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TERMS OF REFERENCE

A Multi-component Evaluation of the Government Partial-Social Franchising Model and Innovative Health Financing Mechanism (Voucher Scheme as Demand-side Financing) 
	Project:
	Building capacity in local authority and private sector sexual and reproductive healthcare providers in Viet Nam and Cambodia


	Technical Agency:
	Marie Stopes International



	Partner Agencies:                                   
	Marie Stopes International Vietnam (MSIVN) 

Marie Stopes International Cambodia (MSC)
Department of Health, Thua Thien Hue province

Department of Health, Vinh Long province



	Consultant title:
	Evaluation of the Government Social Franchise model + Innovative Health Financing Mechanism in Vietnam and Cambodia


	Reporting to:
	Country Directors of MSIVN and MSC


	Coordinating with:
	Project Managers/Research & Metrics Managers of MSIVN and MSC 


	Dates: 
	Quarter 2-3/2012


	Length of Contract: 
	37 days, including 10 days for primary and secondary data collection, analysis and evaluation tool development (6 days for Vietnam and 4 days for Cambodia); 15 days for field work including travel time (10 days for Vietnam and 4 days for Cambodia); and 12 days for writing specific case studies and report (8 days for Vietnam and 4 days for Cambodia). 


	Consultation fee:
	Daily rate is 400USD per day 

	
	

	Travel Arrangement:
	One economy return airfare from the place of the consultant and Cambodia and Viet Nam (Subject to agreement & reimbursement)

	
	

	Accommodation and per diem:


	To be arranged and paid directly by MSIVN and MSC


I. Background/context for the consultation
The Governments of Viet Nam and Cambodia have clearly articulated their commitment to improving SRH and FP. The Cambodian National Reproductive Health Programme aims to attain a better quality of life for all Cambodians by improving the reproductive and sexual health status of women, men, and adolescents. In Viet Nam, where health sector reforms are high in the Government agenda, the Joint Annual Health Review 2008 asserted that development of the Vietnamese health sector should be oriented towards equity and efficiency, should increase state budget investments to support social mobilization for health care, particularly in caring for the poor, should rapidly increase the share of public health finance to gradually reduce direct out-of-pocket payments from patients, build the capacity and increase the number of health staff at the grassroots level and increase the effectiveness of good governance in order to improve efficiency in health sector activities. Despite this, delivery is inconsistent across the two countries, with mountainous and rural areas particularly affected. 
With financial funding from Atlantic Philanthropies (AP), Marie Stopes International Vietnam and its Government partners, Provincial Departments of Health in Thai Nguyen, Thua Thien Hue and Vinh Long provinces are implementing a Government social franchise model for improved sexual and reproductive health care services at commune health stations in Vietnam. This project (2009-2012) is the second phase, after the first successful pilot in Khanh Hoa and Da Nang provinces of Vietnam. The project purpose is to strengthen capacity of government health networks, with a focus at the commune level, to deliver quality community-based family planning and reproductive health services by establishing a social franchising model.
Government social franchise (GSF) is an innovation in approaching public healthcare services in Vietnam. For the first time, business and marketing strategies are incorporated in a public health system, and MSIVN provided technical assistance to Provincial Department of Health for implementing the model. It aimed at improved service quality, increased services and accessibility, cost-effectiveness and equality in service accessibility. Under the “tinh chi em” brand name, Department of Health plays the role of franchisor, while the selected Commune Health Stations (CHS) are franchisees. Health staff of the franchisees received training on non-clinical subjects (e.g. service quality, demand generation), and updated training on clinical skills for sexual and reproductive health services. With the positioning statement of “understanding, privacy and devotion in healthcare”, GSF services were targeted at women of reproductive age. The model has established a network of “brand ambassadors” for promotion activities and mobilizing clients. Initially, there are 70 “tinh chi em” franchiseed CHS in three provinces of Thai Nguyen, Thua Thien Hue, and Vinh Long, under the financial fundings from the Atlantic Philanthropies (AP). In 2012, the Provincial Departments of Health in these three provinces decided to replicate the model into additional 30 CHS and 3 District Health Centers, making the total number of franchisees under AP’s funded project become 103.
With financial funding from European Union (EU), a regional project has been implementing in Viet Nam and Cambodia from 2010 – 2012 for building capacity in local authority and private sector sexual and reproductive healthcare providers in Viet Nam and Cambodia. The overall objective of this project is to strengthen non-state actors (NSA) and local authorities (LA) to increase the uptake of sexual and reproductive health care services with a focus on long-acting and permanent methods (LAPM) of contraception and safe abortion. A new approach, total market approach with participation of both LA and NSA as a network for providing SRH services for the local people has been piloted under this project. Based on the experiences and initial results of the piloted GSF under AP’s funding, there are 40 Commune Health Stations and 20 private clinics have been selected to join the network of “tinh chi em” in Thua Thien Hue and Vinh Long provinces of Vietnam. In Cambodia, there are 10 providers representing both LA and NSA sectors have been selected in Svay Rieng and Ratanakiri provinces. Main activities of this project include need assessment, training and network building of service providers, training of provincial health authorities, information education and communication to generate understanding and demand for service in population of final beneficiaries.
A voucher scheme was designed and piloted in both Vietnam and Cambodia as new form of healthcare financing for increasing the uptake of SRH and FP services in the target provinces. This was the first time instead of financial support for the inputs, payment for service providers now based on the results of providing high quality of RHFP services. In Vietnam, the voucher pilot based on the established ‘tinh chi em” franchised health facilities, while in Cambodia, it used MSC’s outreach model of service delivery. Services offered under this result-based financing mechanism included well-women check, comprehensive abortion care, and long term family planning that are not covered or not fully covered by National Health Insurance. The pilot in Vietnam received cooperation from Vietnam Social Security (VSS) who provided input in voucher management and claim verification. By involving VSS at national and provincial/district levels, the project also leveraged their expertise and systems in verifying claims, monitoring service provision and fraud protection. 

