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01 Background: 

The Global Fund Country Team to provide relevant grant/program related information 

Objectives:

The objectives of this spot check verification are to assess:

1.) The extent to which the PR and SR(s)/SSRs are providing accessible services specific to key populations as defined in the respective M&E plan indicator definitions; 
2.) Whether the preventive intervention services are in accordance with international guidance and locally appropriate; and
3.) Whether adequate systems are in place and functional to monitor individuals reached by single or a defined package of services.  

02 Tasks: 
[The list below represents a comprehensive verification.  The Global Fund Country Team and the LFA should agree prior to commencing the spot check on whether a full verification (i.e. all of the below questions) or a partial verification (i.e. focus on some specific areas only), is required.]
Global Fund Country Teams can adapt the Terms of References to the local context and information needs, including assessment of service package design and implementation, the service quality and effectiveness, and implementation of recommendations from previous assessments. Since there is may be a gap in the extent to which the methodologies described in this document can capture information about services from the service recipients’ perspectives (for instance, access to comprehensive services beyond ‘single’ or ‘defined’ package of services), other sources of information about the quality and comprehensiveness of services collected through community-based monitoring or other methodologies, as available, should be used to inform the assessment.
The spot sheck is to take place at central / intermediate levels (PR or SRs) and at the implementation level (SRs or SSRs).  The specific key population prevention services for the spot check should be based on the national strategic plan, grant M&E plan and the performance framework.  For HIV programmes, the following key populations can be prioritized:  i) male, female and transgender sex workers; ii) gay men and other men who have sex with men; iii) people who inject drugs; iv) transgender people; and v) people in prison and other closed settings if any intervention activities are support by the Global Fund grants in the country. Other locally defined key populations can be prioritized given adequate epidemiologic evidence of increased risk of acquiring and transmitting HIV as compared with the general population.   

At the implementation level, data from a sample of 4-6 sites should be obtained following the criteria below.

· Service volume, focusing on those with high volume

· A range of service delivery approaches (for instance, community-based, facility-based, online, outreach, etc), focusing on those offering services employing different methodologies 

· Service diversity, focusing on those offering multiple  services, especially with a defined package of services

· Key populations receiving services, focusing on those sites serving multiple key populations (i.e., MSM and PWID and SW)

· Other factors, such as previous identification of major issues, recent start of new items of services, high volume of investment   

The following table should be used for planning at the implementation level.

	Geographical area (name of region, city etc)
	Type and name of site (health facilities, drop in centres, venues and intervention sites).
	Name of service provider (s)
	Key populations (e.g. sex workers, gay men and other MSM, PWID, TG, others)
	Service provided (e.g. condom and lubricant distribution, NSP or OST, HIV testing services, linkages/referrals, etc.)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


At each selected site, at least two service staff (such as doctors, nurses, community workers, peer educators and outreach workers), and up to five service recipients per group only when the local context allows; should be interviewed. The LFA Programmatic/M&E experts are expected to have sufficient experience working with key populations and to be sensitive to key population specific issues in the local context.  The LFA Programmatic/M&E experts conducting interviews with service recipients should follow confidentiality rules, understand the confidentiality issues, and sign confidentiality agreements. The service recipients should only be identified and approached by trusted peer educators in safe and confidential settings and explicit verbal consent should be obtained prior to the interview. No individual identifiers should be collected or recorded.

Central / intermediate level(s) (PR/SRs):
1. Map the service providers, service availability and accessibility, geographic coverage 

2. Identify the subset of indicators measuring services to key populations.  Indicate in which documents these indicators were identified (National Strategic Plan, M&E Plan, Performance Framework/Modular Template or other document). 

3. Describe the defined package of services provided through the grant or specific services and which  key populations are being served and selected for this review 

4. Describe the definition of ‘reached’ for the key population groups selected, as noted in the M&E plan or other relevant documents.

