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Abstract 
Background:  Ethiopia Somali regional state is one of the regions with lowest basic health care service coverage and poor infrastructure and even available health facilities are inaccessible by road. The repeated emergencies related to droughts, floods, disease outbreaks as well as conflicts and increasingly weakened resilience to such threats make many of the pastoralists vulnerable. The objective of MSF’s mobile clinic approach in the Somali Region in Ethiopia, is to increase access of local and pastoralist populations to basic health care services.

This study aims to evaluate the mobile clininc approach for pastoralist community through a detailed description of the conception, implementation and lessons learnt from this mobile clinic approach, which will complement the existing body of research and will serve as a guidance to other MSF missions and other organizations when establishing mobile clinics in similar settings.
Objective: Evaluate whether mobile clinics are an appropriate and effective modality to deliver care for local and Pastoral populations in the Somali Region, Ethiopia.

Methods: A mixed methods approach will be used for this evaluation. Quantitative: A descriptive analysis of 24 months of routine mobile clinic data (February, 2019 to January,  2021) will be conducted to evaluate the relevance/appropriateness and effectiveness of mobile clinics. In addition, a patient satisfaction survey will be implemented to assess perceived benefits, challenges and impact. Qualitative: Individual interviews of key informats will be held to evaluate relevance/appropriateness and effectiveness.  A total of 14 interviews will be held with the following key informant groups: MSF staff (community health workers, mobile clinic staff and the medical team lead), local informants, local leaders, women and elders, with two interview per group category. All quantitative analyses will be done using R software (R Core Team (2014) and qualitative data analysis will be performed with NVivo software. 

Budget:  All logistical and financial requirements for this assessment will be covered by MSF-OCA Ethiopian Mission with a total cost of 196474 ETB .
Ethical consideration: An ethical clearance will be obtained from MSF ERB and Jigjiga University / Somali regional Health Bureau and a support letter from regional and zonal Health authorities.  Verbal consent will be obtained from study participants after description of the purpose of the study . The data will be anonymous and all data will be stored confidentially and securely (password protected) and used only for the purpose intended.
1. Introduction:

1.1. Background
Somali Regional State, which is approximately 350,000 square kilometres, is the second largest region in Ethiopia and with an estimated 6 million population (~6% of the Ethiopian population).  As elsewhere in the country, the population of Somali is young: 16 per cent is under-five years of age and 64 per cent is between 0-19 years of age. The predominant occupation is pastoralism, next comes agro-pastoralism and a minority are sedentary and riverine farmers and in urban-based occupations (1).  The region hosts 260,000 refugees and more than a million internally displaced persons (IDPs), which puts additional pressure on natural and financial resources and government capacity to provide essential services including basic health care service. 
Severe drought hit the Somali Region from 2015 to 2016, lasting almost four years. The population in the region was severely affected, especially in the Doolo Zone, which is home to many pastoralists relying on livestock to support their nomadic lifestyle. During the drought, most livestock died, leaving pastoralists facing difficulties in continuing their conventional lifestyle. Hardship pushed them closer to town communities in order to gain secure access to necessities such as food and water, as the health care/support system in place also does not cater to the pastoralist lifestyle in the region. 

National and subnational analysis in Ethiopia in 2015 shows there was subnational variation across different regions, ranging from service coverage of about 10% in the Afar region to 52.2% in the capital (3). The service coverage in the emerging regions, such as Afar (UHC=10%), Benshangul Gumuze, Somali region (UHC=17.5%) and Gambla, was far lower than the national average. The target stated in the Health Sector Transformation Plan is to bring coverage of the emerging regions to the national average (4). The health systems were not ready and suited to meet such demands in terms of providing adequate access and quality especially for pastoralist communities. Pastoralist are continuously on the move, and their settlements change based on availability of water, pasture and sharing system of the same clan. Therefore, there was a need to introduce innovative health service delivery mechanisms to respond to these crises. The need to increase access and utilisation of service especially through free outreach service and strengthen disease and nutrition surveillance became one of the major priorities in the Somali and Afar regions. Mobile health and nutrition teams (MHNTs) were initiated to respond to and meet the the growing challenges of meeting the health needs of the pastoralist community. It started in the Somali region on a small scale in 2004. Since its initiation, the number of MHNT deployed in Ethiopia has continued to rise in response to each emergency. By 2009, there were 20 government-run teams in Somali region and by 2011 it again increased to 24 (2).
MSF-OCA started the project in Wardher on April 2007, to assist a population living under a low level conflict with a goal to provide medical assistance to direct victims of violence and decrease the mortality associated to mother & child health. During the start of the project for maximum impact on current needs of the population the medical strategy is to be (i) parallel for the MSF referral clinic (specific for obstetric emergencies and emergency surgery related to war wounded and pediatric care) and outreach; (ii) to be “semi-integrated” with the Ministry of Health (MoH) for the outpatient department (OPD) (primary fixed clinic level care); maternal and child healthcare (MCH); expaned programme on immunization (EPI). Eventually to include tuberculosis (TB) and human immunodeficiency virus (HIV) programmes as indicated. The outreach / mobile clinic component to be seen in the short term as a strategy through proximity to understand and meet the immediate needs of a population in stress due to current  humanitarian crisis and potential health consequences of that. 

To address these challenges of reaching pastoralist communities with health services, in 2007, MSF-OCA implemented a mobile clinic approach in the Somali Region in Ethiopia, in order to  increase access of local and pastoralist populations to health care services. Through the mobile clinics, the following health care services are provided: General medicine (adults), General Medicine Paediatrics, Nutrition, Sexual and Reproductive health and EPI. In addition, indicator-based surveillance is implemented in the mobile clinics, aiming to timely identify and respond to epidemic outbreaks (diseases under surveillance: suspected acute watery diarrhoea (AWD), measles, acute jaundice syndrome (AJS) and acute respiratory rract infections (ARTI) and, since March 2020 suspect COVID-19). Due to the population’s mobility, the target population of the mobile clinics has a large variation and is estimated to be 556,870 persons. The decision on where to locate the mobile clinics (MCs) takes into consideration a number of criteria including based on the population movements, remoteness of regions, and difficulty of access, which results in a constant review of locations where they operate.

