/AIDS service major STIs areaor  for STI treatment treatment
characteristics services clients sites in facility' pharmacy services® services  services’®
Type of facility
Hospital 90 39 14 97 80 9 35 1
Health center/Polyclinic 98 234 25 83 84 20 229 1
Dispensary/Clinic/Health post 70 23 6 38 75 6 16 1
Managing authority
Government 95 167 25 87 92 22 159 1
Government-assisted 98 103 23 86 69 13 101 1
Private/ NGO/ community 77 26 5 25 80 5 20 2
Province
North 95 42 13 85 88 13 40 1
South 95 79 25 81 76 17 75 1
East 95 63 35 87 83 27 60 1
West 97 68 21 91 89 17 66 0
Kigali City 89 44 13 59 79 10 39 2
Total 95 296 23 82 83 18 280 1

' At least one medicine for treating syphilis, (doxycycline, erythromycin, penicillin, or tetracycline), gonorrhea (ceftriaxone,

ciprofloxacin, or norfloxacin), chlamydia (amoxicillin, doxycycline, erythromycin, norfloxacin, or tetracycline), and trichomoniasis
Smetronidazole, tinidazole, or miconazole vaginal suppository).

Observed treatment protocols in all relevant units, STI medicines available, and condoms in any service area or pharmacy.
® Within one facility there may be several locations where the same service is offered. Each of these locations is defined as a service
site.

Malaria

Even though no direct link has been established between malaria and HIV/AIDS, malaria poses a
significant burden on the health care system in Rwanda and it is the leading cause of death in Rwanda. As
a result, most people with HIV/AIDS die primarily as a result of contracting malaria. The health situation
related to malaria in Rwanda is described in Chapter 7, section 7.1.4.

Facility-based initiatives for controlling malaria include following national protocols for treatment and,
whenever possible, conducting laboratory confirmation of the diagnosis.
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With the exception of dispensaries, clinics, and health posts, nearly all facilities offering CSS for
HIV/AIDS clients also offer malaria treatment services and have first-line antimalaria medicines
(sulfadoxine-pyrimethamine [Fansidar], amodiaquine, or Coartem) in the facility (Appendix Table A-9.5).
Facilities in Kigali City (65 percent) and private, NGO, and community facilities (22 percent) are among
the least likely to have first-line antimalaria medicines. Malaria treatment guidelines are available in all
CSS sites offering malaria treatment services in only 58 percent of facilities. Only 28 percent of private,
NGO, and community facilities, and 38 percent of facilities in Kigali City have malaria treatment guide-
lines in all relevant sites.

Key Findings

Sixty-two percent of all facilities in Rwanda have an HIV testing system. This includes almost all
hospitals and nearly 7 in 10 health centers. An informed consent policy for HIV testing is available in 7
of 10 facilities with an HIV testing system.

More than half of all facilities provide care and support services for HIV/AIDS clients. TB diagnosis
and/or treatment services are available in about two-thirds of these facilities, and over half of these
follow the DOTS treatment approach.

STI treatment services are available in almost all facilities that offer care and support services for
HIV/AIDS clients. The items to support STI services that are most often missing are STI treatment
guidelines in all relevant service sites.

Malaria treatment services are available in nearly all facilities that offer care and support services for
HIV/AIDS clients. While antimalaria medicines are widely available in these facilities, fewer than 6 in
10 of them have malaria treatment guidelines.

9.5 Advanced-Level Services for HIV/AIDS

Persons in an advanced stage of HIV/AIDS are usually seriously ill and require a more advanced level of
treatment and follow-up than is available at many health facilities. Hospitals should be the first among all
types of facilities to be equipped with the capacity to provide all of the advanced care and support
services needed for monitoring and treating HIV/AIDS clients. As service development expands, how-
ever, it is expected that many of these services will become available outside of hospitals, in lower level
facilities as well. Current programs are focusing on increasing staff training, developing protocols and
guidelines, ensuring adequate laboratory and medical equipment, implementing recordkeeping for HIV/
AIDS services, and provision of ARVs. The main elements of advanced-level services for HIV/AIDS
include the management of opportunistic infections and provision of advanced palliative care for the
people living with HIV/AIDS including the laboratory diagnostic capacity and the availability of
treatment medications for severe opportunistic infections, antiretroviral therapy (ART), a referral system
for psychosocial and socioeconomic care and support services, conditions to support home care services,
and post-exposure prophylaxis (PEP). Additional HIV/AIDS services are the prevention of mother-to-
child transmission (PMTCT) of HIV, and youth-friendly services. A good recordkeeping system for
monitoring HIV/AIDS clients should be available in all facilities that provide HIV services.
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The activities and services assessed for advanced-level care and support in this section include:

e Advanced-level treatment of opportunistic infections and palliative care for HIV/AIDS, including
the laboratory diagnostic capacity and the availability of treatment medications for severe
opportunistic infections

Antiretroviral therapy (ART)

Prevention of mother-to-child transmission (PMTCT) of HIV

Post-exposure prophylaxis (PEP)

Y outh-friendly services (YFS)

9.5.1 Advanced-Level Treatment of Opportunistic Infections and Palliative Care for HIV/AIDS

For the purpose of this survey, a facility must meet the following requirements to be classified as having
advanced-level treatment capacity:

e At least one medicine (or in some cases, two medicines) for the treatment of an indicated
condition is available,

e Protocols or guidelines for treating common opportunistic infections are available in each
service area,

e At least one trained provider for an indicated service is available in the facility; and

e Laboratory diagnostic capacity exists for common HIV/AIDS-related illnesses.

The survey defines palliative care as the availability of any of the following: treatment for cryptococcal
infections, treatment for Kaposi’s sarcoma, symptomatic or pain relief, nutritional rehabilitation, or any
psychosocial support services. Treatment for Kaposi’s sarcoma is available at only 16 percent of facilities
that offer CSS for HIV/AIDS clients and is offered mostly in hospitals (54 percent) (Appendix Table A-
9.12). Facilities in Kigali City and in the West Province are more likely than facilities in other provinces
to offer treatment for Kaposi’s sarcoma. Treatment for cryptococcal infections is only slightly more
widely available, found in 18 percent of all facilities, including 74 percent of hospitals. Facilities are more
likely to offer symptomatic or pain relief (53 percent) and nutritional rehabilitation (60 percent), while
psychosocial counseling is almost universally available (90 percent).

The vast majority of facilities that offer clinical CSS for HIV/AIDS clients have medicines for treating
pneumonia (95 percent) and other bacterial infections (94 percent) and medicines for basic pain
management (93 percent) (Table 9.7). Medicines for treating topical fungal infections are available in 78
percent of these facilities and deworming medications are present in 91 percent of facilities. Oral
rehydration salts and vitamins are available in 88 percent and 66 percent of these facilities, respectively.
Medicines for managing chronic diarrhea (25 percent) and intravenous fluids with infusion set (40
percent) are generally less available.

Laboratory testing capacity for monitoring HIV/AIDS clients is low among facilities that offer clinical
CSS for HIV/AIDS clients (Appendix Table A-9.14). The most widely available tests are kits to perform
a spinal tap, which are found at 56 percent of facilities that offer clinical CSS, including 92 percent of
hospitals and 85 percent of dispensaries, clinics, and health posts. Private, NGO, and community facilities
and facilities in Kigali City are more likely to have this item than other facilities. Capacity to measure
hemoglobin or hematocrit, serum glucose, and gram stain is found at about 2 in 5 facilities that offer
clinical CSS, including 79 to 90 percent of hospitals. Other testing capacities are less common. For
example, about one-third of all facilities that offer clinical CSS have the capacity to perform Enzyme
Linked Immunosorbent Assay (ELISA) tests for HIV (33 percent), blood urea nitrogen (BUN) and serum
creatinine tests (36 percent), and liver function tests (36 percent), including 46 to 79 percent of hospitals.
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One-fourth of all facilities (including 59 percent of hospitals) can do white cell count and platelet count.
Only 7 percent of all facilities have culture media and an incubator, and only 8 percent can perform an
Indian ink test. Hospitals and, in some instances, private, NGO, and community facilities, are most likely
to have each of these testing capacities.

Confidentiality is one of the important aspects of care and support for people living with HIV/AIDS. The
survey assessed the availability of confidentiality guidelines in facilities offering clinical CSS. About 3 in
4 facilities have confidentiality guidelines in all service sites offering clinical CSS for HIV/AIDS clients
(Appendix Table A-9.11). Hospitals, with an average of three service sites per facility, are least likely to
meet the criterion. Other guidelines are equally lacking, including guidelines on opportunistic infections
(51 percent), symptomatic and palliative care (48 percent), the care of children living with HIV/AIDS (48
percent), and the care of adults living with HIV/AIDS (45 percent).

Table 9.7 Availability of treatments for opportunistic infections and conditions
Among facilities offering clinical care and support services (CSS) for HIV/AIDS clients, percentage with medicines to treat or manage opportunistic
infections and other conditions, by background characteristics. Rwanda SPA 2007
Among facilities offering clinical CSS for HIV/AIDS clients, percentage with at least one medicine to Number of
manage or treat specific conditions or have specific items facilities
Intravenous offering
Manage-  Basic fluid with clinical CSS
Topical Other Vitamin  mentof manage- infusion set Oral for
Background fungal  Bacterial bacterial supple- chronic  ment of for rehydration HIV/AIDS
characteristics infection' pneumonia® infections® mentation* diarrhea®  pain®  Deworming’ rehydration®  salts clients
Type of facility
Hospital 95 100 100 82 54 100 97 67 100 39
Health center/Polyclinic 76 96 95 66 19 95 93 36 89 206
Dispensary/Clinic/Health
post 46 62 62 23 23 54 54 31 38 13
Managing authority
Government 78 97 97 60 24 96 94 36 89 150
Government-assisted 84 96 97 83 28 97 97 46 95 93
Private/NGO/Community 33 67 47 20 13 47 33 47 40 15
Province
North 78 93 93 80 23 90 90 8 93 40
South 74 94 96 73 17 94 93 53 89 70
East 75 98 98 45 36 98 98 40 93 55
West 91 93 97 74 22 97 93 38 86 58
Kigali City 66 94 83 54 29 83 77 57 77 85)
Total 78 95 94 66 25 93 91 40 88 258
" Fluconazole, clotrimazole, ketoconazole, or nystatin
2 Amoxicillin, ampicillin, or chloramphenicol
3 Tetracycline, nalidixic acid, cotrimoxazole, erythromycin, or penicillin
4 Iron or iron with folate, any multivitamin, and B6 or other B vitamin
® Loperamide, diphenoxylate, or oral codeine
6 Paracetamol, aspirin, or ibuprofen
7 Albendazole or mebendazole
8 Normal saline, D5NS, Ringer’s lactate, or plasma expanders, plus an infusion set

9.5.2 Antiretroviral Therapy (ART)

Not every HIV/AIDS client is eligible for ART. The Ministry of Health’s guidelines for utilization of
antiretroviral medicines in adults and children (Mott, 2002) provides criteria for prescribing ARV
treatment for adults and children in Rwanda. It states that ART is prescribed for a person (adult or
children) with clinical AIDS (WHO stage 4); or a person with WHO stage 3 with severe infections such
as esophageal candidiasis, zona, herpes, TB, etc) and CD4 count <350/mm’; or a person with WHO stage
1 or 2 with no symptoms of infection but a CD4 count of <200/mm’. The prescription and provision of
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ART should be done by trained health personnel, who should regularly monitor the condition of these
clients to ensure that an effective ARV regime is being implemented and that side effects are properly
managed.

Elements identified as important for providing quality ART services include the following:

Staff trained in the provision of relevant services,

Protocols and guidelines for relevant care and support services,

A consistent supply of ARVs and good storage practices to maintain their quality and security,
A system for making client appointments for routine follow-up services,

An individual client record to assure continuity of care for the client, and

Good recordkeeping systems for ART compliance.

ARV drugs inhibit the replication of HIV and can significantly prolong and improve the quality of life of
HIV-positive people. ART is therefore a treatment option which is beneficial and important to effective
care and treatment programs in Rwanda. The provision of ART services in Rwanda started in 1999. The
RSPA survey finds that, overall, only 29 percent of all facilities prescribe ART, and, as expected, ART
services are offered mostly at hospitals (93 percent) and in a limited number of health centers and
polyclinics (29 percent). Only 6 percent of dispensaries, clinics, and health posts prescribe ART (Table
9.8). Items to support ART services are not commonly available in facilities that prescribe ART. For
example, about 3 in 5 hospitals and health centers and polyclinics that prescribe ART have national
guidelines for the clinical management of ART available. Only one-third of dispensaries, clinics, and
health posts that prescribe ART have the ART national guidelines. Laboratory capacity for monitoring
ART is available in 68 percent of all ART facilities, including 79 percent of hospitals, 65 percent of
health centers and polyclinics, and half of dispensaries, clinics, and health posts. However, about three-
fourths of facilities that prescribe ART experienced a stock-out of ARVs in the 6 months preceding the

survey.
Table 9.8 Facilities with ART and items to support antiretroviral combination therapy services
Percentage of facilities prescribing antiretroviral therapy (ART), and among these, percentage with specific
program components, by background characteristics. Rwanda SPA 2007
Percentage of facilities prescribing ART
that have:
National No stock-outs
Percentage guidelines for ~ of normally ~ Laboratory Number of
of facilities Number the clinical ~ stocked ARVs capacity for  facilities
Background prescribing of management of in past 6 monitoring  prescribing
characteristics ART facilities HIV/AIDS months ART' ART
Type of facility
Hospital 93 42 59 26 79 39
Health center/Polyclinic 29 389 58 23 65 113
Dispensary/Clinic/Health post 6 107 33 17 50 6
Managing authority
Government 29 309 57 19 63 90
Government-assisted 47 133 62 29 73 63
Private/NGO/Community 5 96 20 40 80 5
Province
North 27 90 54 13 79 24
South 27 117 38 28 59 32
East 32 113 58 8 50 36
West 28 132 78 43 78 37
Kigali City 34 86 55 21 76 29
Total 29 538 58 23 68 158

184 HIV/AIDS SERVICES



! Either laboratory conducts CD4, viral load, or total lymphocyte count (TLC) tests, or there is a system for sending
blood samples for outside testing and receiving results.

9.5.3 Prevention of Mother-to-Child Transmission (PMTCT) of HIV

One of the strategies adopted by the government of Rwanda to fight HIV/AIDS is the prevention of
mother-to-child transmission (PMTCT) of HIV. These services are typically offered in conjunction with
VCT, antenatal and delivery services, and may include a variety of activities. The degree to which a
facility offers the total package is often determined by the level of staffing and whether the facility offers
both antenatal care and delivery services. The government of Rwanda, in collaborating with various
partners, began offering PMTCT services in 2002. By the end of 2005, 228 facilities offered VCT and
208 offered PMTCT services. In 2006, the Ministry of Health issued new national guidelines: National
guidelines and protocols for voluntary counseling and testing and preventing mother-to-child transmission
of HIV. The new guidelines call for screening all patients with TB and other opportunistic infections.
They also revised and improved the protocol and criteria for testing young adults 18 or younger and
children whose mothers are HIV positive. The guidelines also describe the procedures for testing women
utilizing antenatal care and delivery services, and the regimes for prophylactic use of ARVs among HIV-
positive pregnant women and their newborns.

Generally accepted standards for PMTCT include the following:

e Pre- and post-HIV test counseling for pregnant women,

e Counseling HIV-positive women on infant feeding practices and family planning,

e Providing prophylactic ARV drugs to HIV-positive women during labor and delivery, and to the
newborn within 72 hours of birth, and

e Providing family planning counseling and/or referrals.

Additional services (referred to as PMTCT plus) include making ART available to all eligible women
identified through PMTCT as HIV-positive, as well as to their families.

Table 9.9 presents information on the availability of PMTCT services. Additional information on PMTCT
is provided in Appendix Table A-9.20. Overall, 51 percent of facilities offer any of the four components
of PMTCT services (Table 9.9). These include 64 percent of hospitals and 63 percent of health centers
and polyclinics. A small proportion of dispensaries, clinics and health posts (4 percent) also offer at least
one component of PMTCT services. Facilities in the South Province (65 percent) are more likely than
facilities in other provinces to offer any components of PMTCT. Government-assisted facilities (74
percent) are more likely to offer PMTCT services than government facilities (56 percent). Five percent of
private, NGO, and community facilities and 33 percent of facilities in Kigali City offer the services.

Almost all facilities that offer PMTCT services provide pre- and post-test counseling and HIV testing for
pregnant women (98 percent), counseling on infant feeding (98 percent), and family planning counseling
or referral (95 percent) (Table 9.9). ARV prophylaxis for pregnant women, which is available in about
three-quarters of facilities offering PMTCT services, is slightly less available in dispensaries, clinics and
health posts (50 percent) than in health centers and polyclinics (72 percent) and hospitals (89 percent).
With the exception of counseling and testing for HIV and family planning counseling or referral, each
component of PMTCT is less likely to be available in dispensaries than hospitals and health centers and
polyclinics. Overall, two-thirds of PMTCT facilities provide all four components of the minimum
PMTCT package. About half also offer ART to HIV-positive women and their families; and 43 percent
offer PMTCT plus.
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Table 9.9 Availability of services for prevention of mother-to-child transmission of HIV
Percentage of facilities offering any services for prevention of mother-to-child transmission (PMTCT) of HIVAIDS, and among these, percentage with specific
PMTCT program components, and the mean number of PMTCT service sites per facility, by background characteristics. Rwanda SPA 2007
Percentage of facilities that offer specific PMTCT services Percent of
ARV facilities
Pre- and therapeutic witha Number Mean
Percentage post-test All four  treatment All PMTCT of number
of facilities counseling ARV Family itemsfor for HIV+ items provider facilities of sites
offering any Number and HIV prophylaxis  Infant planning minimum  women for trained in offering offering
Background PMTCT of testing toprevent feeding counseling PMTCT andtheir PMTCT past3 PMTCT PMTCT
characteristics services facilities services MTCT  counseling or referral package' family plus? years  services services®
Type of facility
Hospital 64 42 96 89 96 89 74 89 70 85 27 1
Health center/Polyclinic 63 389 98 72 98 96 67 44 40 83 246 1
Dispensary/Clinic/
Health post 4 107 100 50 75 100 50 50 50 75 4 1
Managing authority
Government 56 309 99 69 99 99 67 41 39 86 174 1
Government-assisted 74 133 96 82 96 89 69 62 51 81 98 1
Private/NGO/Community 5 96 100 40 80 100 40 40 40 60 5 1
Province
North 46 90 98 61 100 100 61 51 51 73 41 1
South 65 117 96 74 96 92 67 34 26 75 76 1
East 58 113 100 72 98 94 66 46 40 92 65 1
West 51 132 99 73 99 99 69 52 48 85 67 1
Kigali City 33 86 96 89 96 93 79 82 75 96 28 1
Total 51 538 98 73 98 95 68 49 43 83 277 1
T HIV testing with pre- and post-test counseling, ARV prophylaxis for the mother and newborn, counseling on infant feeding, and family planning counseling or
referral.
2 All components for the minimum package PMTCT services are available, and the facility offers ARV therapy for HIV-positive women and their families.
® There may be several locations within one facility where the same service is offered. Each of these locations is defined as a service site.

Training is important for the provision of quality services. Eighty-three percent of facilities offering
PMTCT have a PMTCT provider who has received training within the past three years (Table 9.9).

Recordkeeping for PMTCT is also an important aspect of PMTCT service delivery. Eighty-four percent
each of PMTCT facilities have records of women attending ANC who accepted HIV testing, and records
of women who received HIV test results. However, only 43 percent of facilities have records of women
who received post-test counseling by serostatus, and 42 percent have records of HIV-positive women who
received a complete ARV course for PMTCT. Slightly more than three-quarters (77 percent) have
PMTCT guidelines at all PMTCT sites (Table 9.10).
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Table 9.10 Availability of service records for PMTCT services

Percentage of facilities offering services for prevention of mother-to-child transmission of HIV (PMTCT), and among those, percentage with
specific documentation observed and up-to-date, and mean number of sites offering PMTCT services, by background characteristics. Rwanda

SPA 2007
Percentage of facilities offering PMTCT services that had
specific documentation observed
Record of
Record of Record of HIV+
women  Record of women who  pregnant Number Mean
Percentage attending  women received  women who of number of
of facilities ANC and who post-test received AllPMTCT facilities sites
offering any who received counseling complete sites have offering  offering
Background PMTCT  Number of accepted HIV test (by ARV course PMTCT PMTCT PMTCT
characteristics services  facilities HIV testing results  serostatus) for PMTCT guidelines services services
Type of facility
Hospital 64 42 30 30 11 22 85 27 1
Health center/Polyclinic 63 389 91 91 48 44 76 246 1
Dispensary/Clinic/Health post 4 107 25 25 0 25 50 4 1
Managing authority
Government 56 309 85 84 44 42 74 174 1
Government-assisted 74 133 85 85 42 43 83 98 1
Private/NGO/Community 5 96 40 40 40 20 60 5 1
Province
North 46 90 83 83 37 51 80 41 1
South 65 117 89 89 34 57 61 76 1
East 58 113 80 80 58 22 74 65 1
West 51 132 87 87 43 42 93 67 1
Kigali City 33 86 75 71 43 36 82 28 1
Total 51 538 84 84 43 42 77 277 1

9.5.4 Post-exposure Prophylaxis (PEP)

The risk of HIV infection among health care providers from needle sticks or exposure to infected bodily
fluids has led to the need for post-exposure prophylaxis (PEP). The service must be available not only to
health care providers, but also to anyone at risk as a result of inadvertent exposure (such as sexual assault
victims and accident victims). Even facilities that do not officially offer HIV/AIDS-related services
should have access to PEP, because it is frequently not known which clients may be infected with HIV.

Findings from the survey indicate that PEP services are available in only 28 percent of facilities (Table
9.11). As expected, PEP services are concentrated mostly in hospitals, 95 percent of which either offer the
service or have a referral system for it. The services are offered in only 27 percent of health centers and
polyclinics and 5 percent of dispensaries, clinics, and health posts. Government-assisted facilities (44
percent) are more likely than government facilities (28 percent) and much more likely than private, NGO,
and community facilities (3 percent) to have PEP services. Among facilities where staff members have
access to PEP, three in five (58 percent) have records or registers indicating that staff received PEP
services, but only 5 percent have records for monitoring full compliance with the PEP regime. The ARV
medicines specifically for PEP were observed in 7 of 10 facilities. Guidelines are available at service sites
in 55 percent of facilities. PEP medicines are generally stored with other medicines without special
limited access (Table 9.11).
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Table 9.11 Post-exposure prophylaxis (PEP)
Percentage of facilities offering post-exposure prophylaxis (PEP) or having a system to refer staff for PEP, and among these facilities, percentage where specific elements
of PEP documentation and storage are present, and mean number of service sites where PEP is prescribed, by background characteristics. Rwanda SPA 2007
Among facilities offering PEP,
percentage that store ARVs
Percentage of facilities offering PEP that have: for PEP:
Any Number
Observed observed of Mean
Percentage PEP Any record/ record for facilities number of
of facilities guidelines register of monitoring where service
where staff present in staff full Observed staff sites
have Number any PEP receiving compliance antiretroviral ~ Separate Locked/  Separate have where
Background access to of service PEP for PEP (ARV) for from other limited and access PEP is
characteristics PEP' facilities sites services regime PEP medications access locked to PEP prescribed
Type of facility
Hospital 95 42 63 80 3 83 3 8 3 40 4
Health center/Polyclinic 27 389 53 49 5 67 2 2 2 104 2
Dispensary/Clinic/Health post 5 107 40 60 20 40 0 0 0 5 2
Managing authority
Government 28 309 57 59 7 74 2 5 2 87 3
Government-assisted 44 133 53 54 2 66 2 2 2 59 3
Private/NGO/Community 3 96 33 100 0 67 0 0 0 3 3
Province
North 28 90 40 56 12 72 0 0 0 25 3
South 27 117 34 59 3 69 3 6 3 32 3
East 27 113 55 52 3 65 0 0 0 31 3
West 27 132 81 47 0 69 3 3 3 36 2
Kigali City 29 86 60 80 8 80 4 8 4 25 4
Total 28 538 55 58 5 70 2 3 2 149 3
' Facility offers PEP or has a system to refer staff for PEP.

9.5.5 Youth-friendly Services (YFS)

Youth-friendly services (YFS) help youth overcome barriers to accessing health care, including HIV/
AIDS services. Ideally youth-friendly services involve young people in all aspects of a program’s
planning, operations, and evaluation. The services should include culturally competent workers who are
members of the target population and sensitive to youth culture, ethnic cultures, and issues of gender,
sexual orientation, and HIV status. Youth-friendly services should provide outreach services for homeless
youth, and tailored support groups for substance users and teen parents. The services usually have
convenient locations and flexible hours, including walk-in appointments, to improve access by youth. At
the time of survey, youth-friendly services in Rwanda were still in the early stage of development.
According to UNDP, there were only 9 youth-friendly service centers in 2006, with 5 new centers
planned to open by 2012. These youth-friendly service centers may or may not be affiliated with a health
care facility, or integrated with other HIV/AIDS services in a health facility. The RSPA survey assesses
the availability of youth-friendly services that include HIV counseling and testing services within a health
facility setting. It also assesses the availability of guidelines and protocols and trained providers.

Among facilities with an HIV testing system, only 7 out of 334 offer youth-friendly testing services
(Table 9.12). Among facilities that offer youth-friendly testing services, YFS guidelines and protocols are
rarely available (2 out of 7 facilities), but 4 of these 7 facilities have at least one trained provider for YFS.
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Table 9.12 Youth-friendly services for HIV/AIDS
Number of facilities with an HIV-testing system that offer youth-friendly services (YFS) for counseling and testing for
HIV/AIDS, and among these, number with components supporting YFS, by background characteristics. Rwanda SPA
2007
Number of . Number of
facilities Number of Number of facilities with: facilities
offering youth  facilities Observed At least offering youth
friendly HIV ~ with an HIV policy/  one trained Allitems friendly HIV
Background testing testing guidelines prowder for for testing
characteristics services system for YFS YES' indicator? services
Type of facility
Hospital 0 40 - - - 0
Health center/Polyclinic 5 263 1 2 1 5
Dispensary/Clinic/Health post 2 31 1 2 1 2
Managing authority
Government 0 191 - - - 0
Government-assisted 4 108 0 1 0 4
Private/NGO/Community 3 35 2 3 2 3
Province
North 0 45 - - - 0
South 2 91 1 2 1 2
East 2 70 1 1 1 2
West 2 75 0 0 0 2
Kigali City 1 53 0 1 0 1
Total 7 334 2 4 2 7
! Provider reports having received training related to youth-specific services within the 3 years preceding the survey,
or facility in-charge reports there is such a trained provider, but the provider was not present on the day of the survey.
FaC|I|ty offers youth friendly HIV testing services, has observed policy and guidelines for YFS, and has at least one
provider trained in YFS.

Key Findings

Almost all facilities that offer clinical CSS for HIV/AIDS clients have medicines for treating
pneumonia and other bacterial infections, and 9 in 10 facilities have medicines for basic pain manage-
ment and deworming.

Laboratory testing capacity for monitoring HIV/AIDS clients is generally low among facilities offering
clinical CSS for HIV/AIDS clients. The most widely available, the spinal tap kit, is available in slightly
more than half of facilities. With the exception of bacterial culture and Indian ink, which are available
in less than one in ten facilities, other tests are available in 25 to 44 percent of the facilities.

Only one-third of all facilities, including 9 in 10 hospitals, prescribe ART. Items to support ART
services are not widely available in facilities: about 3 in 5 ART facilities have the national guidelines
for clinical management of ART, about 7 in 10 have the laboratory capacity to monitor ART, and one-
fourth had uninterrupted stock for ARVs during the six months preceding the survey.

PMTCT services are available in about half of all facilities, including about two-thirds of hospitals,
health centers, and polyclinics. Two-thirds of PMTCT facilities offer all four of the basic components
of PMTCT. Eighty-three percent of facilities have a staff member who received PMTCT-related
training within the past three years.

PEP services are accessible in slightly more than one-fourth of facilities, mostly hospitals (95 percent).
PEP is more widely accessible in government-assisted facilities, where 44 percent either offer or have a
referral system for PEP services.

