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Making a Difference for Children:

A VISIT WITH TARISAI

In a small African town, a women’s organization provides services to orphans in the surrounding rural communities.  The group, founded and resourced by an expatriate and staffed almost entirely by women from local church groups, visits each home on average once a month. During the visit, which lasts about half an hour; the women check on the children and drop off donated goods such as flour, oil, and salt. One of the families they assist is headed by a 12 year-old girl named Tarisai, who lost both of her parents to HIV/AIDS. Tarisai, who has cared for her nine year-old brother and six year-old sister since she was ten, is at home when the volunteers arrive. Her grass-thatched home is spare; with a metal teapot and set of plates arranged neatly on a mud shelf, and thin bedrolls stacked in the corner. Outside there are no livestock, nor any trees for shade. The granary stands dilapidated and empty. Soon after the visitors go inside, two men from the homestead next door, enter without asking permission. They sit against the far wall and stare at Tarisai throughout the visit. Tarisai does not attend school because she has to care for her siblings. Her brother does not attend because he does not have a uniform or school supplies -- when he tried to attend in his only set of clothes, the other children made fun of him. Tarisai’s sister does not attend school because she is regularly ill. Tarisai spends between five and ten days a month traveling to the health center with her sister.  Because she is a child herself, Tarisai is not allowed to make health decisions for her younger sister, which has made access to needed care difficult. The home visitors have only been able to speak to Tarisai without the men present on one occasion. During that visit she burst into tears and could not be consoled.  The visitors could not get her to calm down enough to speak to them. They stayed as long as they could, but had to move on to visit the other families on their list. The visitors believe that it is likely that the men take the food goods that they bring to Tarisai and her siblings every month, and they fear that Tarisi is sexually abused as well.   

---Adapted from Kendall and O’Gara, forthcoming 2007.

Introduction

The example above illustrates how difficult it can be to respond to the complex needs of vulnerable children. In this case, Tarasai had adequate shelter in the home left to her by her parents, she was receiving food assistance, and had access to education and medical care.  Further, the community was aware of her needs and making efforts to monitor her well-being.  Unfortunately, these services did not appear to be making a difference for Tarasai.  The education and health systems that were in place were not prepared to deal with the special needs of Tarasai and her siblings. The food assistance was not provided in a way that guaranteed that it was consumed by the intended beneficiaries, and, in spite of the fact that caring volunteers were visiting Tarasai at home regularly, her physical and emotional safety  were not protected.  
The aim of this facilitation tool is to assist communities, governments, and civil society organizations to examine services for children like Tarasai through the lens of quality assurance and improvement (QAI).  Through a standards-based approach to care, the laudable intentions, commitment and effort of these actors can be translated into real improvements in child status and well-being.  This tool outlines a process whereby organizations can agree on common guidelines for care for the various core services for vulnerable children.  These standards should be evidence-based and appropriate to the local setting.  

This facilitation tool also addresses standards for coordination of services, so that children receive the right cluster of services to meet their needs. Without the right cluster of quality services, children cannot receive quality care that makes a difference to their well-being. For example, nutritional support and ARV treatment work together synergistically, and are much less effective individually.  Similarly, access to education without the needed psychosocial support may invalidate educational benefits for a child.  In the case above, Tarasai did not receive legal protection from abuse or needed economic strengthening. Because Tarisai did not have the right cluster of services, the services she did receive were rendered ineffective.  Coordination of care to determine the proper cluster of services is critical not only to ensure effectiveness, but also to ensure efficiency.  In an environment where resources are scarce, providing a child with an unnecessary service means withholding that care from a child in need. Thus, it is critical to provide children with the right cluster (no more, no less) of services.   
Once valid, appropriate and reliable standards and guidelines are established, their impact can be assured and enhanced with other QAI strategies such as effective supervision, monitoring, and process improvement.  Development of networks for sharing, called Communities of Practice, can also facilitate rapid sharing of innovations in care and scaling up services to reach as many children as possible. The process for facilitation of standards presented here is placed in a context of a 4-phased process for incorporating these critical QAI activities into the management of care for vulnerable children.
Your Questions