MSF-OCA has continued to deal with emergency situations and health needs. Multiple epidemic disease outbreaks in 2017 caused by long-lasting drought had to be handled as an emergency situation. The epidemic situation continued until early 2018 and settled down by the middle of the year. However, there were still many groups of people, especially internally displaced population (IDP) and bush communities, who were at particular risk of epidemic diseases. This risk was heightened by poor sanitation and hygiene, insufficient health service accessibility and availability, unstable supply of food and clean water, and lack of health-related knowledge and awareness. 
1.2. Statement of the problem 
The world’s poorest children often live in areas that are remote or hard-to-access from urban areas where government and services tend to be centralised. Because of unreliable infrastructure, including transport and communication systems, combined with poverty and subsistence livelihoods, it is difficult and expensive for people to reach even lifesaving services. Evidence demonstrates that investments that increase access to high-impact health and nutrition interventions by poor groups of people have saved almost twice as many lives as equivalent investments that benefit non-poor groups (5).
Although improvements have been made recently in the health infrastructure and resources in the Somali region, including through MHNTs, which provide health services to people on the move, and to people living in areas far away from static facilities but basic health indicators did not show improvement.  The Mini Ethiopian Demographic and Health Survey (EDHS) 2019 found that the region experienced deterioration in some of maternal health indicators. Most maternal indicators are below the national averages and mothers with ante-natal clinic (ANC) visit during pregnancy decreased from 43.6 % in 2016 to 30.2 % in 2019. Delivery in a health facility was 26%, women receiving post-natal care (PNC) is only 10% and 21 % of children under five were wasted, which is the highest percentage in Ethiopia (6). 
Somali region frequently experiences humanitarian situations including disease outbreaks, cyclical droughts, conflicts, and protracted insecurity situations. The health care/support system in place also does not cater to the pastoralist lifestyle in the region, pastoralist are continuously on the move, and their settlements change based on availability of water, pasture and sharing system of same clan. Therefore, primary health care services provided through mobile clinics according to the needs, values and preference of the community are essential as well as advocating for appropriate actors to respond to meet urgent needs among the population. It is also important to evaluate the utilization of a mobile clinic modality to deliver health care for pastoralist populations. However, there is currently limited guidance and evaluation available on the use of mobile clinics to provide health care to pastoralist communities. 
1.3. Literature Review 
A number of studies have been conducted on patient satisfaction with mobile clinic services in sub Saharan African settings. In a qualitative study on the perceptions of services and patterns of utilisation mobile clinic services to serve rural populations in Katsina State, Nigeria, beneficiaries reported high levels of satisfaction with respect to most aspects of the mobile clinic service (7). However, there was significant variation in ratings of service quality. Concerns for beneficiaries included the lack of privacy provided, waiting times and lack of guidance on follow-up care. Providers of the service reported high levels of satisfaction with the work, highlighting the reach of services and the teamwork involved. Data indicate that while services are generally well-received there are clear opportunities for strengthening quality of service provision (7).
Key informant interviews on policy makers' perspective on the provision of maternal health services via mobile health clinics in Tanzania found that mobile health clinics have improved coverage of essential maternal and child health interventions; however, they face financial, human resource-related and logistic constraints (8).  Reported are the increased engagement of the community and awareness of the importance of maternal and child healt (MCH) services, which is believed to have a positive effect on uptake of services. Key informants’ (KIs) perceptions and opinions were generally in favour of the mobile clinics, with few cautioning on their potential to provide care in a manner that promotes a continuum of care. Immunization, antenatal care, postnatal care and growth monitoring all seem to be successfully implemented in this mode of service delivery. Nevertheless, all informants perceive mobile clinics as a resource intensive yet unavoidable mode of service delivery given the current situation of having women and children residing in remote settings (8).
In a systematic review to guide health service design on health interventions among pastoralist populations, 140 eligible reports were identified and 89.3% of reports presented data from sub-Saharan Africa, predominantly in East Africa (e.g. Ethiopia, 30.0%; Kenya, 17.1%). The study concluded that “without adaptations to account for mobile pastoralists’ unique subsistence patterns and cultural context, formal health services leave pastoralists behind.” The review also highlighted that some pastoralist-specific delivery strategies show promise including combining mobile and temporarily fixed services and combining human and animal health interventions. Moreover, incorporating traditional knowledge, attitudes and practices, where they are not harmful and/or beneficial, into the healthcare intervention could improve the overall acceptability of the intervention. In addition, they also identified a number of research gaps including “neglect of certain geographic regions, lack of both interventional studies and diversity of study design, and limited data on economic feasibility of interventions” (9).
1.4. Justification and Significance
The Ethiopian government identified Somali region as one of four Developing Regional States because of high prevalence of poverty and social indicators lagging significantly behind the national averages (10). Major development challenges include limited public participation in economic and political decision processes, inequitable access to social services, high dependence on extensive livestock production, lack of employment opportunities, environmental vulnerability to drought and flooding exacerbated by climate change, disease outbreaks and inter-clan conflicts. 
 Mobile clinics become an integral component of the healthcare system in Ethiopia specifically in pastoralist communities which serves vulnerable populations and promotes high-quality care at low cost. By traveling to pastoralist communities and offering affordable, or, often times, free services, mobile clinics remove logistical constraints such as transportation issues, difficulties making appointments, long wait times, complex administrative processes, and financial barriers such as health insurance requirements and copayments. Despite the role of mobile clinics in delivering care to the full spectrum of at-risk populations, the collective impact of mobile clinics has never been assessed in Ethiopia.

This study aims to evaluate the mobile clinic approach for pastoralist communities through description of the conception, implementation and lessons learnt from the mobile clinic approach MSF has implemented in the Doollo zone, which will complement the existing body of research and will serve as a guidance to other MSF missions and other organisations when establishing mobile clinics in similar settings.
2. Objectives
2.1. General objective:
Evaluate whether mobile clinics are an appropriate and effective modality to deliver care for local and Pastoral populations in the Somali Region, Ethiopia.