Only 7 out of 334 facilities with an HIV testing system offer youth-friendly services (YFS) for HIV
testing. While 4 of these 7 facilities that provide youth-friendly services have at least one trained YFS
provider, YFS guidelines and policies are available in only 2 of the facilities.
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Appendix A Supplemental Tables

Chapter 1

Table A-1.1 Distribution of facility staff sample frame and final sample selection

Number of providers that were present on the day of the survey (sample frame) and number selected for interview (SPA sample) by
type of facility, and percentage of eligible providers that were interviewed, by provider type/qualification, managing authority, and
province, Rwanda SPA 2007

Type of facility Percentage
Dispensary/ of eligible
Health center/ Clinic/Health providers
Hospital Polyclinic post Total interviewed
Background Sample SPA  Sample SPA Sample SPA Sample SPA in SPA
characteristics frame sample frame sample frame sample frame sample sample
Qualification of provider
Physicians/medical officers 122 54 29 14 28 19 179 87 49
Nurses/midwives/auxiliary health personnel 533 142 2,005 1,288 223 129 2,761 1,559 56
Lab staff 76 23 255 152 50 23 381 198 52
Pharmacy staff 3 0 0 0 0 0 3 0 0
Other clinical/technical staff 17 0 0 0 2 1 19 1 5
Nonclinical/technical staff 40 8 170 53 7 1 217 62 29
Missing 27 5 106 28 26 8 159 41 26
Managing authority
Government 417 145 1,681 1,043 64 37 2,162 1,225 57
Government-assisted 401 87 854 474 6 1 1,261 562 45
Private/NGO/Community 0 0 47 19 267 143 314 162 52
Province
North 78 25 363 279 24 16 465 320 69
South 122 44 634 374 36 12 792 430 54
East 159 56 554 379 30 22 743 457 62
West 286 67 733 375 74 47 1,093 489 45
Kigali City 173 40 298 129 173 84 644 253 39
Total 818 232 2,582 1,536 337 181 3,737 1,949 52
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Table A-1.2 Sample of interviewed health care
providers

Number of interviewed health care providers, by
type of provider and type of facility, Rwanda
SPA 2007

Number of
interviewed
Type of facility providers

PHYSICIANS/MEDICAL OFFICERS

Hospital 51
Health center/Polyclinic 12
Dispensary/Clinic/Health post 17
Total 80

NURSES/MIDWIVES/AUXILIARY PERSONNEL

Hospital 140
Health center/Polyclinic 1,271
Dispensary/Clinic/Health post 125
Total 1,536
LAB STAFF
Hospital 25
Health center/Polyclinic 165
Dispensary/Clinic/Health post 25
Total 215

OTHER CLINICAL/TECHNICAL STAFF

Hospital 14
Health center/Polyclinic 79
Dispensary/Clinic/Health post 10
Total 103

NONCLINICAL/TECHNICAL STAFF

Hospital 0
Health center/Polyclinic 0
Dispensary/Clinic/Health post 1
Total 1
TOTAL
Hospital 230
Health center/Polyclinic 1,527
Dispensary/Clinic/Health post 178
Total 1,935




Table A-1.3 Sample of observed and interviewed clients

Number of children/women attending facility on the day of the survey who were
eligible for observation, number whose consultation was observed, and percentage
of eligible clients who were observed, by type of service and type of facility, Rwanda
SPA 2007

Number of clients

present on the Actual Percentage of
day of the survey  number of eligible clients
(eligible for clients who were
Type of facility observation) observed observed

CURATIVE CARE FOR SICK CHILDREN

Hospital 170 103 61
Health center/Polyclinic 2,086 1,546 74
Dispensary/Clinic/Health post 172 107 62
Total 2,428 1,756 72

FAMILY PLANNING

Hospital 28 15 54
Health center/Polyclinic 913 648 71
Dispensary/Clinic/Health post 33 24 73
Total 974 687 71
ANTENATAL CARE
Hospital 48 15 31
Health center/Polyclinic 1,414 709 50
Dispensary/Clinic/Health post 31 13 42
Total 1,493 737 49
STI
Total 117 106 91
Table A-1.4 Population in catchment areas
Median population of assigned catchment areas for
facilities providing data on a known catchment population,
by background characteristics, Rwanda SPA 2007
Median
population in  Number
Background catchment of
characteristics area facilities
Type of facility
Hospital 195,000 34
Health center/Polyclinic 19,618 379
Dispensary/Clinic/Health post 8,500 31
Managing authority
Government 19,292 293
Government-assisted 23,200 130
Private/NGO/Community 8,500 21
Province
North 18,550 81
South 21,100 111
East 20,000 102
West 19,643 123
Kigali City 25,500 27
Total 19,824 444
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Table A-1.5.1 Staffing patterns for SPA facilities
Median number of health care providers present on the day of the survey by type of provider and type of facility, Rwanda SPA
2007
Median number of providers assigned to each facility1
Nurses/
midwives/ Other Non-
Physicians/  auxiliary clinical/  clinical/
Total medical health Lab technical technical Number of
Type of facility staff officers personnel technicians Pharmacists staff staff facilities
Referral hospital 188 18 48 8 2 43 4 4
District hospital 66 6 28 4 - 16 6 38
Health center 12 - 6 1 - 3 1 382
Dispensary 5 - 2 - - 1 - 60
Health post 4 - 3 - - - - 22
Policlinic (private) 18 2 6 3 - 7 - 7
Clinic (private) 5 2 2 2 - 2 - 25
Total 11 - 6 1 - 3 1 538
Continued ...
" Numbers were provided by facility administrators.
Table A-1.5.1—Continued
Median number of providers assigned to each facility1
Total other Radiologists/ Other
clinical/  Nutritionists/ physiotherapists/  clinical/
technical social Anesthetists/  hygiene and technical Number of
Type of facility staff workers dentists sanitation staff staff facilities
Referral hospital 43 5 5 5 16 4
District hospital 16 5 2 3 6 38
Health center 3 1 - - 2 382
Dispensary 1 - - - 1 60
Health post - - - - - 22
Policlinic (private) 7 - - - 6 7
Clinic (private) 2 - - - 2 25
Total 3 - - - 2 538
' Numbers were provided by facility administrators.
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Table A-1.5.2 HIV/AIDS counseling related to testing and training of staff

Percentage of interviewed staff who reported they providing HIV/AIDS counseling related to testing, and
among these, percentage who received training for HIV/AIDS counseling during the preceding three years,
Rwanda SPA 2007

Report they Percentage with
provide recent training for  Number of staff
counseling HIV/AIDS counseling reporting they
related to Number of related to testing provide
Background HIV/AIDS interviewed  Official Other HIV/AIDS
characteristics testing staff course'  course counseling
Qualification of provider
Physicians/medical officers 66 80 75 0 53
Nurses/midwives/auxiliary health
personnel 62 1,536 57 6 950
Lab staff 6 215 62 8 13
Other clinical/technical staff 58 103 73 7 60
Non-clinical/technical staff * 1 0 * 1
Type of facility
Hospital 60 230 71 3 138
Health center/Polyclinic 57 1,527 58 6 865
Dispensary/Clinic/Health post 42 178 46 4 74
Total 56 1,935 59 6 1,077

* The figure is based on too few cases to be meaningful
' These are country-specific courses defined by the MOH, which may be organized by the MOH or other
agencies, such as WHO or NGOs.

Table A-1.6 Education levels of interviewed health service providers

Median number of years of basic schooling, and median number of years of study for
technical qualification, reported by interviewed health service providers, by qualification of
provider, Rwanda SPA 2007

Median Number of Number of
number of interviewed Median number interviewed
years of basic providers with  of years of  providers with
education prior information technical information on
to technical on basic training for technical
Qualification of provider training education qualification training
Ph;/sician1 12 39 6 79
A0 - 1 - 1
A’ 14 69 3 72
A2 12 1,559 - 1,575
A3® 10 41 - 40
Auxiliary health personnel 9 108 - 102
Other staff® 10 44 - 43
Total 12 1,861 - 1,912

! Physician generalist, physician specialist, and medical officer

2 Social worker A0 and pharmacist A0

® Midwife A1, nurse A1, lab technician A1, nutritionist A1, social worker A1, pharmacist A1,
anesthetist A1, dentist A1, and hygiene & sanitation A1

* Nurse A2, lab technician A2, nutritionist A2, and social worker A2

® Nurse A3 and lab technician A3

% Radiologist, physiotherapist, and others
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Chapter 3

Table A-3.1 Availability of basic services by type of facility

Percentage of facilities offering basic services and percentage offering packages of services (with the frequency
and staffing indicated), by type of facility, Rwanda SPA 2007

Type of facility
Dispensary/
Health center/  Clinic/Health Total

Services Hospital Polyclinic post percentage
Basic services
Curative care for children 90 99 79 95
Any service for sexually transmitted infections (STls) 90 99 83 95
Temporary methods of family planning 52 85 37 73
Antenatal care 33 98 34 80
Child immunization 12 96 24 75
Growth monitoring 17 72 7 55
Packages of services available
All basic services at any frequency1 5 60 1 44
Facility-based 24-hour delivery services 93 88 19 74
At least one qualified staff® 100 100 97 99
All services, minimum frequency3 2 48 1 35
All services, minimum frequency, and 24-hour
delivery services 2 43 1 31
All services, minimum frequency, and 24-hour
delivery services, and at least one qualified staff 2 42 1 31
Number of facilities 42 389 107 538

' Outpatient services for sick children and for adult STls, temporary methods of family planning, antenatal care,
immunization, and child growth monitoring.

% Qualified staff (providers of curative care) includes physician specialist, physician generalist, medical officers,
nurses, midwives, auxiliaries, anesthetist, and dentist that prescribe the treatment.

® Minimum frequencies are defined as: curative care for children offered at least five days per week, STI services
at least one day per week, and preventive or elective services (temporary methods of family planning, antenatal
care, immunization, and growth monitoring) at least one day per week.
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Table A-3.2 Availability of basic services by province

Percentage of facilities offering basic services and percentage offering packages of services (with the
frequency and staffing indicated), by province, Rwanda SPA 2007

Province Total
Services North South East West Kigali City percentage
Basic services
Curative care for children 100 95 93 97 87 95
Any service for sexually transmitted
infections (STIs) 100 97 96 100 80 95
Temporary methods of family planning 78 69 80 81 53 73
Antenatal care 89 88 81 88 49 80
Child immunization 84 85 73 83 44 75
Growth monitoring 58 68 54 59 30 55
Packages of services
All basic services at any frequency1 49 50 46 51 20 44
Facility-based 24-hour delivery services 82 86 81 80 34 74
At least one qualified staff’ 100 100 98 100 98 929
All services, minimum frequency3 47 38 29 44 13 35
All services, minimum frequency, and
24-hour delivery services 42 36 26 37 12 31
All services, minimum frequency, and
24-hour delivery services, and at least
one qualified staff 42 36 25 37 12 31
Number of facilities 90 117 113 132 86 538

' Outpatient services for sick children and for adult STls, temporary methods of family planning, antenatal
care, immunization, and child growth monitoring.
% Qualified staff (providers of curative care) includes physician specialist, physician generalist, medical

officers, nurses, midwives, auxiliaries, anesthetist, and dentist that prescribe the treatment.

® Minimum frequencies are defined as: curative care for children offered at least five days per week,
STl services at least one day per week, and preventive or elective services (temporary methods of

family planning, antenatal care, immunization, and growth monitoring) at least one day per week.
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Table A-3.3.1 Facility infrastructure supportive of client utilization and quality services by type of facility

Percentage of facilities with client amenities, regular supply of electricity and water, and staff furnishings to support
quality 24-hour emergency services, by type of facility, Rwanda SPA 2007

Type of facility

Dispensary/

Health center/ Clinic/Health Total
ltems Hospital Polyclinic post percentage
Client comfort amenities

Client latrine 69 73 76 73
Protected waiting area 88 88 84 88
Clean facility 76 74 63 72
All client amenities’ 52 58 50 56
Facility infrastructure

No electricity or generator 2 18 25 18
Generator observed with fuel 95 22 32 29
Regular electricity or generator 95 59 67 63
Any safe onsite water 76 58 76 63
Regular water supply (any safe onsite

and year-round) 38 28 52 33
Regular water and electricity3 36 18 49 25
All client amenities, regular water and electricity 24 8 26 13

Staff and furnishings

At least two qualified staff* 100 99 73 94
Duty staff onsite 24 hours® 95 93 43 83
Duty staff on call 24 hours® 0 1 2 1
Part of 24-hour emergency network’ 2 1 2 1
Qualified staff living onsite 52 67 27 58
Qualified staff living onsite, no duty roster seen

or no duty roster 0 2 13 4
Emergency communication® 95 91 88 91
Overnight patient beds’ 98 92 64 87
Basic components supporting 24-hour emergency services® 55 32 19 31
Basic components plus regular water and electricity9 26 8 10 10
Number of facilities 42 389 107 538

' Clean, functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness.

2 piped water from any source or water from protected well/ pump or water outlet within 500 meters of facility.

® Year-round onsite water plus electricity (or a generator with fuel) routinely available during service hours.

* Qualified staff (providers of curative care) includes physician specialist, physician generalist, medical officers,
nurses, midwives, auxiliaries, anesthetist, and dentist that prescribe the treatment.

°A duty schedule or other documentation of official duty status was observed.

® Communication devices either in the facility or within a 5-minute walk and available 24 hours a day.

” Either routine inpatient services or beds for overnight care for emergencies.

& At least two qualified staff assigned to facility, duty staff onsite or on call 24 hours a day, overnight beds, client
latrine, access to 24-hour emergency communication, and onsite water source.

° At least two qualified staff assigned to facility, duty staff onsite or on call 24 hours a day, overnight beds, client
latrine, access to 24-hour emergency communication, and regular water and electricity.
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Table A-3.3.2 Facility infrastructure supportive of client utilization and quality services by province

Percentage of facilities with client amenities, regular supply of electricity and water, and staff and furnishings to support
quality 24-hour emergency services, by province, Rwanda SPA 2007

Province Total
ltems North  South  East West Kigali City percentage
Client comfort amenities

Client latrine 77 73 68 63 93 73
Protected waiting area 84 98 81 83 93 88
Clean facility 89 85 72 58 59 72
Al client amenities’ 63 63 56 45 53 56
Facility infrastructure
No electricity or generator 19 9 27 29 1 18
Generator observed with fuel 33 23 22 23 52 29
Regular electricity or generator 63 63 49 56 94 63
Any safe onsite wate 52 44 58 73 87 63
Regular water supply (any safe onsite and year-round) 28 20 19 38 69 33
Regular water and electricity3 24 11 10 24 67 25
All client amenities, regular water and electricity 12 7 4 11 38 13
Staff and furnishings

At least two qualified staff* 96 98 94 95 87 94
Duty staff onsite 24 hours® 87 86 88 90 58 83
Duty staff on call 24 hours® 1 1 1 0 2 1
Part of 24-hour emergency network’ 1 3 0 1 1 1
Qualified staff living onsite 67 65 65 61 24 58
Qualified staff living onsite, no duty roster seen or

no duty roster 4 3 3 5 3 4
Emergency communication® 94 97 77 89 97 91
Overnight patient beds’ 86 91 89 88 76 87
Basic components supporting 24-hour emergency services® 29 21 27 39 40 31
Basic components plus regular water and electricity9 10 3 4 10 28 10
Number of facilities 90 117 113 132 86 538

! Clean, functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness.
2 piped water from any source or water from protected well/ pump or water outlet within 500 meters of facility.
® Year-round onsite water plus electricity (or a generator with fuel) routinely available during service hours.

* Qualified staff (providers of curative care) includes physician specialist, physician generalist, medical officers, nurses,

midwives, auxiliaries, anesthetist, and dentist that prescribe the treatment.

® A duty schedule or other documentation of official duty status was observed.
® Communication devices either in the facility or within a 5-minute walk and available 24 hours a day.
" Either routine inpatient services or beds for overnight care for emergencies.
8 At least two qualified staff assigned to facility, duty staff onsite or on call 24 hours a day, overnight beds, client latrine,

access to 24-hour emergency communication, and onsite water source.
® At least two qualified staff assigned to facility, duty staff onsite or on call 24 hours a day, overnight beds, client

latrine, access to 24-hour emergency communication, and regular water and electricity.
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Table A-3.4 Routine management meetings
Percentage of facilities reporting they have routine management meetings at the
indicated intervals, by background characteristics, Rwanda SPA 2007
Meetings held: Number
Background Monthly or  Every 2-3  Every 4-6 of
characteristics more often months months  facilities
Type of facility
Hospital 88 12 0 42
Health center/Polyclinic 89 6 1 389
Dispensary/Clinic/Health post 58 10 5 107
Managing authority
Government 89 5 1 309
Government-assisted 87 8 1 133
Private/NGO/Community 58 13 5 96
Province
North 87 3 1 90
South 86 7 1 117
East 83 10 0 113
West 88 5 2 132
Kigali City 66 12 5 86
Total 83 7 1 538

Table A-3.5 Quality assurance activities with documentation observed
Among facilities that report having quality assurance (QA) activities, with documentation that specific QA method is used, by
type of facility, Rwanda SPA 2007
QA method Num_t_;gr &
facilities
Supervisory  Supervisory Auditing reporting
checklist for  checklist for medical Quality quality
health system observation Mortality records or assurance assurance
Type of facility components  of services  review  registers committee Other  activities
Hospital 64 67 58 64 69 3 36
Health center/Polyclinic 32 34 21 35 42 2 245
Dispensary/Clinic/Health post 20 15 5 35 15 0 20
Total 35 37 25 39 43 2 301
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Table A-3.6 Facility-level supervision and in-service training for interviewed staff

Percentage of facilities where, none, at least half, or all of the interviewed health service providers received training

and supervision, by background characteristics, Rwanda SPA 2007

Received related in-service Were personally

training during the past supervised during the Number of
12 months’ past 6 months facilities with
Background At least At least interviewed
characteristics None half All None half All providers2
Type of facility
Hospital 0 50 48 0 60 35 40
Health center/Polyclinic 2 36 58 1 24 74 389
Dispensary/Clinic/Health post 30 27 41 33 17 46 105
Managing authority
Government 3 39 56 1 25 72 306
Government-assisted 2 34 58 0 32 67 132
Private/NGO/Community 29 25 43 36 18 43 96
Province
North 3 26 70 7 29 63 89
South 4 27 66 0 24 74 117
East 3 35 59 3 23 74 111
West 7 50 35 2 23 73 132
Kigali City 22 33 44 29 29 35 85
Total 7 35 54 7 25 66 534

' This refers to structured training sessions and does not include individual instruction received during routine

supervision.

Interviewed providers who do not personally provide any of the assessed services (i.e., managers other than

those for clinical services who might have been interviewed) are excluded.

Table A-3.7 Supportive management practices at the individual provider level
Among interviewed health service providers, percentage who received specific supportive management
practices, by background characteristics, Rwanda SPA 2007
Percentage of providers who received:
Personal Most recent
supervision in-service
during past 6 training
In-service Personal months and in- 13-59 Number of
training during supervision service training months interviewed

Background past in past 6 during past preceding health servizce
characteristics 12 months' months 12 months the survey providers
Type of facility

Hospital 86 80 70 8 230

Health center/Polyclinic 85 92 79 7 1,527

Dispensary/Clinic/Health post 56 56 34 16 177
Managing authority

Government 86 90 78 7 1,220

Government-assisted 84 90 75 10 555

Private/NGO/Community 57 54 33 16 159
Province

North 90 88 80 3 319

South 88 90 80 5 429

East 87 91 82 7 455

West 73 90 67 15 487

Kigali City 73 66 52 11 244

Total 83 87 74 8 1,934
Includes only structured training sessions; excludes individual instruction received during routine supervision.
2 Interviewed providers who do not personally provide any of the assessed services (i.e., managers other than
those for clinical services who might have been interviewed) are excluded.
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Table A-3.8 Types of funding options utilized
Among facilities having user fees for adult curative care, percentage using the specific financing mechanisms, and percentage where fees
are publicly posted, by background characteristics, Rwanda SPA 2007
System for decreasing System for reimbursement Facility Fees are
out-of-pocket fees of deferred client fees has any posted publicly Number of
Discount or Client can system to facilities
exemption prepay for By By decrease having
Background for some multiple  employer By charity Government costs to All Some any user
characteristics clients visits of client insurance fund pooling risk  client fees fees fees
Type of facility
Hospital 78 66 27 63 27 85 100 34 10 41
Health center/Polyclinic 69 63 12 46 22 77 99 50 10 383
Dispensary/Clinic/
Health post 36 32 3 21 2 13 62 28 3 87
Managing authority
Government 63 60 14 51 22 76 99 49 11 294
Government-assisted 86 70 12 41 26 82 99 48 8 132
Private/NGO/Community 32 35 5 20 1 14 60 26 5 85
Province
North 73 52 10 48 19 80 95 72 7 88
South 65 86 13 32 51 77 99 46 13 112
East 66 29 19 64 13 62 96 14 14 104
West 67 68 3 43 5 76 97 63 3 128
Kigali City 44 48 15 25 5 32 68 24 8 79
Total 64 58 12 43 19 67 93 45 9 511
Table A-3.9 Components for which fees are charged
Among facilities with user fees for adult curative care, percentage charging for specific items, by background
characteristics, Rwanda SPA 2007
Percentage of facilities charging for: Number of
Client chart facilities with
Background characteristics orrecord  Consultation Medicine Tests  Registration  client fees
Type of facility
Hospital 90 100 100 93 7 41
Health center/Polyclinic 92 929 99 98 3 383
Dispensary/Clinic/Health post 82 99 84 90 3 87
Managing authority
Government 91 99 99 97 3 294
Government-assisted 95 99 100 98 5 132
Private/NGO/Community 78 99 84 91 4 85
Province
North 98 100 99 98 2 88
South 88 99 99 99 10 112
East 86 99 97 95 1 104
West 97 99 99 95 2 128
Kigali City 80 97 85 94 4 79
Total 90 99 96 96 4 511
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Table A-3.10 Facility systems for maintenance and repair of equipment
Among facilities with preventive maintenance programs for large equipment, percentage where specific persons are responsible for maintenance,
and among facilities with systems for repairing small equipment, percentage where specific systems are used for repair, by background
characteristics, Rwanda SPA 2007
Persons responsible for performing
preventive maintenance of major Number of Method used for maintenance or replacement Number of
equipment facilities with of small equipment facilities with
preventive Send Purchase system for
Both onsite maintenance outside orpayfor Replaced small
Background Onsite External and external  for large Onsite  for repair from funds by MOH  equipment
characteristics staff technicians technicians equipment repair orreplace on hand /donor repair
Type of facility
Hospital 78 7 10 41 76 32 66 20 41
Health center/Polyclinic 24 27 4 168 32 30 78 10 383
Dispensary/Clinic/Health post 19 57 2 58 52 18 77 8 102
Managing authority
Government 35 22 3 125 35 29 76 9 302
Government-assisted 35 23 7 81 37 35 75 15 133
Private/NGO/community 20 57 2 61 58 13 82 8 91
Province
North 20 25 7 44 17 51 82 8 90
South 30 36 9 47 41 24 87 28 115
East 40 20 0 40 31 18 78 6 106
West 44 13 2 63 44 31 66 2 131
Kigali City 23 52 4 73 67 14 74 7 84
Total 31 31 4 267 40 28 77 10 526
Table A-3.11 Facility systems for maintenance and repair of building
Among facilities with systems for maintenance and repair of buildings, percentage where
specific persons are responsible for performing repairs, by background characteristics,
Rwanda SPA 2007
Repairs on building or infrastructure
are made by: Number of
Both onsite facilities with
Persons staff and system for
Background On-site hired from  externally maintenance
characteristics staff outside hired and repair
Type of facility
Hospital 83 6 11 36
Health center/Polyclinic 37 55 8 179
Dispensary/Clinic/Health post 25 75 0 51
Managing authority
Government 42 51 8 142
Government-assisted 51 39 10 72
Private/NGO/Community 25 75 0 52
Province
North 23 69 9 35
South 36 56 8 77
East 57 39 5 44
West 62 34 4 53
Kigali City 26 65 9 57
Total 41 52 7 266
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Table A-3.12 Storage conditions and stock monitoring systems for vaccines
Among facilities that routinely store vaccines, percentage with specific elements related to vaccine storage, by background characteristics,
Rwanda SPA 2007
Stock condition Stock monitoring system Nurgfber
Tempera- facilities
tu[e Adequate Refriger- No  Vaccines Inven- No with
Functioning Up-to-date 0-8 at cold chain ator expired stored by Stock tory vaccines stored
Background thermometer tempera- time of monitoring protected vaccines expiration card upto outof vaccines
characteristics in refrigerator ture chart visit system  from sun present date  present date stock observed
Type of facility
Hospital 100 71 86 57 100 100 86 71 43 57 7
Health center/Polyclinic 97 80 77 61 89 98 92 66 33 60 358
Dispensary/Clinic/
Health post 91 73 73 64 82 91 91 55 45 55 11
Managing authority
Government 97 80 76 61 91 98 91 69 29 60 255
Government-assisted 96 79 79 63 86 100 93 62 40 61 107
Private/NGO/community 93 71 79 64 71 86 86 57 50 57 14
Province
North 100 91 93 86 93 99 94 86 45 83 69
South 99 77 56 40 94 98 95 48 14 66 99
East 90 77 80 62 90 98 76 69 10 32 84
West 97 75 82 61 81 100 100 67 60 60 88
Kigali City 97 78 89 72 83 94 92 69 53 64 36
Total 97 79 77 61 89 98 91 66 33 60 376
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Table A-3.13.1 Storage conditions and stock monitoring systems for commodities

Among facilities that store clinical methods of contraception, facilities that store medicines, and facilities that store antiretrovirals (ARVs), percentage
with specific elements relating to commodity storage, by background characteristics, Rwanda SPA 2007

Proper storage conditions Stock monitoring systems
No Number of
evidence No ltems No com- facilities with
Protected of pests expired stored by Stock modities stored
Background Off the from  Protected or Good items expiration card Inventory outof commodities
characteristics ground  water  fromsun rodents storage present date present up-to-date  stock observed

CONTRACEPTIVE METHODS

Type of facility

Hospital 71 100 100 47 41 100 76 24 29 47 17
Health center/Polyclinic 43 98 96 35 15 97 83 39 35 52 313
Dispensary/Clinic/
Health post 58 86 86 22 14 100 83 25 31 33 36
Managing authority
Government 42 97 95 33 14 98 84 40 35 50 263
Government-assisted 55 99 99 43 22 96 81 35 36 55 69
Private/ NGO/Community 56 88 88 18 15 100 74 21 29 35 34
Province
North 27 98 100 17 10 97 83 32 43 44 63
South 28 97 95 51 15 97 81 32 13 63 78
East 35 99 95 46 14 98 81 48 28 34 85
West 77 99 99 26 22 97 87 38 52 59 99
Kigali City 56 83 80 20 15 100 80 29 34 44 41
Total 46 97 95 34 16 98 83 37 34 50 366
MEDICINES
Type of facility
Hospital 50 95 98 45 33 100 88 60 45 45 42
Health center/Polyclinic 36 98 98 40 17 99 91 45 38 42 374
Dispensary/Clinic/
Health post 34 97 95 31 11 88 74 25 14 15 65
Managing authority
Government 39 98 97 39 18 99 91 49 37 40 299
Government-assisted 36 97 100 47 21 100 87 42 41 43 127
Private/ NGO/Community 31 98 96 24 5 85 80 18 15 22 55
Province
North 18 100 100 15 8 99 94 45 36 31 80
South 23 98 97 61 14 100 88 46 31 50 114
East 29 98 94 44 13 99 94 48 31 41 105
West 71 98 100 36 33 97 86 44 46 38 125
Kigali City 35 93 95 30 14 89 77 28 28 26 57
Total 37 98 98 39 18 98 89 43 36 39 481
ARVs
Type of facility
Hospital 70 97 97 45 36 100 94 61 48 24 33
Health center/Polyclinic 69 99 97 38 32 99 95 55 50 50 112
Dispensary/Clinic/Health
post 67 100 100 33 17 100 83 83 50 83 6
Managing authority
Government 64 99 97 37 30 99 95 56 52 45 87
Government-assisted 75 98 98 43 37 100 92 57 47 45 60
Private/ NGO/Community 75 100 100 50 25 100 100 100 50 75 4
Province
North 56 100 100 20 16 100 96 52 44 28 25
South 67 100 100 52 42 97 94 45 39 58 33
East 63 97 95 34 21 100 97 55 61 42 38
West 88 100 97 56 50 100 88 74 50 53 34
Kigali City 67 95 95 29 29 100 95 62 52 43 21
Total 69 99 97 40 32 99 94 58 50 46 151
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Table A-3.13.2 Reported reliability of ordering system for commodities where order is placed by facility
Among facilities that provide vaccinations, contraceptive methods, or medicines, percentage where decisions on when to order
commodities are made by facility staff, and among those, percentage of facilities reporting their supplies were very reliable,
sometimes reliable, or rarely reliable during the 3 months preceding the survey, and percentage that received their most recent
supply during the past 4 weeks, by background characteristics, Rwanda SPA 2007
Number of
facilities
Percentage of providing
facilities where  vaccinations, . . Most recent  Number of
staff members contraceptive ~eceiPt of ordered commodity order facilities that
place methods, considered: received place
Background commodity  medicines, or  Very Sometimes Rarely during past commodity
characteristics orders ARVs reliable reliable reliable 4 weeks orders
VACCINES
Type of facility
Hospital 100 5 40 40 20 100 5
Health center/Polyclinic 99 373 71 27 1 95 368
Dispensary/Clinic/Health post 96 24 70 26 0 100 23
Managing authority
Government 99 263 72 27 1 95 260
Government-assisted 98 111 69 29 2 97 109
Private/NGO/Community 96 28 74 26 0 100 27
Province
North 100 76 92 7 0 96 76
South 98 98 59 40 1 98 96
East 98 83 43 56 1 91 81
West 99 108 85 12 2 98 107
Kigali City 97 37 78 22 0 92 36
Total 99 402 71 28 1 96 396
CONTRACEPTIVE METHODS
Type of facility
Hospital 94 17 75 25 0 56 16
Health center/Polyclinic 98 313 45 40 15 89 306
Dispensary/Clinic/Health post 92 37 56 41 3 74 34
Managing authority
Government 97 264 44 42 14 86 256
Government-assisted 100 69 62 26 12 90 69
Private/NGO/Community 91 34 45 48 6 77 31
Province
North 100 63 48 46 6 92 63
South 97 78 57 32 12 84 76
East 94 86 19 67 15 85 81
West 99 99 69 16 14 90 98
Kigali City 93 41 37 45 18 74 38
Total 97 367 48 39 13 86 356
Continued...
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Table A-3.13.2—Continued
Number of
facilities
Percentage of providing
facilities where vaccinations, . .. Mostrecent Number of
staff members contraceptive ~eceiPt of ordered commodity " orger  facilities that
place methods, considered: received place
Background commodity  medicines, or Very Sometimes Rarely during past commodity
characteristics orders ARVs reliable  reliable  reliable 4 weeks order s
MEDICINES
Type of facility
Hospital 100 42 31 60 10 93 42
Health center/Polyclinic 99 374 27 63 10 84 370
Dispensary/Clinic/Health post 98 66 43 32 25 60 65
Managing authority
Government 100 300 25 67 8 86 299
Government-assisted 98 127 31 55 14 87 125
Private/NGO/Community 96 55 49 23 28 47 53
Province
North 100 80 23 75 3 78 80
South 100 114 21 65 14 90 114
East 100 106 21 74 6 91 106
West 98 125 37 41 22 81 123
Kigali City 95 57 57 31 11 54 54
Total 99 482 29 59 12 82 477
ARVs
Type of facility
Hospital 97 33 41 53 3 56 32
Health center/Polyclinic 93 117 40 50 10 58 109
Dispensary/Clinic/Health post 100 6 33 67 0 83 6
Managing authority
Government 92 89 37 57 6 56 82
Government-assisted 97 62 45 43 10 60 60
Private/NGO/Community 100 5 40 40 20 80 5
Province
North 100 25 48 52 0 60 25
South 85 34 41 52 7 66 29
East 92 39 31 61 6 47 36
West 100 36 47 33 19 61 36
Kigali City 95 22 33 62 5 62 21
Total 94 156 40 51 8 59 147
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Table A-3.14 Reported reliability of ordering system for commodities where order is placed by external
authority