5. Check whether up-to-date population size estimates for these key populations exist and note when the last population size estimate was conducted and methodologies applied, both at national and local level.  

6. Check whether data collection and M&E systems for prevention services contribute to a national coverage monitoring structure by defining the responsibilities:

· National Program receives reporting from all implementers, including PR/SRs and other implementers from other funding sources;
· PR is consolidating the reporting from different implementers and from all funding sources (government, GF and other external sources) and compare against national or grant targets;

· Coverage of prevention services for key populations is only being measured by PRs with the contribution from the Global Fund only and/or from partners where partners are providing prevention services for the same group (s). 
7. Check whether the implementation arrangements and existing offer of services targeting key populations are based on criteria such as the following, and identify opportunities to improve:  

· Adequate geographic distribution by donors/co- funding (include government when applicable)

· availability of subnational key population size estimates 

· availability of subnational HIV prevalence or incidence

· Mapping of potential and/or existing implementers. 

· Mapping of venues for key populations.

· Evolution of the yield of testing services among key populations.

· Others (specify).

8. Check if there is a common national system used in the country to avoid double counting  that respects confidentiality and takes into account the safety of key populations.

9. Assess whether data collection and reporting tools among different service providers are designed to be aligned to the system to avoid double counting. Where feasible, check if there is a mechanism used to collect feedback from clients on the quality of services provided, and if so, describe the mechanism in place.

10. Check whether data systems allow disaggregation and cascade analysis.
11. Determine if human resource capacity strengthening and training has been conducted for working with key populations, service provision and monitoring – at both the health facility and the community levels, and if communities were involved in the training.

12. Describe how the data are collected, reported and de-duplicated from the community or implementer level to higher aggregation level, including use of any electronic/online database.  

13. Assess whether organized groups of the targeted key populations are included and participate in the programme design, implementation and evaluation and when possible, specify if those groups are included as equal partners or receive resources or payment for their services working with the community.

14. Assess the existence and implementation coverage of a quality assurance mechanism for data and program quality focusing on the assessment of the level of alignment with the national strategy, safety, accessibility and acceptability of services and programmes, community engagement, community cohesion and community connectedness, as well as adequacy of service coverage.

15. Assess the existence of formal plans, agreements or MOUs between the MoH, the PR and/or service providers and the communities or organized groups of key populations to build relationships, collaborate and promote the quality and coverage increase of services for key populations.

16. Assess the participation of organized groups and qualified individuals from key populations in the designing and implementation of operational research, studies and evaluations to build knowledge about the community of key populations and decision making.

Implementation level (SRs/SSRs): 
17. Determine whether the key populations selected are accessing or receiving all or some components of the defined package of services, as described above, as planned, by observing the service flow and checking the programmatic records. If not, identify and analyse the reasons and areas for modification and improvement.

18. Check which  system is in place to avoid double counting, ie, one individual counted as several because receiving repeated services at one service site or receiving one service at multiple service sites: 

· Basic – if the program records only services or “contacts” and have no information on the individual clients reached.

· Moderate – if the program keeps records on individual clients reached (through asking questions if the clients is a new or repeated for the period/year) but do not have unique identification code (UIC) system in place. 

· Advanced – when the program has and use UIC system to record and report on individual clients, whether allowing the differentiation of new or repeated clients. 

· If no system is in place to report on “individuals reached”, determine if there are currently initiatives in country to set up a system and whether the PR has budgeted for these activities in the Global Fund grant (s). 

19. Check whether the data collection and reporting tools are correctly understood by the relevant personnel – do they understand the monitoring system?  When is a person counted as “reached” in practice?

20. Check if there is a functional electronic/online database used for data aggregation, reporting and de-duplication. Ensure that this electronic database is highly secured, safe and that only authorised personnel can access it.

21. Describe what services are provided, how the services are being provided and whether they are co-located (e.g., in the same facility or provided at the same time by the same service provider). Describe whether the services are consistent with international and national guidance documents. Identify any areas for improvement or gaps that need to be filled, as applicable.