2.2. Specific objectives
Assess the following evaluation domains of MSF mobile clinics in the Somali Region, Ethiopia:

· Connectedness/continuity

· Perceived impact 
3. Definitions
For this evaluation, we will refer to evaluation domains that were identified by Organisation for Economic Cooperation-Development Assistance Committee evaluation criteria (OECD-DAC), adapted for humanitarian contexts by the Active Learning Network for Accountability and Performance in Humanitarian Action (ALNAP) and subsequently further adapted by the MSF’s intersectional evaluation unit in Vienna.(8)
· Relevant/appropriateness: Whether the project is in line with local needs and priorities (as well as donor policy) [and] appropriateness is the tailoring of humanitarian activities to local needs…”)
· Effectiveness: the extent to which an activity achieves its purpose, or whether this can be expected to happen on the basis of the outputs [;] implicit within the criterion of effectiveness is timeliness”)

· Connectedness/continuity the need to ensure that activities of a short-term emergency nature are carried out in a context that takes longer-term and interconnected problems into account”)

· Perceived impact perceived wider effects of the project – social, economic, technical, and environmental – on individuals, gender- and age-groups, communities and institutions. Impacts can be intended and unintended, positive and negative, macro (sector) and micro (household)”)
4. Methods and materials

4.1
Study design
A mixed methods approach will be used for this evaluation. 
Description of the mobile clinic modality: This will involve a description of the mobile clinic modality in the Somali region, Ethiopia with data primarily being collected via document review

1. Definition of ‘mobile clinic’ for MSF and in Somali Region context specifically

2. Geographical area, population, coverage 

3. Health services provided 

4. Number of mobile clinics and mobility (where are they, criteria for choosing location of mobile clinics, criteria for closure of mobile clinics in an area, how often do mobile clinics visit areas, how is presence of mobile clinic communicated with community)

5. Components of the mobile clinics, data flow and frequency of reporting

6. SOPs or guidance documents

7. Data forms, data bases and outputs
Quantitative: There are two quantitative components

· retrospective analysis of routine mobile clinic data to evaluate some of the selected evaluation domains. 
· a cross-sectional study, which will involve the implementation of a patient satisfaction survey will  assess perceived benefits, challenges and impact.
Qualitative: Individual interviews will be held to evaluate different evaluation domains. Key informant interviews will supplement the document review component of the study. 
4.2
Study setting
Dollo (Somali: Doollo) is one of the eleven  zones in the Somali Region of Ethiopia divided in to 7 woredas. . It was previously known as Warder/Werder, so named after its largest city, Warder.  According to the 2007 census the total population was 556.870 and around 37% are pastoralist. Dollo zone is the lowest health service coverage even relative to the region , frequently affected by drought, malnutrition and disease outbreaks including cholera and measles. The population are highly mobile throughout the year in search of pastures and water for their animals mainly camels. In general, Doolo zone remains vulnerable to outbreaks hence our presence to timely detect and respond to them.

In terms of health service coverage there is one district hospital and 16 health centers but most of the health facilities are nonfunctional or provide minimum service. 
4.3
Source of population
There are different source populations for the quantitative and qualitative components:
Quantitative : For retrospective analysis of routine data from mobile clinics component, the source of the data will be mobile clinic data collected in the Somali region by MSF-OCA between February 2019 and January 2021 (24 months). 
For the patient satisfaction survey (cross sectional) all patients that have access to or within the catchment area of all 15 MSF mobile clinics during the data collection period. 

Qualitative: MSF staff involved in the implementation of the mobile clinics as well as community leaders, informants and representatives who have made use of the mobile clinic services in the past two months 
4.4 
Study population

Quantitative: 24 month mobile clinic data at 15 mobile clinic sites will be analysed for retrospective data analysis component and patients/care-givers who visit our mobile clinics will be systematically randomly selected for the patient satisfaction survey 
Patient satisfaction survey

· Inclusion criteria

·  Patient or care-giver who has attended the mobile clinic aged 18 years or older and consented to participate in the survey
· Exclusion criteria

· Patients or care-givers who do not provide consent to participate 

Qualitative: For the qualitative assessment key informant interviews will be conducted. MSF staff (including mobile clinic staff, CHWs, MTL), local informants, local leaders, women and elders will be selected based on their knowledge of the mobile clinics.
· Inclusion criteria

· MSF staff involved in running the mobile clinics OR

· Community members aged 18 years and over and who as patients/caregivers accessed the mobile clinics at least once previously and provide their consent to participate in the study
· Exclusion criteria

· Community members who have never accessed the mobile clinics OR

· Community members who do not provide consent to participate in the study

4.5
Sample size determination
Quantitative: Twenty four month clinical data from all 15 mobile clinics sites will be included for retrospective data analysis component to assess the appropriateness and effectiveness of  modality to deliver care for local and pastoral populations in the Somali Region, Ethiopia.
To assess patient satisfaction and perceived benefits; there are currently 15 mobile clinics operational. 
· Using sample size calculation to detect whether patients are satisfied overall

· assuming 50% have factor of interest i.e. overall satisfied with service (score 4 or 5 on general score)

· 10% precision

· 95% confidence (5% alpha)

· 10% non-response/refusal to participate

· Design effect = 2 to account for within clinic correlation

· 215 patients total
The number of interviews to be completed per clinic will be proportional to the average daily consultations at each. At each clinic systematic random sampling will be conducted to achieve the desired sample size. A sampling frame of every 10th patient will be used, which should result on average (based on an average of 55 consultations per day per mobile clinic) five patients being enrolled per day and each site finalising data collection in two to three days

Qualitative: For qualitative study a total of 14 interviews will be conducted (two per homogeneous key informant category as specified under ‘study population’), or until saturation is reached. 

4.6
Sampling and data collection procedures

Description of the mobile clinic modality: Data required for the description of the mobile clinic modality will be obtained through document review and supplemented with key information interviews, as described in the qualitative section.
· Definition of ‘mobile clinic’ for MSF and in Somali Region context specifically

· Geographical area, population, coverage 

· Health services provided 

· Number of mobile clinics and mobility (where are they, criteria for choosing location of mobile clinics, criteria for closure of mobile clinics in an area, how often do mobile clinics visit areas, how is presence of mobile clinic communicated with community)

· Components of the mobile clinics, data flow and frequency of reporting

· SOPs or guidance documents

· Data forms, data bases and outputs

Quantitative:  Retrospective data analysis: No data collection will be required for this component (data between February 2019 and January 2021), as all data will already be available on MSF-OCA’s DHIS2 server 
Patient satisfaction Patients will be selected with systematic random sampling (every 10th patient) to ensure that there is a balance between male and female patients, local and pastoralist population and to make sure that all services that the mobile clinic offers are represented (patients that visited OPD services, patients that visited SRH services, etc.). Trained data collectors, who are not part of the mobile clinic team, will ask patients/caretakers after consultations if they would like to participate and the voluntary nature will be emphasized. The data will be collected on a mobile device using KoBoCollect.  

The questionnaire for patient satisfaction survey will be designed based off a number of other previously published patient sastisfaction surveys and covers the following areas: sociodemographics, access, technical quality, inter-personsal, communication and efficacy (11 -17). The questionnaire will be designed to elicit the opinions of mobile clinic consumers about the services provided and their expectations and needs. Close-ended questions will be used with questions about sociodemographic characteristics and health-related behaviors, perceptions about the quality of services provided at mobile clininc .  