Among facilities that provide vaccinations, contraceptive methods, medicines, or antiretrovirals (ARVs),
percentage where decisions on when to order the commodity are made by external authority, and among
those, percentage of facilities reporting their supplies were very reliable, sometimes reliable, or rarely
reliable during the 3 months preceding the survey, and percentage that received their most recent supply
during the past 4 weeks, by province, Rwanda SPA 2007

Number of Number of
Percentage of facilities facilities
facilities where  providing where
external vaccinations, Receiot of ordered dit external
authority contraceptive ptof ordere c.ommo Y Most recent authority
places methods, considered: order received places
commodity  medicines, or Very Sometimes Rarely during past commodity
Province orders ARVs reliable  reliable reliable 4 weeks order
VACCINES
North 0 76 - - - - 0
South 2 98 0 100 0 50 2
East 1 83 0 100 0 0 1
West 1 108 0 100 0 100 1
Kigali City 5 37 0 100 0 100 2
Total 1 402 0 100 0 67 6

CONTRACEPTIVE METHODS

North 0 63 - - - - 0
South 10 78 50 50 0 63 8
East 7 86 50 33 17 100 6
West 1 99 0 0 100 0 1
Kigali City 7 41 33 33 33 100 3
Total 5 367 44 39 17 78 18
MEDICINES
North 0 80 - - - - 0
South 4 114 20 60 20 80 5
East 1 106 0 100 0 100 1
West 2 125 0 100 0 100 2
Kigali City 4 57 50 0 50 50 2
Total 2 482 20 60 20 80 10
ARVs
North 0 25 - - - - 0
South 15 34 80 20 0 100 5
East 5 39 0 0 50 0 2
West 6 36 100 0 0 100 2
Kigali City 5 22 0 100 0 100 1
Total 6 156 60 20 10 80 10




Table A-3.15 System for ordering commodities for facilities placing their own order
Among facilities that order their own supplies of vaccines, contraceptive methods, medicines, and antiretrovirals (ARVs), percentage that
use specific criteria to determine amount of commodities ordered and percentage that use specific criteria to determine when stock orders
are level, by background characteristics, Rwanda SPA 2007
Criteria for when orders are placed
Criteria for amount ordered Routinely Number of
Order Less facilities
same When stock often that order
Maintain amount Order falls to a pre- More often Every  than Don't their
Background a fixed each basedon determined than once 4 once  When  know/ own
characteristics stock time  utilization level monthly weeks monthly needed missing supplies
VACCINES
Type of facility
Hospital 20 0 80 0 0 20 20 60 0 5
Health center/Polyclinic 11 4 83 11 5 46 4 33 1 368
Dispensary/Clinic/Health post 4 4 91 17 48 17 0 17 0 23
Managing authority
Government 10 4 83 9 3 47 3 35 2 260
Government-assisted 15 1 81 16 5 47 5 28 0 109
Private/NGO/Community 4 7 89 15 56 11 0 19 0 27
Province
North 7 3 89 0 0 83 0 17 0 76
South 8 3 86 33 3 28 10 23 2 96
East 16 5 78 4 4 37 4 51 1 81
West 8 2 83 8 9 47 0 35 1 107
Kigali City 19 8 72 3 36 17 3 42 0 36
Total 11 4 83 11 7 44 4 32 1 396
CONTRACEPTIVE METHODS
Type of facility
Hospital 13 0 88 6 0 25 19 50 0 16
Health center/Polyclinic 12 1 86 6 0 48 4 41 1 306
Dispensary/Clinic/Health post 9 0 88 3 3 12 3 74 3 34
Managing authority
Government 10 1 88 4 0 48 5 42 1 256
Government-assisted 19 0 80 12 0 43 4 39 0 69
Private/NGO/Community 10 0 87 3 3 13 0 77 0 31
Province
North 6 0 94 3 0 48 3 46 0 63
South 8 3 89 14 0 37 8 39 1 76
East 12 0 85 5 0 53 5 32 2 81
West 18 1 79 2 1 48 1 47 0 98
Kigali City 8 0 89 0 0 21 5 71 0 38
Total 12 1 86 5 0 44 4 44 1 356
Continued...
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Table A-3.15—Continued

Criteria for when orders are placed

Criteria for amount ordered Routinely Number of
Order facilities
same When stock More that order
Maintain amount Order falls to a pre- often than Less often Don't their
Background a fixed each based on  determined once Every4 thanonce When know/ own
characteristics stock time utilization level monthly  weeks  monthly needed missing supplies
MEDICINES
Type of facility
Hospital 2 0 98 14 0 38 14 29 5 42
Health center/Polyclinic 7 0 92 19 0 41 15 24 1 370
Dispensary/Clinic/Health post 5 2 83 8 2 18 8 58 6 65
Managing authority
Government 8 0 91 16 1 45 15 22 1 299
Government-assisted 2 97 23 0 28 17 29 3 125
Private/NGO/Community 6 2 81 8 0 17 2 68 6 53
Province
North 10 0 88 5 0 46 30 18 1 80
South 6 0 92 27 0 24 20 26 3 114
East 6 0 91 4 0 61 4 27 4 106
West 2 0 97 29 2 37 6 25 2 123
Kigali City 11 2 83 11 0 9 17 61 2 54
Total 6 0 91 17 0 38 14 29 2 477
ARVs
Type of facility
Hospital 13 0 81 13 3 0 47 28 6 32
Health center/Polyclinic 8 2 83 14 1 10 44 22 5 109
Dispensary/Clinic/Health post 0 0 100 17 0 0 17 67 0 6
Managing authority
Government 9 2 83 11 0 7 46 26 6 82
Government-assisted 8 0 83 17 3 8 42 22 4 60
Private/NGO/Community 20 0 80 20 0 0 20 60 0 5
Province
North 12 4 84 4 0 20 64 12 0 25
South 14 0 72 24 3 0 24 34 3 29
East 6 3 81 0 0 11 44 28 14 36
West 3 0 92 28 3 6 44 14 0 36
Kigali City 14 0 86 10 0 0 43 43 5 21
Total 9 1 83 14 1 7 44 25 5 147
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Table A-3.16 System for ordering commodities placing by authorities external to facility

Among facilities where external authorities order supplies of vaccines, contraceptive
methods, medicines, and antiretrovirals (ARVs), percentage where the amount ordered is
based on activity level or maintaining a fixed supply, by background characteristics,
Rwanda SPA 2007

Amount ordered is based on: N.L.’F"ber o
facilities where
Maintaining Don't stock ordered
Background Activity fixed know/ by external
characteristics level supply missing authorities
VACCINES
Type of facility
Hospital 100 0 0 1
Health center/Polyclinic 75 0 25
Dispensary/Clinic/Health post 100 0 0 1
Managing authority
Government 67 0 33 3
Government-assisted 100 0 0 2
Private/NGO/Community 100 0 0 1
Total 83 0 17 6
CONTRACEPTIVE METHODS
Type of facility
Hospital 100 0 0 2
Health center/Polyclinic 100 0 0 13
Dispensary/Clinic/Health post 67 33 0 3
Managing authority
Government 100 0 0 15
Private/NGO/Community 67 33 0 3
Total 94 6 0 18
MEDICINES
Type of facility
Health center/Polyclinic 78 0 22 9
Dispensary/Clinic/Health post 100 0 0 1
Managing authority
Government 80 0 20 5
Government-assisted 67 0 33 3
Private/NGO/Community 100 0 0 2
Total 80 0 20 10
ARVs
Type of facility
Hospital 100 0 0 1
Health center/Polyclinic 78 22 0 9
Managing authority
Government 83 17 0 6
Government-assisted 75 25 0 4
Total 80 20 0 10
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Table A-3.17 Knowledge and capacity for auto-
clave processing of equipment

Among facilities with a functioning autoclave
machine, percentage where the informant’s knowl-
edge of processing temperature and pressure was
excellent or good, Rwanda SPA 2007

Percentage of

facilities with
level of

Knowledge of autoclave knowledge of
processing temperature autoclave
and pressure processing
Temperature

Excellent’ 44

Good” 23

Don't know/invalid 34
Pressure

Excellent® 59

Good* 0

Don't know/invalid 41
Temperature and pressure

Both excellent 37

Both al least good 9

Don't know/invalid response for

temperature or pressure 53

Total number of facilities with

functioning autoclave 137

' Autoclave had automatic temperature control or
response was 121° to 132°C.

2 Response was more than 132°C but was less
than 361°C (high cut-off point was selected to
include any response that appeared valid).

® Either automatic machine (one facility) or
response was PPI of 15-30 or ATM of 1 or 2.

4 Response was PPl more than 30 and less than
61, or ATM more than 2 and less than 8 (high cut-
off points were selected to include any response
that appeared valid).

ATM = Atmospheres (of pressure)

PPI = Pounds per square inch




Table A-3.18 Storage conditions for sterilized or high-level disinfected items
Percentage of facilities with sterilized or high-level disinfected (HLD) instruments present and, among these, percentage with
specific storage conditions for processed items, by background characteristics, Rwanda SPA 2007
Storage conditions
Percentage of Sterile/HLD Number of
facilities with Sterile/HLD Clean, but Processing status storage facilities with
sterilized or status not sterile, dates conditions and stored

Background disinfected Number of  storage storage observed processing processed
characteristics items present facilities  conditions’ conditions? onitems dates on items items
Type of facility

Hospital 98 42 90 85 78 68 41

Health center/ Polyclinic 89 389 71 63 28 25 348

Dispensary/Clinic/Health post 79 107 74 63 18 17 84
Managing authority

Government 90 309 67 60 26 22 277

Government-assisted 89 133 81 71 44 41 119

Private/ NGO/ community 80 96 83 73 25 23 77
Province

North 89 90 64 56 36 34 80

South 90 117 71 66 13 10 105

East 85 113 63 60 25 19 96

West 86 132 82 70 46 41 114

Kigali City 91 86 83 72 32 32 78

Total 88 538 73 65 30 27 473
! ltems are wrapped and sealed with time-steam-temperature (TST) tape or are in a sterile/HLD box that clasps shut, and storage
area is dry and clean.
2 ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the sterilizer or autoclave, or
sitting in disinfecting solution. Storage area is dry and clean.
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Table A-3.19.1 Items for infection control in MCH and RH service areas: All service areas

Percentage of facilities where specific infection control items were either observed or reported available in all service delivery
areas assessed for that facility, by background characteristics, Rwanda SPA 2007

Percentage of facilities with item available in all MCH/RH service areas:’'

Clean All items
latex or Chlorine-  presentin
Background Running sterile  Sharps based all relevant Waste Number of
characteristics water Soap  gloves box disinfectant sites receptacle2 facilities
Type of facility
Hospital 81 64 69 55 62 29 62 42
Health center/Polyclinic 23 11 35 42 27 4 26 389
Dispensary/Clinic/Health post 49 45 59 58 58 28 43 107
Managing authority
Government 26 12 39 48 31 5 30 309
Government-assisted 34 24 35 31 26 8 26 133
Private/NGO/Community 55 51 65 59 64 34 49 96
Province
North 29 17 42 42 30 2 26 90
South 20 15 24 40 15 4 16 117
East 19 10 42 50 33 2 28 113
West 39 21 42 41 42 8 36 132
Kigali City 63 56 7 60 64 44 62 86
Total 33 22 43 46 36 11 32 538

! Survey criteria required that the item be available in the service delivery room or immediately adjacent, and the item must be
observed. If the service was not being provided on the day of the survey, a report that an item was normally available when
services were being offered was noted and the item is included in this table. In most cases this added only 0-1 percentage points.
ltems assessed for each service were: soap, water, and sharps box in the immunization area and injection room; soap, water,
sharps box, and disinfectant in the consultation area for sick children; and soap, water, sharps box, disinfecting solution, and
clean latex or sterile gloves in the consultation and examination areas for STI services, family planning, antenatal care, and
delivery services.

% Waste receptacle with plastic liner and lid. This is not a component of the aggregate indicator because, while important for
infection control, it has not been commonly introduced.

218 APPENDIX A



Table A-3.19.2 Items for infection control in MCH and RH service areas: Any service area

Percentage of facilities where specific infection control items were either observed or reported available in any of the maternal
and child health (MCH) or reproductive health care (RH) service delivery areas assessed for that facility, by background
characteristics, Rwanda SPA 2007

Percentage of facilities with item available in any MCH/RH service area:'

Clean All items
latex or Chlorine-  presentin
Background Running sterle Sharps based anyrelevant Waste  Number of
characteristics water Soap gloves box disinfectant sites receptacle2 facilities
Type of facility
Hospital 98 98 95 95 95 93 95 42
Health center/Polyclinic 93 89 98 99 98 73 97 389
Dispensary/Clinic/Health post 75 72 84 79 82 54 75 107
Managing authority
Government 89 84 97 97 97 70 95 309
Government-assisted 96 95 96 98 97 79 97 133
Private/NGO/Community 82 81 88 81 85 63 78 96
Province
North 94 91 96 98 98 76 97 90
South 92 86 95 97 94 71 91 117
East 77 73 94 96 93 53 93 113
West 93 92 98 95 98 78 92 132
Kigali City 91 90 92 86 91 79 91 86
Total 89 86 95 95 95 71 93 538

! Survey criteria required that the item be available in the service delivery room or immediately adjacent, and the item must be
observed. If the service was not being provided on the day of the survey, a report that an item was normally available when
services were being offered was noted and the item is included in this table. In most cases this added only 0-1 percentage
points. Items assessed for each service were: soap, water, and sharps box in the immunization area and injection room; soap,
water, sharps box, and disinfectant in the consultation area for sick children; and soap, water, sharps box, disinfecting solution,
and clean latex or sterile gloves in the consultation and examination areas for STI services, family planning, antenatal care, and
delivery services.

2 Waste receptacle with plastic liner and lid. This is not a component of the aggregate indicator because, while important for
infection control, it has not been commonly introduced.

APPENDIXA 219



Table A-3.20.1 Items for infection control in HIV service areas: All service areas
Among all facilities, percentage with specific infection control elements in all relevant HIV service sites, by background
characteristics, Rwanda SPA 2007
Percentage of facilities with item available in all relevant service sites:
Mean
Clean All items number of
latex or Chlorine- present in Number eligible
Background Running sterile Sharps based allrelevant Waste of service
characteristics water  Soap gloves box disinfectant sites receptacle facilities sites
Type of facility
Hospital 36 21 55 43 50 17 45 42 8
Health center/Polyclinic 32 19 46 49 42 8 35 389 4
Dispensary/Clinic/Health post 49 35 51 40 57 16 33 107 2
Managing authority
Government 28 14 41 47 40 5 34 309 4
Government-assisted 41 27 52 48 45 15 38 133 5
Private/NGO/Community 55 43 60 44 61 21 39 96 3
Province
North 32 16 40 41 36 9 24 90 3
South 20 15 38 39 33 6 24 117 5
East 22 12 48 55 46 4 36 113 4
West 47 26 51 51 52 12 44 132 3
Kigali City 63 47 62 45 62 22 49 86 5
Total 36 22 47 47 45 10 36 538 4
Note: Relevant service sites within a facility include all assessed outpatient or inpatient client examination areas, all VCT or
PMTCT sites where blood is drawn or HIV testing is conducted in the unit, and the blood-drawing area in the lab.

Table A-3.20.2 Items for infection control in HIV service areas: Any service area
Among all facilities, percentage with specific infection control elements in any relevant HIV service sites, by background
characteristics, Rwanda SPA 2007
Percentage of facilities with item available in any relevant service site:
Mean
Clean All items number of
latex or Chlorine-  presentin Number eligible
Background Running sterile Sharps based all relevant  Waste of service
characteristics water Soap gloves box disinfectant sites receptacle facilities sites
Type of facility
Hospital 98 98 98 98 98 98 98 42 8
Health center/Polyclinic 89 86 94 97 98 73 92 389 4
Dispensary/Clinic/Health post 79 75 79 79 88 51 80 107 2
Managing authority
Government 84 81 91 96 96 66 90 309 4
Government-assisted 95 95 98 98 98 89 97 133 5
Private/NGO/Community 88 82 80 80 90 60 82 96 3
Province
North 83 79 92 97 97 66 93 90 3
South 90 91 97 98 98 77 93 117 5
East 82 80 89 96 97 60 86 113 4
West 85 81 83 87 89 71 85 132 3
Kigali City 99 95 95 92 99 81 97 86 5
Total 87 85 91 94 96 71 90 538 4
Note: Relevant service sites within a facility include all assessed outpatient or inpatient client examination areas, all VCT or
PMTCT sites where blood is drawn or HIV testing is conducted in the unit, and the blood-drawing area in the lab.
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Table A-3.21 Availability of stock items for preventing nosocomial infections
Among all facilities, percentage with specific infection control items, by background characteristics, Rwanda
SPA 2007
Hand Needles
Background washing and Latex Allitems  Number of
characteristics soap Disinfectant  syringes gloves available  facilities
Type of facility
Hospital 57 100 76 100 50 42
Health center/Polyclinic 46 79 43 94 27 389
Dispensary/Clinic/Health post 26 39 25 57 12 107
Managing authority
Government 42 79 40 94 26 309
Government-assisted 59 86 55 93 39 133
Private/NGO/Community 20 35 29 53 8 96
Province
North 22 81 38 88 11 90
South 52 83 32 97 21 117
East 52 73 39 92 32 113
West 50 74 54 89 41 132
Kigali City 27 49 45 62 19 86
Total 43 73 42 87 26 538

Table A-3.22.1 Waste disposal methods for contaminated materials
Percentage of facilities that use specific methods for final disposal of contaminated materials, by background characteristics,
Rwanda SPA 2007
Percentage of facilities where contaminated material is:
Burned in Dumped Dumped
Burned on pit or without without Other Number
Background Removed Burnedin flat ground protected burning/no burning/ response/ of
characteristics offsite incinerator unprotected ground protection protection missing facilities
Type of facility
Hospital 5 74 2 12 0 5 2 42
Health center/Polyclinic 5 56 8 10 1 19 2 389
Dispensary/Clinic/Health post 13 43 16 14 0 7 7 107
Managing authority
Government 6 54 8 10 1 18 3 309
Government-assisted 5 59 8 10 1 17 1 133
Private/NGO/Community 9 52 15 14 0 3 7 96
Province
North 8 46 9 18 0 20 0 90
South 3 61 3 3 0 27 3 117
East 9 48 12 9 0 21 2 113
West 6 54 17 12 2 5 5 132
Kigali City 9 67 1 13 0 3 6 86
Total 7 55 9 11 1 15 3 538
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Table A-3.22.2 Waste disposal methods for sharps materials
Percentage of facilities that use specific methods for final disposal of sharps materials, by background characteristics, Rwanda
SPA 2007
Percentage of facilities in which sharps waste material is:
Burned in Dumped Dumped
Burned on pit or without without Other
Background Removed Burned in flat ground protected burning/no burning/ response/ Number of
characteristics offsite incinerator unprotected ground protection protection missing facilities
Type of facility
Hospital 5 83 0 10 0 2 0 42
Health center/Polyclinic 20 54 4 7 1 12 3 389
Dispensary/Clinic/Health post 23 38 7 9 0 13 8 107
Managing authority
Government 24 50 2 8 0 12 4 309
Government-assisted 9 65 7 6 1 12 0 133
Private/NGO/Community 18 46 9 9 0 9 8 96
Province
North 19 44 4 13 0 18 1 90
South 20 65 3 2 0 7 4 117
East 34 27 1 10 0 25 4 113
West 12 61 12 7 2 3 3 132
Kigali City 12 70 0 8 0 6 5 86
Total 19 53 4 8 0 11 4 538
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Chapter 4

Table A-4.1 Availability of child health services at facilities
Percentage of facilities offering outpatient care for sick children, routine growth monitoring services, routine child immunization services, measles
immunization, and BCG immunization, specific numbers of days per week, by background characteristics, Rwanda SPA 2007
Outpatient care for Routine series of child
sick children Growth monitoring immunization? Measles BCG immunization
Days’ Number Days’ Number Days' Number Days’ Number Days' Number
Background of of of of of
characteristics 1-2 3-4 5+ facilites 1-2 3-4 5+ facilities 1-2 3-4 5+ facilites 1-2 3-4 5+ facilities 1-2 3-4 5+ facilities
Type of facility
Hospital 3 5 92 38 14 14 71 7 60 40 0 5 60 40 0 5 60 40 0 5
Health center/
Polyclinic 1 0 99 387 70 20 10 282 84 14 2 374 84 14 2 375 84 13 3 376
Dispensary/Clinic/
Health post 1 0 99 84 88 13 0 8 100 0 0 26 100 0 0 26 100 0 0 26
Managing authority
Government 1 1 98 301 74 15 10 195 86 12 2 263 86 12 2 264 86 11 3 265
Government-assisted 1 0 99 130 58 29 13 95 79 21 1 112 79 21 1 112 79 17 4 112
Private/NGO/
Community 1 0 99 78 86 14 0 7 97 3 0 30 97 3 0 30 97 3 0 30
Province
North 0 0 100 90 87 8 6 52 92 7 1 76 92 7 1 76 95 3 3 76
South 2 1 97 111 68 25 8 80 85 14 1 99 86 13 1 99 86 13 1 99
East 1 0 99 105 82 7 M 61 94 6 0 83 93 7 0 84 91 7 2 85
West 1 1 98 128 50 36 14 78 72 25 3 109 72 25 3 109 72 22 6 109
Kigali City 3 0 97 75 69 12 19 26 84 13 3 38 84 13 3 38 84 13 3 38
Total 1 0 98 509 69 20 11 297 85 14 1 405 85 14 1 406 85 12 3 407
' Some facilities offer the service less than one day per week so percentage may not add up to 100 percent.
2 Pentavalent, measles, and BCG vaccines may not be offered on the same schedule as other routine vaccines.
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Table A-4.2 Availability of child health services through village outreach activities

Among all facilities, percentage offering curative care for sick children, percentage offering routine growth
monitoring, and percentage offering child immunization (EPI) services with and without BCG vaccine,
through outreach services to villages, by background characteristics, Rwanda SPA 2007

Percentage of facilities offering
specific services through outreach
Routine series

of child All child
Background Sick child Growth  immunizations immunizations Number of
characteristics services _monitoring  without BCG' including BCG? facilities
Type of facility
Hospital 31 10 5 2 42
Health center/Polyclinic 31 69 88 21 389
Dispensary/Clinic/Health post 36 5 10 0 107
Managing authority
Government 28 61 78 17 309
Government-assisted 32 62 75 23 133
Private/NGO/Community 44 4 15 0 96
Province
North 19 54 73 8 90
South 21 74 77 15 117
East 30 53 73 12 113
West 41 52 70 30 132
Kigali City 49 14 29 5 86
Total 32 51 66 15 538

! Pentavalent and measles but no BCG vaccine offered through outreach at least one day per month
% pentavalent, measles and BCG vaccines offered through outreach at least one day per month.




Table A-4.3 Availability of child vaccines and vitamin A
Among facilities offering child immunization services and routinely storing vaccines, percentage with specific child
vaccines and vitamin A observed on the day of the survey, by background characteristics, Rwanda SPA 2007
Among facilities offering immunization services and storing vaccines, Number of
percentage with specific vaccines and vitamin A observed facilities
offering child
All basic ~ Vitamin A immunization
child inarea  services and
Background vaccines with storing
characteristics BCG Polio Pentavalent Measles available’ vaccines vaccines
Type of facility
Hospital 100 100 100 100 100 60 5]
Health center/Polyclinic 97 96 97 97 94 42 356
Dispensary/Clinic/Health post 100 100 89 100 89 44 9
Managing authority
Government 96 96 97 96 94 40 250
Government-assisted 98 95 98 97 94 47 107
Private/NGO/Community 100 100 92 100 92 38 13
Province
North 99 99 99 97 97 19 68
South 98 97 100 100 95 63 97
East 94 90 95 95 90 24 80
West 97 97 97 94 94 43 90
Kigali City 97 97 94 97 94 69 35
Total 97 96 97 97 94 42 370
"BCG, polio, pentavalent, and measles vaccines.

Table A-4.4 Equipment, supplies, and recordkeeping systems for child immunization services
Among facilities offering child immunization services, percentage with specific equipment and supplies, items for infection control, and
recordkeeping system components observed, by background characteristics, Rwanda SPA 2007
Equipment and supplies ltems for infection control Administrative practices Number of
Adequate  Vaccine facilities
Blank child  supplies of carriers Monitoring of offering child
Background immunization  syringes with ice Running Sharps Tally communit;/ immunization
characteristics record and needles  pack' Soap water box Register sheet coverage services
Type of facility
Hospital 100 100 100 100 100 100 80 80 40 5
Health center/Polyclinic 86 79 98 33 46 78 87 85 84 374
Dispensary/Clinic/
Health post 85 81 81 65 73 73 73 69 54 26
Managing authority
Government 88 82 98 31 44 81 88 88 85 263
Government-assisted 81 73 98 40 52 73 86 79 80 112
Private/NGO/Community 83 83 87 67 73 77 70 70 60 30
Province
North 86 79 97 29 45 80 84 89 86 76
South 81 84 98 31 43 82 84 73 85 99
East 83 70 96 17 27 75 83 86 78 83
West 91 78 96 50 64 72 92 88 83 109
Kigali City 89 97 97 66 68 92 84 89 68 38
Total 86 80 97 36 48 78 86 84 82 405
"Ifa facility reported it purchased ice, this was accepted in place of the ice pack.
% Measles coverage or pentavalent dropout rate was documented.
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Table A-4.5 Availability of specific equipment and supplies for quality assessment of the sick child

Among facilities that provide outpatient care for sick children, percentage with specific items to support
quality services, to provide preventive services, and to assess the sick child in the service delivery room,
by type of facility, Rwanda SPA 2007

Type of facility
Health Dispensary/

center/ Clinic/ Total
Items Hospital Polyclinic Health post percentage
Infection control items
Soap 87 45 74 53
Running water 95 60 79 66
Latex gloves 87 64 75 68
Sharps container 74 67 76 69
Decontaminant 79 53 75 59
All items for infection control 55 25 54 32
Waste receptacle with plastic liner 79 65 70 67
All items including waste receptacle 47 22 52 29
Items to support quality
Child health cards 82 95 81 92
Treatment guidelines/standards (any) 24 32 11 28
Visual aids for health education 39 33 14 30
All items to support quality of care 13 14 0 12
Preventive measures
Capacity to provide vaccinations' 13 24 14 21
Infant weighing scale 55 41 32 41
Child weighing scale 92 73 60 72
Both infant and child weighing scales 53 38 23 37
All preventive measures 13 15 7 13
Equipment for assessment
Thermometer 95 95 96 95
Minute timer? 26 23 37 26
Pitcher for mixing ORS 16 28 32 28
Cup/spoon for giving ORS 29 31 36 32
ORS packet in sick child service area 29 40 55 42
ORS packet in facility (pharmacy or sick child
service area) 100 92 70 89
All three oral rehydration therapies (ORT) 13 24 26 24
All equipment for assessment 13 10 13 1
ORT Corner observed 18 15 11 15
Number of facilities offering sick child
services 38 387 84 509

' Vaccines, equipment, immunization cards, and infection control items all available. Register and
monitoring of coverage were not considered essential for providing vaccines for sick children on the day
of survey.

