DELIVERY OF IMPROVED SERVICES FOR HEALTH (DISH) II PROJECT

Monitoring Report from the Project Sentinel Site System

1st Quarter 2002

Highlights:

· The average number of new OPD visits by facility is stable in government facilities but seems to decrease (from -8 to -14%, when comparing pre- and post March 2001 levels, that is, after abolition of user fees) in NGO facilities.
· Provision of preventive services, in particular those related to safe motherhood, continue to increase in DISH-supported districts

· The implementation of the Yellow Star Program in the six first-phase districts has resulted in 13-20% increases in the level of achievement of basic quality of care standards.

1. Status of the monitoring system and sources of data
The DISH Project has selected a subset of 80 facilities distributed among the 12 DISH-supported districts in order to monitor, on a quarterly basis, selected indicators drawn from the routine HMIS.  Information obtained from the HMIS 105 Form (Health Unit Monthly Report) is entered into a database by the district’s MIS Officers and processed at the Project’s Office in Kampala.  

For this first quarter of 2002, reports were obtained from 75 facilities for the months of October, November and December 2001, constituting a total of 225 monthly reports (222 for OPD results) *. 

*
From the original set of 80 facilities, Mbarara and Masaka FPAU clinics have been closed while the Jinja FPAU clinic has been transferred to Iganga.  East Ankole Diocese clinic and Ruharo HC II have been merged into one HC III.  Luteete health unit (LRO) has reopened but has produced incomplete data that have not been included into this analysis.  The IPH clinic is only reporting on FP and MCH figures, not on OPD attendances.  Finally, the review of the district facility databases has led to the reclassification of some units: Rushere (MRA) moved from level V to IV, Bugaya and Bulopa (KLI) and Bugoye (KSE) were downgraded from HC 4 to HC III; and Mbirizi (MSK) is now considered as HC III.  This has resulted in the actual elimination of HC II from our sentinel site sample.  It is thus important not to look at this sample as statistically representative of all facilities in twelve districts, but to focus, as usual, on the trends observed through this purposive sample.
2. Description and analysis
2.1. OPD attendance (new visits) 

The first quarter of 2002 seems to confirm previous trends observed at the end of 2001 (see Tables 1a and 1b and Figure 1a):

-
Jinja, Kampala, Mbarara and Rakai, despite first quarter increases, remain with an overall decrease in attendance since the first quarter of 2001
, as does Ntungamo; it would be tempting to associate the increase recently observed in Rakai with the improvement in the quality standards observed through the Yellow Star Program assessments, but we do not have yet the elements to sustain a causal relationship;

-
Kasese, Luwero, Masaka and Ssembabule maintain an overall increasing trend; 

-
Kamuli, Masindi and Nakasongola have also maintained their overall increasing trend despite last quarter’s decrease. 

As mentioned earlier, the sentinel site system is not representative of all health facilities in the 12 DISH-supported districts, and the evolution of the trends over time in each individual district is more reliable than aggregated numbers (totals).  If, as we did in previous reports, we weight the results by applying to each district % change a correction factor corresponding to the relative population of the district, then the overall percentage of increase in OPD attendance between the first quarters of 2001 and 2002 becomes 27.5% (instead of 10.8% in the non-weighed result).  These results are closer to those found through the WHO study, recently disseminated.

The distribution of OPD attendance by age group (Table 1c and Figure 1b) shows the Under 5 group still not benefiting from the abolition of user fees, with older children and adults getting a bigger share of the increase in OPD attendance.  Combined with the lack of increase in the provision of preventive services equally observed in the WHO study, this may point out at the lack of effectiveness of the user fee abolition decision on improving access of the population sub-groups most at risk.

Table 1c and Figure 1d show the situation by ownership of the facilities, with a 25.8% attendance increase in government facilities after the abolition of user fees in March 2001, whereas there was an overall decrease of 14.3% in the NGO facilities, which are still allowed to charge fees.  This rate of decrease for NGO facilities is more important than observed in previous quarters and in any case, does not evidence a potential shift from government to NGO sector facilities that could be linked to stock-outs of drugs or decrease in service quality in the former sector.  

Table 1e and Figure 1d show the OPD utilization by level of health facility.  This quarter’s graph reflects the changes in the classification of units mentioned above; we may now assume that the increase in HC II average attendance in the last quarter of 2001 was due to the misclassification of alleged HC II that were already providing the range of services of HC III.

2.2.
Maternal and child health services

Table 2 and Figure 2, the quarterly report graph on MCH clinic attendance, an overall increasing trend in ANC visits, both new and revisits.  Facility-based deliveries also seem to increase at a more steadily pace, while DPT 3 immunisations mark a pause in their upward trend.  The increase in maternal health services hopefully reflects the effects of the Project’s specific safe motherhood interventions and constitutes an exception to the countrywide absence of change in preventive services.

2.3. Family planning

The exceptionally high level of CYP obtained in the last quarter, mostly due to very successful outreaches in Kasese district, was not repeated this quarter, but the overall level remains higher than in the previous year.  The expanding demand for Norplant®, even beyond the DISH-supported districts, has been incorporated into the revised Contraceptive Procurement Tables in order to avoid damaging stock outs.  

3.
Yellow Star Program Assessment

Through the Supervision, Yellow Star & Training Information Management System (SYSTIMS), another computerized system developed by the Project, we were able to document the improvements in achieving the basic standards for quality of care obtained through the first phase of the implementation of the Yellow Star Program.  Those results are presented in Tables 4a and 4b and Figure 4 for a total of 189 units from 4 districts (Jinja, Kamuli, Luwero and Rakai).  The overall result is a significant increase in the average score of the units, ranging from 13 to 20%; this increase is visualized by the shift to the right side observed on the graph between the first and second visit.  Implementation of the programme has now started in the second group of six districts, while a third assessment will take place this quarter in the first phase districts.
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� It should be remembered that the Q1/01 figures include two months when user fees were still charged (January and February) and one month when they were abolished (March).  This decreases the size of the difference with other quarters, as compared to the difference between “before” and “after” seen in Tables 1d, 1e and 1 f.
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