As both project will finish by December 2012, it is necessary to carry out a multi-component evaluation, focusing on the Government Social Franchising model and the innovative health financing mechanism (voucher scheme as demand-side financing), as well as other relevant end line requirement set in the project documents.
II. Description of the consultation

1. Objective of the consultation

The main objective of this consultancy is to conduct a multi-component evaluation of the projects described to answer the following questions:  

1.1 Is the “tinh chi em” model (GSF) effective in terms of increasing staff capacity, service accessibility and uptake, provider’s and client’s attitudes in Vietnam?
1.2 Has the Cambodia - Vietnam Innovative Health Financing (EU-funded project) contributed to increasing accessibility and quality of SRH services as well as improving LA and NSA’s  capacity management and supervision?
1.3 Has voucher been an effective demand-side financing mechanism to increase SRH service uptake and equity in Cambodia and Vietnam?
2. Responsibility and Expected Output

A. Responsibility 

The main responsibilities of the consultant are: 
1. Develop a proposal/methods of evaluation using project documents;

2. Develop tools (quantitative/qualitative) for conducting interviews and/or data collection;
3. Conduct interviews/data collection with relevant stakeholders (might need to hire local interviewers);

4. Synthesize a database of qualitative/quantitative data (routine and non-routine);
5. Conduct data analysis; 

6. Writing up case studies and final evaluation report.

B. Expected output
1. Final protocols, tools, and database;
2. Final database of quantitative and qualitative data; 

3. A case study describing “tinh chi em” model in accordance to objective 1.1 (4-6 pages) and highlighting key results and lessons learnt;
4. A case study describing Cambodia - Vietnam innovative health approaches + vouchers programmes (4-6 pages) and highlighting lessons learnt;
5. A final evaluation report synthesizing both objectives (2 + 3) outlined above (10-15 pages).
3. Suggested Methods of Evaluation
It is suggested that the following methods will be used to inform the evaluation (although, not exclusively). Final proposal/method of conducting evaluation will be reviewed and approved by the research teams in MSIC and MSIVN.  The consultant will execute the following activities with support from Project teams and Research and Metrics teams of MSI/MSIVN/MSC as well as other experts as necessary in the UK, Viet Nam and Cambodia:

3.1 Desk review of secondary data & projects documents: 1) Secondary data include monthly routine clinic data on service utilization and uptake; 2) Project data include: a) project proposal; 2) project documents; 3) implementation and M&E plans; 4) progress reports; and 5) other reports/documents relating to the projects.
3.2 End-line health providers and facility assessment survey: This will include conducting assessments of selected government and private sector health facilities to determine their capacity, quality, and interest in participating in the project. This will also involve a critical review of the project effectiveness in terms of service provision, specifically number of SRH and FP services offered by providers; type of SRH and FP services offered by providers; number of client visits; uptake of LAPM contraception and essential SRH services; and client satisfaction rates. This might take form of a semi-structured questionnaire.
3.3 End line knowledge, attitudes and practices study: To assess the effectiveness of project interventions on improving attitudes and health seeking behaviors of final beneficiaries towards SRH and FP and the provision of services at the local level. Information will be collected on current service use, perceived need for SRH and FP services, perceived barriers to accessing SRH and FP services including affordability and cultural attitudes and future use of SRH and FP services.  This component will be explored community and women’s perceptions of GSF, Innovative Health Approaches, and Voucher Scheme.
3.4 Government Social Franchise (GSF) model in Viet Nam and Case study  for both Viet Nam and Cambodia: Field visits, key informant interview among project staff and relevant stakeholders, etc. can be conducted to document operation and management of GSF model, and capacity strengthening for heath sector at communal levels in Viet Nam. The case study for Viet nam and Cambodia will show how health reform in Viet Nam and Cambodia has opened up opportunities for improvements in public provision and increased the potentials for NSA providers to deliver services under a range of innovative public financing mechanism. At the same time, this will document the results of the piloted OBA/vouchers schemes in Viet Nam and Cambodia. 