Quality? Aren’t we already doing that? 
In recent years, many important initiatives relating to vulnerable children have addressed quality, both directly and indirectly.  Progress has been made in efforts to define and address the needs of orphans and vulnerable children through the development of national outcome standards, National Plans of Action (NPAs), and Rapid Assessment, Analysis and Action Plans (RAAAPs).  Efforts to standardize and harmonize monitoring and reporting requirements, such as the Community Level Program Information Reporting for HIV/Programs (CLIPR) promise to improve program consistency and accountability. The aim of the standards-based QAI effort presented here is to establish consensus on the content of care for each service outlined in NPAs for OVC and the OGAC OVC Guidance.   In this way this facilitation process builds on progress to date by enabling implementers to more objectively express OVC service expectations, in the form of guidelines for the process of care, in order to assure that services truly make a difference for children.  
Aren’t coverage and access more important than quality?  

Quality care as defined here includes access as one of its dimensions, with effectiveness and efficiency as two others.  Thus, a QAI approach aims to improve coverage (reach more children), effectiveness (make a difference for each child), and efficiency (coordinate providers of various services to avoid duplication, wasted resources and unnecessary care).  The quality approach enables rapid spread of innovation and best practices, which leads to further progress in coverage rates.
Given the crisis, shouldn’t we focus on “good enough” care to as many children as possible, rather than providing the highest quality care to a few?

Quality care does not necessarily mean optimal care.  The focus here is on defining critical or minimal components for each of the core services, which still achieve the desired impact.  This “critical minimum for quality” helps programs make a difference for children, and at the same time avoids wasting resources on ineffective or unnecessary care. The concept of performance thresholds adds further flexibility, in that realistic goals for “good enough” care can be defined and then revised over time as appropriate in the local context.  
How does this QAI effort relate to the reporting that we already do?

Reporting on services delivered is very important.  This data informs program managers and donors about the number of children served, and, when related to population-based data, may allow you to estimate how well you are meeting the needs in your community or service area.  However, reporting data does not tell you about the quality of those services or whether or not you made a difference for the children served.  QAI data will complement your reporting information to show that the care you provided was effective. Evaluating quality routinely is a powerful way to assure that you are meeting you pledge to children.  It can also be helpful in your efforts to gather additional resources, both from sources inside and outside the communities served.

How can I use this guide?
This guide is intended for facilitators who have expertise in OVC care, quality assurance or both.  It is intended to be studied completely, but used flexibly, as every local context will require adaptation.  The insights of local leaders almost always outweigh the internal logic of the methods, which can and should be used creatively!  
Part I of this guide provides the context for a consensus-based standard setting effort. It reviews the core services which comprise a continuum of care for orphans and vulnerable children, and outlines some key concepts relating to coordination of care. It also presents the Child Status Index, a compact instrument that can be used to assess individual child status and determine which services are needed.  Finally, it frames the standard setting effort as part of a 4-phase strategy for introducing and implementing QAI into programs for vulnerable children.  
Part II,   presents the core of the standard setting process in the format of workshop guidelines that draw on local best practices and the evidence base for OVC care.  The workshop employs basic concepts related to quality, such as an operating definition of quality care and the dimensions of quality. Drawing on these resources the workshop takes the group through a process of developing and drafting standards, with illustrative examples from core services for orphans and vulnerable children.  Draft standards may take the form of evidence-based practice guidelines, flow charts, or standard operating procedures.  This section also provides guidance about proper preparation and follow-up to the workshop, which are critical for success, both in terms of reaching consensus about standards and ensuring that the standards are of high quality. 

Part III gives a brief overview of QAI strategies that can enhance implementation of standards.  It focuses on supervision, process improvement, and the “Community of Practice” model for ongoing coordination and collaboration, which can help partners in their efforts to develop and spread best practices across the broad array of services that comprise quality care for orphans and vulnerable children.  
Part IV discusses the relationship of monitoring, evaluation and reporting and QAI.  It discusses information gathering implications of the various QAI strategies, and addresses the importance of coordination and streamlining data gathering efforts.  
Appendices provide illustrative standards for core services, examples of draft standards from Namibia and Ethiopia where this process was field-tested to date, and sample agendas, forms and guidelines to use in the workshop. A glossary of quality-related terms is also included. 
Part I:  Setting the Context for Establishing Standards
According to UNICEF statistics, the number of orphans due to AIDS in Sub-Saharan Africa is increasing rapidly, from 550,000 in 1990 to an estimated 18.4 million in 2010.  These estimates do not include many additional children who, while not orphaned, will be made vulnerable by their family’s exposure to HIV/AIDS. These children are vulnerable because of the direct impacts of parental illness, associated emotional and economic stress, and the burden of being a child caregiver for parents and/or siblings.  In the face of this great need, it is urgent to reach all of these children quickly and support their care.  This section reviews the spectrum of services that are needed by OVCs as well as some tools and approaches to monitor child status and assure quality of care.
The Scope of Care for Children Affected by HIV/AIDS