% This is either a minute timer or a wristwatch that has a second hand that could be used to time for 1
minute; includes facility equipment only




Table A-4.6 Availability of infection control items for therapeutic injections

Among facilities providing outpatient care for sick children and therapeutic injections,
percentage with specific infection control items in the therapeutic injection area, by type of
facility, Rwanda SPA 2007

Type of facility
Health  Dispensary/

center/ Clinic/ Total

Infection control items Hospital  Polyclinic Health post percentage
Soap 85 52 66 56
Running water 97 66 71 69
Clean latex gloves 94 75 84 77
Sharps container 88 87 84 87
Decontaminant 94 84 92 86
All items for infection control 70 35 51 40
Waste receptacle with plastic liner 88 80 78 80
All items including waste receptacle 67 31 49 36
Sterile syringes 85 84 88 84
Number of facilities offering sick child

services and therapeutic injections 33 382 76 491

Table A-4.7 Availability of guidelines and teaching materials
Among facilities providing outpatient care for sick children, percentage with IMCI guidelines
or client educational aids available, by background characteristics, Rwanda SPA 2007
Percentage of facilities offering sick child
services with:
Number of
IMCI facilities
IMCI counseling IMCI Other offering
Background chart cards for mother visual  sick child
characteristics booklet provider cards aids services
Type of facility
Hospital 16 13 13 37 38
Health center/Polyclinic 19 10 11 29 387
Dispensary/Clinic/Health post 8 1 1 13 84
Managing authority
Government 19 9 11 29 301
Government-assisted 20 11 10 31 130
Private/NGO/Community 6 1 1 13 78
Province
North 8 6 4 11 90
South 22 12 12 15 111
East 11 6 7 24 105
West 27 13 16 51 128
Kigali City 12 3 4 27 75
Total 17 8 9 27 509
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Table A-4.8 Availability of immunization services and outpatient care for sick
children on the same day

Among all facilities offering outpatient care for sick children, percentage
offering child immunization (EPI) every day sick that child services are
offered, and percentage where both sick child and EPI services were both
being offered on the day of the survey, by background characteristics,
Rwanda SPA 2007

EPI services
available On day of Number of
every day survey, both facilities
sick child  sick child and offering sick

Background services are  EPI services child
characteristics offered were provided  services
Type of facility
Hospital 3 21 38
Health center/Polyclinic 19 33 387
Dispensary/Clinic/Health post 2 13 84
Managing authority
Government 19 29 301
Government-assisted 14 39 130
Private/NGO/Community 1 12 78
Province
North 30 48 90
South 17 50 111
East 13 10 105
West 7 20 128
Kigali City 8 17 75
Total 15 29 509




Table A-4.9 Availability of specific medicines for treatment of the sick child

Among facilities that provide outpatient care for sick children, percentage where first-line, pre-
referral, and other essential medications are available, by type of facility, Rwanda SPA 2007

Type of facility
Health  Dispensary/

center/ Clinic/ Total
ltems Hospital Polyclinic Health post percentage
First-line oral medicines
Oral rehydration solution (ORS) 100 92 70 89
Antibiotic: amoxicillin 97 85 37 78
Antibiotic: cotrimoxazole 97 90 42 83
Antibiotic: chloramphenicol 95 49 18 48
Any antibiotic 100 95 50 88
Antimalarial: Coartem 100 93 31 83
Antimalarial: Fansidar 32 67 21 57
Antimalarial: amodiaquine 3 2 2 2
Any antimalarial 100 96 52 89
All first-line oral medicines’ 100 89 43 82
Pre-referral medicines
Injectable chloramphenicol 92 46 14 44
Injectable ampicillin or cloxacillin 97 65 15 59
Injectable penicillin 100 94 39 85
Injectable gentamycin 95 52 23 51
Injectable ceftriaxone 42 4 0 6
Intravenous solution with perfusion set 68 49 45 50
Sterile syringes 100 98 94 97
All pre-referral medicines® 68 36 10 34
Other essential medicines
Aspirin or paracetamol (antipyretic) 100 93 48 86
Vitamin A (any dose) 34 35 7 30
Iron tablet 79 79 19 69
Albendazole or mebendazole (deworming) 97 91 45 84
All other essential medicines 32 31 4 27
Number of facilities offering sick child
services 38 387 84 509

' ORS, at least one antimalarial, and at least one oral antibiotic.

2 At least one first-line injectable antibiotic (ampicillin or penicillin), at least one second-line
injectable antibiotic (ceftriaxone or gentamicin) or injectable chloramphenicol, and intravenous
solution (normal saline, Ringer’s lactate, or dextrose and saline 0.9%) with perfusion set and
sterile syringes
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Table A-4.10 Facility utilization statistics for outpatient care for sick
children

Among facilities providing outpatient care for sick children, the
median number of sick child consultations per month, by
background characteristics, Rwanda SPA 2007

Median Number of
number of facilities
sick child providing data

Background consultations  on sick child
characteristics per month' consultations
Type of facility
Hospital 104 33
Health center/Polyclinic 244 357
Dispensary/Clinic/Health post 31 71
Managing authority
Government 218 277
Government-assisted 231 120
Private/NGO/Community 33 64
Province
North 211 83
South 195 102
East 290 94
West 161 121
Kigali City 98 61
Total 200 461

' Data are from health information system monthly reports available
at the facility on the day of the survey. Data were requested for the
12 months preceding the survey, but frequently some months were
missing. Information from the months for which data were available
was summed and an average monthly number of clients calculated
for each facility. This number was then used to calculate the median
number of clients per month.




Table A-4.11 Information on user fees for outpatient care for sick children

Among facilities offering outpatient care for sick children, percentage where specific user fees are reported and, among those,
percentage where discounts are offered and fees are posted publicly, by background characteristics, Rwanda SPA 2007

Percentage where fees Number

Percentage of facilities charging for: are posted in public view of
Number facilities
of having
Client No facilities Some No anyuser
chart charges offering Discountor Allfees fees fees fees for
Background or Consulta- Medi- Registra- or don't sick child exemptions  are are are sick child
characteristics record  tion cines Tests  tion know services offered posted posted posted services
Type of facility
Hospital 76 97 97 97 13 3 38 65 38 14 49 37
Health
center/Polyclinic 90 97 98 97 13 2 387 67 51 13 36 378
Dispensary/Clinic/
Health post 74 88 82 77 13 12 84 27 24 31 45 74
Managing authority
Government 88 96 97 96 14 3 301 69 48 14 38 290
Government-assisted 88 95 96 95 8 2 130 63 54 10 35 127
Private/ NGO/
community 77 94 87 83 17 6 78 26 24 33 43 72
Province
North 92 98 97 97 9 1 90 57 53 7 40 88
South 85 91 94 94 5 5 111 67 46 17 37 105
East 87 96 96 96 30 3 105 74 20 21 59 101
West 89 96 97 91 2 3 128 58 73 6 20 124
Kigali City 77 96 92 92 24 4 75 44 28 34 38 71
Total 86 95 95 94 13 3 509 61 46 16 38 489

Table A-4.12 Out-of-pocket payments for sick child consultations

Among interviewed caretakers of sick children, percentage who reported that they are part of a program to prepay or defer child
health costs and percentage who reported paying any out-of-pocket fees for services for the sick child on the day of the survey
and, among the caretakers who paid any fees for services for the sick child, median amount (in RWF) paid on the day of the
survey by whether the child belongs to a prepayment or cost-deferral program, by type of facility, Rwanda SPA 2007

Median out-of-pocket Number of

fees (RWF) paid by interviewed

caretakers who paid  caretakers providing
anything for child health valid responses for

Percentage Payment of any out-of- services this visit, out-of-pocket
who belong to  pocket fees this visit among those who: payments
prepayment or Do not  Number of Do not Do not

cost-deferral Belongto belongto interviewed Belongto belongto Belongto belong to

Type of facility program program  program caretakers program program  program  program
Hospital 88 66 7 92 208 1,510 60 6
Health center/Polyclinic 89 79 9 1,505 203 806 1,173 126
Dispensary/Clinic/Health

post 77 56 23 97 210 1,005 53 21
Total 88 77 9 1,694 203 853 1,286 153

" Includes any amount paid out-of-pocket, including fees for consultation, laboratory tests, medicines, or other.
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Table A-4.13 Supportive management for providers of child health services

Among interviewed child health service providers, percentage who received specific supportive management
practices, by background characteristics, Rwanda SPA 2007

Percentage of interviewed service providers who received:

Pre- or in-
service training  Most recent
Pre- or in- during the past pre- or in-
service 12 months and  service training  Number of
training related Personal personal in the period  interviewed
to child health supervision  supervision 13-35 months  child health
Background during the past in the past during the past preceding service
characteristics 12 months 6 months 6 months the survey providers
Type of facility
Hospital 27 73 19 7 90
Health center/Polyclinic 17 92 15 6 1,138
Dispensary/Clinic/Health post 21 54 14 6 112
Managing authority
Government 18 91 16 5 869
Government-assisted 18 90 16 7 367
Private/NGO/Community 21 54 13 8 104
Province
North 14 86 12 3 241
South 16 91 14 3 307
East 17 92 17 8 315
West 20 89 16 7 347
Kigali City 28 67 21 8 130
Total 18 88 16 6 1,340




Table A-4.14 Training for child health providers

Among interviewed child health providers, percentage who received in-service training on specific topics during the past 12 months or 13-35 months

preceding the survey, by background characteristics, Rwanda SPA 2007

ARI = Acute respiratory infection

IMCI = Integrated management of childhood illness.
" Includes only providers of child health services in facilities offering child health services.

Number of
Nutrition and Malaria interviewed
EPI/Cold Diarrhea micronutrient treatment for  child health
Background chain ARI treatment treatment deficiencies IMCI children service
characteristics 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m providers1
Type of facility
Hospital 6 4 2 4 2 2 4 3 6 2 7 3 90
Health center/Polyclinic 5 3 4 4 5 3 5 2 7 1 9 2 1,138
Dispensary/Clinic/Health
post 11 3 13 4 13 4 11 4 14 1 13 4 112
Managing authority
Government 6 3 4 4 5 3 6 3 7 2 9 2 869
Government-assisted 5 3 5 4 5 3 4 1 8 1 9 2 367
Private/NGO/Community 11 2 13 4 13 4 11 4 13 1 13 4 104
Province
North 4 1 0 2 0 1 2 0 3 0 3 0 241
South 6 2 6 3 7 1 6 2 7 2 10 1 307
East 5 3 3 6 3 5 5 3 4 2 8 4 315
West 8 4 9 5 9 5 7 3 12 1 13 3 347
Kigali City 7 6 4 5 7 5 8 5 14 3 11 5 130
Total 6 3 5 4 5 3 6 2 8 1 9 3 1,340
Continued...
Table A-4.14—Continued
Number of
Complementary  Pediatric AIDS interviewed
Breastfeeding infant feeding training child health
Background service
characteristics 12m 13-35m  12m  13-35m 12m  13-35m providers1
Type of facility
Hospital 6 6 4 4 10 0 90
Health center/Polyclinic 6 3 5 3 5 1 1,138
Dispensary/Clinic/Health post 14 4 13 4 1 2 112
Managing authority
Government 6 3 6 3 6 1 869
Government-assisted 6 3 4 2 4 1 367
Private/NGO/Community 13 4 13 4 1 2 104
Province
North 2 1 2 0 2 0 241
South 7 2 6 2 5 0 307
East 6 4 5 3 7 3 315
West 10 5 8 4 3 1 347
Kigali City 10 4 8 5 11 4 130
Total 7 3 6 3 5 1 1,340
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Table A-4.15 Supportive supervision for child health service providers
Among interviewed child health providers who were personally supervised in the past 6 months, median number of times staff were
supervised, and percentage who reported specific activities of the supervisor during the last visit, by background characteristics,
Rwanda SPA 2007
Number of
Median providers of
number of child health
times staff services who
were Percentage of providers reporting that, during the last supervisory visit, were
supervised the supervisor carried out specific activities supervised in
Background in past Checked Observed Provided Provided Discussed Delivered the past
characteristics 6 months records work feedback  updates  problems  supplies 6 months'
Type of facility
Hospital 3 91 92 91 74 86 27 66
Health center/Polyclinic 6 97 95 93 81 87 29 1,047
Dispensary/Clinic/Health
post 3 88 92 92 70 88 15 60
Managing authority
Government 6 97 95 93 80 86 28 788
Government-assisted 6 98 95 94 81 89 30 329
Private/NGO/Community 2 79 88 89 66 89 14 56
Province
North 6 97 95 90 82 81 29 207
South 5 99 97 95 78 83 27 279
East 6 98 93 91 82 88 17 290
West 5 96 95 95 81 94 40 310
Kigali City 4 85 90 91 71 89 22 87
Total 5 97 95 93 80 87 28 1,173
" Includes only providers of child health services in facilities offering child health services.
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Table A-4.16 Observed assessments, examinations, and treatments for sick children

Percentage of observed children for whom the specific assessments, physical examinations, or
interventions were a component of their consultation, by type of facility, Rwanda SPA 2007

Type of facility
Health  Dispensary

center/ Clinic/ Total
Components of consultation Hospital Polyclinic Health post percentage
Consultation conducted by qualified provider 100 99 96 99
Consultation conducted by physician 89 1 15 7
History: assessment of danger signs
Inability to eat or drink anything 32 24 26 25
Vomiting everything 32 26 29 26
Convulsions 5 2 3 2
All three danger signs 2 1 3 2
History: assessment of symptoms
Cough or difficult breathing 63 71 74 70
Diarrhea 31 36 35 36
Fever 49 71 65 70
All three major symptoms1 15 19 16 18
Nutritional status 41 35 39 35
All four assessments 10 14 11 14
Ear pain or discharge 8 6 4 6
Physical examination
Felt temperature 57 38 41 39
Measured temperature? 88 95 91 94
Any temperature 92 96 94 96
Assessed anemia: Looked at palms 40 21 24 22
Assessed anemia: Looked at eye conjunctiva or
mucosa of mouth 49 33 30 34
Any assessment of anemia 51 36 32 37
Assessed dehydration 61 36 30 37
Counted respiratory rate per minute 30 14 24 15
All key physical checks® 23 7 14 8
Auscultate 66 42 41 43
Looked in ear 44 20 24 21
Felt behind ear 11 5 4 5
Checked for pedal edema (pressed both feet) 23 11 12 12
Removed clothing and observed musculature 44 19 35 22
All physical checks* 10 1 5 2
Essential advice
Increase fluids 21 14 17 15
Continue/increase feeding 23 15 19 16
Symptoms for immediate return 27 25 23 25
Dose, frequency, and duration of medications 40 52 31 50
Drinking/feeding practice during illness
Feeding/breastfeeding practices 49 41 55 42
Observed if child can drink or suck 25 23 27 23
Both assessments of drinking/feeding status 21 16 24 17
Number of observed children 96 1,546 99 1,741

' Cough, diarrhea, and fever

2 Either the provider or another health worker is observed measuring the child’s temperature, or the
facility has a system in which all sick children have their temperature measured prior to being seen by
a provider

% Assessed presence of fever and anemia and counted respiratory rate

* Assessed presence of fever and anemia, counted respiratory rate, auscultated, checked ears,
checked feet, and checked musculature
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Table A-4.17 Prescriptions and medicines provided for the observed sick child

Among interviewed caretakers of sick children, percentage who reported child received dose of medicine
or injection at the facility; among interviewed caretakers of children who received medicine or a
prescription, percentage who had medicines or prescriptions on departure from the facility, percentage
who reported being told how to administer the medicine at home, and percentage who felt they
understood how to give the medicine, and among observed sick children who were prescribed or
provided oral medicines, percentage whose caretakers were told how to administer medicine and
percentage who received first dose at facility, by type of facility, Rwanda SPA 2007

Type of facility
Health Dispensary/

center/ Clinic/ Total
Components of consultation Hospital Polyclinic  Health post percentage
Reported by caretaker:
Child provided a dose of oral medicine at the facility 9 19 17 19
Child received injection or prescription for injection 15 17 16 17
Number of interviewed caretakers of sick children 92 1,505 97 1,694
Observed during exit interview
Caretaker has all medicines 56 85 62 83
Caretaker has some medicines and prescriptions 6 3 3 3
Caretaker has only prescriptions 15 5 31 7
Child received or was prescribed an injection 15 17 16 17
Reported by caretaker
Was told how to give the medicine at home 63 83 85 82
Knows how to provide medicine at home 63 88 89 87
Number of interviewed caretakers of sick children
who were given or prescribed medicine 86 1,481 95 1,662
Observed during consultation
Caretaker told about:
Dose, frequency, and duration of medications 40 52 31 50
Dose, frequency, or duration of medications 40 55 42 54
Caretaker was asked to repeat instructions 3 15 0 14
Child received first dose of oral medicine at facility 21 25 19 24
Antibiotic was prescribed 60 65 88 65
Number of observed sick children who were
prescribed or provided oral medicines 62 1,260 48 1,370




Table A-4.18 Observed preventive assessments for sick children

Percentage of observed children whose weight, feeding, and immunization status were
assessed during the consultation, by child’s age and type of facility, Rwanda SPA 2007

Type of facility
Health Dispensary

center/ Clinic/ Total

Components of consultation Hospital Polyclinic Health post percentage
Growth monitoring

Child weighed 75 81 68 80

Weight plotted 10 20 6 18
Normal breastfeeding assessed

Children age <24 months 42 30 53 32
Normal feeding assessed

Children age <24 months 51 34 56 36

Children age >24 months 17 16 14 16

Children of any age 38 27 38 28
Immunization status assessed

Children age <24 months 32 31 18 30

Children age >24 months 26 28 24 28

Children of any age 29 30 21 29

Number of observed children < 24 months 57 891 55 1,003

Number of observed children > 24 months 35 614 42 691

Total number of observed children 92 1,505 97 1,694

Table A-4.19 Topics discussed and immunizations received by sick children

Percentage of interviewed caretakers of observed children who, when asked, reported that a
provider discussed specific topics during that visit, and percentage of interviewed caretakers of
children under 24 months who reported bringing an immunization card to the facility and that the
child received an immunization, by type of facility, Rwanda SPA 2007

Type of facility
Health  Dispensary/

center/ Clinic/ Total

Components of consultation Hospital  Polyclinic Health post percentage
Topics discussed by provider

Weight or nutritional status of the child 50 42 36 42

General feeding practices 11 9 12 9

Give more food/liquid during the illness 17 11 22 12

Give same food/liquid during the illness 2 1 0 1

Was told what the illness was 58 27 41 29
Number of interviewed caretakers 92 1,505 97 1,694
Brought immunization card to facility 11 15 5 14
Child <24 months received immunization 2 1 2 1
Number of caretakers of children <24
months 57 891 55 1,003
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Table A-4.20 Feedback from caretaker of sick children on service providers
Percentage of interviewed caretakers of observed children who said that they considered specific
service issues to be a big problem for them on the day of the visit, by type of facility, Rwanda SPA
2007

Health  Dispensary/

center/ Clinic/ Total
Problems Hospital  Polyclinic Health post percentage
Behavior/attitude of provider 8 4 1 4
Inability to discuss problems or concerns 3 5 3 5
Insufficient explanation about child's iliness 4 2 3 2
Waiting time to see provider 30 17 7 18
Quality of examination and treatment 1 2 5 3
Availability of medicines 11 2 3 3
Days facility is open 0 1 0 1
Hours facility is open 0 3 2 2
Cleanliness of facility 0 1 2 1
Cost of services 5 1 0 1
Insufficient visual privacy 0 0 1 0
Insufficient auditory privacy 1 1 1 1
Number of interviewed caretakers 92 1,505 97 1,694

Table A-4.21 Caretaker choice of facility
Among interviewed caretakers of observed children, percentage who reported that this facility was not the closest health facility to their
home, and among these, the main reasons they did not go to the nearest facility, by background characteristics, Rwanda SPA 2007
OFf’eCraci?;akg?S Percentage of caretz:kei[]s who sa}t/ ]Ehe.lTain rgason they did not iEt:Tvti):vrvgg
who reported Number of go 1o the nearest factiity was. caretakers
that facility  interviewed for whom
was not the  caretakers Was Don't  this was not
Background closest to of sick Bad Don't like No More referredto know/  the closest
characteristics their home children  reputation personnel medicines expensive this facility missing facility
Type of facility
Hospital 38 92 0 3 14 0 69 14 35
Health center/Polyclinic 7 1,505 19 10 4 2 8 57 109
Dispensary/Clinic/Health post 15 97 20 0 0 0 0 80 15
Managing authority
Government 8 1,094 12 7 7 1 31 41 83
Government-assisted 9 513 22 13 7 2 15 41 46
Private/NGO/Community 34 87 13 0 0 0 0 87 30
Province
North 4 335 23 8 8 0 23 38 13
South 10 447 13 2 9 4 28 43 46
East 6 345 19 5 0 0 43 33 21
West 10 386 24 21 5 0 11 39 38
Kigali City 23 181 5 2 5 0 10 78 41
Total 9 1,694 15 8 6 1 21 50 159
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Table A-4.22 Educational characteristics of caretakers of observed sick children

Percent distribution of interviewed caretaker of sick children by level of education, and among caretakers with primary, informal, or no

education, percentage who are literate, by background characteristics, Rwanda SPA 2007

Percentage of interviewed
caretakers with primary,

informal or no Number of
education who: interviewed
Percent distribution of caretakers Can Can caretakers
by level of education Number of Cannot  read, read  with primary,
Background No interviewed reador cannot and informal or
characteristics education Informal  Primary Secondary Higher caretakers  write write write  no education
Type of facility
Hospital 24 4 40 24 8 92 25 14 56 63
Health center/Polyclinic 26 5 60 9 1 1,505 28 9 61 1,364
Dispensary/Clinic/Health
post 13 4 55 22 6 97 21 10 69 70
Managing authority
Government 28 6 58 7 1 1,094 30 9 60 999
Government-assisted 22 4 64 11 0 513 25 11 63 457
Private/NGO/Community 3 1 43 40 13 87 7 12 80 41
Province
North 34 6 51 9 0 335 36 6 57 305
South 26 2 66 5 0 447 25 10 63 421
East 29 10 53 6 1 345 31 9 59 320
West 19 3 67 11 1 386 27 10 62 341
Kigali City 8 2 51 32 7 181 11 19 67 110
Total 25 5 59 10 1 1,694 28 10 61 1,497

APPENDIX A 239



Chapter 5

Table A-5.1 Methods of family planning offered
Among facilities offering family planning (FP) methods, percentage that provide (P) or provide and prescribe
(P&P) specific FP methods, by type of facility, Rwanda SPA 2007
Type of facility
Dispensary/
Health center/  Clinic/Health Total

Hospital Polyclinic post percentage
Methods offered P P&P P P&P P P&P P P&P
Combined oral contraceptive pill 63 63 93 95 98 98 92 93
Progestin-only oral pill 54 54 92 94 63 63 87 89
Progestin-only injectable (two- or
three-month intervals) 63 63 93 95 95 98 91 93
Combined injectable (monthly) 13 13 7 10 20 20 9 11
Male condom 67 71 92 94 83 83 90 91
Female condom 17 25 34 38 15 18 31 35
Intrauterine device (IUD) 79 83 9 16 18 20 14 20
Implant 75 79 48 52 20 23 46 51
Spermicide 4 4 0 2 8 10 1 3
Diaphragm 4 4 1 2 0 3 1 2
Counseling on Standard Days
Method (SDM) 38 46 75 81 38 43 69 75
Female sterilization 83 83 1 1 3 3 6 6
Male sterilization 50 50 1 1 3 3 4 4
At least two temporary modern methods' 88 88 94 95 100 100 94 95
At least four temporary modern methods’ 75 75 91 92 75 78 88 90
Emergency contraceptive pill 21 21 14 16 8 10 14 16
Number of facilities providing any
FP methods 24 24 332 332 40 40 396 396
" Includes contraceptive pills (combined or progestin-only), injectables (combined or progestin-only), implants,
IUD, condoms (male or female), spermicides, or diaphragm. Permanent methods (sterilization) and emergency
contraceptive pills are not included.
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Table A-5.2 Availability of family planning methods by type of facility
Among facilities offering specific family planning methods, percentage where the method was available on
the day of the survey, by type of facility, Rwanda SPA 2007
Type of facility Number of
facilities
Dispensary/ offering the
Health center/ Clinic/ Health Total indicated
Methods Hospital Polyclinic post percentage  method
Combined oral contraceptive pill 67 75 69 74 368
Progestin-only oral pill 69 71 68 7 351
Progestin-only injectable (2-3 month
intervals) 67 73 62 71 368
Combined injectable (monthly) 67 15 75 30 44
Male condom 59 70 70 69 362
Female condom 50 57 57 57 139
Intrauterine device (IUD) 55 43 25 44 81
Implant 58 49 33 49 202
Spermicide 0 0 75 30 10
Emergency contraceptive pill 60 15 75 22 63
Cycle Beads for Standard Days
Method SDM) 0 13 6 12 297

Table A-5.3 Availability of family planning methods by province

Among facilities offering specific family planning methods, percentage where the method was available on the day

of the survey, by province, Rwanda SPA 2007

Number of
. facilities
Province offering the
Kigali Total indicated
Methods North South East West City percentage  method
Combined oral contraceptive pill 47 84 65 95 63 74 368
Progestin-only oral pill 47 79 59 95 59 71 351
Progestin-only injectable (2-3 month
intervals 45 81 63 95 56 71 368
Combined injectable (monthly) 0 43 9 36 50 30 44
Male condom 47 71 58 93 66 69 362
Female condom 47 86 24 70 56 57 139
Intrauterine device (IUD) 27 74 20 48 40 44 81
Implant 53 55 16 66 38 49 202
Spermicide - 100 0 0 50 30 10
Emergency contraceptive pill 17 32 13 17 25 22 63
Cycle Beads for Standard Days
Method (SDM) 19 9 19 4 8 12 297
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Table A-5.4 Availability of infrastructure, resources, and systems for quality family planning services

Percentage of facilities offering temporary family planning (TFP) methods where there are items to support
quality counseling, infection control, and pelvic examination, by type of facility, Rwanda SPA 2007

Type of facility
Health Dispensary/

center/ Clinic/ Total
Item Hospital Polyclinic  Health post percentage
Items to support quality counseling
Visual and auditory privacy 91 93 90 93
Visual privacy only 5 1 5 2
No privacy 0 2 3 2
Individual client health cards 77 96 80 93
Written FP guidelines 36 46 30 44
Written STI guidelines 14 33 23 31
Visual aids for health education on FP 64 85 78 83
Visual aids for health education on STls 50 52 28 49
All items to support quality counseling’' 32 42 30 40
All items to support quality counseling for FP and
for STl services and client education® 9 18 10 17
Items for infection control
Soap 77 36 48 40
Running water 86 48 63 52
Clean latex gloves 91 70 90 74
Disinfecting solution 91 72 83 74
Sharps box 95 85 75 84
All items for infection control® 73 27 38 30
Waste receptacle* 91 63 63 64
All items plus waste receptacle for infection control 73 21 38 25
Items for pelvic examination
Visual and auditory privacy 95 94 90 94
Visual privacy only 0 2 5 3
No privacy 0 1 0 1
Examination bed” 86 85 80 85
Examination Iight6 59 12 18 15
Vaginal speculum 68 7 13 11
All furnishings and equipment for pelvic
examination’ 41 3 8 5
All items for both infection control and pelvic
examination 36 1 5 4
Number of facilities offering TFP methods 22 332 40 394

' Either private room or visual barrier, individual client health cards, written guidelines for FP, and any visual
aids for FP.

2 All items to support quality counseling plus written STI guidelines and visual aids for health education on
STls, including HIV/AIDS.

% Soap, running water, clean latex gloves, disinfecting solution, and sharps box.

* While important for infection control, this is not an item that has been commonly introduced and so was not
included in the aggregate for infection control.

5 Any bed where a woman can lie down flat.

® Examination light, flashlight, or other spotlight source.

"Visual and auditory privacy, examination bed, examination light, and vaginal speculum.




