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Key Informant Interview Guide 

Health Care Facility Assessment: 

	I. Facility Staffing



	a) What types and how many providers do you have at this facility? 

(Enter a number for each, including “0” if none)

	
	Number
	
	
	Number
	

	Physician
	
	
	Counselor
	
	

	Nurse
	
	
	Project coordinator
	
	

	Lab technician
	
	
	Data entry operator
	
	

	Nurse aid/assistant
	
	
	Sanitary worker
	
	

	Pharmacist
	
	
	Other (please specify):
	.
	

	Nutritionist
	
	
	
	
	

	
	
	
	· 
	· 
	· 

	b) How would you describe your overall staffing level?


	 FORMCHECKBOX 
 Very well staffed 
 FORMCHECKBOX 
 Adequately staffed



 FORMCHECKBOX 
 Understaffed

	c) How much staff turnover do you experience?
	 FORMCHECKBOX 
 High turnover




 FORMCHECKBOX 
 Moderate turnover



 FORMCHECKBOX 
 Low turnover

	d) Among which group of providers or in which department is there the greatest staff turnover?
	

	II. Patient Demographics

	e) On average, how many HIV/AIDS patients are seen per day in the OPD?
	

	f) How many patients do you currently have on ART?
	

	g) What percentage of your HIV+ patients also consults a traditional and/or alternative healer?
	               %

 FORMCHECKBOX 
  Don’t know

 FORMCHECKBOX 
  Providers don’t ask



	h) What are the general characteristics of your patient/client population?
	

	a. Gender
	

	b. Age
	

	c. Health priorities
	

	d.  Sexual behavior
	

	e. Other
	

	i) What have you observed among your patients/clients as the most common mode(s) of HIV transmission?
	

	j) To the best of your knowledge, how often do patients follow through on care and/or service referrals?
	 FORMCHECKBOX 
  Always



 FORMCHECKBOX 
  Almost always


 FORMCHECKBOX 
  Sometimes




 FORMCHECKBOX 
  Never

	k) What is the most common reason patients cite for lack of follow-through on referrals?
	

	III. Clinical Services

	l)  What types of services do you have at your clinic/hospital setting?

	 FORMCHECKBOX 
 Mental health care

 FORMCHECKBOX 
 Alcohol/substance abuse 

 FORMCHECKBOX 
 Pharmacy 
 FORMCHECKBOX 
 Family planning 

 FORMCHECKBOX 
 Dental care

 FORMCHECKBOX 
 Patient education

 FORMCHECKBOX 
 HIV/STI/hepatitis B and C screening 

 FORMCHECKBOX 
 HIV and AIDS care and treatment
	 FORMCHECKBOX 
 Tuberculosis

 FORMCHECKBOX 
 Case management

 FORMCHECKBOX 
 Maternal/child health care

 FORMCHECKBOX 
 Laboratory

 FORMCHECKBOX 
 Radiology

 FORMCHECKBOX 
 General medicine

 FORMCHECKBOX 
 All other specialties

 FORMCHECKBOX 
 Traditional/spiritual healing

 FORMCHECKBOX 
 Inpatient care for all Illness

 FORMCHECKBOX 
Other (please specify):

	m) Does your facility perform blood draws?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	14. Which of the following immunizations do you provide?
	 FORMCHECKBOX 
 Influenza




 FORMCHECKBOX 
 Pneumococcus



 FORMCHECKBOX 
 Hepatitis A and B

	15. What barriers do you experience in providing care to HIV-infected patients/clients?
	 FORMCHECKBOX 
 Limited resources 
 FORMCHECKBOX 
 Patients not aware of services
 FORMCHECKBOX 
 Other (please specify): 


	16. Do you have 24-hour, on-call, or emergency staffing for the following: 

	a) Medical care?


	 FORMCHECKBOX 
  Yes

Who provides this service?

 FORMCHECKBOX 
   No

Where are people referred for medical care?



	b) Pharmacy services?
	 FORMCHECKBOX 
  Yes

Who provides this service?

 FORMCHECKBOX 
   No

Where are people referred for medical care?



	17. Under what circumstances and to whom do you refer HIV-infected patients? 
	

	IV. Laboratory

	18. Does your lab have the capacity to keep blood specimens frozen at          20–70( C below?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


	19. Can your laboratory perform the following tests?

	Laboratory test
	Yes
	No
	If no, where are these lab tests performed/sent?

	Hemogram:

	Hb (%)
	
	
	

	TC
	
	
	

	 DC
	
	
	

	 ESR
	
	
	

	 Platelet count
	
	
	

	TLC
	
	
	

	Urine tests:
	
	
	

	Sugar
	
	
	

	Albumin
	
	
	

	Deposits
	
	
	

	Other tests (specify):
	
	
	

	Liver function tests:

	S. bilirubin
	
	
	

	SGOT
	
	
	

	SGPT
	
	
	

	SAP
	
	
	

	Total protein
	
	
	

	Albumin
	
	
	

	Renal function tests:

	Blood urea
	
	
	

	S. creatinine
	
	
	


	Laboratory tests
	Yes
	No
	If no, where are these lab tests performed/ sent?

	TB assessments:

	Sputum for AFB
	
	
	

	Mantoux test
	
	
	

	Chest x-ray
	
	
	

	Other:

	Blood sugar
	
	
	

	Blood VDRL
	
	
	

	TPHA
	
	
	

	HBsAg
	
	
	

	Anti-HCV
	
	
	

	CD4 count/CD4%
	
	
	

	CD8 count, ratio
	
	
	

	Viral load
	
	
	

	S. amylase
	
	
	

	S. lipase
	
	
	

	S. lactate
	
	
	

	LDH
	
	
	

	Toxoplasma serology
	
	
	

	FNAC
	
	
	

	Culture:

	Sputum
	
	
	

	Urine
	
	
	

	Blood
	
	
	

	CSF
	
	
	

	Stool
	
	
	


	Laboratory Test
	Yes
	No
	If no, where are these lab tests performed/sent?

	Fluid analysis (CSF, pleural, peritoneal etc.):

	CSF India ink
	
	
	

	 S. cholesterol profile:

	S. total cholesterol
	
	
	

	Triglycerides
	
	
	

	LDL, VLDL
	
	
	

	HDL
	
	
	

	Stool examination:

	 Motion (ova, cyst)
	
	
	

	 Stool for AFB
	
	
	

	Stains:

	 Leishmans
	
	
	

	 Methenamine silver
	
	
	

	 ZN
	
	
	

	 Gram
	
	
	

	 Giemsa
	
	
	

	 Modified acid fast
	
	
	

	Scans:
	
	
	

	 USG scan
	
	
	

	 CT scan
	
	
	

	 MRI scan
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