Children who are made vulnerable by HIV/AIDS require a multi-sectoral approach to meet their needs. These strategies must begin with an understanding of the assets and resources available in a community, and work to strengthen and complement them so that they can become a reliable source of support for the child.  Thus, services can be offered in the context of a community-based, child-centered process that includes elements such as identification of needs and assets, training, monitoring and evaluation.  This section describes the core services needed by vulnerable children and outlines a process for coordination of care that ensures that the right cluster of services reaches vulnerable children and their families.

Core Services 

The US President’s Emergency Plan for AIDS Relief defines 6 core service areas that can be used in combination with economic strengthening efforts to assist children, families and communities.  Taken together these 7 components define a broad continuum of care that can provide for the complex needs of children. They are: 
1) Food and Nutrition Support.  These services have the desired outcome of enhancing nutritional status and preventing deaths due to malnutrition among vulnerable children.
2) Shelter and Care.  These services have the desired outcome of ensuring that no child goes without shelter, clothing, access to clean safe water or basic personal hygiene, and that children have at least one adult who provides them with love and support.
3) Protection. These services have the desired outcomes of reducing stigma and social neglect as well as insuring access to basic rights (birth registration, inheritance claims, unification of siblings) and services, and protecting children from abuse and exploitation.  
4) Health Care. These services have the desired outcome of meeting the health needs of children according to their age, providing primary care, immunization, treatment for children when they are sick, ongoing treatment for HIV positive children, and HIV prevention.
5) Psychosocial Support. These services have the desired outcome of ensuring that children have the human attachments necessary for normal development and that children can participate cooperatively in activities such as school, recreation and work with other children and adults.  
6) Education and Vocational Training.  These services have the desired outcome of ensuring that vulnerable children receive educational and vocational opportunities in accord with community norms and market-driven employment options.
7) Economic Strengthening. These services have the desired outcome that families are able to meet their own needs economically, in spite of changes in the family situation due to HIV/AIDS.
Each of these core areas has service  requirements Levels…..a more detailed description of each service, based on Programming Guidance for USG Implementing Partners, is found in appendix A.

Coordination of Care and the Child Status Index
Coordination of care is the critical integrative activity that assures that services have the desired impact.  Coordinated care can be broadly defined as a child-focused process that augments and coordinates existing services and manages child wellness through advocacy, communication, education, identification and referral of services. While it is critical that care is coordinated for each individual child, there are many activities that must be carried out at the community, region and system level.  The discussion below addresses coordination of care at the point of service delivery, presents a tool for assessing and monitoring child status, and describes coordination of care challenges at the community and system level.  Appendices X and X include examples of service delivery guidelines for Coordination of Care.
Coordination of Care at the Point of Service Delivery

At the child/household level coordination of care involves planning care for a child or family, monitoring care, and making adjustments to the combination of services when needed.  Coordinators of care will usually provide both direct provision of care and referral for services.  This means that a care coordinator might provide psychosocial support and assistance with registration for schooling directly, but may be in a referral role with respect to legal and health services.  Ideally, coordination of care takes place in the context of a home visit so that all the relevant aspects of the child’s situation may be reviewed, but tools and approaches can be modified so that this individual assessment can take place in a group setting such as a school or feeding program or youth group. Regardless of whether the needed service is directly provided or arranged for through referral, the home visitor/coordinator should monitor ALL the services that the child is receiving on an ongoing basis.
The Child Status Index

One tool that can be helpful in determining which cluster of services is needed by an individual child is the Child Status Index and the Child Status Record.  Equally useful for initial assessment and follow-up monitoring, these tools focus on critical minimums and are flexible enough that users can adapt criteria to local realities.  