Qualitative– Key informant interviews Qualitative data will be collected through individual key informant interviews. Each interview will take 30-60 minutes following a semi-structured interview guide. A total of 14 interviews will be conducted (two per homogeneous key informant category), or until saturation is reached. Interviews will be facilitated by a data collector (male or female depending on the participant). The interviews will be conducted with the help of a translator if needed (translating from Somali to English), who will receive training on detailed and real-time translation, body cues. 
4.7
Data processing and analysis
Quantitative:  Retrospective data analysis No personal identifiable information is included in the routine mobile clinic dataset. Data are stored on MSF’s DHIS2 password-protected server. Data will be downloaded and stored on MSF’s secure SharePoint platform for analyses purposes.  Data will be stored on the server for a period of five years and then deleted.

Analysis of routine mobile clinic data will consist of basic descriptive analysis including proportions and median calculations where appropriate (see data analysis outline in the annex for further details). 
Patient satisfaction: Data will be collected using KoBoCollect, a mobile data collection application. Data will be stored on MSF’s KoBoToolbox password protected server. No identifiable information will be collected on patients as part of the survey.  Data will be downloaded and stored on MSF’s secure SharePoint platform for analyses purposes.  Data will be stored on the server for a period of five years and then deleted.

Similar analyses as for the retrospective data will be conducted on the patient satisfaction survey (please see data analysis outline in the annex for further details).
All quantitative data analyses will be done using R software (R Core Team (2014). R: A language and environment for statistical computing. R Foundation for Statistical Computing, Vienna, Austria. http://www.R-project.org/.)

Qualitative: All hand-written notes will be transcribed. We will use a deductive approach for the analysis in line with the pre-structured themes for interviews, allowing for new themes emerging from the data. Transcripts will be reviewed and coded and the codes will be grouped under pre-identified themes using a framework approach to facilitate qualitative data synthesis and exploration of patterns across and within articles. An analytical plan will be developed to integrate any of the qualitative findings with the analysis of the quantitative data (including the retrospective analysis of routine data and the patient satisfaction survey). Qualitative data analysis will be performed with NVivo software (QSR International Pty Ltd, Australia). See the annex for a topic guide for the key informant interviews.
4.8
Ethical considerations and review process 
This research protocol, based on the national IRB form, will be submitted to the Somalia Region health bureau/ Jigjiga university (JU) for IRB approval. A support letter from RHB and Ethical clearance from JU will be requested and communicated to local administrative offices. This protocol will also be submitted to the MSF Research committee and Ethics Review Board. 
4.8.1 Expected risks and potential benefits

We do not foresee any major risks for the implementation of the retrospective analysis of quantitative routine data from the mobile clinics, considering the retrospective character and that all data has been recorded without any identifiers. For the patient satisfaction survey and the population-based coverage survey, we do not anticipate any major risks either, as we will follow an informed consent procedure and will only collect data without identifiers. However we will observe appropriate IPC measures during the administration of the patient satisfaction survey as described in the following paragraph.

For the qualitative component, we do not foresee any major risks either. Considering the current COVID-19 pandemic and IPC practices we may have to decide to hold individual interviews as opposed to focus group discussions. The individual interviews will be held in a location in the open air where privacy can be ensured. In addition, participant and interviewer will avoid all physical contact, keep one metre distance from each other, and wear a cloth mask. There is a risk that participants may feel that they have to give desirable answers. In order to mitigate this, prior to the individual interviews, all participants will be explained that they should feel free to answer honestly, and that their answers will not impact their access to MSF services in any way.

By evaluating the current mobile clinic approach in the Somali region in Ethiopia, we are aiming to identify the strengths and weaknesses of the mobile clinic modality, and to identify lessons learnt and recommendations that will be operationalized. Further strengthening of the mobile clinic modality will help MSF to better meet one of its programs objectives in the Somali region, namely to ensure access to quality primary health care for local and pastoralist populations.

In addition, we will be contributing to the scarce evidence base of mobile clinic evaluation, which can be used by other MSF missions, governments, NGOs and other stakeholders when implementing mobile clinics, especially in similar settings.
4.8.2 Collaborative approach/involvement of relevant local stakeholders

This is an internal evaluation of MSF-run activities and require minimal involvement of Ministry of Health or other stakeholders in terms of funding, data sharing and publication. Findings will be shared both with the communities and the MoH.

MSF-OCA is the study sponsor and is responsible for funding. It oversees the field part of the study, the analysis and report writing. Publication will be agreed between MSF-OCA and the MoH as local ethical clearance will be granted from regional health bureau and local university. 

4.8.3 Obtaining informed consent

For the retrospective analysis of routine data from the mobile clinics, no consent procedure was put in place prior to the collection of the data and it won’t be possible to seek patients’ consent to have their datais currently used for this study. routine mobile clinic consultations. For the patient satisfaction survey, we will ask prospective participants for their verbal consent to participate in the survey. Data collectors will be provided with an informed consent script in the local language that will be read to prospective participants, and clarified where needed. In the script, the data collector will clearly explain that participant’s answers will not impact their access to MSF services in any way and that they can withdraw from survey participation at any time.

For the qualitative interviews we will ask prospective participants for their consent to participate in the study with a clear explanation that their data will be anonymised and will only be used for this evaluation. In addition, the interviewer will explain that their answers and feedback will in no way impact their access to MSF services, and that participants are welcome to withdraw their participation at any point. Consent for the qualitative evaluation will be verbal, it will be explained that all data will be kept confidential, no personal identifiable data will be collected, there is no individual benefit associated with participation and that participants can withdraw their consent at  any time.
4.8.4 Confidentiality and privacy
Privacy and confidentiality for the participants will be ensured both during and after the interviews. All participants included in the study will have the investigations explained to them in a language with which they are familiar. Everyone approached for the study is completely free to participate or not. To ensure confidentiality, all data will be kept private and confidential including all audio files, interview transcripts and field notes, data collection tools, and administrative forms. Whilst personal identifiers will be initially collected these will be separated, organised and stored securely. Data collected will be identified by using a unique code number. We will remove immediately all data from devices such as voice recorders if used, and store securely. For example, at the end of a set interview sessions we will transfer the sound files from a voice recorder to our secure storage platform. Names will not be used on any of these documents. Similarly, information including all quotations in subsequent publications and reports we will remove all identifiable detail, and pseudonyms will be used to ensure there is no link to those participating in the study. Audio recordings will be destroyed once translated, transcribed, and checked. All anonymised data will be stored, and password protected on our secure Microsoft SharePoint platform per site using devices that our organisation has approved for storing and processing personal data. Thus, allowing immediate access between assessment teams and the headquarter social science team focal point. We will restrict access to those that need to use the data. We have set up the consent and agreements with the participant acknowledging that they have the right to ask us to access, withdraw or to delete their data at any time.