Table A-5.5.1 Availability of specific teaching and visual aids: Facilities offering family planning services

Among facilities offering temporary family planning (TFP) methods, percentage where specific teaching tools
and visual aids were available, by type of facility, Rwanda SPA 2007

Type of facility

Health center/ Total
Item Hospital Polyclinic Hospital  percentage
Visual aids or teaching materials
Samples of different methods 50 69 63 67
Other visual aids for teaching about FP 27 55 25 51
Posters for general promotion of FP 45 52 28 49
Visual aids about STls 32 30 15 28
Visual aids about HIV/AIDS 27 35 23 33
Posters for general awareness of STls or HIV/AIDS 45 35 13 33
Model for demonstrating how to use condom 36 55 28 51
Information for client to take home
On family planning 45 58 28 54
On sexually transmitted infections 32 29 10 27
On HIV/AIDS 32 30 8 28
Service guidelines
Any FP guidelines 36 46 30 44
WHO guidelines for syndromic approach 9 33 23 30
Other guidelines for diagnosis and treatment of STls 14 20 15 20
Number of facilities offering TFP methods 22 332 40 394

Table A-5.5.2 Availability of specific teaching and visual aids: Facilities offering family planning and STI
services

Among facilities offering temporary family planning (TFP) methods and STI services, percentage where
specific teaching tools and visual aids were available, by type of facility, Rwanda SPA 2007

Type of facility
Health Dispensary/

center/ Clinic/ Total
ltem Hospital Polyclinic  Health post percentage
Visual aids or teaching materials
Samples of different methods 83 70 57 69
Other visual aids for teaching about FP 33 59 23 53
Posters for general promotion of FP 67 53 27 50
Visual aids about STls 33 34 13 31
Visual aids about HIV/AIDS 17 38 23 35
Posters for general awareness of STls or HIV/AIDS 67 37 7 33
Model for demonstrating how to use condom 17 62 23 55
Information for client to take home
On family planning 67 62 33 58
On sexually transmitted infections 50 35 13 33
On HIV/AIDS 33 32 10 29
Service guidelines
Any FP guidelines 50 46 23 43
WHO guidelines for syndromic approach 17 40 17 36
Other guidelines for diagnosis and treatment of STls 17 24 10 22
Number of facilities offering TFP and STI services 6 172 30 208
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Table A-5.6 Location where equipment for family planning services is processed for reuse

Among facilities offering temporary family planning (TFP) methods, percentage where family planning
equipment is sterilized or disinfected for reuse in specific locations, by type of facility, Rwanda SPA 2007

Percentage of facilities where FP

service equipment is processed:1 Number of
Outside facility facilities
In the family In the (facility does offering
planning  In the main delivery  not process FP  temporary
Type of facility service area facility area service area  equipment) FP services
Hospital 45 36 18 0 22
Health center/ Polyclinic 49 32 6 13 332
Dispensary/ Clinic/ Health post 55 33 0 13 40
Total 49 32 6 12 394

' Main facility area and FP service area may be a single location in a small facility

Table A-5.7.1 Sterilization and disinfecting capacity for family planning equipment: All facilities offering family planning

Among facilities processing family planning (FP) equipment for reuse highest level of processing for which the facility
has all items to support quality sterilization/high-level disinfection (HLD) processing, and the percentage with written
guidelines at the processing site, by background characteristics, Rwanda SPA 2007

Percentage of facilities where:

Specified procedure is

Percentage of

the highest level for facilities with
which all conditions for ~ Sterilization written
quality sterilization/HLD is reported Family guidelines for ~ Number of
are available but missing  planning sterilization facilities
Boil/steam equipment equipment or HLD offering

Background Dry heat or or chemical and/or is not procedures at  temporary
characteristics autoclave' HLD' knowledge sterilized processing site FP services
Type of facility

Hospital 68 0 32 0 27 22

Health center/Polyclinic 9 1 70 19 5 332

Dispensary/Clinic/Health post 13 0 43 45 3 40
Managing authority

Government 10 1 73 16 7 275

Government-assisted 17 0 53 30 4 83

Private/NGO/Community 22 0 39 39 3 36
Province

North 14 3 70 13 6 70

South 12 0 72 16 5 81

East 4 2 69 24 8 90

West 15 0 64 21 6 107

Kigali City 22 0 46 33 4 46

Total 13 1 65 21 6 394

' Functioning equipment, appropriate knowledge of temperature and time for method used, and an automatic timer are

all present.
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Table A-5.7.2 Sterilization and disinfecting capacity for family planning equipment: Facilities where equipment is

processed in the family planning service area

Among facilities processing family planning (FP) equipment for reuse in the family planning service area, highest
level of processing for which the facility has all items to support quality sterilization/high-level disinfection (HLD)
processing, and the percentage with written guidelines at processing site, by background characteristics, Rwanda

SPA 2007
Percentage of facilities where:
Dry heat or Percentage of  Number of
autoclave'is the facilities with facilities
highest level Sterilization written offering FP
for which all is reported Family guidelines for and
conditions but missing  planning sterilization processing
for quality equipment equipment or HLD equipment in
Background sterilization/HLD and/or is not procedures at  FP service
characteristics are available knowledge sterilized processing site area
Type of facility
Hospital 70 30 0 0 10
Health center/Polyclinic 9 87 5 5 163
Dispensary/Clinic/Health post 14 77 9 0 22
Managing authority
Government 9 86 5 5 133
Government-assisted 20 78 2 2 41
Private/NGO/Community 19 7 10 5 21
Province
North 14 86 0 0 14
South 9 87 4 4 54
East 3 87 10 3 30
West 16 79 5 4 75
Kigali City 18 77 5 9 22
Total 12 83 5 4 195

1

timer are all present.

Functioning equipment, appropriate knowledge of temperature and time for method used, and an automatic
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Table A-5.8.1 Storage conditions for sterilized or high-level disinfected family planning (FP) equipment: All facilities
Percentage of facilities with stored, sterilized/high-level disinfected (HLD) family planning (FP) equipment present and, among those,
percentage that meet specific standards for good storage, by background characteristics, Rwanda SPA 2007
Percentage of Processing Sterile/HLD
facilities with dates status storage Number of
stored Sterile/HLD Clean, but observed on conditions and facilities with
sterilized/HLD status not sterile,  processed processing stored
Background FP items Number of storage storage and stored dates on sterilized/HLD
characteristics present facilities conditions’  conditions® items sterilized items items
Type of facility
Hospital 100 22 86 14 64 59 22
Health center/ Polyclinic 88 332 67 18 29 25 291
Dispensary/Clinic/Health post 100 40 73 13 10 10 40
Managing authority
Government 90 275 69 17 28 25 247
Government-assisted 84 83 61 19 39 34 70
Private/ NGO/ community 100 36 81 11 17 17 36
Province
North 86 70 62 17 40 37 60
South 90 81 74 8 10 8 73
East 91 90 67 15 27 21 82
West 90 107 67 26 38 33 96
Kigali City 91 46 79 14 33 33 42
Total 90 394 69 17 29 26 353
! Items are wrapped and sealed with time-steam-temperature (TST) tape or are in a sterile/HLD box that clasps shut and storage area is
dry and clean.
Iltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the sterilizer of autoclave, or sitting in
disinfecting solution, and storage area is dry and clean.

Table A-5.8.2 Storage conditions for sterilized or high-level disinfected family planning (FP) equipment: Facilities where equipment is
stored in the family planning service area
Percentage of facilities with stored, sterilized/high-level disinfected (HLD) family planning (FP) equipment present in the FP service
area, and among those, percentage that meet specific standards for good storage, by background characteristics, Rwanda SPA 2007
Percentage of Number of
facilities with Processing Sterile/HLD  facilities with
stored dates status storage stored
sterilized/HLD Sterile/HLD Clean, but observed on conditions and sterilized/HLD
FP items status not sterile, processed processing FP items in
Background present in the Number of  storage storage and stored dates on the FP
characteristics FP service area  facilities  conditions’  conditions® items sterilized items _ service area
Type of facility
Hospital 41 22 100 0 56 56 9
Health center/Polyclinic 38 332 81 8 25 25 125
Dispensary/Clinic/Health post 75 40 80 13 13 13 30
Managing authority
Government 39 275 86 7 25 25 107
Government-assisted 31 83 65 8 31 31 26
Private/NGO/Community 86 36 81 13 16 16 31
Province
North 9 70 83 17 67 67 6
South 54 81 80 5 5 5 44
East 33 90 83 3 17 17 30
West 50 107 85 9 36 36 53
Kigali City 67 46 77 16 32 32 31
Total 42 394 82 9 24 24 164
! ltems are wrapped and sealed with time-steam-temperature (TST) tape or are in a sterile/HLD box that clasps shut and storage area
is dry and clean.
2 ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the sterilizer of autoclave, or
sitting in disinfecting solution, and storage area is dry and clean.
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Table A-5.9 Availability of medicines for treating sexually transmitted infections

Percentage of facilities offering temporary family planning (FP) methods where FP providers offer services for
sexually transmitted infections (STls), and among those, percentage with specific medicines available, and
percentage with at least one treatment for each of four common STls, by type of facility, Rwanda SPA 2007

Type of facility
Health  Dispensary/

center/ Clinic/ Total
Infection and treatment Hospital Polyclinic Health post percentage
FP provides STI service 27 52 75 53
Number of facilities offering temporary FP methods 22 332 40 394
Medication (illness treated)
Metronidazole (trichomoniasis) 100 87 30 79
Tinidazole (trichomoniasis) 33 16 20 17
Ceftriaxone (gonorrhea) 50 3 0 4
Ciprofloxacin (gonorrhea) 83 72 27 65
Amoxicillin (chlamydia) 83 84 33 77
Augmentin (chlamydia) 33 13 10 13
Norfloxacin (chlamydia, gonorrhea) 83 51 20 48
Doxycycline (chlamydia, syphilis) 83 82 20 73
Tetracycline (chlamydia, syphilis) 50 16 3 15
Erythromycin (chlamydia, syphilis) 83 83 30 75
Any injectable or oral penicillin (syphilis) 100 94 53 88
Nystatin suppository or Miconazole (candidiasis) 83 87 27 78
Miconazole cream or suppository (candidiasis) 50 9 10 10
Clotrimazole cream or suppository (candidiasis) 17 3 3 4
At least one medication for:
Trichomoniasis 100 87 43 81
Gonorrhea 100 85 37 78
Chlamydia 100 95 40 87
Syphilis 100 95 53 89
The four STls assessed’ 100 78 30 72
Number of facilities offering temporary FP methods and
providing STI services 6 172 30 208

! At least one medicine for treating trichomoniasis, gonorrhea, chlamydia, and syphilis
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Table A-5.10 Availability of equipment and infrastructure for providing specific methods of contraception

Among facilities offering contraceptive methods containing estrogen, injectable methods, intrauterine devices (IUDs), or implants, percentage having
the required equipment and infrastructure to provide the method safely, by type of facility, Rwanda SPA 2007

Implants
Percentage
with all
Estrogen-ba}sed IUD equipment,
method Percentage items for
Number of Injectables with all infection
facilities Number of Percentage itemsand Number Percentage control, and Number
Percentage offering Percentage facilities with basic  conditions of with items infrastructur of
with blood method with sterile  offering items for for quality ~ facilities forimplant e for implant facilities
pressure with needle and injectable IUD IUD offering or Implanon or Implanon offering
Type of facility apparatus’ estrogen  syringe  method  insertion® insertion® IUD insertion®  insertion®  implants
Hospital 87 15 60 15 63 37 19 67 44 18
Health center/Polyclinic 89 314 65 310 23 0 31 21 6 158
Dispensary/Clinic/
Health post 98 40 79 38 71 14 7 50 13 8
Total 90 369 66 363 42 14 57 27 10 184

' Combined oral pills and combined injectables.

2 Stethoscope and sphygmomanometer.

® Clean latex gloves, iodine antiseptic, speculum, forceps for holding gauze to clean cervix, tenacula, and uterine sound (or IUD kit that includes a
tenacula and uterine sound).

*Basic items for IUD insertion plus all infection control items (soap, water, clean latex gloves, disinfecting solution, and sharps box), visual privacy, an
examination bed, an examination light, and an IlUD method.

® Forceps for grasping implant, local anesthetic (Xylocaine), scalpel with blade, sterile needle and syringe, sterile gloves, antiseptic for cleaning skin.
6 Equipment for implant insertions, all infection control items (soap, water, disinfecting solution, and sharps box), visual privacy, examination bed,
examination light, and implant method or sealed Implanon packet with disposable sterile applicator.

Table A-5.11 Availability of items for providing the intrauterine device
Among facilities that offer the intrauterine device (IUD), percentage that have each of the
indicated supplies and pieces of equipment to support quality insertion and removal of
IUD, by type of facility, Rwanda SPA 2007
Type of facility

Health Dispensary/

center/ Clinic/ Total
ltem Hospital Polyclinic  Health post percentage
Clean or sterile latex gloves 95 94 100 95
Antiseptic solution 89 71 71 77
Sponge holding forceps 74 52 71 61
Speculum 79 71 71 74
Tenacula 79 55 71 65
Uterine sound 68 35 71 51
All basic items 63 23 7 42
IUD method available 53 68 29 58
All basic items plus method 47 10 29 25
Number of facilities offering IUD 19 31 7 57
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Table A-5.12 Availability of items for pelvic exam of STI clients

Among facilities where family planning (FP) providers offer services for sexually trans-
mitted infections (STls), percentage that have specific supplies and equipment to support
quality pelvic examinations, by type of facility, Rwanda SPA 2007

Type of facility
Health Dispensary/

center/ Clinic/ Total

ltem Hospital Polyclinic  Health post percentage
Visual and auditory privacy 100 95 90 94
Examination bed 83 88 80 87
Examination light 67 12 20 14
Speculum 83 6 17 10
Protocol for STI diagnosis and

treatment 17 40 17 36
All items 17 1 3 1
Number of facilities where FP

providers offer STI services 6 172 30 208

Table A-5.13 Availability of items for providing implants

Among facilities that offer the implant method, percentage that have specific supplies and
equipment to support quality insertion and removal of implants, by type of facility, Rwanda
SPA 2007

Type of facility
Health Dispensary/

center/ Clinic/ Total

Iltem Hospital Polyclinic  Health post percentage
Sterile gloves 94 85 100 87
Antiseptic solution 89 70 100 73
Sponge holding forceps 78 34 63 40
Local anesthetic 78 61 100 65
Sterile syringe and needle 83 73 100 76
Scalpel with blade 78 56 88 60
Forceps for grasping implant 72 65 88 66
Canula and trochar for inserting

implant plus Norplant method 56 39 38 41
Sealed Implanon Pack 78 63 75 65
All items’ 67 21 50 27
Number of facilities offering implants 18 158 8 184

! Sterile gloves, antiseptic solution, sponge-holding forceps, local anesthetic, sterile syringe
and needle, scalpel with blade, any forceps, and any implant method with inserter.
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Table A-5.14 Facility utilization statistics for family planning
clients
Median number of family planning (FP) consultations per month,
by background characteristics, Rwanda SPA 2007
Median
number of Number of
family facilities
planning providing FP

Background consultations  consultation
characteristics per month'’ data
Type of facility

Hospital 14 20

Health center/Polyclinic 60 316

Dispensary/Clinic/Health post 16 33
Managing authority

Government 53 263

Government-assisted 56 79

Private/NGO/Community 15 27
Province

North 178 67

South 37 79

East 44 84

West 62 103

Kigali City 38 36

Total 51 369
' Data are from health information system monthly reports
available at the facility on the day of the survey. Data were
requested for the 12 months preceding the survey, but frequently
some months were missing. Information from the months for
which data were available was summed and an average monthly
number of clients calculated for each facility. This number was
then used to calculate the median number of clients per month.

Table A-5.15 Information on user fees for family planning services
Percentage of facilities offering temporary family planning (FP) that report charging user fees for specific items, and among facilities with any
family planning user fees, percentage that offer discounts and publicly post fees, by background characteristics, Rwanda SPA 2007
Number Percentage where fees
Percentage of facilities charging for specific items: of are posted in public view Number of
facilities facilities
Client No offering  Discount/ with any
chart charges/ temporary exemption Some user fees
Background or  Consul- Lab Registra- don't FP forsome Allfees fees Nofees for FP
characteristics record tation  Method tests tion know methods clients posted posted posted services
Type of facility
Hospital 9 32 27 32 5 64 22 63 38 25 38 8
Health center/Polyclinic 1 6 5 5 1 92 332 68 43 18 39 28
Dispensary/Clinic/
Health post 30 45 40 45 15 48 40 24 19 38 43 21
Managing authority
Government 1 7 7 7 1 89 275 69 48 14 38 29
Government-assisted 2 4 2 2 0 95 83 75 25 25 50 4
Private/NGO/Community 36 58 47 58 17 33 36 25 17 42 42 24
Province
North 0 9 9 3 1 90 70 71 71 14 14 7
South 5 9 7 12 1 84 81 69 38 15 46 13
East 1 4 4 3 0 93 90 67 33 0 67 6
West 3 7 7 6 2 90 107 64 18 18 64 11
Kigali City 22 41 30 43 11 57 46 20 25 50 25 20
Total 5 11 9 10 2 86 394 51 33 26 40 57
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Table A-5.16.1 Out-of-pocket payments for family planning services

Among observed and interviewed female family planning (FP) clients, percentage who reported
paying any out-of-pocket fees for family planning services on the day of the survey and, among
these, median amount (in RWF) paid on the day of the survey, by background characteristics,

Rwanda SPA 2007

Median out-of- Number of
pocket payment  interviewed
Percentage of (in RWF) by FP FP clients

interviewed FP

clients who paid

clients paying Number of anything for FP

providing valid
responses for

Background any out-of- interviewed services on day out-of-pocket
characteristics pocket fees  FP clients of survey1 payments
Type of facility
Hospital 33 15 102 5
Health center/Polyclinic 4 634 108 24
Dispensary/Clinic/Health post 50 22 705 11
Managing authority
Government 3 544 108 15
Government-assisted 11 111 105 12
Private/ NGO/community 81 16 705 13
Province
North 5 185 108 9
South 9 100 106 9
East 3 148 58 5
West 1 174 - 1
Kigali City 25 64 510 16
Total 6 671 155 40

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or

other fees.

Table A-5.16.2 Out-of-pocket payments for specific family planning procedures

Among observed and interviewed family planning (FP) clients who received 1UD
insertion, IUD removal, injectable contraceptive or a pelvic exam without another
procedure, percentage who paid any out-of-pocket fees, and median amount (in
RWF) paid on the day of the survey, by the main procedure received, Rwanda SPA
2007

Number of Median out- Number of
interviewed of-pocket fee clients who
Percentage of FP clients (in RWF) paid paid out-of-

clients who who by clients pocket fee

paid out-of- received receiving for
Procedure pocket fee procedure procedure1 procedure
IUD insertion’ 50 2 - 1
Implant insertion/removal 67 6 1,010 4
Injection 6 393 107 24
Pelvic exam® 50 2 - 1

" Includes any amount paid out-of-pocket, including consultation, laboratory test,
medicines, or other fees.

2 May or may not include IUD removal as well.

® Includes clients who received a pelvic exam but did not also receive an IUD
procedure, implant insertion or removal, or injectable contraceptive.
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Table A-5.17 Supportive management for providers of family planning services

Among interviewed family planning (FP) service providers, percentage who received training and supervision
related to family planning, by background characteristics, Rwanda SPA 2007

Percentage of interviewed service providers who received:

Pre- or in-
service training
during the past
12 months and

Most recent
pre- or in-
service

Pre- or in- Personal personal training 13-35 Number of
service training supervision  supervision months interviewed
Background during the past in the past during the past preceding FP service
characteristics 12 months’ 6 months 6 months the survey _ providers®
Type of facility
Hospital 30 70 26 21 43
Health center/ Polyclinic 20 92 18 15 829
Dispensary/Clinic/Health post 40 64 24 11 55
Managing authority
Government 22 91 19 13 711
Government-assisted 18 91 17 20 171
Private/NGO/Community 40 62 22 13 45
Province
North 24 89 24 7 188
South 20 91 16 11 188
East 21 93 20 15 228
West 15 92 14 22 249
Kigali City 43 66 30 16 74
Total 22 90 19 15 927

' Refers to structured training sessions and does not include individual instruction received during routine

supervision.

2 Includes only providers of family planning services in facilities offering family planning services.




Table A-5.18 In-service training for family planning service providers

Among interviewed family planning (FP) service providers, percentage who received in-service training1 on specific topics during the
past 12 months or 13-35 months preceding the survey, by background characteristics, Rwanda SPA 2007

Symptom
updates Symptom
family related to management Number of
Counseling planning- family for family Family planning interviewed
on family related planning planning topics for HIV+ family
planning clinical issues methods methods women planning
Background service
characteristics 12m  13-35m  12m  13-35m  12m  13-35m  12m  13-35m 12m 13-35m_providers®
Type of facility
Hospital 28 21 23 19 26 21 26 21 14 14 43
Health center/Polyclinic 19 14 17 12 17 13 17 12 11 5 829
Dispensary/Clinic/Health post 40 11 38 11 36 13 38 11 13 9 55
Managing authority
Government 21 14 18 12 19 12 19 12 12 5 711
Government-assisted 18 18 13 15 14 17 14 15 8 9 171
Private/NGO/Community 40 13 40 11 38 16 40 13 13 11 45
Province
North 24 7 21 6 21 6 22 6 10 2 188
South 20 11 15 7 17 7 18 7 10 4 188
East 20 16 18 12 18 14 18 14 12 4 228
West 14 21 13 20 14 21 14 20 8 12 249
Kigali City 41 16 36 16 36 15 38 15 27 9 74
Total 21 14 18 12 19 13 19 13 11 6 927

" Includes structured training sessions only; does not include individual instruction received during routine supervision.

2 Includes only providers of family planning services in facilities offering family planning services.
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Table A-5.19 Supportive supervision for family planning providers
Among interviewed family planning (FP) service providers who were personally supervised in the past 6 months, median
number of times staff were supervised, and percentage who report specific activities of the supervisor during the last visit, by
background characteristics, Rwanda SPA 2007
Median Number of
number of FP service
times staff providers
were Percentage of providers reporting that, during the last supervisory \who were
supervised visit, the SUPerViSOr: Supervised
Background in past Checked Observed Provided Provided Discussed Delivered in the past
characteristics 6 months  records work feedback updates problems supplies 6 months'
Type of facility
Hospital 3 93 93 97 87 97 43 30
Health center/Polyclinic 6 98 95 93 81 86 31 766
Dispensary/Clinic/Health post 3 94 91 97 60 91 17 35
Managing authority
Government 6 98 95 93 81 86 30 648
Government-assisted 6 99 97 94 81 90 33 155
Private/NGO/Community 2 93 89 96 50 93 18 28
Province
North 6 98 98 90 81 81 31 168
South 6 98 95 94 78 81 28 171
East 6 98 94 92 85 89 17 213
West 5 98 96 97 80 94 42 230
Kigali City 5 96 92 90 67 90 43 49
Total 6 98 95 94 80 87 30 831
" Includes only providers of FP services in facilities offering FP services.

Table A-5.20 Description of observed female family planning clients
Among observed female family planning (FP) clients, percentage for whom this
was the first visit for family planning at this facility, percentage for whom this
was a follow-up visit, and percentage who had no prior pregnancy, by
background characteristics, Rwanda SPA 2007
Percentage of observed Number of
FP clients observed
family
Background First Follow- Never planning
characteristics visit up visit  pregnant clients
Type of facility
Hospital 7 93 7 15
Health center/Polyclinic 20 80 1 641
Dispensary/Clinic/Health post 25 75 0 24
Managing authority
Government 18 82 1 550
Government-assisted 24 76 1 111
Private/NGO/Community 26 74 0 19
Province
North 21 79 1 185
South 26 74 1 102
East 16 84 1 149
West 17 83 0 174
Kigali City 21 79 3 70
Total 20 80 1 680
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Table A-5.21 Principal reason for visit and user status among observed
family planning clients

Percent distribution of observed family planning (FP) clients by user
status and principal reason for coming for family planning services on
the day of the survey, Rwanda SPA 2007

Percentage of
User status and principal reason for visit clients

Current user: reason for visit:

Re-supply current method/routine visit 63
Elective method change/discontinue family planning 4
Discuss problem with current method 3
Discuss non-FP health problem 0
Other/missing reason for user's visit 1
Nonuser
Used method in past 5
Never used method 22
Reason for visit not determined 2
Number of observed FP clients 680

Table A-5.22 Method of choice for observed family planning clients
Among observed and interviewed family planning (FP) clients, percentage for whom specific methods were provided, prescribed, or continued
being used at the end of the visit, by background characteristics, Rwanda SPA 2007
Percentage of FP clients who received, were prescribed, or continued using specific methods:
Progestin
injectable
Combined oral (2- or 3- Combined Number of
contraceptive Progestin month injectable observed and
Background (COC) ororal  only pill intervals)  (monthly) No interviewed
characteristics type unknown  (POP) (PIN) (CIN) Condom IUD Implant Other' method FP clients
Type of facility
Hospital 33 13 53 0 0 7 0 0 0 15
Health center/Polyclinic 21 3 66 0 2 0 1 1 9 634
Dispensary/Clinic/Health post 9 5 55 0 5 9 14 0 23 22
Managing authority
Government 21 4 64 0 2 0 1 1 10 544
Government-assisted 21 2 73 1 3 0 0 3 3 111
Private/NGO/Community 13 6 56 0 6 19 25 6 0 16
Province
North 24 3 68 0 1 0 2 0 3 185
South 25 2 52 0 1 0 2 2 17 100
East 14 4 64 0 3 0 1 1 20 148
West 21 2 72 2 2 1 0 1 2 174
Kigali City 22 9 61 0 2 5 5 5 5 64
Total 21 3 65 0 2 1 1 1 9 671
" May include emergency contraception or Standard Days Method (SDM) or female sterilization.
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Table A-5.23 Conditions for counseling of observed female family planning clients

Among observed family planning (FP) clients, percentage whose consultations included specific
components associated with quality counseling, by type of facility, Rwanda SPA 2007

Type of facility
Health Dispensary/

center/ Clinic/ Total

Components of consultation Hospital Polyclinic  Health post percentage
Visual privacy assured 93 86 88 86
Auditory privacy assured 93 86 88 86
Client was assured of confidentiality 60 59 79 59
Client was asked about concerns of methods

discussed or used 80 75 79 75
All counseling conditions met' 60 48 67 49
Individual client card reviewed during consultation 87 80 83 80
Individual client card written on after consultation 100 98 100 99
Visual aids were used during consultation 33 57 58 56
Return visit was discussed 100 99 100 99
Number of observed family planning clients 15 641 24 680

' Visual and auditory privacy assured, confidentiality assured, and client asked about concerns with
methods discussed or currently used.




Table A-5.24 General assessments, examinations, and interventions for observed first-visit female family
planning clients

Percentage of observed first-visit family planning clients whose consultations included specific assess-
ments and examinations, by type of facility, Rwanda SPA 2007

Type of facility
Health Dispensary/

center/ Clinic/ Total
Components of consultation Hospital Polyclinic  Health post percentage
Client history
Age * 91 * 92
Any history of pregnancy * 93 * 93
Current pregnancy status * 77 * 77
Desired timing for next child or desire for another
child * 84 * 85
Breastfeeding status (if ever pregnant) * 81 * 81
Regularity of menstrual cycle * 90 * 90
All elements of reproductive history’ * 66 * 67
Client medical history
Asked about smoking * 63 * 62
Asked about symptoms of sexuality transmitted
infections (STIs) * 63 * 63
Asked about any chronic illnesses * 76 * 76
Al risk history® * 52 * 50
Client examination
Measured blood pressure * 97 * 97
Measured weight * 95 * 95
Client examination (specific exam information)
Measured blood pressure (according to client) * 90 * 90
Measured blood pressure (according to facility
standard) * 75 * 77
Measured weight (according to client) * 88 * 89
Measured weight (according to facility standard) * 77 * 78
Number of first-visit FP clients who have had a
previous pregnancy 1 124 6 131
Discussion related to partner
Partner attitude toward family planning * 23 * 23
Partner status® * 19 * 19
Either partner question * 25 * 25
Discussion related to STIs and condoms
Use of condoms to prevent STls * 20 * 20
Use of condoms as dual method* * 15 * 15
Any discussion related to STIs® * 24 * 23
Individual client card reviewed during consultation * 83 * 83
Individual client card written on after consultation * 97 * 97
Visual aids were used during consultation * 54 * 56
Client was assured of confidentiality * 70 * 71
Number of first-visit FP clients 1 126 6 133

* Figure based on too few cases to be meaningful.

' Asked about age, any history of pregnancy, current pregnancy status, breastfeeding status if client has
ever been pregnant, desired timing for next child or desire for another child, and regularity of menstrual
cycle.