The child status index is based on 12 measurable goals related to the 6 core services that, taken together, approximate a standard for overall child health and well-being. The twelve goals are as follows:

1. Food Security:  Child has sufficient food to eat to sustain and active and health life at al times of the year.

2. Nutrition and Growth: Child is growing well compared to others of same age in village.

3. Shelter: Child has shelter that is adequate, dry and safe. 

4. Care/Attachment:  Child has at least one adult who provides consistent love and support.

5. Abuse and exploitation: Child is safe from any abuse neglect or exploitation.

6. Legal protection: Child is fully protected legally. Has civil registration, inheritance rights protected, future guardian identified, if necessary.

7. Wellness: Child is healthy.

8. Health Services:  Child has access to needed services: preventative and treatment

9. Emotional health: Child is happy and content with a generally positive attitude.

10. Social Interaction: Child is cooperative and enjoys participating in activities with other children and adults.

11. Educational/Vocational Performance: Child is achieving well at home, school, job training or work. Is acquiring knowledge and skills as expected.

12. Educational/Vocational Participation: Child is enrolled and attends school, vocational training, or works (appropriate for age).

The index includes a 4-point scale for each goal so that the child’s well-being can be assessed as good, fair, bad, or very bad.  Composite scores can also be calculated.  The goals themselves, as well as the rating guidance, are phrased in ways that allow for some local variation, yet the measures are still meaningful critical minimums. The accompanying Child Status Record, which records status over time, indicates services received, and identifies critical events that have occurred in the life of the child. This can serve as an excellent tool for ongoing coordination of care. The Child Status Index and Child Status Record are included in Appendix B.

Coordination of Care at the Community and System Level 
Effective coordination of care at the point of service delivery requires a great deal of coordination an information sharing at other levels.  The following activities must be carried out to enable coordinated care and referral at the household level:
Community mobilization is required to organize the resources (human and other) to design, lead and implement activities related to OVC care at the local level. This usually involves forming committees at the village levels, or empowering existing groups to address OVC issues.  The process involves dialogue within the community to foster recognition and ownership of the problem, identification of community resources, setting priorities, and developing and implementing action plans. Community leadership from the outset facilitates success and sustainability of coordinated care.  
Service mapping is needed to identify resources and gaps in the continuum of care at the local level.  Information about what services are available, who is eligible and how services are accessed (registration procedures, criteria, etc.) must be gathered and relayed to the service providers who will coordinate care at the household level.  Care coordinators, in turn, can then educate caretakers about available services.
Network building is also critical for coordinated care.  Network building refers to the development of a web of relationships among implementing partners, civil society organizations, government agencies, donors, experts in universities and the private sector.  Network building involves meetings, sharing of information, and joint efforts to make policy, and to plan, implement, monitor, and evaluate programs. 
Finally, it is important to note that coordination of care is a joint responsibility of the community, government, civil society and implementing agencies. Each of these groups will have different organizational strengths, technical capabilities, and resources available.  
Overview of a Standards-Based Approach to Quality Assurance and Improvement(QAI)

 “The impact of the HIV/AIDS epidemic is most profoundly reflected in the lives of children, whose very survival and development are at stake.”







--(Unicef, UNAIDS, USAID, 2004) 
To make a meaningful difference for children made vulnerable by HIV/AIDS, we need to ensure that they have access to the broad spectrum of coordinated services described above. Further, the services offered must be based on best practices and evidence, and reflect expert and indigenous knowledge and wisdom about the needs of children.  
Quality assurance and improvement (QAI) can be defined as a process or processes that systematically monitor and evaluate services or overall care to ensure that program standards are being met and are regularly updated to reflect current knowledge, and that gaps between expectations and results are routinely identified and addressed.   Quality assurance and improvement (QAI) strategies address concerns about service quality, access and efficiency. They can enable service providers to innovate and scale-up rapidly, so that OVC programs and services can reach as many children as possible.
QAI is based on several core principles including 1) data-based decision making, 2) a reliance on a multi-disciplinary team approach, 3) a client-focus, and 4) a methodology that stresses system modeling and process analysis.  These principles are reflected in the standards development process described below, as well as the other QAI strategies outlined in Part IV. 