4.8.5 Respect for study participants

Authorities and communities (such as village heads, religious leaders, opinion makers) in the study area will be consulted about the purpose of the study, an information sheet will be provided, and their approval will be sought. Before data collection, the principal investigator or an appropriate member of the research team will sit respectfully with village chief, religious leaders, women representative and two-three community elders (including pastoralist) and explain the objective of the evaluation and what to expect from the results.  Feedback and questions will be listened to, and findings will be shared. 

MSF-OCA commits to sharing study results with everyone who participated in the study. The local community will inform the best mode to share knowledge visually through posters or similar means in places where this best demonstrates the results
4.9
Communication and dissemination of study findings
In country partners: The findings of this study will be communicated to local and Regional Health Bureau and all level of health administration health offices. If approved by the OCA research committee, the research result will be published on the MSF-OCA Research Management and Impact Tool (ReMIT). Publication of the result in national and international journals should be authorized by all PI, co-investigators and MSF-OCA Ethiopian Mission. 

MSF – project, mission, and headquarters: Study outcomes and practical implications will be shared and discussed in the project, the mission, the Public Health Department. 

Community: Findings will be shared to community leaders in the local language by MSF health promotion teams. Key advocacy messages identified through the work, if any, will be translated into the local language and shared with the local community through ongoing health promotion activities
Participants: The best mode of sharing findings with the community will be discussed with community members prior to initiating data collection. If sharing findings with individuals participants is not possible, we will ensure sharing of findings with the larger community which includes the participants, by incorporating key messages from the study findings into ongoing health promotion activities.

5. Work plan
	No
	Task
	Responsibility
	Feb
	March
	April
	May
	June
	July
	Aug
	Sep

	
	
	
	W4
	W1
	W2
	W3
	W4
	W1

W2

W3

W4
	W1

W2

W3

W4
	W1
	W2
	W3
	W4
	W1
	W2
	W3
	W4
	W1
	W2
	W3
	W4
	W1
	W2

	1
	Submission of assessment protocol to MSF Research committee
	Study coordinator
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Submit protocol to MSF ERB
	Study coordinator
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Getting Supportive letter from SRHB
	PI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Submitting final protocol to RHB/JigJiga university 
	PI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Getting ethical clearance for assessment from RHB/JigJiga university
	PI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	5
	Recruitment 

of Data collectors  
	MSF-OCA
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	6
	Training of Data collectors 
	PI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	7
	Piloting study 
	PI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	8
	Data collection 
	           PI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	9
	Analysis of Data
	Short term epidemiologist/PI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	10
	Writing report 
	Short term epidemiologist/PI
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	11
	First Draft of research report 
	 PI/Study coordinator
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


6. Budget

All logistical and financial requirements for this assessment will be funded by MSF-OCA Ethiopia mission.
	Budget discrbition 
	Rate ETB
	Quantity 
	Subtotal
	Total 
	Remark 

	Travel cost for PI/Co-PI 2 trips
	32 445
	4
	64890
	64890
	 

	Remuneration to 4 data collectors 5 week including training 
	260X25
	4
	26000
	26000
	4 data collectors and 260 Birr/day

	Driver 
	260X25
	1
	6500
	6500
	 

	Per diem for CO-PI / Supervisors  # 2
	260X25
	2
	13000
	13000
	 

	Per diem for CI / Supervisors  # 2
	300
	60
	18000
	36000
	 

	Clipboards, 
	100
	7
	700
	700
	 

	Pens
	6
	12
	72
	72
	 

	Pencils 
	6
	12
	72
	72
	 

	Rubbers, 
	20
	12
	240
	240
	 

	A4 paper sheet ream 
	300
	10
	3000
	3000
	 

	4 audio recorders
	2000
	4
	8000
	8000
	 We can install audio recorder on the tablets.

	4 tablets and chargers
	9400
	4
	37600
	37600
	 

	Fuel 
	20/l
	2000Km
	4000
	400
	 

	Total 
	 
	 
	 
	150874
	 


7. Facilities available for the study (major facilities)
This study will be done in Dollo Zone Somalia regional state among beneficiaries of MSF-OCA mobile clinic. The study involves all 15 Mobile clinic sites visited by MSF every week 
8. Authorship right 
The authership right of publication  for  this research paper belongs to the principal investigator  and co-investigators and organisations who sponsored the study will be acknowledged in every publication. 
9. Declaration of conflict of interest 
There is no conflict of interest for the study among organisations and investigators on this research .
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11. Annex
11.1 Study information sheets
Patient satisfaction survey, Dollo zone, Somali region

Thank you for taking the time to listen to our information about this study. As you know Médecins sans Frontières (MSF) is running mobile clinics in the Dollo zone providing health care to pastoral and local communities. 

We would like to carry out a patient satisfaction survey to understand the views of the communities served by the mobile clinics on the access to the mobile clinics and the quality of care received at the mobile clinics.

With this survey, we hope to improve how we provide healthcare using mobile clinics to pastoral and local communities alike. Secondly, MSF’s intention is to share the findings from this survey with other organisations providing healthcare to similar communities to help them also to improve the quality of their services. 

We do not need to speak to every patient who visits the mobile clinic, so we try to select only a few patients at each mobile clinic in a ‘random’ way, which means that they are selected by chance or coincidentally.

A randomly selected patient who has attended the mobile clinic will be asked some questions, such as:

· Age

· Sex

· Residence (urban/IDP/bush)

· Distance travelled to get to the clinic

· Whether the opening hours of the mobile clinic are suitable

· Whether the wait time to be seen was long

· Whether the diagnosis and medications were clearly explained to you

· Your general satisfaction with the care received

Information collected will be kept confidential and used only for the purpose of the survey. This means we will not ask you for your name and we will not record the location of your house, so after the survey it will be impossible to identify you or your house. Also the questionnaires and consent forms will not be shown to anybody other than the study team. After the field part of the study we will lock them in a safe place either in the capital city for or Europe (at MSF’s headquarters) for five years after which time the paper copies of all of the questionnaires will be destroyed.

Your participation in this study is voluntary and you are free to refuse to answer any or all survey questions. No person, nor their family, will receive any direct benefit such as food or payment as a reward for participating in this study. 