2 Asked about smoking, symptoms of STls, and any chronic illness.

% Asked about other partners of self or partner and about absence of partner

* Both to prevent pregnancy and STls

® Discussed risk of STls, using condoms to prevent STls, or using condom as dual method.
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Table A-5.25 Observed assessments of clients who received contraceptives containing
estrogen

Percentage of observed and interviewed family planning (FP) clients who received a
contraceptive with estrogen (either combined oral pills or combined injectables), who had
their blood pressure and weight measured, by type of facility, Rwanda SPA 2007

Type of facility
Dispensary/

Health center/  Clinic/ Total

Components of consultation Hospital Polyclinic  Health post percentage
Examination specific to
estrogen-based contraceptive

Blood pressure measured * 98 * 97

Weight measured * 97 * 95

Number of clients receiving

estrogen-based contraception 5 137 2 144

*The figure was based on too few cases to be meaningful.

Table A-5.26 Counseling and client knowledge related to injectable or oral contraceptives

Among observed and interviewed female family planning (FP) clients who received oral contraceptive
pills or injectables, percentage who were observed being told essential information about the method,
percentage who reported that the provider explained the method to them, and percentage who knew
the correct response to an exit interview question about their method, by type of facility, Rwanda SPA
2007

Type of facility
Health Dispensary/

center/ Clinic/ Total
Components of consultation Hospital Polyclinic  Health post percentage
Provider was observed to explain topic
to the client
When to take method 100 88 64 88
Menstrual changes (side-effects) 69 67 50 67
Non-menstrual side effects 69 52 29 51
Any side effects 69 70 50 69
What to do if she forgets 54 48 50 48
Mentioned follow-up visit 100 99 100 99
Client reported that the provider explained
the topic
How to use the method 77 69 57 69
Possible side effects 54 59 57 59
What to do for problems 69 79 64 78
Mentioned follow-up visit 77 92 71 91
Client gave correct answer to:
Question about their method 92 97 86 97
Number of observed and interviewed FP pill
and injectable clients 13 560 14 587




Table A-5.27 Counseling and client knowledge related to condoms, IUDs, and implants

Among observed and interviewed clients who received or were prescribed condoms,
IUDs, and implants, percentage who were observed being told essential information
about the method, percentage who correctly answered a key question about using their
method during the exit interview, and percentage who reported that the provider

instructed them on their method, Rwanda SPA 2007

Percentage
observed and
interviewed
Components of consultation clients
Condom: clients were observed being told:
Cannot use if allergic to latex 38
Use one time only 54
About lubricant 15
Can use as a backup method 31
About dual protection 31
Interviewed client received condom and knows to use
condom only once 85
Number of observed and interviewed clients receiving condom 13
IUD: clients were observed being told:
Good for up to 12 years 50
Should return after 3-6 weeks or first period 50
About side effects like heavy bleeding 50
Interviewed client received IUD and knows its common side effects 50
Number of observed and interviewed clients receiving IUD or
prescription for IlUD 4
Implant: clients were observed being told:
Implant is good for three/five years 56
About menstrual changes that might occur 56
About non-menstrual initial side effects that might occur 56
Interviewed client received implant and knows how long implant lasts 100
Number of observed and interviewed clients receiving implants or
prescription for implant 9
During exit interviews, condom, IUD, and implant clients:
Knew the correct response to a question about
their method 85
Reported provider explained how to use the method 85
Reported provider explained about possible side effects 58
Reported provider explained what to do for problems 73
Reported provider mentioned a follow-up visit 85
Number of observed and interviewed FP clients receiving condoms,
IUD, or implants, or a prescription for them 26
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Table A-5.28 Family planning client feedback on service problems
Percentage of observed and interviewed female family planning (FP) clients who considered specific
service issues to be a big problem for them on the day of the visit, by type of facility, Rwanda SPA
2007
Type of facility

Health  Dispensary/

center/ Clinic/ Total
Client service issue Hospital Polyclinic Health post percentage
Behavior/attitude of provider 27 3 5 3
Inability to discuss problems or concerns 20 5 0 5
Insufficient explanation about method or
problems 27 2 9 3
Waiting time to see provider 27 18 5 17
Quality of examination and treatment 20 2 9 3
Availability of methods or medicines 33 3 0 3
Days facility is open 33 1 0 2
Hours facility is open 27 3 0 4
Cleanliness of facility 33 1 0 2
Cost of services 13 0 5 1
Insufficient visual privacy 33 2 0 3
Insufficient auditory privacy 27 2 0 2
Number of interviewed FP clients 15 634 22 671

Table A-5.29 Client choice of facility

Among interviewed female family planning (FP) clients, percentage who reported this was not the closest health facility to their home, and among these, the

main reasons they did not go to the nearest facility, by background characteristics, Rwanda SPA 2007

Percentage of Number of
interviewed FP Among family planning clients who did not go to the closest facility, percentage who interviewed
clients who reported specific reasons for not going to the closest facility FP clients
reported facility Was for whom
was not the Number of Did not referred Refused Don't this was not
Background closest facility to interviewed Bad like No Prefer More to this to know/ the closest
characteristics their home FP clients reputation personnel medicines anonymity expensive facility answer missing  facility
Type of facility
Hospital 40 15 0 0 33 0 0 0 67 0
Health center/Polyclinic 11 634 1 1 24 7 1 4 56 4 71
Dispensary/Clinic/
Health post 27 22 0 0 17 0 17 0 67 0 6
Managing authority
Government 12 544 2 2 24 8 3 5 52 5 63
Government-assisted 14 111 0 0 27 0 0 0 73 0 15
Private/NGO/Community 31 16 0 0 20 0 0 0 80 0 5
Province
North 8 185 7 0 20 7 13 7 47 0 15
South 16 100 0 0 44 0 0 0 56 0 16
East 11 148 0 0 13 19 0 0 56 13 16
West 12 174 0 5 29 0 0 10 57 0 21
Kigali City 23 64 0 0 13 7 0 0 73 7 15
Total 12 671 1 1 24 6 2 4 58 4 83
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Table A-5.30 Educational characteristics of female family planning clients
Percent distribution of interviewed and observed female family planning (FP) clients by level of education, and percent distribution of
family planning clients with primary, informal, or no education by level of literacy, according to background characteristics, Rwanda
SPA 2007
Percentage of interviewed
FP clients with primary,
informal or no Number of
education who: interviewed
Distribution of interviewed family planning clients Can Can FP clients
by level of education Number of Cannot read, read  with primary,
Background No interviewed read or cannot and informal or no
characteristics education Informal Primary Secondary Higher FPclients write  write write education
Type of facility
Hospital 13 0 67 13 7 15 8 17 75 12
Health center/Polyclinic 32 4 59 5 0 634 31 9 59 601
Dispensary/Clinic/Health post 9 0 77 14 0 22 11 0 89 19
Managing authority
Government 31 4 60 5 0 544 30 9 59 515
Government-assisted 33 2 59 5 1 111 30 5 63 104
Private/NGO/Community 6 6 69 19 0 16 8 8 85 13
Province
North 45 4 49 2 0 185 44 1 54 181
South 21 2 72 5 0 100 9 16 74 95
East 36 3 57 4 0 148 33 8 56 142
West 25 1 66 6 1 174 30 11 60 161
Kigali City 8 11 64 16 2 64 8 17 75 53
Total 31 3 60 5 0 671 30 9 61 632
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Chapter 6

Table A-6.1 Availability of antenatal care and other family health services on the day of the survey
Among facilities offering antenatal care (ANC), percentage offering ANC, tetanus toxoid (TT) vaccine, family
planning (FP), curative care for sick children (SC), and child immunization (EPI) services on the day of the
survey, by background characteristics, Rwanda SPA 2007
Percentage of facilities offering specific services
on the day of the survey
ANC
ANC and and FP Number of
Background TT ANC and ANC and and SC ANC and facilities
characteristics ANC vaccine FP SC services EPI offering ANC
Type of facility
Hospital 29 21 29 21 21 21 14
Health center/Polyclinic 39 38 31 38 30 26 382
Dispensary/Clinic/Health post 28 14 25 19 17 6 36
Managing authority
Government 37 36 34 36 33 24 274
Government-assisted 38 37 20 37 19 29 120
Private/NGO/Community 37 24 32 29 24 16 38
Province
North 35 35 30 34 30 26 80
South 38 36 26 37 25 27 103
East 30 26 21 29 20 10 91
West 36 36 31 34 29 28 116
Kigali City 62 52 57 55 50 36 42
Total 38 35 30 36 28 25 432
Table A-6.2 Availability of antenatal care and tetanus vaccine services
Percentage of facilities offering ANC and tetanus toxoid vaccine (TT) specific numbers of days per week' and percentage of facilities where
tetanus toxoid vaccine is reported offered every day ANC is offered, by background characteristics, Rwanda SPA 2007
Percentage
Percentage of facilities offering of facilities
ANC services specific numbers  Percentage of facilities offering TT services  offering TT  Number of
of days per week specific numbers of days per week every day facilities
Background Not ANC is offering
characteristics 1-2days 3-4days 5+days offered 1-2days 3-4days 5+ days offered ANC
Type of facility
Hospital 7 14 7 57 14 7 21 29 14
Health center/Polyclinic 68 11 5 0 72 13 13 97 382
Dispensary/Clinic/Health post 64 6 25 19 58 6 17 64 36
Managing authority
Government 70 8 5 1 75 9 13 94 274
Government-assisted 58 19 5 4 63 21 12 93 120
Private/NGO/Community 61 3 32 18 50 8 24 71 38
Province
North 66 13 13 4 63 14 20 94 80
South 72 11 1 1 76 9 13 93 103
East 65 7 1 1 78 11 4 93 91
West 70 11 5 5 70 12 13 89 116
Kigali City 38 17 31 10 45 21 24 88 42
Total 66 11 7 3 69 12 13 92 432
' Some facilities offer the services less than one day per week, so percentages may not add to 100%.
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Table A-6.3 Availability of items to support quality antenatal care services: Observed

Percentage of facilities offering antenatal care (ANC) where supplies and equipment to support quality
counseling, infection control, physical examination and basic ANC services were observed in the
ANC/postpartum care (PPC) service area or adjacent to the consultation or examination room, by background
characteristics, Rwanda SPA 2007

Type of facility
Health  Dispensary/

center/ Clinic/ Total
Item Hospital  Polyclinic Health post percentage
Items to support quality counseling
Individual client health cards 36 93 53 88
Focused ANC orientation package for provider 21 19 8 18
Any ANC guidelines 36 36 36 36
Visual aids for health education 7 49 11 44
All items to support quality counseling’' 0 27 3 24
Items for infection control
Soap 64 40 44 41
Running water 79 56 53 56
Clean latex gloves 71 76 94 78
Disinfecting solution 7 68 89 70
Sharps box 64 90 83 88
All items for infection control® 57 30 33 31
Covered waste receptacle with plastic liner® 71 60 44 59
All items for infection control plus waste receptacle 57 24 28 25
Items for physical examination
Visual and auditory privacy 79 97 83 95
Visual privacy only 0 1 14 2
No privacy 0 1 0 1
Examination bed* 86 93 92 92
Examination light® 50 16 11 17
All elements for physical examination® 50 15 8 15
All elements for physical examination and specific
components for infection control present’ 43 8 3 9
Essential supplies for basic ANC
Blood pressure apparatus 71 88 89 88
Fetoscope (Pinard) 64 64 78 65
Iron tablets® 86 79 28 75
Folic acid tablets® 100 78 28 74
Tetanus toxoid vaccine 36 74 25 69
All basic ANC equipment and medicines® 0 30 8 28
Number of facilities offering ANC 14 382 36 432

! Individual client health cards, written ANC guidelines, and visual aids for health education.

2 Soap, running water, gloves, disinfecting solution for decontaminating reusable items, and sharps box.

® While important for infection control, this is not an item that has been commonly introduced and thus was
not included in the aggregate for infection control.

* May be any type of bed where a client can lie down flat.

® May be examination light, flashlight, or other spotlight source.

® Visual and auditory privacy, examination light, and bed.

" Visual and auditory privacy, examination light, bed, and all infection control items, excluding sharps box.

8 Iron and folic acid may be separate tablets or one combined tablet.

° Blood pressure apparatus, fetoscope, iron and folic acid, and tetanus toxoid vaccine.
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Table A-6.4 Availability of specific medicines and guidelines for antenatal and postpartum services

Among facilities offering antenatal care (ANC), percentage with specific medicines for managing common
complications during pregnancy and for sexually transmitted infections (STls), percentage that routinely provide
the indicated medicine or test as a component of antenatal care (ANC), and percentage with items for
postpartum care (PPC), by type of facility, Rwanda SPA 2007

Health Dispensary/

center/ Clinic/ Total
ltem Hospital Polyclinic  Health post  percentage
Medicines for managing common complications
during pregnancy
Antibiotic’ 100 94 61 92
Albendazole (antihelminth) 57 21 8 21
Mebendazole (antihelminth) 93 91 61 89
Either albendazole or mebendazole 93 92 61 89
First line antimalarial 100 95 56 92
Other antimalarial 100 95 69 93
Methyldopa (Aldomet) 93 10 0 12
Medicines for STis (iliness treated)
Metronidazole (trichomoniasis) 93 88 56 86
Tinidazole (trichomoniasis) 57 17 22 19
Ceftriaxone (gonorrhea) 36 4 0 5
Ciprofloxacin (gonorrhea) 93 74 39 72
Amoxicillin (chlamydia) 100 85 47 82
Augmentin (chlamydia) 57 16 19 18
Norfloxacin (chlamydia, gonorrhea) 79 53 19 51
Doxycycline (chlamydia, syphilis) 93 82 47 79
Tetracycline (chlamydia, syphilis) 64 21 11 22
Erythromycin (chlamydia, syphilis) 93 84 44 81
Any injectable or oral penicillin (syphilis) 100 95 64 92
Nystatin suppository or oral (candidiasis) 86 86 36 82
Miconazole cream or suppository (candidiasis) 64 11 6 13
Clotrimazole cream or suppository (candidiasis) 29 5 0 5
At least one medication for:
Trichomoniasis 93 89 67 88
Gonorrhea 100 87 44 84
Chlamydia 100 95 64 92
Syphilis 100 95 67 93
Each of the four STls assessed? 93 82 42 79
All medicines for ANC complications® 86 9 0 11
ANC service components
Preventive antimalarial 29 96 81 93
ANC providers treat STI (if needed) 29 42 61 43
Routine counseling about family planning 29 89 89 87
Counseling about HIV/AIDS 50 63 11 58
Voluntary testing for HIV/AIDS 57 62 11 58
Counseling or testing for HIV/AIDS 57 63 11 59
Equipment related to PPC
Thermometer 79 42 50 44
Infant scale 79 55 33 54
Guidelines for STI services
Any STI guidelines 29 40 25 38
Guidelines for syndromic approach 29 37 25 36
Number of facilities offering ANC 14 382 36 432

' Amoxicillin or cotrimoxazole

2 At least one medicine to treat trichomoniasis, gonorrhea, chlamydia, and syphilis.

% At least one broad-spectrum antibiotic (amoxicillin or cotrimoxazole); either albendazole or mebendazole;
methyldopa (Aldomet); a first-line antimalarial; and at least one medicine for treating each of the following
STls: trichomoniasis, gonorrhea, chlamydia, syphilis, and candidiasis.




Table A-6.5 Capacity to provide anemia screening with antenatal care

Among facilities offering antenatal care (ANC), percentage with the capacity to
test for anemia and percentage that routinely screen ANC clients for anemia, by
background characteristics, Rwanda SPA 2007

Percentage of facilities
offering ANC services

that:
Have the Routinely
capacityto  screen ANC  Number of

Background conduct clients for facilities
characteristics anemia test’ anemia offering ANC
Type of facility

Hospital 50 29 14

Health center/Polyclinic 27 21 382

Dispensary/Clinic/Health post 17 25 36
Managing authority

Government 25 21 274

Government-assisted 32 20 120

Private/NGO/Community 29 32 38
Province

North 25 18 80

South 20 29 103

East 27 9 91

West 26 21 116

Kigali City 50 40 42

Total 27 22 432

! Any anemia test. Specific tests assessed were use of hemoglobinometer or
calorimeter, centrifuge and capillary tubes for hematocrit, or any of the blotting
paper tests.

Table A-6.6 Capacity to test for urine protein with antenatal care

Among facilities offering antenatal care (ANC), percentage of facilities with the
capacity to test for urine protein and percentage that routinely screen ANC
clients for urine protein, by background characteristics, Rwanda SPA 2007

Percentage of facilities
offering ANC services

that:
Have the Routinely
capacity to screen ANC Number of

Background conduct urine  clients for facilities
characteristics protein test'  urine protein  offering ANC
Type of facility

Hospital 86 36 14

Health center/Polyclinic 60 32 382

Dispensary/Clinic/Health post 28 19 36
Managing authority

Government 57 28 274

Government-assisted 68 39 120

Private/ NGO/Community 34 26 38
Province

North 59 34 80

South 70 34 103

East 46 9 91

West 54 35 116

Kigali City 64 52 42

Total 58 31 432

! Any dip stick for urine protein or flame, acetic acid, and test tube for testing
urine albumin.

APPENDIXA 265



266 APPENDIX A

Table A-6.7 Capacity to test for urine glucose with antenatal care

Among facilities offering antenatal care (ANC), percentage with the capacity to
test urine for glucose and percentage that routinely screen ANC clients for
urine glucose, by background characteristics, Rwanda SPA 2007

Percentage of facilities
offering ANC services

that:
Have the Routinely Number of
capacity to  screen ANC facilities

Background conduct urine  clients for offering
characteristics glucose test' urine glucose ANC
Type of facility

Hospital 79 29 14

Health center/Polyclinic 55 15 382

Dispensary/Clinic/Health post 25 14 36
Managing authority

Government 55 12 274

Government-assisted 56 22 120

Private/NGO/Community 32 21 38
Province

North 54 9 80

South 58 26 103

East 43 3 91

West 51 16 116

Kigali City 67 29 42

Total 53 16 432

' Any dip stick for urine glucose or Benedict's solution and stove for boiling
Benedict’s solution

Table A-6.8 Capacity to provide blood grouping with Rh factor with antenatal
care

Among facilities providing antenatal care (ANC), percentage with the capacity to
determine blood group and Rh factor and percentage that routinely offer the
blood grouping and Rh factor determination to ANC clients, Rwanda SPA 2007

Percentage of facilities
offering ANC services that:

Have the
capacity to Routinely
conduct offer blood
blood group groupingand  Number of

Background and Rh factor Rh factor test facilities
characteristics tests' to ANC clients offering ANC
Type of facility

Hospital 71 29 14

Health center/Polyclinic 3 3 382

Dispensary/Clinic/Health post 6 14 36
Managing authority

Government 4 4 274

Government-assisted 7 1 120

Private/NGO/Community 13 21 38
Province

North 4 3 80

South 4 6 103

East 2 1 91

West 4 0 116

Kigali City 21 24 42

Total 5 4 432

' Anti-A, Anti-B, Anti AB, Anti-D, Incubator (for Coombs test) and glass slides
with cover.




Table A-6.9 Capacity to test for syphilis with antenatal care
Among facilities offering antenatal care (ANC), percentage with the
capacity to conduct test for syphilis and percentage that routinely screen
ANC clients for syphilis, by background characteristics, Rwanda SPA
2007
Percentage of facilities
offering ANC services
that:
Have the Routinely Number of
capacity to screen ANC facilities

Background conduct clients for  offering
characteristics syphilis test'  syphilis ANC
Type of facility

Hospital 93 29 14

Health center/Polyclinic 48 61 382

Dispensary/Clinic/Health post 11 17 36
Managing authority

Government 45 53 274

Government-assisted 59 74 120

Private/NGO/Community 18 24 38
Province

North 39 49 80

South 58 75 103

East 43 49 91

West 41 48 116

Kigali City 52 64 42

Total 46 56 432
" VDRL test with functioning rotary shaker or RPR.

Table A-6.10 Statistics on utilization of antenatal care and postpartum care services for

facilities in SPA

Median number of antenatal care (ANC) visits (including new and repeat clients) and
postpartum care (PPC) visits per month for the 12 months preceding the survey, by type

of facility, Rwanda SPA 2007

Median Number of Median  Number of
number of facilities number of  facilities
ANC visits reporting  PPC visits  reporting
Type of facility permonth  ANC data per month PPC data
Hospital 45 6 100 2
Health center/Polyclinic 84 365 32 22
Dispensary/Clinic/Health post 24 28 - 1
Total 80 399 33 25

Note: Data are from health information system monthly reports available at the facility on
the day of the survey. Data were requested for the 12 months preceding the survey, but
frequently some months were missing. Information from the months for which data were
available was summed and an average monthly number of clients calculated for each
facility. This number was then used to calculate the median number of clients per month.
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Table A-6.11 User fees for antenatal care services
Percentage of facilities offering antenatal care (ANC) that charge user fees for specific items or offer prepayment systems or discounts, and
percentage of facilities charging user fees that publicly post fees, by background characteristics, Rwanda SPA 2007
Number of
System Percentagg wherg fe.es facilities
to Number _are posted in public view with
Percentage of facilities charging for: prepay Discount/ of All routine
Client Labora- for  exemption facilites fees Some Nofees fees for
Background chart/ Consul- Regis- Medi- tory multiple for some offering are feesare are ANC
characteristics record tation  tration cines tests visits clients ANC posted posted posted services
Type of facility
Hospital 7 21 7 21 29 14 7 14 75 25 0 4
Health center/Polyclinic 9 4 2 2 7 7 4 382 28 13 59 61
Dispensary/Clinic/Health post 44 39 11 25 39 39 0 36 35 13 52 23
Managing authority
Government 7 3 1 2 5 5 3 274 38 9 53 34
Government-assisted 11 7 4 3 9 11 7 120 23 19 58 26
Private/NGO/Community 50 50 11 29 50 39 0 38 32 14 54 28
Province
North 3 1 0 1 1 3 1 80 0 0 100 2
South 11 10 5 5 13 16 9 103 27 13 60 30
East 11 3 1 0 8 7 4 91 27 27 47 15
West 12 1 2 2 1 7 1 116 33 0 67 18
Kigali City 31 45 7 29 50 21 0 42 43 17 39 23
Total 12 8 3 5 10 9 3 432 32 14 55 88

Table A-6.12.1 Qut-of-pocket payments for antenatal care services: First-visit clients

Among first-visit ANC clients whose consultation was observed and who were interviewed,
percentage who reported paying any out-of-pocket fees for ANC services on the day of the survey;
and among the clients who paid any fees for ANC services, median amount (in RWF) paid on the
day of the survey, by type of facility, Rwanda SPA 2007

Median out-of-

pocket payment Number of
Percentage of (in RWF) by first- interviewed first-
interviewed visit ANC clients visit ANC clients

first-visit ANC Number of who paid anything providing valid
clients paying interviewed for ANC services responses for

any out-of- first-visit on the da¥ out-of-pocket
Type of facility pocket fees ANC clients of survey payments
Hospital 88 8 375 7
Health center/Polyclinic 27 339 204 90
Dispensary/Clinic/Health post 100 5 58 5
Total 30 352 204 102

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines,
or other fees.
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Table A-6.12.2 Out-of-pocket payments for antenatal care services: Follow-up clients

Among follow-up ANC clients whose consultation was observed and who were interviewed,
percentage who reported paying any out-of-pocket fees for ANC services on the day of the
survey; and among the clients who paid any fees for ANC services, median amount (in RWF)
paid on the day of the survey, by type of facility, Rwanda SPA 2007

Median out-of-
pocket payment Number of
(in RWF) by interviewed
Percentage of follow-up visit  follow-up visit
interviewed  Number of ANC clients who ANC clients
follow-up visit interviewed paid anything for providing valid
ANC clients  follow-up ~ ANC services responses for

paying any out- visit ANC on the da out-of-pocket
Type of facility of-pocket fees clients of survey payments
Hospital 57 7 5,003 4
Health center/Polyclinic 12 355 204 30
Dispensary/Clinic/Health post 38 8 58 3
Total 14 370 205 37

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines,
or other fees.

Table A-6.13 Supportive management for providers of antenatal care

Among interviewed antenatal care (ANC) service providers, percentage who received training and
supervision related to ANC, by background characteristics, Rwanda SPA 2007

Percentage of interviewed
service providers who received:
Pre- or in-service
training during  Most recent

Pre- or in- the past 12 pre- orin-
service months and service
training Personal personal training Number of
during the supervision supervision 13-35 months interviewed
Background past 12 in the past during the past preceding the ANC
characteristics months' 6 months 6 months survey providers2
Type of facility
Hospital 80 70 60 13 30
Health center/Polyclinic 73 92 68 12 1,041
Dispensary/Clinic/Health post 58 69 40 21 52
Managing authority
Government 74 92 69 10 753
Government-assisted 69 91 64 16 317
Private/NGO/Community 60 70 42 17 53
Province
North 78 91 71 5 201
South 68 93 64 12 268
East 78 93 74 10 279
West 64 91 59 20 285
Kigali City 81 76 61 12 90
Total 72 91 66 12 1,123

! Refers to structured training sessions and does not include individual instruction received during routine
supervision
Includes only providers of ANC services in facilities offering ANC services
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Table A-6.14.1 In-service training for antenatal care service providers: Training on antenatal care
Among interviewed antenatal care (ANC) service providers, percentage who received in-service training1 on specific topics related to ANC during the
past 12 months or 13-35 months preceding the survey, by background characteristics, Rwanda SPA 2007
Symptom Number of
ANC ANC Complications Risky management Postpartum interviewed
Background counseling screening of pregnancy pregnancies for pregnancy care ANC service
characteristics 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m 12m  13-35m providers2
Type of facility
Hospital 10 7 3 7 7 7 7 7 3 7 10 10 30
Health center/Polyclinic 8 10 8 11 8 11 8 10 8 11 7 8 1,041
Dispensary/Clinic/Health post 4 12 4 12 6 12 6 12 6 12 2 12 52
Managing authority
Government 8 10 8 11 8 10 8 10 8 11 7 8 753
Government-assisted 8 10 7 10 8 10 7 10 7 10 5 9 317
Private/NGO/Community 4 13 4 13 6 15 8 13 6 15 6 13 53
Province
North 13 5 12 5 13 4 11 5 13 5 10 3 201
South 8 8 7 8 8 9 8 8 8 9 7 5 268
East 8 14 8 15 7 15 8 15 8 16 6 14 279
West 5 13 5 14 5 13 6 12 5 4 9 285
Kigali City 9 10 4 8 6 9 4 11 4 9 6 12 90
Total 8 10 7 11 8 11 8 10 8 11 6 9 1,123
' Refers to structured training sessions and does not include individual instruction received during routine supervision
2 Includes only providers of ANC services in facilities offering ANC services

Table A-6.14.2 In-service training for antenatal care service providers: Training on family planning, STIs, and PMTCT
Among interviewed antenatal care (ANC) service providers, percentage who received in-service training' related to family
planning (FP), sexually transmitted infections (STIs), prevention of mother-to-child transmission (PMTCT) of HIV, and
antiretroviral (ARV) prophylaxis during the 12 months or 13-35 months preceding the survey, by background characteristics,
Rwanda SPA 2007
Any diagnosis or ARV prophylaxis PMTCT Number of
Family planning treatment of STI for PMTCT counseling interviewed
Background ANC service
characteristics 12m 13-35m 12m 13-35m  12m  13-35m  12m  13-35m providers2
Type of facility
Hospital 20 3 73 13 20 7 27 7 30
Health center/Polyclinic 15 11 67 13 7 5 9 6 1,041
Dispensary/Clinic/Health post 15 12 54 21 2 8 4 8 52
Managing authority
Government 18 11 68 11 7 5 9 5 753
Government-assisted 11 10 65 17 8 6 9 8 317
Private/NGO/Community 15 11 57 17 6 9 8 9 53
Province
North 23 5 71 4 6 2 8 2 201
South 12 8 62 13 5 5 6 6 268
East 17 15 73 1" 10 6 13 7 279
West 11 15 57 22 5 6 6 8 285
Kigali City 18 7 78 10 14 9 18 10 90
Total 16 11 66 13 7 5 9 6 1,123
! Refers to structured training sessions and does not include individual instruction received during routine supervision
2 Includes only providers of ANC services in facilities offering ANC services
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Table A-6.15 Supportive supervision for antenatal care service providers
Among interviewed antenatal care (ANC) service providers who were personally supervised during the past 6 months, median number
of times staff were supervised, and percentage who reported specific activities of the supervisor during the last visit, by background
characteristics, Rwanda SPA 2007
Median Number of
number of ANC service
times staff providers
were Percentage of providers reporting that, who were
supervised in during the last supervisory visit, the supervisor: supervised
Background past 6 Checked Observed Provided Provided Discussed Delivered in past
characteristics months records work feedback  updates problems  supplies 6 months
Type of facility
Hospital 5 86 95 95 86 90 29 21
Health center/ Polyclinic 6 98 95 93 81 87 29 962
Dispensary/Clinic/Health post 3 92 89 94 67 92 22 36
Managing authority
Government 6 98 95 93 81 86 29 693
Government-assisted 6 97 95 94 81 88 30 289
Private/ NGO/ community 2 89 89 89 68 92 19 37
Province
North 6 98 96 92 82 82 31 182
South 6 98 96 94 76 83 24 250
East 6 98 94 92 84 88 18 260
West 5 98 95 96 82 94 41 259
Kigali City 6 90 90 87 74 85 32 68
Total 6 97 95 93 80 87 29 1,019