QAI efforts are comprised of 3 complementary and interdependent activities, sometimes referred to as the quality triangle.  They are 1) defining quality, which focuses on setting standards and designing systems; 2) measuring quality, which gathers information about process and outcomes, both on a routine and ad hoc basis for the purpose as assuring and improving quality and; 3) improving quality, which includes a variety of methods of varying complexity which are oriented toward closing the gap between what is expected and actual performance.

QAI strategies to achieve desired outcomes can begin with any of these three activities, depending on the needs of a given situation and the activities that have already been carried out.  However, QAI experts have judged that a standards-based approach will generally be the most effective starting point for OVC care.  This means that programs will be encouraged to work together to define quality (based on mutually agreed upon desired outcomes), set and communicate standards, and support implementation with a variety of QAI strategies.  Ongoing monitoring of compliance with standards, and ongoing revision of standards as the knowledge base about best practices grows are also critical to QAI efforts in OVC care.  The following 4-phase strategy introduces QAI in a way that works synergistically with existing efforts to plan and deliver services and monitor outcomes.    

Phase 1:  Conduct Situation analysis 

The situation analysis phase is designed to ensure that, before embarking on a participatory standards setting exercise, all the current relevant information related to OVC programming and partners is available. This phase includes: 1) definition and clarification of desired outcomes for the country in question by reviewing existing efforts (National Plans, M&E efforts, etc.) and drawing on the Child Status Index, 2) exploration of the evidence-base and best practices for services to be considered so that a body of locally relevant information is available, and 3) identify all actors who should be involved in defining how care is provided and coordinated. It is particularly to important to identify local leaders in government and civil society who can serve as champions for QAI and following through on the process of achieving consensus and implementation.
Phase 2:  Establish consensus about service standards

During this phase an interactive format, usually a 2-3 day workshop as described in Part II, is employed to develop a set of common service standards in line with national plans for OVC care.  This phase uses a participatory process to develop or review standards with the QAI methods, followed by an iterative review and revision until approval by partners is achieved.  The methodology starts from desired outcomes and applies the dimensions of quality to enable systematic analysis of services and care.  Perspectives of various stakeholders are taken into account (children, caretakers, communities, service providers, civil society and government leaders, etc.).  This information, combined with input about best practices and existing programs are then used to draft standards.  Once standards are drafted they are reviewed, revised and approved by participating partners.

Phase 3: Employ QAI strategies to implement standards

During this phase selected QAI strategies are used to ensure implementation of standards at an operational level.  These strategies can include training, supportive supervision, and developing simple systems for monitoring compliance with standards and selected outcomes. This phase is expected to result in quality operational standards, job aids and other tools to enhance quality, and quantitative evidence of compliance with standards.
Phase 4: Ongoing QAI Support to Maintain and Enhance Quality Care
Once standards are in place, additional QAI strategies, including process improvement and development of networks or communities of practice, can be employed to sustain improvements, to foster scale-up, and to enhance rapid adoption of effective innovations and advances in best practices. Quality OVC services need on-going attention, both in terms of monitoring and in terms of actions to achieve improvements. 
Part II:  A Workshop to Establish Service Delivery Standards for OVC

This section presents a process for developing consensus about service delivery standards for vulnerable children.  It then describes the preparations a facilitator should carry out before a workshop, presents a process for standard setting, organized into x sessions which can be carried out as a series of meetings or in the format of a two-day workshop.  It follows with a description of the follow up tasks that will be necessary after the workshop to be sure that local partners revise and refine the draft standards, achieve true consensus and implement the new service delivery standards.
Before the Workshop: Situation Analysis

As is described above, situation analysis before the workshop aims to insure that all relevant background information about standards, best practices, and standards-related activities carried out to date locally is reviewed and summarized before the workshop so that the workshop can be grounded in local realities.  Key pre-workshop activities include: 1) determination of which services will be addressed, 2) definition and clarification of desired outcomes, 3) exploration of the evidence-base and best practices for services, 4) identification of who should participate in the standard setting process, and 5) identify local champions for QAI who will facilitate the process of achieving consensus and implementation.