22. If applicable, verify whether the standard data collection tools are available and used at the different implementation sites providing the same services.

23. If multiple data collection and reporting systems exist (for example multiple PRs or SRs with their own systems), describe the divergences and opportunities for alignment.

24. Interview the service providers to understand if the service package is appropriate for the local context and is addressing the HIV prevention needs of the target populations, and whether they have suggestions for improvements

25. Interview or support peer educators/ representatives of key population groups to interview the service recipients to understand if they are able to access services at the site when they need them, if their HIV prevention needs are being met by these services, any suggestions for service delivery approach or potential to reach larger numbers or ‘hidden’ clients, and services or interventions in the HIV prevention package, including at fixed sites, through outreach and online.

26. Interview the service providers and service recipients to understand if the services are tailored to specific sub-groups within key populations (e.g. male, female, transgender sex workers) and age group (e.g. adolescent, youth, adult, elderly) appropriate to local context and as described in the program.

The following checks should be conducted by the LFA PSM expert:

Central / intermediate level(s) (PR/SRs):
27. Describe the existing storage facilities and distribution channels for health commodities used in prevention and harm reduction programmes for key populations and determine whether they are adequate, meeting internationally recognized standards for good storage and distribution practices.

28. Assess whether the existing storage facilities and distribution channels are functioning properly and are safe, secure and reliable (i.e. existence of adequate inventory management and storage facilities) and provide assurance that the health products received by end users/final beneficiaries meet quality requirements;

29. Assess whether there are adequate systems and controls in place to minimize the risk of stock-outs of essential health products needed by the grant programs;

30. Assess whether there are adequate systems and controls in place to minimize the risk of having material quantities of expired health products; and where there are material quantities of expired health products, estimate the loss and establish the causes for this anomaly;

31. Determine whether problems encountered in procurement and supply chain have been adequately addressed by grant managers and measures have been put in place to prevent their recurrence.

32. Based on a sample, track health products from receipt to lowest level of management and check consistency of inventory records. 

Implementation level (SRs/SSRs): 
The LFA PSM Expert should have a thorough understanding of what the “defined minimum package of services” consists of and what the definition of “people reached” is before undertaking this work.

33. Select the key health products included in the defined minimum package (e.g. HIV RDTs, sterile injecting equipment, opiate substitution therapy, condoms and lubricants, safe biomedical waste disposal and personal protective equipment).

34. Verify the accuracy and functionality of the inventory management system (e.g. are records accurate and completed in a timely manner; does physical stock correspond with the records; are stock checks conducted and, if so, how frequently).

35. For the time period being reviewed (e.g. 6 or 12 months) and for the key health products identified up to step 26, calculate the quantities of health products being distributed to the populations being serviced.

36. Based on a sample of “people reached” determine the quantities of relevant key health products distributed to each person during the review period.

37. Verify whether the data collection and reporting tools are correctly understood by the relevant personnel – do they understand the inventory management system?  

38. Verify if there is functional electronic/online database used for data aggregation and reporting.

39. Describe how the services are being provided and whether they are integrated (e.g., in the same facility or provided at the same time by the same service provider). Describe any critical shortcomings identified (if any) and analyse their root causes.

40. If applicable, verify whether the standard data collection tools are available and used at the different implementation sites providing the same services.

41. If multiple data collection and reporting systems exist (for example multiple PRs or SRs with their own systems), describe the divergences.

Conduct cross checks for programmatic and PSM data
42. At a macro level, using data collected up to step 26 and data collected by the LFA Programmatic/M&E Expert, determine the average number of each key health product distributed to key populations during the review period.