Table A-6.16 Characteristics of observed antenatal care clients
Among ANC clients whose consultation was observed, percentage for whom this was their first ANC visit, percentage for
whom this was a follow-up ANC visit, percentage who were estimated to be less than 5 months pregnant, at least 5 months
pregnant, and at least 8 months pregnant, by background characteristics, Rwanda SPA 2007
First ANC Month of pregnancy Number of
Background visit for this Follow-up First observed
characteristics pregnancy ANC visit pregnancy  <5m >5m >8m Missing ANC clients
Type of facility
Hospital 53 47 20 20 47 33 0 15
Health center/Polyclinic 49 51 23 17 57 25 0 709
Dispensary/Clinic/Health post 38 62 23 8 69 23 0 13
Managing authority
Government 53 47 23 18 58 24 0 521
Government-assisted 38 62 23 14 57 29 0 208
Private/NGO/Community 50 50 25 13 63 25 0 8
Province
North 58 42 24 26 50 24 0 156
South 48 52 20 16 56 27 1 166
East 53 47 20 18 63 19 0 139
West 42 58 22 10 63 26 0 205
Kigali City 41 59 31 17 48 35 0 71
Total 49 51 23 17 57 25 0 737
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Table A-6.17 General assessments, examinations, and interventions for observed first-visit antenatal care
clients

Among first-visit antenatal care (ANC) clients whose consultation was observed, percentage whose
consultation included specific assessments, examinations, and interventions, and among clients with prior
pregnancies, percentage whose consultations included a discussion of prior complications, by type of facility,
Rwanda SPA 2007

Dispensary/

Health center/ Clinic/ Total

Components of consultation Hospital Polyclinic Health post  percentage
Prior history and client characteristics

Client age * 94 * 92

Date of last menstrual period * 96 * 96

Any prior pregnancy’ * 97 * 97

Complications during prior pregnancy (if had

prior pregnancy) * 64 * 64

Medications client currently taking * 54 * 53

All relevant elements for client history? * 51 * 49
Laboratory tests and examinations

Measured blood pressure * 100 * 100

Weighed client * 100 * 100

Urine test (protein) done * 28 * 29

Blood test (anemia) done * 62 * 63
Preventive interventions

Gave or prescribed iron tablets * 38 * 37

Gave or prescribed tetanus toxoid vaccine * 72 * 71

Number of first-visit ANC clients 8 346 5 359
Among women with prior pregnancies,
prior complications discussed:

Stillbirth * 80 * 80

Infant mortality during first week after birth * 72 * 72

Heavy bleeding during labor or postpartum * 67 * 66

Assisted delivery * 73 * 73

Previous abortion * 70 * 69

Number of observed first-visit ANC clients

with prior pregnancy 6 266 4 276

* Figure based on too few cases to be meaningful

! Any questions that would indicate whether the client had a prior pregnancy

2 Client age, last menstrual period, medicines, any prior pregnancy, and, if there was a prior pregnancy, any
complications during prior pregnancies




Table A-6.18 Assessment of current health status of antenatal care clients

Among antenatal care (ANC) clients whose consultation was observed, percentage whose consultation included
specific assessments, examinations, or interventions, by type of facility, Rwanda SPA 2007

Health Dispensary/

center/ Clinic/ Total

Components of consultation Hospital Polyclinic  Health post percentage
Client questioned regarding

Vaginal bleeding 7 52 23 51

Fetal movement (at least 5m pregnant) 50 68 50 67

Any other problems 67 75 38 74
Basic physical examination

Measured blood pressure 87 100 100 100

Urine test (protein) done 73 26 0 26

Checked fetal position (at least 8m pregnant) * 98 * 97

Listened for fetal heart (at least 5m pregnant) 75 98 100 98

All questions and basic examination’ 7 47 23 45
Other examinations

Weighed client 100 100 100 100

Checked uterine height 73 87 92 87

Blood test (anemia) done 73 51 38 52
Preventive interventions

Provider gave or prescribed iron tablets 40 43 0 42

Provider explained purpose of iron tablets 7 35 0 34

Provider explained how to take iron tablets 13 39 0 38

Provider gave or prescribed tetanus toxoid (TT) vaccine 33 54 62 54

Provider explained purpose of TT vaccine 27 41 38 41

Number of observed ANC clients at least 5 months

pregnant 12 586 12 610

Number of observed ANC clients at least 8 months

pregnant 5 179 & 187

Number of observed ANC clients 15 709 13 737

* Figure based on too few cases to be meaningful

' Questions regarding vaginal bleeding and fetal movement (if at least 5 months pregnant), blood pressure
measured, fetal position palpated or ultrasound performed (if at least 8 months pregnant), and provider
listened for fetal heart (if at least 5 months pregnant)
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Table A-6.19 Observed content of counseling on antenatal care: By type of facility

Percentage of first and follow-up visit ANC clients who were observed to receive counseling on topics
related to nutrition during pregnancy, risk symptoms, the progress of their pregnancy, delivery plans,
exclusive breastfeeding, and family planning after birth, by type of facility, Rwanda SPA 2007

Dispensary/

Health center/ Clinic/ Total
Counseling topic Hospital Polyclinic Health post  percentage
First-visit ANC client
Nutrition * 39 * 40
Progress of pregnancy * 56 * 56
Any risk symptoms for seeking help * 45 * 45
Specific risk: vaginal bleeding * 40 * 40
Specific risk: fever * 25 * 25
Specific risk: shortness of breath or excessive
fatigue * 24 * 23
Specific risk: swelling in hands or face * 34 * 34
Specific risk: headache or blurred vision * 29 * 29
Delivery plans * 39 * 39
Exclusive breastfeeding * 21 * 20
Family planning after birth * 40 * 39
Provider used any visual aids * 37 * 36
Number of first-visit ANC clients 8 346 5 359
Follow-up visit ANC client
Nutrition * 41 * 39
Progress of pregnancy * 49 * 47
Any risk symptoms for seeking help * 33 * 31
Specific risk: vaginal bleeding * 26 * 25
Specific risk: fever * 12 * 12
Specific risk: shortness of breath or excessive
fatigue * 15 * 15
Specific risk: swelling in hands or face * 25 * 24
Specific risk: headache or blurred vision * 17 * 17
Delivery plans * 48 * 47
Exclusive breastfeeding * 22 * 21
Family planning after birth * 34 * 34
Provider used any visual aids * 36 * 35
Number of follow-up visit ANC clients 7 363 8 378
All observed ANC clients
Nutrition 33 40 15 39
Progress of pregnancy 33 52 23 51
Any risk symptoms for seeking help 27 38 15 38
Specific risk: vaginal bleeding 20 33 15 33
Specific risk: fever 13 19 8 18
Specific risk: shortness of breath or excessive
fatigue 0 19 0 19
Specific risk: swelling in hands or face 13 29 15 29
Specific risk: headache or blurred vision 7 23 15 23
Delivery plans 47 43 15 43
Exclusive breastfeeding 0 21 0 21
Family planning after birth 7 37 46 36
Provider used any visual aids 0 37 8 36
Number of all observed ANC clients 15 709 13 737

* Figure based on too few cases to be meaningful




Table A-6.20 Observed content of counseling on antenatal care: By province
Percentage of first and follow-up visit ANC clients who were observed to receive counseling on topics related to nutrition
during pregnancy, risk symptoms, the progress of their pregnancy, delivery plans, exclusive breastfeeding, and family
planning after birth, by province, Rwanda SPA, 2007
Province Total
Counseling topic North South East West Kigali City percentage
First-visit ANC client
Nutrition 47 33 34 49 24 40
Progress of pregnancy 62 48 46 62 69 56
Any risk symptoms for seeking help 33 30 42 64 69 45
Specific risk: vaginal bleeding 30 25 35 63 62 40
Specific risk: fever 12 14 12 57 34 25
Specific risk: shortness of breath or excessive
fatigue 18 1 9 58 28 23
Specific risk: swelling in hands or face 22 15 35 58 52 34
Specific risk: headache or blurred vision 20 15 16 63 24 29
Delivery plans 39 19 46 52 41 39
Exclusive breastfeeding 27 6 14 36 3 20
Family planning after birth 57 21 38 42 31 39
Provider used any visual aids 38 35 26 37 59 36
Number of first-visit ANC clients 90 80 74 86 29 359
Follow-up visit ANC client
Nutrition 71 34 23 41 21 39
Progress of pregnancy 64 37 43 53 31 47
Any risk symptoms for seeking help 45 17 22 38 33 31
Specific risk: vaginal bleeding 45 13 12 31 24 25
Specific risk: fever 15 6 5 18 12 12
Specific risk: shortness of breath or excessive
fatigue 18 3 8 25 14 15
Specific risk: swelling in hands or face 33 14 14 29 26 24
Specific risk: headache or blurred vision 24 3 8 26 19 17
Delivery plans 74 30 55 39 43 47
Exclusive breastfeeding 47 8 8 25 19 21
Family planning after birth 73 14 15 39 29 34
Provider used any visual aids 65 36 15 34 19 35
Number of follow-up visit ANC clients 66 86 65 119 42 378
All observed ANC clients
Nutrition 57 33 29 44 23 39
Progress of pregnancy 63 42 45 57 46 51
Any risk symptoms for seeking help 38 23 32 49 48 38
Specific risk: vaginal bleeding 37 19 24 44 39 33
Specific risk: fever 13 10 9 35 21 18
Specific risk: shortness of breath or excessive
fatigue 18 2 9 39 20 19
Specific risk: swelling in hands or face 27 14 25 41 37 29
Specific risk: headache or blurred vision 22 9 12 41 21 23
Delivery plans 54 25 50 45 42 43
Exclusive breastfeeding 35 7 11 30 13 21
Family planning after birth 63 17 27 40 30 36
Provider used any visual aids 49 36 21 35 35 36
Number of all observed ANC clients 156 166 139 205 71 737
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Table A-6.21 Health education received by ANC clients and knowledge related to warning signs

during pregnancy: By type of facility

Among interviewed antenatal care (ANC) clients, percentage who said provider counseled them
on warning signs for pregnancy, percentage who named specific warning signs, and percentage
who said provider told them what to do in case of warning signs, and percentage who said
provider discussed breastfeeding, delivery plans and supplies, and family planning, during this
visit or a previous visit, by type of facility, Rwanda SPA, 2007

Health Dispensary/
Issue discussed during center/ Clinic/ Total
current/previous visit Hospital Polyclinic  Health post  percentage
Counseling on risk signs
Any warning signs 20 23 15 22
Warning signs mentioned by client
Bleeding 20 14 8 14
Fever 7 3 8 3
Swollen face or hands 7 3 0 3
Tiredness or breathlessness 0 3 8 3
Headache or blurred vision 7 2 0 2
Convulsions 0 0 0 0
Reduced fetal movement 7 12 8 12
What client was told to do if warning
sign occurs:
Seek care at facility 20 23 8 23
Decrease activity level 0 1 0 1
Change diet 0 0 8 0
Client reported provider discussed:
Exclusive breastfeeding 20 33 15 32
Exclusive breastfeeding for 6 months 20 28 8 27
Delivery plans 47 51 38 51
Supplies to prepare for delivery 33 47 46 47
Using family planning after birth 60 46 46 46
Number of interviewed ANC clients 15 694 13 722




Table A-6.22 Health education received by ANC clients and knowledge related to warning signs during pregnancy:

By province

Among interviewed antenatal care (ANC) clients, percentage who said provider counseled them on warning signs
for pregnancy, percentage who named specific warning signs, and percentage who said provider told them what to
do in case of warning signs, and percentage who said provider discussed breastfeeding, delivery plans and

supplies, and family planning, during this visit or a previous visit, by province, Rwanda SPA, 2007

Issue discussed during current/ Province Total
previous visit North South East West Kigali City percentage
Counseling on risk signs
Any warning signs 19 31 15 24 21 22
Warning signs mentioned by client
Bleeding 11 21 8 16 15 14
Fever 2 4 4 4 2 3
Swollen face or hands 4 5 1 3 2 3
Tiredness or breathlessness 5 1 1 5 2 3
Headache or blurred vision 2 6 1 1 0 2
Convulsions 1 1 0 0 0 0
Reduced fetal movement 15 16 8 9 11 12
What client was told to do if warning
sign occurs:
Seek care at facility 20 33 14 24 20 23
Decrease activity level 0 2 2 1 2 1
Change diet 1 0 0 0 0 0
Client reported provider discussed:
Exclusive breastfeeding 36 30 22 38 33 32
Exclusive breastfeeding for 6 months 28 23 22 33 30 27
Delivery plans 54 53 36 56 50 51
Supplies to prepare for delivery 43 52 43 53 30 47
Using family planning after birth 56 42 48 43 38 46
Number of interviewed ANC clients 156 159 137 204 66 722

Table A-6.23 Client plans for place of delivery

Among observed and interviewed antenatal care (ANC) clients, percentage who reported
planning where they will deliver, by type of facility, Rwanda SPA 2007

Percentage of ANC clients who

plan to deliver at: Number of

Background This Other Private Don't interviewed
characteristics facility facility home know  ANC clients
Type of facility

Hospital 100 0 0 0 15

Health center/Polyclinic 86 8 0 6 694

Dispensary/Clinic/Health post 23 77 0 0 13
Managing authority

Government 84 10 0 6 511

Government-assisted 88 5 0 6 206

Private/NGO/Community * * * * 5
Province

North 88 10 0 1 156

South 92 2 1 6 159

East 77 15 0 8 137

West 86 6 0 7 204

Kigali City 74 18 2 6 66

Total 85 9 0 6 722

* Figure based on too few cases to be meaningful
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Table A-6.24 Use of individual client cards
Among first- and follow-up visit antenatal care (ANC) clients, percentage of consultations in which the
provider looked at the client card during the consultation, and percentage in which provider wrote on the
client card at the end of the visit, by background characteristics, Rwanda SPA 2007
Provider looked at Provider wrote on
client card during clientcardatend  Number of Number of
consultation of visit first-visit  follow-up
Background First Follow-up First Follow-up ANC visit ANC
characteristics visit visit visit visit clients clients
Type of facility
Hospital * * * * 8 7
Health center/Polyclinic 91 89 99 96 346 363
Dispensary/Clinic/Health post * * * * 5 8
Managing authority
Government 92 94 98 97 275 246
Government-assisted 88 77 100 95 80 128
Private/NGO/Community * * * * 4 4
Province
North 94 98 99 95 90 66
South 84 85 96 98 80 86
East 92 92 100 98 74 65
West 94 82 100 95 86 119
Kigali City 93 95 97 95 29 42
Total 91 89 99 96 359 378
* Figure based on too few cases to be meaningful

Table A-6.25 Outcome of observed consultations

Among antenatal care (ANC) clients whose consultations were observed, percentage who went home, were
referred elsewhere in the same facility, were admitted to the facility, were referred outside the facility, and
whose status was uncertain at the end of the observation, by background characteristics, Rwanda SPA 2007

Percentage of ANC consultations where:

Client Client Client Number of

Background Client went  referred, admitted referred Don't observed
characteristics home same facility to facility elsewhere  Know  ANC clients
Type of facility

Hospital 73 27 0 0 0 15

Health center/Polyclinic 90 6 1 1 2 709

Dispensary/Clinic/Health post 92 8 0 0 0 13
Managing authority

Government 90 7 1 1 2 521

Government-assisted 88 8 1 0 2 208

Private/NGO/Community * * * * * 8
Province

North 94 4 1 0 1 156

South 91 5 0 0 4 166

East 89 9 0 1 0 139

West 88 8 0 1 2 205

Kigali City 77 11 4 4 3 71

Total 89 7 1 1 2 737

* Figure based on too few cases to be meaningful




Table A-6.26 Client feedback on service problems
Among ANC clients whose consultations were observed, percentage who considered specific service
issues to be a big problem for them on the day of the visit, by type of facility, Rwanda SPA 2007

Health Dispensary/

center/ Clinic/ Total
Service issue Hospital  Polyclinic  Health post percentage
Behavior/attitude of provider 0 4 0 4
Inability to discuss problems or concerns 0 8 8 8
Insufficient explanation about problems 0 7 0 7
Waiting time to see provider 7 20 0 19
Quality of examination and treatment 0 6 0 6
Availability of medicines 0 6 0 6
Days facility is open 0 5 0 5
Hours facility is open 0 6 0 6
Cleanliness of facility 0 6 0 6
Cost of services 20 1 0 2
Insufficient visual privacy 0 5 0 5
Insufficient auditory privacy 0 6 0 5
Number of interviewed ANC clients 15 694 13 722

Table A-6.27 Client choice of facility

Among interviewed antenatal care (ANC) clients, percentage who reported this was not the closest health facility to their
home, and among these, the main reasons they did not go to the nearest facility, by background characteristics, Rwanda
SPA 2007

Percentage of Percentage of ANC clients who
interviewed ANC said the main reason they did not Number of
clients who go to the nearest facility was: interviewed
reported this ANC clients
was not the Number of Referred for whom this
Background closest facility  interviewed Bad No to this was not the
characteristics to their home  ANC clients reputation medicines  facility  closest facility
Type of facility
Hospital 47 15 * * * 7
Health center/Polyclinic 6 694 12 2 10 41
Dispensary/Clinic/Health post 23 18 * * * &
Managing authority
Government 6 511 10 0 13 31
Government-assisted 8 206 13 0 6 16
Private/NGO/Community * 5 * * * 4
Province
North 5 156 * * * 8
South 6 159 * * * 9
East 6 137 * * * 8
West 6 204 8 0 0 12
Kigali City 21 66 21 7 0 14
Total 7 722 10 2 10 51

* Figure based on too few cases to be meaningful
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Table A-6.28 Educational characteristics of antenatal care clients
Among antenatal care (ANC) clients whose consultations were observed and who were interviewed, percent distribution by education level and,
among clients with primary, informal, or no education, percentage who are literate, by background characteristics, Rwanda SPA 2007
Percentage of ANC clients with  Number of
primary, informal or no interviewed
Percentage of ANC clients who have: education who: ANC clients
Number of Cannot Can read, with primary,
Background No Secondary interviewed reador cannot Canread informal or
characteristics education Informal Primary Middle or higher ANC clients  write write and write no education
Type of facility
Hospital 0 0 60 13 27 15 * * * 9
Health center/Polyclinic 32 4 57 7 0 694 33 6 60 643
Dispensary/Clinic/Health post 46 0 46 8 0 13 58 17 25 12
Managing authority
Government 33 5 55 7 1 511 35 6 59 473
Government-assisted 30 2 59 8 0 206 30 7 62 188
Private/NGO/Community * * * * * 5 * * * 3
Province
North 45 2 49 4 0 156 48 3 49 150
South 31 1 61 6 1 159 24 3 73 148
East 28 13 51 8 0 137 26 10 63 126
West 32 1 58 8 0 204 38 8 53 188
Kigali City 9 2 68 15 6 66 19 13 67 52
Total 32 4 57 7 1 722 33 6 60 664
* Figure based on too few cases to be meaningful

Table A-6.29 Emergency maternity transportation systems
Among facilities with emergency transportation for obstetric referrals, percentage using specific transportation systems and
median transportation time to referral facility, by background characteristics, Rwanda SPA 2007
Median
transportation time
(in minutes) to
referral facility
using most
common mode of
Among facilities with emergency transportation, emergency
percentage in which means for transport is: transportation Number of
Ambulance Other facilities
or other arrangement supporting
Background facility-based Vehicle at | Facility hires to support Dry Wet emergency
characteristics vehicle'  other facility2 vehicle cost® season season ftransportation
Type of facility
Hospital 100 10 2 10 61 61 41
Health center/Polyclinic 22 83 34 63 36 46 367
Dispensary/Clinic/Health post 33 39 24 42 31 31 33
Managing authority
Government 24 78 31 58 40 46 287
Government-assisted 47 70 32 56 31 51 122
Private/NGO/Community 25 38 25 47 20 21 32
Province
North 36 84 18 84 40 60 76
South 32 79 47 62 41 46 106
East 25 76 26 48 40 60 99
West 24 73 29 47 40 51 115
Kigali City 44 36 27 38 16 16 45
Total 30 73 31 56 36 46 441
! Ambulance or other vehicle that stays at the facility.
2 Facility calls for dedicated vehicle from other facility to collect emergency patient.
May include facility or community financial support or other system.
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Table A-6.30 Availability of equipment, infrastructure, and staff for quality delivery services: Observed

Percentage of facilities offering delivery services that are observed to have equipment, supplies, infrastructure, and
staff for infection control and delivery services in the delivery service area, by type of facility, Rwanda SPA 2007

Dispensary/

Items for quality Health center/ Clinic/ Total
delivery services Hospital Polyclinic Health post percentage
Infection control
Soap 92 69 60 71
Water 97 84 75 85
Clean latex gloves 97 93 100 94
Disinfecting solution 100 92 95 93
Sharps box 97 92 70 92
All items for infection control 85 59 40 60
Covered waste receptacle with plastic liner? 95 79 55 80
All items for infection control plus waste receptacle 82 54 30 56
Infrastructure for delivery
Visual privacy and auditory privacy 92 94 85 94
Visual privacy only 0 0 5 0
No privacy 3 4 5 4
Delivery bed® 95 91 90 92
Examination light* 87 38 20 42
All elements of infrastructure® 74 33 15 36

Other items to support quality services

Blank partograph 97 87 65 87
Guidelines for normal obstetric care 51 27 20 29
Guidelines for emergency obstetric care 36 12 0 14
Qualified delivery provider onsite 24 hours® 87 86 60 84
Qualified delivery provider on call 24 hours® 3 0 0 0
All other items to support quality services’ 31 10 0 11
Number of facilities offering delivery services 39 345 20 404

! Soap, running water, gloves, disinfecting solution for decontaminating reusable items, and sharps box.

2 While important for infection control, this is not an item that has been commonly introduced and so was not
included in the aggregate for infection control.

® Any type of bed where a client can lie down flat.

* Examination light, flashlight, or other spotlight source.

® Both visual and auditory privacy, examination bed, and examination light.

® Qualified delivery providers include gynecologists, doctors, clinical officers, assistant medical officers, qualified
nurse-midwives, and nurses with training in midwifery. A duty schedule must be observed.

7 Guidelines, partograph, and delivery staff available 24 hours per day, with duty schedule observed.
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Table A-6.31 Location where delivery equipment is processed and stored

Percentage of facilities that process delivery equipment and/or store processed equipment for reuse in
specific locations, by background characteristics, Rwanda SPA 2007

Percentage of facilities that process
delivery service equipment in:’

Outside Number of
facility/no facilities
Family processing offering
Background Delivery  Main facility planning delivery delivery
characteristics service area area service area  equipment services
Type of facility
Hospital 56 44 0 0 39
Health center/Polyclinic 59 38 2 1 345
Dispensary/Clinic/Health post 50 20 5 25 20
Managing authority
Government 54 43 3 1 266
Government-assisted 7 27 1 1 113
Private/NGO/Community 44 32 4 20 25
Province
North 28 70 1 0 74
South 88 10 1 1 102
East 40 55 3 1 92
West 70 21 4 6 107
Kigali City 38 62 0 0 29
Total 58 38 2 2 404

' Main facility area and delivery processing area may be the same location in small facilities

Table A-6.32.1 Sterilization and disinfecting capacity for delivery service equipment: All facilities

Among all facilities offering delivery services, percentage that have all items to support quality sterilization
or high-level disinfection (HLD) processes, and percentage with written guidelines at the site where
delivery equipment is processed for reuse, by background characteristics, Rwanda SPA 2007

Percentage of facilities where the Percentage of
indicated procedure is the highest facilities with
level for which all conditions for quality written
sterilization/HLD of delivery equipment  guidelines for ~ Number of
were available sterilization or facilities
Boil/steam HLD procedures  offering
Background Dry heat or or chemical No at processing delivery
characteristics autoclave' HLD' procedure” site services
Type of facility
Hospital 64 3 33 33 39
Health center/Polyclinic 13 4 83 6 345
Dispensary/Clinic/Health post 10 0 90 5 20
Managing authority
Government 15 3 82 8 266
Government-assisted 24 4 72 10 113
Private/NGO/Community 20 0 80 4 25
Province
North 22 7 72 9 74
South 15 3 82 4 102
East 13 4 83 9 92
West 18 1 81 10 107
Kigali City 31 3 66 10 29
Total 18 3 79 8 404

! Functioning equipment, appropriate knowledge of temperature and time for method used, and an
automatic timer are all present.
2 Either equipment or knowledge was lacking or facility does not process delivery equipment.




Table A-6.32.2 Sterilization and disinfecting capacity for delivery service equipment: Facilities where processing
occurs in delivery service area
Among facilities processing delivery equipment for reuse in the delivery service area, percentage where facility has all
items to support quality sterilization or high-level disinfection (HLD) processes, and percentage with written guidelines
at the site where delivery equipment is processed for reuse, by background characteristics, Rwanda SPA 2007
Percentage of facilities where the specific Percentage of Number of
procedure is the highest level for which all facilities with  facilities offering
conditions for quality sterilization/HLD of  written guidelines delivery services
delivery equipment were available for sterilization or and processing
Background Dry heat or Boil/steam or No HLD procedures  equipment in
characteristics autoclave' chemical HLD' procedure2 at processing site  delivery area
Type of facility
Hospital 68 5 27 27 22
Health center/Polyclinic 12 3 85 4 202
Dispensary/Clinic/Health post 10 0 90 0 10
Managing authority
Government 15 2 83 6 143
Government-assisted 20 5 75 8 80
Private/ NGO/ community 18 0 82 9 11
Province
North 5 10 86 5 21
South 14 3 82 4 90
East 16 3 81 3 37
West 20 1 79 11 75
Kigali City 45 0 55 9 11
Total 17 3 80 6 234
! Functioning equipment, appropriate knowledge of temperature and time for method used, and an automatic timer
are all present.
2 Either equipment or knowledge was lacking or facility does not process delivery equipment.

Table A-6.33.1 Storage conditions for sterilized or high-level disinfected delivery equipment: All facilities
Percentage of facilities with stored, sterilized/high-level disinfected (HLD) delivery instruments present and, among those, percentage
that meet standards for good storage, by background characteristics, Rwanda SPA 2007
Percentage of Processing Sterile/HLD
facilities with dates status storage =~ Number of
stored Sterile/ Clean, but observed on conditions and facilities with
sterilized/HLD HLD status not sterile, processed processing stored
Background delivery items Number of  storage storage and stored dates on sterilized HLD
characteristics present facilites  conditions' conditions® items sterilized items delivery items
Type of facility
Hospital 100 39 64 31 56 44 39
Health center/ Polyclinic 100 345 35 45 21 13 345
Dispensary/Clinic/Health post 100 20 10 80 25 0 20
Managing authority
Government 100 266 36 43 23 14 266
Government-assisted 100 113 40 46 30 20 113
Private/ NGO/ community 100 25 24 64 28 8 25
Province
North 100 74 49 26 38 32 74
South 100 102 34 44 14 7 102
East 100 92 43 37 21 12 92
West 100 107 18 74 26 10 107
Kigali City 100 29 59 17 41 28 29
Total 100 404 36 45 25 15 404
! ltems are wrapped and sealed with time-steam-temperature (TST) sensitive tape or are in a sterile/HLD box that clasps shut.
2 ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the sterilizer or autoclave, or
sitting in disinfecting solution.
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Table A-6.33.2 Storage conditions for sterilized or high-level disinfected delivery equipment: Facilities where items are present in
delivery area
Percentage of facilities with stored, sterilized/high-level disinfected (HLD) delivery instruments present in the delivery area and, among
those, percentage that meet standards for good storage, by background characteristics, Rwanda SPA 2007
Percentage of Number of
facilities with Processing Sterile/HLD facilities with
stored dates status storage stored
sterilized/HLD Sterile/ Clean, but observed on conditions and sterilized HLD
delivery items HLD status not sterile, processed processing dates delivery items
Background present in the Number of storage storage and stored on sterilized in the
characteristics delivery area _ facilities conditions' conditions® items items delivery area
Type of facility
Hospital 69 39 52 44 52 33 27
Health center/Polyclinic 71 345 20 62 18 7 245
Dispensary/Clinic/Health post 90 20 11 83 22 0 18
Managing authority
Government 69 266 21 60 19 7 184
Government-assisted 76 113 27 60 26 13 86
Private/NGO/Community 80 25 20 75 25 5 20
Province
North 34 74 16 68 28 16 25
South 90 102 32 49 14 7 92
East 66 92 26 52 21 11 61
West 85 107 8 87 23 4 91
Kigali City 72 29 48 24 38 19 21
Total 72 404 23 61 21 9 290
! ltems are wrapped and sealed with time-steam-temperature (TST) sensitive tape or are in a sterile/HLD box that clasps shut.
Iltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the sterilizer or autoclave, or sitting
in disinfecting solution.