The pre-workshop preparations should involve a level of effort of one to four person weeks depending on the number of services and organizations involved and the amount of background that workshop planners already have.  Ideally this phase is carried out by in-country experts who have in-depth knowledge of programs and implementing agencies and policy initiatives. It can also be carried out by outside consultants if local guidance is provided.
1.  Determine which core services will be addressed in the workshop

The decision about what services the workshop should address should be made in advance of the workshop in consultation with key stakeholders from the community, government, civil society and donor communities.  While it is tempting to try to address all services, it is often wise to focus initially on 3 or 4 services, along with coordination of care, which should always be addressed. In this way the group can learn the process well, and apply it to the remaining services with a second workshop or series of meetings.  Some questions to help stakeholders decide which core services should be chosen are:

· What are the most needed services?

· What services are most implementing agencies involved in providing?

· In what areas are improved service standards most likely to make a difference?

For the development of service standards it is preferable to focus on services that are provided directly by the implementing agencies rather than services where referral alone is involved (for example health care and legal services). While referral is important to assure that the child receive the complete cluster of needed services, it will be addressed in coordination of care, and meaningful service delivery standards cannot be developed without the involvement of the actual service providers. 
2.  Define and clarify desired outcomes for each core service
In order to complete the process of drafting standards in the timeframe of a two-day workshop it is important to begin with well-defined desired outcomes that reflect what is happening nationally and internationally in OVC care.  Desired outcomes can be defined with stakeholders based on the following sources:

· Review National Plan of Action for orphans and vulnerable children
· Review M&E indicators defined to date
· Relate Desired Outcomes to Child Status Index

· Based on the above and discussions with stakeholders, develop a simple list of desired outcomes for each service to use at the workshop
3. Exploration of the evidence-base and best practices for services
It is challenging to find a peer-reviewed evidence base for every aspect of OVC care.  While it may be true that common sense dictates what the content of care should be for some services, there is a knowledge base about what makes a difference for children, as well as information about well-intentioned care that might be harmful. Thus, it is important to review the evidence-base as well as program-based best practices and local experiences.  Some sources of information might be the following:

· Published literature about needs and care guidelines for vulnerable children from various implementing agencies (see bibliography).

· Local experts who can speak about best practice and evidence-based care in specific areas.  If these individuals are available they might be invited to speak at the workshop.

· In the absence of or in addition to the two items above, it is important to begin with some grounding in current practice.  Selected participants can be asked to prepare information about the services they provide or to bring their own guidelines if available. If they do not have written guidelines they could be asked to prepare a flowchart of a specific service in advance of the meeting.  Experience has shown that simply asking for this is not enough.  Organizers should follow up so that there is something about local practice for each service to present in advance of the meeting. 

While this is a challenging aspect of preparation, a focus on best practices is very important to ensure that the standards that result from the process are valid and effective. Consensus and group brainstorming alone is not enough to produce a quality standard. 
4. Identify who should be involved in the workshop

QAI is based on the principle of a participatory process analysis that includes multi-disciplinary expertise, administrative representatives, and client perspectives.  This kind of participation in the process is important not only because it ensures that the standard is of high quality, but it also leads to ownership and commitment to the new standard, which makes the implementation process go more smoothly. An initial standard setting exercise will likely include program managers and some key staff from across PEPFAR OVC programs (and other-funded programs and government representatives).  OVC program managers and other stakeholders will have the role of taking the drafted standards back to other staff and volunteers for further refinement.  These participants will take the lead for harvesting input on the initial draft of standards. Other who will need to be engaged include front line workers, volunteers, caregivers and children, program administrators, community leaders, and individuals with expertise in each of the service areas. 

Experience has shown that the workshop works best with a minimum of 25 participants (so there are enough for the service specific small group sessions) and a maximum of 50 participants (particularly if you want to review 4 or more services).  Ideally the workshop should include representatives from government, civil society organizations and community-level implementing organizations.  In many situations rather than convening the complete group of stakeholders, the aim will be to convene a representative group, with other being involved in the process of review and refinement after the workshop.  Consider the following in determining who will participate in the workshop:
· Consult with various stakeholders to determine who should participate. Explain that while not everyone can participate in the workshop, there are additional opportunities to be in involved in the process once standards are drafted.

· The perspectives of children and caregivers should be included the in the workshop.  They can participate as integral members of small groups. Alternately they can asked to comment and respond on the presentations of small groups.  Their input can be sought before hand or in separate meetings.  Organizers should consider the best ways for children and caretakers to participate meaningfully and comfortably in the process.
5. Identify local champions for QAI and following through on the process of achieving consensus and implementation.