Once we have the results of this study, we will ensure that the mobile clinic teams will share the findings with the communities who participated.

Do you have any questions? Please feel free to ask us, we are happy to answer.

Thank you for your time.

In case you have any questions after we have completed the interviews in this village, you are free to contact the survey supervisor at the information below:
Principal investigator: Birhanu Sahelie

Ethiopia Tel 
+251911831164
Information sheet  for community leaders/ authorities


Thank you for taking the time to listen to our information on this study.

As you know Médecins sans Frontières (MSF) is running mobile clinics in the Dollo zone providing health care to pastoral and local communities. 

We would like to carry out a patient satisfaction survey to understand the views of the communities served by the mobile clinics on the access to the mobile clinics and the quality of care received at the mobile clinics.
Thanks to this survey, we hope to improve our work as a medical organisation to better serve the health needs of the population in the Dollo zone, Somali region.
We don’t need to speak to all patients attending the mobile clinics. We will select patients leaving the mobile clinics by chance for participation in the survey.   We would like to ask some questions to the selected patients and specifically on how they got to the clinic, their impressions of the quality of the consultation and general satisfaction with the services available. Our discussions should take about 15-20 minutes per patient.

The information collected will only be used by the study team. We could share the information with other organisations if the data could be used to help the communities. The data coming from this study will be stored on a computer in the headquarters of MSF for five years after the study, and then deleted. 

Participation in this study is completely voluntary. There are no consequences if you decide that your area will not participate in this study.  If you accept that we conduct the study in your area, the selected patients can refuse to answer one or all of the questions.

The households who will participate to the study will not receive any direct advantage, such as food or payment, for having participated in the study.

In any case, the results of this study will be used to try to improve the health situation for the population in Somali region through adapting our programmes, as needed .

If we find a sick person during our study, we will refer them to the closest health facility. If referred to a non-MSF health facility, it’s possible the person will have to pay. 

Do you have any questions ? 

You can also speak to the principal investigator after the interview, if you have any questions.

Turid Piening
Medical Coordinator, MSF-Holland

Birhanu Sahelie
Principal investigator, MSF-Holland
Ethiopia Tel 
+251911831164
Information sheet for MSF staff (Interview)


Thank you for taking the time to listen to our information on this study.

As you know Médecins sans Frontières (MSF) is running mobile clinics in the Dollo zone providing health care to pastoral and local communities. 

We would like to talk to MSF staff to understand their experience in providing the programme and any implementation issues.

As a result we hope to improve our work as a medical organisation to better serve the health needs of the population in the Dollo zone, Somali region.

We don’t need to speak to all MSF staff. We will select people to ask.  Our discussions should take about 45  minutes.

The information collected will only be used by the study team. We could share the information with other organisations if the data could be used to help the communities. The data coming from this study will be stored on a computer in the headquarters of MSF for five years after the study, and then deleted. 

Participation in this study is completely voluntary. There are no consequences if you decide not to participate.  You will be given permission to take time during work hours to participate in a private space so that is doesn’t impede on your personal time.
In any case, the results of this study will be used to try to improve the health situation for the population in Somali region through adapting our programmes, as needed .
Do you have any questions ? 

You can also speak to the principal investigator after the interview, if you have any questions.

Turid Piening

Medical Coordinator, MSF-Holland

Birhanu Sahelie

Principal investigator, MSF-Holland

Ethiopia Tel 
+251911831164

Information sheet for patients or caretakers (Interview)

My name is Birhanu Sahelie and I am working for Médecins Sans Frontières. I am conducting research on evaluation of mobile clinics in Dollo Zone in which we work, in this area of Somali region, Ethiopia.  I am going to provide you with information about this study, and would like to invite you to be a part of it. You do not have to decide at this moment whether you would like to participate. Before you decide, you may talk to anyone you feel comfortable with about the research. 

The consent form may contain words that you do not understand. Please ask me to stop as we go through the information and I will take time to explain. If you have questions later, you can ask them of me or another researcher. 

Purpose of the research 

This study aims to provide a detailed description of the conception, implementation and lessons learnt from this mobile clinic approach, which will complement the existing body of research and will serve as a guidance to other MSF missions and other organizations when establishing mobile clinics in similar settings.
Type of Research Intervention

This research will involve your participation in an interview that will take about 45-60 minutes.

Participant Selection 

You are being invited to take part in this research because we feel that your experience as a patient or caretaker of your children at MSF mobile clinic can contribute much to our understanding and knowledge of patient satisfaction at MSF mobile clinic and help us to identify gaps in the health care services that MSF provide here. 

Voluntary Participation 

Your participation in this research is voluntary. It is your choice whether to participate or not. If you choose not to participate all the services you receive at this mobile clinic will continue and nothing will change. You will be able to withdraw from the study at any time, and you do not need to provide a reason. 

Procedures 

We are asking you to help us learn more about your experience as a patient or caretacker at MSF mobile clinic .

We are inviting you to take part in this research project. If you accept, you will be asked to participate in an interview with ___________ or myself. During the interview, I or another interviewer will sit down with you in a comfortable, private place at the mobile clinic site.  If you do not wish to answer any of the questions during the interview, you may say so and the interviewer will move onto the next question. No one else but the interviewer will be present unless you would like someone else to be there. The information recorded is confidential, and no one else except _________ will have access to the information documented during your interview. The entire interview will be recorded on a hand-held recording device/ mobile phone, but you will not be identified by name on the recording. The recording will be stored on the device and uploaded to a computer. The information recorded is confidential and no one except_


will have access to this. 

The recordings will be destroyed after the conversations have been written down translated. We will allocate 6 months for this. At the start of the interview, we will take time to answer questions about the research that you might have. The questions will be about your experience at MSF mobile clinic, quality of services you received, behaviors of our health care professionals, waiting time and challenges you faced during your visit.  

Although you are free and encouraged to do so, we will not ask you to share personal beliefs, practices or stories, and you do not have to share anything that you are not comfortable sharing. 
Duration 
The research we are conducting in this mobile clinic sites will take place over several weeks. During this time, 14 interviews will be held in total, although we are asking for your participation in just one of these interviews. This will take approximately 45-60 minutes. 

Do you have any questions ? 

You can also speak to the principal investigator after the interview, if you have any questions.