43. Analyse the outcomes against what was originally planned and, if relevant, propose follow-up actions.

44. At an individual level, using data collected up to step 26 and data collected by the LFA Programmatic/M&E, verify whether the person reached was indeed reached according to the definition (i.e. did they receive all key health products included in the defined minimum package according to the definition of reached)

45. Analyse the outcomes against what was originally planned and, if relevant, propose follow-up actions

46. Document any misuse of commodities (such as selling in the black market) or data (such as sharing individual data with people who should not have access) 

03 Methodology
· Desk review of relevant PR/SR documents; as well as partner reports, including for instance LINKAGES.

· Observation of service flow at each of selected implementation sites (e.g., health facilities, drop in centres, outreach programs, intervention sites, key population cruising venues/areas) 

· Review of service records  

· Review of data collection, reporting and aggregation forms, mechanisms for de-duplication

· Interview of service providers and recipients, using a variety of methods adapted to the context and sensitivities of the services, e.g. client/exit interviews, etc.

04 Deliverables
The main deliverable of this assignment is a Spot Check report. The report should address each of tasks listed above and include:

1. A detailed description and analysis of issues/risks identified.  The LFA should explain the context and root causes of the issues identified, providing background information as necessary and prioritise the list of issues in an executive summary according to their significance.

2. Recommendations for issues identified.  Recommendations should be:

· Detailed – with analysis and all relevant information

· Context-specific and practical 

· Clear expectations and timeline

· Potential Major implementer (s) of recommendations
The report should list any relevant sources of information that were used for producing the report, for instance: data collection, reporting and aggregation tools used by the PR and/or SR(s) and their implementation sites, PR and/or SR manuals or procedures for avoiding double counting, training materials, reports, etc.
05 Required background reading
Among other things outstanding or due Conditions and/or Management Actions, the relevant M&E plan, budget, PSM plan to know about the commodities available through the grant, reports on size estimation and IBBS of respective key populations, the following global guidance documents should be followed,

· WHO Consolidated guidelines on HIV prevention, diagnosis, treatment and care for key populations, 2014  and its supplement Tool to set and monitor targets for HIV prevention, diagnosis, treatment and care for key populations in 2015 (http://apps.who.int/iris/bitstream/10665/128048/1/9789241507431_eng.pdf?ua=1&ua=1)
(http://www.who.int/hiv/pub/toolkits/kpp-monitoring-tools/en/)
· WHO Consolidated strategic information guidelines for HIV in the health sector
(http://apps.who.int/iris/bitstream/10665/164716/1/9789241508759_eng.pdf?ua=1) 

· UNAIDS. A Framework  for M&E HIV prevention Programs for  MARPS (http://www.unaids.org/sites/default/files/sub_landing/files/17_Framework_ME_Prevention_Prog_MARP_E.pdf)
· Operational Guidelines on Monitoring and Evaluation for HIV Prevention among SW/MSM/TG. 2011 MERG TWG on MARPs/UNAIDS)

· WHO/UNAIDS Guiding principles on ethical issues in HIV surveillance (http://apps.who.int/iris/bitstream/10665/90448/1/9789241505598_eng.pdf?ua=1)

06 Level of Effort (LoE)
This task should be undertaken by the LFA Programmatic/M&E Expert, and for certain sections the LFA PSM expert, who are accountable for the technical content of this report. The LoE for the Programmatic/M&E Expert and/or PSM Expert (if joining the spot check) for this task may range from 10 to 15 working days respectively, depending on which elements of the ToR are included in the spot check, the number of sites, the number of key population groups checked and sample size of interviewees/discussants. Interviews with service recipients may require additional support, including for the LFA expert to work with local peer educators to set up and conduct interviews with service recipients.
Work should only commence once the scope of the work and the LoE have been agreed between the LFA and the Global Fund Country Team.

07 LFA obligation
If the review identifies clear evidence of fraud, the LFA should use the Global Fund communication protocol to inform the Global Fund Secretariat & the OIG to allow evidence collection & other issues relevant to a possible criminal investigation.
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