Ideally workshop planner will identify one or two leaders who are willing to facilitate the post-workshop standard setting process.  Leaders in government and civil society who can serve as important champions for this effort and their insights and commitments are needed for success.  If additional commitment and leadership potential is identified during the workshop, these leaders can be added to the team.  Facilitators should try to keep the leadership team small, and assist the group to clarify roles and responsibilities during the workshop or soon after.
You are ready to conduct a workshop when the following conditions are met:

· You have a list of participants who represent key implementing agencies who will participate. You have developed strategies to include the perspectives of children, caretakers, communities and implementing agencies.

· You have a list of desired outcomes and agreement about which OVC core services the  workshop will address.
· You have summary information about local and regional best practices and evidence basis for services for each of the services that you plan to address, and if possible, local leaders who can represent that expertise in the workshop.
· You have identified local leaders who will follow up on the process after the workshop.
The Workshop

The aim of this workshop is to provide a facilitated process for developing consensus on evidence-based service delivery standards. Appendix C includes workshop resources including an illustrative workshop agenda, a participant handout that summarizes core content, instructions and worksheets for group exercises, and an evaluation form that can be adapted for use.

Workshop Objectives
· Present a participatory methodology for developing common service delivery standards that are based on agreed upon desired outcomes. 
· Share best practices and evidence basis for critical components of OVC care.

· Develop service delivery standards for selected core services. 

· Encourage ownership and adoption of new standards by encouraging all implementing agencies to interact, modify and refine best practices.

· Introduce QAI strategies that can support implementation of standards and other quality improvements. 
Facilitator qualifications
The facilitator/workshop team should have the following experience and expertise:
· Familiarity with OVC programs

· Communication and facilitation skills (if possible in local language)
· Practical understanding of indicators, data collection and use for program improvement
· QAI skills, especially in developing standards
· Training Skills

· Ability to modify workshop as needed to achieve objectives.
Workshop Content
Session 1:  Welcome, Introductions and Icebreaker: Making a Difference for Children

Time: 1 to 1.5 hours
Materials: Blank paper (1/2 sheets without lines) and writing implements
Methods: Presentation, reflection and discussion
Session Content:
· Welcome (local officials and sponsors)

· Overview of Workshop Objectives with Q&A (facilitator)

· Introductory Icebreaker: Making a Difference for Children (facilitator)
State that the overall goal of QAI for OVC is to make a measurable difference in the health and well-being of children served. One very powerful way to do this is by naming the children we serve and focusing on their specific needs.  A focus on the individual child at the point of service delivery helps program efforts stay aligned with desired outcomes in a complex environment. The critical question at all levels is “Are we making a difference for children?”

Read “A Visit with Tarasai” from the introduction of this guide, then engage the group in a brief discussion of the case.  Guiding questions:  What did Tarasai need?  What services did she receive?  Did they make a difference for her or her siblings?  
Ask participants to reflect on the situation of a child that they know who is vulnerable due to HIV AIDS.  On the blank ½ sheet of paper provided they will draw the child (profile or face) and write the child’s name and some key words that tell that child’s story.  Guiding Questions:  What challenges and problems is this child facing?  How does this child feel? How does this child cope with his or her situation?  Read the Poem “All Alone” (below) to initiate the reflection period.  (A brief poem or narrative written by a child from the country where the workshop is being held may also be used.)
All Alone

Out and unguarded

Feeling of mourning

Cautious ways

No way around

Fearing life

Confused

Wanderer

But a gift from the heart… is hope’s call. 

---K. Brown 2006
Introductions: After 5-10 minutes ask participants to introduce themselves (name and organization) and then to introduce their children with a brief description.  The child profiles can be posted on a wall or flip chart in collage form so that they are visible throughout the workshop. 
Summary: Facilitator can make summary remarks and lead into the next session by stating that QAI is a set of tools and strategies which help ensure that programs make a difference for children.
Session 2:   Desired Outcomes and the Quality Triangle

Time: 1 hour
Materials: Participant handout: Key Concepts
Methods: Presentation and discussion
Session Content:
What are Outcomes? Outcomes are benefits or changes in participants' knowledge, attitudes, values, skills, behavior, condition or status.