Turid Piening

Medical Coordinator, MSF-Holland

Birhanu Sahelie

Principal investigator, MSF-Holland

Ethiopia Tel 
+251911831164

11.2 Verbal consent form
Patient satisfaction survey

MSF- OCA, Wardher Project 

Consent in English 
You are being requested to take part in a research study. Before you decide to take part in this study, it is important that you realise why the research is being done and what it will involve. Please take the time to read/listen to the following information carefully. Please ask the researcher if there is anything that is not clear or if you need more information. Please say that you have fully understood the Information Sheet and/or listened to and understood an explanation about the research. 
Objective of the study:-  This study will be done to evaluate whether mobile clinics are an appropriate  and effective manner to deliver care for local and pastoral populations in the Somali Region.

VERBAL CONSENT GUIDE:
Date and Record of verbal consent:

I have read and understood the information sheet and/or had a full explanation of the research study and what my participation means.
2. I have had the opportunity to ask questions and discuss the study 

3. I understand that the information I give may form part of a published report and that I can choose to receive a summary copy. 
Risks: There will be minimal risk to you for being a participant in this study and you may decline to answer any or all questions and you may terminate your involvement at any time if you choose. I understand how to protect myself during the interview by applying social distancing and wearing a mask as per COVID measures. 
Benefits: There will be no direct benefit to you for your participation in this study. However, further strengthening of the mobile clinic modality will help MSF to better meet one of its programs objectives in the Somali region, namely to ensure access to quality primary health care for local and pastoralist populations.
Confidentiality: I understand that confidentiality and anonymity will be maintained, as no personal identifying information (e.g. name or phone number) will be collected. We will also not share the information to persons or organizations requesting it without the research participant’s permission.
Costs to Subject: There are no costs to you for your participation in this study. 

Compensation: There is no financial compensation to you for your participation in this study. 
I Agree  󠄐  󠄐                I Disagree 󠄐

󠄐     


󠄐  󠄐                   󠄜

Feedback of study findings 
I would like to receive a summary of the study findings and undertake to collect them from the MSF Clinic located at ………………………………………..
 I do not need to receive a summary of the study findings.
Consent: I confirm that I have listened and understood the information and have had the opportunity to ask questions. I understand that my participation is voluntary and that I am free to leave the study at any time, without giving a reason and without cost. 

I Agree  󠄐  󠄐                I Disagree 󠄐
󠄐     


󠄐  󠄐                   󠄜

Name of principal investigator:   Birhanu Sahelie
 Ethiopia Tel 
+251911831164
VERBAL CONSENT PROCEDURE GUIDE FOR PARTICIPANTS IN INDIVIDUAL INTERVIEWS 18 years of age and older

Thank you for considering taking part in this study. The person organizing the study must explain the project to you before you agree to take part. If you have any questions arising from the Information Sheet or explanation already given to you, please ask the researcher before you decide whether to join in. You will be given a copy of this guidance to verbal consent to keep and refer to at any time:

VERBAL CONSENT GUIDE:

1. I have read and understood the information sheet and/or had a full explanation of the research study and what my participation means.   Yes/No
2. I have had the opportunity to ask questions and discuss the study  Yes/No
3. I understand that I may withdraw from the study at any time without giving a reason and without personal consequence. I understand that I will be able to withdraw my data up to 4 weeks post interview by which time the data will have been anonymised, coded, analysed and prepared for writing.  Yes/No
4. I understand that the information I give may form part of a published report and that I can choose to receive a summary copy.  Yes/No
5. I understand that confidentiality and anonymity will be maintained by way of removing names and other identifying information from the data as soon as possible by not revealing individuals’ identities in any reports of the study, and by not divulging the information to persons or organizations requesting it without the research participant’s permission. Yes/No
6.I understand that if information shared in the interview indicates a risk of harm to my health or the health of others (for example a notifiable disease such as polio or measles) the investigators will refer to the appropriate medical authority for treatment and advice.  Yes/No
8. I agree that the research team may use my anonymised data for future analysis which may lead to further publications; all conditions above would be respected.  Yes/No
9. I consent to my interview being recorded.  Yes/No
10. Feedback of study findings 

I would like to receive a summary of the study findings and undertake to collect them from the MSF Clinic located at ………………………………………..

 I do not need to receive a summary of the study findings. Yes/No
Date and Record of verbal consent:

We have fully explained the research study described in this form. We have answered the participant questions and will answer any future questions to the best of our ability. We have ensured the participant is competent to consent and understood what they were consenting to.

Printed name of field study investigator obtaining verbal consent for participation in the study:

_______________________________________

Signature of field study investigator obtaining verbal consent for participation in the study:

_______________________________________

Printed name of field study investigator obtaining verbal consent for interview to be audio recorded: 
________________________________________

Signature of field study investigator obtaining verbal consent for interview to be audio recorded:

Date: 

________________________________________

11.3
Study questionnaire on patient satisfaction 

MSF- OCA, Wardher Project 

INRODUCTION 
The following questions are about how you feel about medical care given by MSF Mobile clininc in your area 
Please listen to each question carefully keeping in mind the medical care your are reciving or the care given to your child now. We are interested in your feelings, good and bad about the service/medical care you have recived.
Confirm participant consent form signed 

Confirm participant information provided

Location ...............................................

Date completed ...................................

DEMOGRAPHIC DATA
	Interviewer Code
	

	Patient Code 
	

	Age 
	

	Sex
	Male  󠄜 󠄜  󠄐
Female

	Marital status
	Single              Married            Widow            Separated/Divorced 

	Residence 
	Urban              Pastoralist community         IDP

	Educational level 
	Illiterate          Primary          Secondary 

	Service Received
	OPD            EPI         ANC           U5/caretaker 


MAIN QUESTIONS

Open questions

	No
	Domain
	Question
	Response

	001
	General
	How was your experience at the mobile clinic today?


	[Open]

	002
	Access
	In general, do you think your family, friends or other people in your community find it easy to access the mobile clinic?
	[Open]

	003
	Access
	Which other healthcare providers do you access?


	[Open]


Objective quality assessment

	No
	Domain
	Question
	Response

	004
	Access
	How far did you travel to access the mobile clinic today?


	[Open]

	005
	Technical quality
	Check patient received card following appointment
	Yes/No

	006
	Technical quality
	Check patient provided health promotion messages
	Yes/No

	007
	Technical quality
	Can the patient repeat one or more of the health promotion messages provided?
	Yes/No

	008
	Technical quality
	Does the patient/care-giver understand the diagnosis (cause of the illness)?
	Yes/No

	009
	Technical quality
	Does the patient/care-giver understand the treatment?
	Yes/No


Subjective patient experience assessment

	No
	Domain
	Question
	Response

	
	