Table A-6.34 Delivery service providers
Among facilities offering delivery services, percentage where a qualified, trained delivery provider is available onsite on or call for
24-hour duty to conduct deliveries, with or without an observed duty schedule, and percentage where a staff member with specific
qualification most commonly conducts deliveries at night, by background characteristics, Rwanda SPA 2007
Qualified, trained  Qualified, trained
delivery provider delivery provider
available 24 available 24 Provider most commonly on dqty o Number of
hours, with hours, with no conduct deliveries at night facilities
observed duty observed duty Other/  offering
Background schedule schedule Nurse/  Auxiliary dont  delivery
characteristics Onsite Oncall Onsite  Oncall Doctor midwife nurse know  services
Type of facility
Hospital 87 3 10 0 87 100 10 0 39
Health center/Polyclinic 86 0 12 1 2 99 19 1 345
Dispensary/Clinic/Health post 60 0 40 0 15 100 0 0 20
Managing authority
Government 83 0 14 1 9 100 17 1 266
Government-assisted 91 1 6 0 12 98 22 1 113
Private/NGO/Community 64 0 36 0 32 100 0 0 25
Province
North 99 0 1 0 5 100 12 1 74
South 77 1 20 1 9 100 12 1 102
East 77 0 21 1 11 99 26 0 92
West 88 1 9 0 10 98 23 0 107
Kigali City 83 0 14 3 34 100 3 3 29
Total 84 0 13 1 11 99 18 1 404
' There may be more than one type of staff who routinely conducts night deliveries at the same facility.
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Table A-6.35 Availability of medicines and supplies for quality delivery services: Observed
Percentage of facilities offering delivery services where specific medicines and supplies are observed in the facility, delivery
room (DR), and/or pharmacy, by type of facility, Rwanda SPA 2007
Dispensary/
Health center/ Clinic/ Total
ltem Hospital Polyclinic Health post  percentage
Basic medicines and supplies for delivery
Scissors or blade 100 95 95 95
Cord clamp or tie 92 86 90 87
Suction apparatus (bulb or machine) 97 87 70 87
Suction bulb 90 85 70 84
Suction machine 64 12 0 17
Antibiotic eye ointment for newborn (in DR) 77 66 60 67
Antibiotic eye ointment for newborn in pharmacy or DR 100 96 80 96
Skin disinfectant for perineum 95 88 95 89
All basic supplies for delivery1 90 65 50 67

Additional medicines and supplies for managing common

complications of delivery
Syringes and needles in DR 97 84 80 85
Syringes and needles in facility 97 89 85 90
Intravenous solution® and perfusion set in DR 79 24 10 29
Intravenous solution? and perfusion set in facility 97 49 15 52
Oral antibiotic® in facility 100 96 70 95
Injectable oxytoxic medication in DR 92 22 15 28
Injectable oxytoxic medication in facility 100 32 15 38
Suture material in DR 100 92 90 92
Needle holder in DR 74 67 30 66
All basic treatment interventions* 59 7 0 12

Additional medicines and supplies for managing serious

complications
Valium or magnesium sulfate in DR 74 27 40 32
Valium or magnesium sulfate in facility 90 60 50 62
Injectable amoxicillin or ampicillin in facility 100 70 45 7
Injectable amoxicillin or ampicillin in DR 74 28 30 33
Injectable procaine penicillin in DR 33 25 25 25
Injectable gentamicin in facility 97 57 45 60
Injectable gentamicin in DR 79 24 20 29
All other medicines for complications5 74 25 30 30
Injectable hydralazine in DR 13 1 0 2
Injectable ergometrine/methergine in DR 87 50 45 53
Number of facilities offering delivery services 39 345 20 404

! Scissors or blade, cord clamp, suction apparatus, antibiotic eye ointment for newborn, and skin disinfectant for perineum

2 Accepted intravenous solutions were dextrose 5% and normal saline (DSNS), 0.9% normal saline, or Ringer’s lactate.

® Oral amoxicillin, ampicillin, or cotrimoxazole.

* Needles and syringes, intravenous solution with perfusion set, injectable oxytocic, suture material, and needle holder all

located in delivery room area; oral antibiotic (cotrimoxazole, amoxicillin, or ampicillin) located in pharmacy or delivery room

area

5 Injectable anticonvulsant (Valium or magnesium sulfate) in delivery room area, and injectable antibiotics (penicillin and

ampicillin or gentamicin) in delivery room area or pharmacy
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Table A-6.36 Auvailability of services, equipment, and supplies for complications of labor and delivery
Percentage of facilities offering delivery services where specific services, equipment, and supplies are available for certain
complications of labor and delivery, by background characteristics, Rwanda SPA 2007
Emergency support Number of
Assisted Removal of for newborn facilities
labor retained products Blood Newborn External offering
Background Vacuum  Vacuum transfusion Caesarean respiratory  heat delivery
characteristics extractor aspirator D&C kit' services section  support’ source’® services
Type of facility
Hospital 79 85 97 100 100 95 77 39
Health center/Polyclinic 3 13 7 2 1 29 9 345
Dispensary/Clinic/Health post 0 5 5 5 5 15 0 20
Managing authority
Government 9 15 11 9 9 30 11 266
Government-assisted 16 33 26 15 15 47 25 113
Private/NGO/Community 4 16 20 16 12 28 12 25
Province
North 7 16 12 7 7 32 12 74
South 11 15 12 12 11 34 17 102
East 8 8 12 10 9 17 10 92
West 12 33 22 11 11 46 14 107
Kigali City 21 38 28 28 24 59 34 29
Total all facilities 10 20 16 11 11 35 15 404
Total hospitals, health centers, and
health posts 11 21 16 12 11 36 16 384
! Dilation and curettage kit
2 Infant-sized Ambu bag or equivalent
® Most often an incubator, although heat light would be sufficient

Table A-6.37 Capacity to conduct caesarean section
Among facilities that offer caesarean section, percentage where basic items and staff are available, by background characteristics,
Rwanda SPA 2007
Basic item
Scrub Provider for
area » conducting Number of
adjacent Additional caesarean facilities
to All basic components section offering
Background Operating Operating operating Sterilized items Anesthesia- onduty caesarean
characteristics table light room __ instruments observed' Anesthetist giving set 24 hours section
Type of facility
Hospital 100 100 100 79 79 79 97 85 39
Health center/Polyclinic 100 100 67 67 33 67 100 100 &
Dispensary/Clinic/Health post 100 100 100 100 100 0 100 100 1
Managing authority
Government 100 100 100 78 78 87 96 91 23
Government-assisted 100 100 94 82 76 65 100 76 17
Private/NGO/Community 100 100 100 67 67 67 100 100 5
Province
North 100 100 100 100 100 100 100 80 5
South 100 100 91 64 55 64 100 100 11
East 100 100 100 75 75 75 88 88 8
West 100 100 100 92 92 83 100 75 12
Kigali City 100 100 100 7 7 71 100 86 7
Total all facilities 100 100 98 79 77 77 98 86 43
! Operating table, operating light, scrub area, and sterilized instruments
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Table A-6.38 Newborn care practices

Percentage of facilities offering delivery services that report specific practices are routine
components of newborn care, by type of facility, Rwanda SPA 2007

Health Dispensary/
center/ Clinic/ Total

Routine newborn care practices Hospital Polyclinic Health post percentage
Routine suction with catheter 46 8 0 12
Full immersion bath within 24 hours

after birth 41 37 65 39
Weigh newborn 100 98 90 98
Infant scale available 97 94 80 93
Provide vitamin A to mother 21 41 20 38
Vitamin A in delivery area 18 28 15 26
Vitamin A in pharmacy or delivery

area 49 49 15 47
Provide oral polio vaccine to

newborn 49 70 25 66
Provide BCG to newborn 49 54 20 52
Provide prelacteal liquids to

newborn 100 94 95 95
Rooming in' 97 99 100 99
Number of facilities offering

delivery services 39 345 20 404

' Newborn stays with mother

Table A-6.39 Emergency obstetric practices
Among facilities offering delivery services, percentage that ever provided specific emergency obstetric interventions and percentage that
reported they provided the emergency obstetric interventions during the past three months, by background characteristics, Rwanda SPA
2007
Removal Parenteral Manual Number
Assisted of retained oxytoxic Parenteral removal of Blood of
clelivery1 products2 drugs anticonvulsants placenta transfusion facilities
Within Within Within Within Within Within  offering
Background past 3 past 3 past 3 past 3 past 3 past3 delivery
characteristics Ever months Ever months Ever months Ever months Ever months Ever months services
Type of facility
Hospital 85 77 100 72 100 100 77 59 90 85 100 97 39
Health center/Polyclinic 4 3 28 16 22 21 21 17 64 52 2 1 345
Dispensary/Clinic/Health post 0 0 15 5 20 20 25 25 65 50 5 0 20
Managing authority
Government 9 9 28 17 24 23 25 21 65 55 9 9 266
Government-assisted 19 16 50 32 43 42 29 19 72 58 15 15 113
Private/NGO/Community 4 4 32 12 24 24 28 28 60 48 16 4 25
Province
North 7 5 35 12 19 15 11 4 65 35 7 7 74
South 11 10 27 31 27 27 20 16 63 57 12 10 102
East 9 8 15 9 26 25 22 21 52 48 10 10 92
West 16 13 51 23 37 37 43 33 80 69 11 11 107
Kigali City 24 24 55 31 41 41 45 45 76 72 28 17 29
Total all facilities 12 10 34 21 29 28 26 21 66 55 11 10 404
Total hospitals, health centers,
and polyclinics 13 11 35 21 30 29 27 21 66 55 12 11 384
! Via ventous (vacuum extractor)
2 Via manual vacuum aspiration or dilatation and curettage
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Table A-6.40 Utilization of delivery services
Median monthly number of vaginal deliveries and caesarean sections among facilities
with data available on the day of the survey, by background characteristics, Rwanda
SPA 2007
Number of Number of
facilities facilities
Median reporting Median reporting
monthly vaginal monthly  caesarean
Background vaginal delivery caesarean  section
characteristics deliveries’ data sections data
Type of facility
Hospital 103 38 28 36
Health center/Polyclinic 28 336 10 &
Dispensary/Clinic/Health post 9 19 - 1
Managing authority
Government 27 260 34 21
Government-assisted 41 109 25 16
Private/NGO/Community 8 24 9 3
Province
North 32 72 24 4
South 29 100 22 11
East 28 90 34 8
West 32 103 26 10
Kigali City 29 28 21 7
Total 30 393 26 40
' Data are from health information system monthly reports available at the facility on
the day of the survey. Data were collected for the 12 months preceding the survey,
but frequently some months were missing. Information from the number of months for
which data were available was summed and an average monthly number of cases
calculated for each facility. This number was then used to calculate the median
number of vaginal deliveries and caesarean sections per month.

Table A-6.41 User fees for delivery services

Percentage of facilities offering delivery services that charge various user fees for delivery services and percentage that offer discounts, and
among facilities with routine charges for delivery services, percentage that publicly post fees, by background characteristics, Rwanda SPA

2007
Percentage of facilities Number of
Percentage of facilities charging fees Number where fees are posted facilities
for delivery services of in public view having any
Fixed fee No facilies All Some routine
for ANC Offer  charges offering fees fees No fees charges for
Background Normal plus discount/ ordon't delivery are are are delivery
characteristics delivery delivery Medicines Tests exemption know services posted posted posted services
Type of facility
Hospital 92 44 95 95 77 5 39 54 14 30 37
Health center/Polyclinic 80 30 83 79 66 15 345 51 10 38 292
Dispensary/Clinic/Health post 85 30 100 65 40 0 20 35 20 45 20
Managing authority
Government 79 29 82 79 66 16 266 51 12 36 224
Government-assisted 84 36 88 84 72 11 113 51 8 40 101
Private/NGO/Community 88 40 96 72 44 4 25 42 17 42 24
Province
North 82 42 89 89 80 11 74 64 6 29 66
South 78 30 79 75 66 17 102 44 8 46 85
East 84 14 87 84 59 12 92 37 17 46 81
West 79 35 81 71 62 17 107 58 12 28 89
Kigali City 86 52 97 93 72 3 29 57 7 36 28
Total 81 31 85 80 66 14 404 51 11 37 349
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Table A-6.42 Supportive management for providers of delivery services
Among interviewed delivery service providers, percentage who received training and supervision related to delivery
services, by background characteristics, Rwanda SPA 2007
Percentage of interviewed delivery service providers who received:
Pre- or in-service  Most recent pre-
training during the or in-service
Pre- or in- Personal past 12 months training was Number of
service training supervision and personal 13-35 months interviewed
Background during the past in the past supervision during  preceding the  delivery service
characteristics 12 months' 6 months  the past 6 months survey providers®
Type of facility
Hospital 56 66 37 10 100
Health center/Polyclinic 36 92 33 15 1,027
Dispensary/Clinic/Health post 15 76 12 21 34
Managing authority
Government 39 90 35 15 790
Government-assisted 33 88 28 15 328
Private/NGO/Community 19 77 14 16 43
Province
North 39 89 33 10 209
South 35 91 31 14 307
East 39 94 37 20 291
West 34 87 30 16 276
Kigali City 41 76 29 13 78
Total 37 89 33 15 1,161
! Refers to structured training sessions and does not include individual instruction received during routine supervision
% Includes only providers of delivery services in facilities offering delivery services

Table A-6.43.1 Pre- and in-service training for delivery service providers: Topics related to delivery
Among interviewed delivery service providers, percentage who received pre- and in-service training on specific topics during the 12
months or 13-35 months preceding the survey, by background characteristics, Rwanda SPA 2007
Percentage of interviewed delivery service providers who received specific pre- and Number of
in-service training on: interviewed
Use of Life-saving Post-abortion Exclusive delivery
Background Delivery care partograph skills care breastfeeding service
characteristics 12m  13-35m  12m 13-35m 12m 13-35m 12m 13-35m 12m 13-35m  providers
Type of facility
Hospital 19 18 19 18 18 17 14 13 3 5 100
Health center/Polyclinic 12 10 12 10 11 9 8 7 4 3 1,027
Dispensary/Clinic/Health post 9 9 9 9 9 9 9 9 6 18 34
Managing authority
Government 13 12 14 12 12 11 8 8 4 3 790
Government-assisted 13 9 11 8 12 7 8 6 3 3 328
Private/NGO/Community 7 14 7 12 9 12 7 12 7 16 43
Province
North 14 5 16 5 13 4 7 2 4 2 209
South 13 6 13 6 13 5 9 4 3 1 307
East 10 18 9 19 8 18 5 14 2 6 291
West 14 11 15 12 15 11 12 9 5 7 276
Kigali City 8 15 8 13 8 12 4 9 10 3 78
Total 12 11 13 11 12 10 8 8 4 4 1,161
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Table A-6.43.2 Pre- and in-service training for delivery service providers: Topics related to newborn care and HIV/AIDS
Among interviewed delivery service providers, percentage who received in-service training on specific topics during the 12 months or 13-59
months preceding the survey, by background characteristics, Rwanda SPA 2007
Percentage of interviewed delivery service providers
who received pre- and in-service training on:
Nutrition Number of
counseling for Obstetric interviewed
Care of normal Neonatal mothers with practices for delivery
Background newborn resuscitation PMTCT' HIV/AIDS HIV/AIDS service
characteristics 12m  13-35m 12m  13-35m 12m  13-35m 12m  13-35m 12m  13-35m providers
Type of facility
Hospital 7 5 5 6 43 8 33 6 43 8 100
Health center/Polyclinic 5 4 3 3 24 12 20 9 21 11 1,027
Dispensary/Clinic/Health post 3 15 3 15 6 9 6 6 6 6 34
Managing authority
Government 5 4 4 4 27 12 22 9 24 11 790
Government-assisted 5 3 3 2 21 13 19 9 20 12 328
Private/NGO/Community 5 14 5 14 12 9 9 7 12 5 43
Province
North 6 1 5 1 25 7 22 6 22 7 209
South 4 1 1 1 22 13 15 9 18 12 307
East 3 8 2 6 30 14 26 9 27 13 291
West 6 6 5 6 21 12 19 10 20 10 276
Kigali City 9 6 5 5 32 13 29 10 31 12 78
Total 5 4 3 4 25 12 21 9 23 11 1,161
! Prevention of mother-to-child transmission of HIV

Table A-6.44 Supportive supervision for delivery service providers
Among interviewed delivery service providers who received a supervisory visit during the 6 months preceding the survey, median number
of times staff were supervised, and percentage who report specific activities of the supervisor during the last visit, by background
characteristics, Rwanda SPA 2007
Number of
Median delivery
number of service
times staff providers
were Percentage of providers reporting that, during the last supervisory who were
supervised in visit, the supervisor: supervised in
Background past 6 Checked Observed Provided Provided Discussed Delivered past 6
characteristics months records work feedback updates problems  supplies months'
Type of facility
Hospital 18 95 94 91 80 92 29 66
Health center/Polyclinic 19 97 95 93 80 87 29 945
Dispensary/Clinic/Health post 7 88 88 92 69 96 8 26
Managing authority
Government 19 98 95 92 81 86 28 714
Government-assisted 20 97 95 93 80 89 31 290
Private/NGO/community 8 85 88 88 70 97 9 33
Province
North 23 97 95 92 83 82 32 186
South 20 99 96 95 79 83 27 278
East 18 97 93 90 81 88 18 273
West 15 97 95 95 80 95 41 241
Kigali City 16 90 92 85 71 88 20 59
Total 18 97 95 93 80 87 28 1,037
" Includes only providers of delivery services in facilities offering delivery services
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Table A-6.45 Use of partograph among providers of delivery services
Percent distribution of interviewed delivery service providers by use of partograph, according to background
characteristics. Rwanda SPA 2007
Partograph used: Number of
More interviewed
During  During  During than Don't delivery
Background past past past 6 months know/ service
characteristics 1 week 1 month 6 months ago Never missing Total providers
Type of facility
Hospital 76 9 2 3 7 3 100 100
Health center/Polyclinic 71 17 3 1 6 2 100 1,027
Dispensary/Clinic/Health post 32 32 9 24 0 100 34
Managing authority
Government 71 17 3 1 6 1 100 790
Government-assisted 74 14 2 2 5 2 100 328
Private/NGO/Community 37 26 9 2 23 2 100 43
Province
North 76 16 1 1 6 1 100 209
South 64 20 2 2 9 2 100 307
East 75 12 5 2 5 1 100 291
West 70 18 2 1 6 3 100 276
Kigali City 67 17 5 4 6 1 100 78
Total 71 17 3 2 7 2 100 1,161

Table A-6.46 Basic emergency obstetric practices: All facilities
Among all facilities offering delivery services, percentage that ever provide specific interventions and percentage that report providing the
intervention, during the past three months, by background characteristics, Rwanda SPA 2007
Manual Removal of Assisted Number
Parenteral Parenteral Parenteral removal of retained vaginal of
antibiotics oxytocics anticonvulsants placenta products delivery facilities
Within Within Within Within Within Within  offering
Background past 3 past 3 past 3 past 3 past 3 past3 delivery
characteristics Ever months Ever months Ever months Ever months Ever months Ever months services
Type of facility
Hospital 97 97 100 100 77 59 90 85 100 72 85 77 39
Health center/Polyclinic 56 47 22 21 21 17 64 52 28 16 4 3 345
Dispensary/Clinic/
Health post 40 40 20 20 25 25 65 50 15 5 0 0 20
Managing authority
Government 59 51 24 23 25 21 65 55 28 17 9 9 266
Government-assisted 62 52 43 42 29 19 72 58 50 32 19 16 113
Private/NGO/Community 48 48 24 24 28 28 60 48 32 12 4 4 25
Province
North 46 26 19 15 11 4 65 35 35 12 7 5 74
South 61 55 27 27 20 16 63 57 27 31 11 10 102
East 59 53 26 25 22 21 52 48 15 9 9 8 92
West 64 58 37 37 43 33 80 69 51 23 16 13 107
Kigali City 72 72 41 41 45 45 76 72 55 31 24 24 29
Total 59 51 29 28 26 21 66 55 34 21 12 10 404
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Table A-6.47 Basic emergency obstetric practices: Hospitals, health centers, and polyclinics

Among hospitals, health centers and polyclinics offering delivery services, percentage that ever provide specific interventions and percentage that
report providing the intervention, during the past three months, by background characteristics, Rwanda SPA 2007

Manual Removal of Assisted Number
Parenteral Parenteral Parenteral removal of retained vaginal of
antibiotics oxytocics anticonvulsants placenta products delivery facilities
Within Within Within Within Within Within  offering
Background past 3 past 3 past 3 past 3 past 3 past 3 delivery
characteristics Ever months Ever months Ever months Ever months Ever months Ever months services
Type of facility
Hospital 97 97 100 100 77 59 90 85 100 72 85 77 39
Health center/Polyclinic 56 47 22 21 21 17 64 52 28 16 4 3 345
Managing authority
Government 59 51 24 23 25 21 64 54 28 17 9 9 264
Government-assisted 62 52 43 42 29 19 72 58 50 32 19 16 113
Private/NGO/Community 86 86 29 29 43 43 57 57 71 29 14 14 7
Province
North 46 26 19 15 11 4 65 35 35 12 7 5 74
South 61 55 27 27 20 16 63 57 27 31 11 10 102
East 58 52 26 24 21 20 51 48 16 8 9 8 90
West 70 62 41 41 47 35 83 72 59 27 18 15 92
Kigali City 77 77 42 42 46 46 81 77 54 35 27 27 26
Total 60 52 30 29 27 21 66 55 35 21 13 11 384

Table A-6.48 Signal functions for emergency obstetric care in hospitals, health centers, and polyclinics

Among hospitals, health centers, and polyclinics offering delivery services, percentage that report performing the signal functions for emergency obstetric care
(EmOC) at least once during the past three months, by background characteristics, Rwanda SPA 2007

Percentage of hospitals, health centers, and polyclinics Number of Percentage of hospitals that
that applied or carried out: hospitals, applied or carried out:
health Number
Parenteral centers, and of
anti- Manual Removal polyclinics hospitals
convul- removal of Assisted offering Blood Compre- offering
Background Parenteral Parenteral sants or of retained vaginal  Basic delivery trans- Caesarean hensive delivery
characteristics antibiotics' oxytocics  sedatives placenta products delivery EmOC?  services fusion section EmOC® services
Type of facility
Hospital 97 100 59 85 72 77 36 39 97 82 28 39
Health center/Polyclinic 47 21 17 52 16 3 0 345 - - - -
Managing authority
Government 51 23 21 54 17 9 3 264 96 83 30 23
Government-assisted 52 42 19 58 32 16 4 113 100 81 25 16
Private/NGO/
Community 86 29 43 57 29 14 14 7 n/a n/a n/a 0
Province
North 26 15 4 35 12 5 0 74 100 80 0 5)
South 55 27 16 57 31 10 6 102 90 90 40 10
East 52 24 20 48 8 8 1 90 100 87 13 8
West 62 41 35 72 27 15 4 92 100 67 25 12
Kigali City 77 42 46 77 35 27 15 26 100 100 75 4
Total 52 29 21 55 21 11 4 384 97 82 28 39

" Information was not collected specifically on the use of parenteral antibiotics during past 3 months, but facility had at least one unexpired injectable antibiotic
(ampicillin, amoxicillin, gentamicin, or procaine penicillin) available in the delivery area.

2 Facility applied the first six procedures (left to right) in the 3 months preceding the survey.

3 Facility applied all eight procedures in the 3 months preceding the survey.
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Chapter 7

Table A-7.1 Availability of services for sexually transmitted
infections in facilities reporting no primary services

Among facilities that do not offer primary services for sexually
transmitted infections (STls), percentage where service providers for
antenatal care (ANC) report that they offer STI diagnosis and
treatment to their clients, by background characteristics, Rwanda
SPA 2007

Percentage of
facilities where Number of
ANC providers facilities

offer STI reporting no

Background services to primary STI
characteristics ANC clients services
Type of facility

Hospital 0 4

Health center/Polyclinic 33 3

Dispensary/Clinic/Health post 0 18
Managing authority

Government 20 5

Government-assisted 0

Private/NGO/Community 0 16
Province

North n/a 0

South 0 4

East 25 4

West n/a 0

Kigali City 0 17

Total 4 25
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Table A-7.2.1 Availability of system components, infrastructure, and resources to support quality services for
sexually transmitted infections: Observed

Among facilities offering services for sexually transmitted infections (STIs), percentage where specific systems
and items to support utilization of STI services, quality counseling, infection control, and physical examinations
were observed, by type of facility, Rwanda SPA 2007

Health Dispensary/

center/ Clinic/ Total
Item Hospital Polyclinic Health post  percentage
Items to support utilization of STI services
Active partner follow-up system 50 53 39 50
Passive partner follow-up system 100 95 80 93
No follow-up system for partners 0 5 20 7
Items to support quality counseling
Individual client record/chart 82 75 64 74
Visual and auditory privacy 92 96 90 94
Visual privacy only 0 2 7 3
No privacy 8 2 3 3
Any guidelines for STls 53 72 27 63
Guidelines for syndromic diagnosis of STIs 39 51 21 45
Any visual aids or educational materials for STls 61 67 49 63
Educational materials specific for HIV/AIDS 53 42 24 40
Condoms at service delivery site 29 40 31 38
Condoms anywhere in facility 97 88 67 85
All items to support quality counseling1 21 20 1 19
Items for infection control
Soap 95 46 57 51
Running water 97 60 62 63
Clean latex gloves 89 67 69 69
Disinfecting solution for contaminated equipment 74 53 69 57
Sharps box 74 62 69 64
All items for control of infection? 50 21 37 26
Waste receptacle® 76 59 54 59
All items for control of infection plus waste receptacle 42 18 34 22
Items for physical examination
Visual and auditory privacy4 100 96 88 95
Visual privacy® 0 1 1 1
No privacy 0 3 11 4
Examination bed® 100 92 78 90
Examination |ight7 29 9 12 11
All items for examination 29 9 11 11
All items for infection control and physical
examination
All items for infection control and physical examination 18 2 4 3
Number of facilities offering STI services 38 386 89 513

' Private room assuring visual and auditory privacy, any guidelines, any visual aids or educational materials,
individual client chart, and condoms in STI service area.

2 Soap, running water, latex gloves, disinfecting solution, and sharps box.

% While important for infection control, this is not an item that has been commonly introduced and so was not
included in the aggregate for infection control.

* Private room

® Private room or room with screen or curtain that can be pulled for visual privacy.

® Any type of bed where a woman can lie down flat.

” Examination light, flashlight, or other spotlight source.

& All items for infection control, visual and auditory privacy, examination bed, and examination light.




Table A-7.2.2 Availability of system components, infrastructure, and resources to support quality services for
sexually transmitted infections: Observed or reported

Among facilities offering services for sexually transmitted infections (STIs), percentage where specific systems
and items to support utilization of STI services, quality counseling, infection control, and physical examinations
were observed or reported, by type of facility, Rwanda SPA 2007

Health Dispensary/

center/ Clinic/ Total
Item Hospital Polyclinic Health post  percentage
Items to support utilization of STI services
Active partner follow-up system 50 53 39 50
Passive partner follow-up system 100 95 80 93
No follow-up system for partners 0 5 20 7
Items to support quality counseling
Individual client record/chart 95 91 82 90
Visual and auditory privacy 92 96 90 94
Visual privacy only 0 2 7 3
No privacy 8 2 3 3
Any guidelines for STls 74 84 35 75
Guidelines for syndromic diagnosis of STIs 66 65 28 58
Any visual aids or educational materials for STls 87 86 61 82
Educational materials specific for HIV/AIDS 74 63 31 58
Condoms at service delivery site 53 61 40 57
Condoms anywhere in facility 97 90 67 87
All items to support quality counseling1 45 46 15 40
Items for infection control
Soap 95 49 64 55
Running water 97 63 65 66
Clean latex gloves 89 74 72 75
Disinfecting solution for contaminated equipment 76 64 78 67
Sharps box 76 69 75 70
All items for control of infection® 53 28 38 31
Waste receptacle® 79 62 58 62
All items for control of infection plus waste receptacle 45 23 34 27
Items for physical examination
Visual and auditory privacy4 100 96 88 95
Visual privacy® 0 1 1 1
No privacy 0 3 11 4
Examination bed® 100 93 85 92
Examination Iight7 34 14 15 15
All items for examination 34 13 13 15
All items for infection control and physical
examination
All items for infection control and physical examination 24 4 6 6
Number of facilities offering STI services 38 386 89 513

' Private room assuring visual and auditory privacy, any guidelines, any visual aids or educational materials,
individual client chart, and condoms in STI service area

2 Soap, running water, latex gloves, disinfecting solution, and sharps box

® While important for infection control, this is not an item that has been commonly introduced and so was not
included in the aggregate for infection control.

* Private room

® Private room or room with screen or curtain that can be pulled for visual privacy.

® Any type of bed where a woman can lie down flat.

7 Examination light, flashlight, or other spotlight source.

& All items for infection control, visual and auditory privacy, examination bed, and examination light
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Table A-7.3 Availability of tests and med