4. Deliverables

4.1 A case study about GSF model, “tinh chi em” in Viet Nam
4.2 A case study about LA and NSA experiences in participating in the project and the results of the piloted OBA/vouchers schemes in Viet Nam and Cambodia
4.3 Project final evaluation report (for Viet Nam component), which cover information/ data of End line health facility assessment study; End line knowledge, attitudes and practices study; analyze the findings as well as recommendations and lesson learnt.
5. Time and location
· Tentative time: The consultancy is expected to begin within the second quarter of 2012, and to be completed by the end of the third quarter of 2012. 
· Work location: Hanoi, Thua Thien Hue and Vinh Long provinces (Viet Nam) and Cambodia  
6. Suggested Schedule

· Maximum 10 days for preparation (Review project documents: proposal, logframe, work plan, baseline reports, voucher reports. Develop consultancy schedule and draft instruments for data collection)

· 15 days of field works   

· 12 days for completion of consultancy report
Total number of consultancy days paid: 37 days 

7. Payment

· Consultation payment: Daily rate US$400 per day 
400USD/day x 37 days = 14,800USD

in words: (Fourteen thousand Eight hundred US Dollars only).

· Accommodation charges paid by MSIVN/MSC for consultancy work in the project sites (number of nights and the unit cost per night are to be defined, depending on the consultancy length)

· Per diem paid by MSIVN/MSC for consultancy work in the project sites, according to the per diem policy of MSIVN/MSC
· Air fare, taxi fare are paid for consultancy work by MSIVN/MSC as verified by MSIVN’s/MSC’s in-charge personnel
8. Resources

The following human resources would be provided to the consultant during his/her work: 
· Project Managers will work directly with the consultant to coordinate necessary activities under the consultancy framework
· Research and Metrics (RMT) team at MSIVN, MSC, and MSIUK offices will provide technical input as necessary for the consultant’s work in Viet Nam and Cambodia
· Relevant materials: Need assessment report and case study of AP-funded project, routine data, project reports, project documents, etc. 
9. Qualification and experiences

· Minimum Master Degree in Public Health or Medicine (Post-graduate degree highly desirable)

· Demonstrated knowledge and understanding of Sexual Reproductive health as well as healthcare systems in Viet Nam and Cambodia 

· Previous experience in community assessment and consulting
· Demonstrated skills and experience in design and implementation of research projects. 

· Excellent command of the English language.

· 3-5 years of experience of working in relevant field.

Point of contact from MSIVN/MSC:

During the consultancy work, the consultant will contact the Project Managers via below numbers and addresses for any necessary assistance and/or coordination. The Project Managers will communicate with other relevant technical personnel within MSI/MSIVN/MSC as required to provide technical input during and for completion of the consultancy. 
Ms. Nguyen Thi Quy Linh

Marie Stopes International Viet Nam 

Apartment No. 201 - 205, A1 Building 

Van Phuc Diplomatic Compound

298 Kim Ma Road, Ba Dinh District, Ha Noi, Viet Nam

Email: linh.ntq@

 HYPERLINK "http://mariestopes.org.vn/" \o "http://mariestopes.org.vn/" \t "_blank" mariestopes.org.vn
Tel: +84 (4) 3 722 5471/72  ext. 204; Fax: +84 (4) 3 722 5503 

Mobile: 09 03 41 56 28

Ms. Socheat Chhoeur

Marie Stopes International Cambodia

#9, Street 476, Sangkat Tuol Tompoung I,

Khan Chamcar Morn, Phnom Penh, Cambodia

Email:   socheat.chheoeur@mariestopes.org.kh
Skype: chheour.socheat
Tel: +855-23 994 083 or +855-23 994 082

Mobile: (855)12 610 912

Fax: +855-23 994 081
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