	
	Strongly disagree
	Disagree
	Uncertain
	Agree
	Strongly agree

	
	
	
	1
	2
	3
	4
	5

	010
	Access
	The mobile clinic is close enough for me to access
	
	
	
	
	

	011
	Access
	I find it difficult to travel to the mobile clinic
	
	
	
	
	

	012
	Access
	Registration at the clinic was easy and quick
	
	
	
	
	

	013
	Access
	The opening hours make it difficult to access the clinic
	
	
	
	
	

	014
	Technical quality
	The waiting area was clean and in good condition
	
	
	
	
	

	015
	Technical quality
	The consultation areas were clean and in good condition
	
	
	
	
	

	016
	Technical quality
	I had to wait too long to be seen by a healthcare worker
	
	
	
	
	

	017
	Technical quality
	I was not confident in the skill of the healthcare worker who saw me
	
	
	
	
	

	018
	Inter

personal
	I was given privacy during the registration and screening process
	
	
	
	
	

	019
	Inter

personal
	I was given privacy during the consultation
	
	
	
	
	

	020
	Inter

personal
	The healthcare worker who saw me did not understand my problem
	
	
	
	
	

	021
	Inter

personal
	The healthcare worker who saw me treated me with courtesy and respect
	
	
	
	
	

	022
	Technical quality
	I was not given enough time with the healthcare worker
	
	
	
	
	

	023
	Communication
	The healthcare worker explained what was causing my health problem
	
	
	
	
	

	024
	Communication
	The healthcare worker gave clear instructions for follow up care
	
	
	
	
	

	025
	Communication
	Staff did not explain what medication was for, or how to take it
	
	
	
	
	

	026
	Efficacy/

outcomes
	The health problem that I came to the clinic with was not addressed
	
	
	
	
	

	027
	Financial
	(If paying for the service)

The service was good value for money
	
	
	
	
	

	028
	General
	Overall, I was satisfied with the care I received
	
	
	
	
	

	029
	General
	If I had a choice, I would use a different healthcare provider
	
	
	
	
	

	030
	General
	I would recommend the mobile clinic to my family, friends and others in my community
	
	
	
	
	


11.4
Indepth interview guide to evaluate MSF mobile clinic in pastoralist community in Doolo Zone ,  Somali Region, Ethiopia

MSF- OCA, Wardher Project 

Introduction (5 mins max) 

•Thank the participants for agreeing to take part in this research

•Introduce yourself

•Create a relaxed atmosphere; offer the participants something to drink when this is possible

•Tell the group

“I (We) would like to talk to you about the topics of type of health care delivery given here after  called mobile clinic and your experience and outlook on this. This discussion will contribute to a better understanding of how people living in Doolo experience family health to be able to improve the services that are given to the community by Médecins Sans Frontières and the Ministry of health. 

The interview will take approximately 45 - 60 minutes which can stop at any time if they no longer want to contribute at any time without any consequences. 

•Make sure the participant has been informed about the study and have consented verbally to participate in the research

•NOTE: Turn on the recorder and test it is recording (avoid placing cell phones close to recorder!)

	Introduction
	-
Study aim

-
Why invited to participate

-
informed voluntary consent
	

	Access to medical care
	We would like you to talk about the health of your family, community? What is your experience of this?
	Health care available for women, men and children

Describe the services ?

What specific issues do you think are particular regarding rights or access to use services (check word for access)

1-prompt situations for home or hospital/health care facility

2-prompt its mode of delivery e.g. mobile

3-do they view it as mobile- (check word for mobile) 

Describe health seeking behaviour of women, men, and children 

	Set up of the clinic
	What do people usually expect when they go to the clinic?
	1-prompt why?

2-What care/help is available.

-what happens when the mobile clinic arrives 

-prompt timing to see a health worker

-prompt communication/ information

3-Preventative health

- prompt availability of different health services compared to expectations

(e.g. family planning, ANC, PNC, immunization, extra supplements)

-knowledge on health check ups

-what does health risk look like (extra care, day to day social practices)

	Processes in the clinic 
	Where and who should conduct consultations?
	-prompt knowledge and experience of health clinics including mobile

-who is present

-how is set up

-what happens 

	Privacy and dignity
	Importance of standards when delivering health care
	-prompt check preference on how they see the health worker patient relationship

-how do they experience it?

-to describe how it should be

	Care delivery
	What are the expectations versus reality?
	Experiences of health care delivery

1-prompt -Importance of family life and family health
2-talk us through the care experience from start to finish

	Care follow up
	How clear is the treatment and advice given during the consultation/ mobile clinic visit?
	-how do you feel during and after the consultation 

-how do you feel when you get home

-what would you say has made the experience valuable 
-what could improve the outcome

1-prompt future visits 


11.5 Outline of quantitative data analysis plans
Retrospective analysis of mobile clinic data

	Attribute 
	Indicator

	Demographics
	Proportion of consultations by sex

	
	Proportion of consultations by age group

	
	Proportion of consultations from local and pastoral populations

	Relevance/appropriateness
	Proportion of planned follow-up consultations that are completed

	
	Proportions of consultations among village population (local) and by service

	
	Proportion of consultations among pastoralist population and by service

	
	Proportion of deaths

	
	Proportion of referrals for hospitalisations

	Effectiveness
	Proportion of referrals to other health facilities that are completed

	
	Description of medical waste disposal

	
	Comparison of seasonal variations in attendance

	
	Description of seasonal populations’ movements observed

	
	Comparison of trends between outbreak prone diseases picked up by indicator based surveillance at mobile clinics and alerts picked up by community health workers operating at mobile clinics

	
	Description of any interruptions to services during the study period of implementation of mobile clinics due to security or logistical issues


Patient satisfaction survey

	Attribute 
	Indicator

	Demographics
	Proportion of survey participants by sex

	
	Proportion of survey participants by age group

	
	Proportion of survey participants from local and pastoral populations

	Relevance/appropriateness
	Mean ratings on facilitators/barriers for accessing healthcare 

	
	Mean ratings on the various interpersonal indicators

	
	Mean ratings on the various communication indicators

	Effectiveness
	Mean ratings on perception of quality of care

	
	Mean rating by participants on use an alternative health care, if available 

	
	Mean rating by participants on whether their healthcare problem was addressed or not

	
	Proportion of participants able to repeat back health promotion messages

	
	Proportion of participants understanding their diagnosis

	
	Proportion of participants able to explain their treatment 

	
	Proportion of participants that received a card with a diagnosis

	
	Proportion of participants that received the appropriate treatement
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