Why Focus on Desired Outcomes? First, awareness about desired outcomes and how to achieve them helps staff and volunteers at all levels to focus on priorities in their daily work, so that services can be more effective and efficient. Second, measurement of outcomes provides objective feedback to organizations about how well they are achieving their goals and objectives.  Third, a focus on desired outcomes help programs to discern what strategies work and what strategies are ineffective, so that an evidence base for care can develop, enhancing ability to achieve desired outcomes in the future.  Fourth and most importantly, an outcomes orientation keeps the focus on making a difference in the lives a children.
What are Desired Outcomes for Each Service?

Efforts to define desired outcomes have been carried out by donors and leaders in a number of countries.  Some desired outcomes that have been defined by PEPFAR are included in the following table.  The specific measurable goals that are listed are from the recently developed Child Status Index and Record (see appendix  B).
These outcomes express clear and measurable outcomes for children, and at the same time allow for some flexibility in interpretation that will allow for local adaptation.  

Desired Outcomes for Core OVC Services
	Core Service
	Desired Outcome 
	CSI Measurable Goals

	Food and Nutrition

Support

	To enhance nutritional status and prevent deaths due to malnutrition among vulnerable children.

	Food Security:  Child has ufficient food to eat to sustain and active and health life at al times of the year.

Nutrition and Growth: Child is growing well compared to others of same age in village.

	Shelter and Care  


	No child goes without shelter, clothing, access to clean safe water or basic personal hygiene. Children have one adult who provides love and support.
	Shelter: Child has shelter that is adequate, dry and safe. 

Care/Attachment:  Child has at least one adult who provides consistent love and support.

	Protection

	To reduce stigma/social neglect, insure access to basic rights (birth registration, inheritance claims, unification of siblings) and services, and protect children from abuse and exploitation.
	Abuse and exploitation: Child is safe from any abuse neglect or exploitation.

Legal protection: Child is fully protected legally. Has civil registration, inheritance rights protected, future guardian identified, if necessary.

	Health Care

	children receive primary care, immunization, treatment  when they are sick, ongoing treatment if HIV positive, HIV prevention.
	Wellness: Child is healthy.

Health Services:  Child has access to needed services: preventative and treatment.

	 Psychosocial
 Support 

	Children have the human attachments necessary for normal development and participate cooperatively in school, recreation and work with other children and adults.  
	Emotional health: Child is happy and content with a generally positive attitude.

Social Interaction: Child is cooperative and enjoys participating in activities with other children and adults

	Education and 
Vocational Training

	Children receive educational and vocational opportunities in accord with community norms and market-driven employment options.
	Educational/Vocational Performance: Child is achieving well at home, school, job training or work. Is acquiring knowledge and skills as expected.

Educational/Vocational Participation: Child is enrolled and attends school, vocational training, or works (appropriate for age).

	Economic
 Strengthening. 
	Families are able to meet their own needs economically, in spite of changes in the family situation due to HIV/AIDS.
	----------------------------------


What are the Desired Outcomes for ____________(name country)?  Now that internationally defined outcomes have been reviewed, the facilitator or a representative of government or leading NGO should present the desired outcomes that have been defined for the country where the workshop is taking place.  Based on the situation analysis done before the workshop, a simple list should be prepared, and a brief summary of the sources given.  Below is an example of the desired outcomes for Ethiopia that was used in a workshop in February of 2007. Participants should receive a handout of desired outcomes for their reference.
Desired Outcomes: Ethiopia

· Education: Child is enrolled and attends school.
· Psycho-social Services: Child is self-confident.
· Economic Strengthening (called Livelihood): Caretaker has enough income to support child with basic needs.
· Food/Nutrition: Child has enough to eat regularly.
· Health: Child has access to health services as needed (treatment and prevention).
· Legal: Child has access to legal services as needed.
· Life skills: Children have training in life skills to be able to protect themselves.

Discussion:  The group should consider the extent to which their nationally defined desired outcomes are aligned with the international outcomes.  Guiding questions: What outcomes are the same or very similar?  Which services have desired outcomes that are very different? The goal here is not to conform to international standards, (although discussion might lead to a decision to modify desired outcomes so they are in alignment) but to come to a common understanding of where agreement and disagreement occur.  And to understand the reasons for variations that may be based on unique national characteristics or needs, other evidence, philosophical differences or other causes.   
What is the Quality Triangle?  The quality triangle is a graphic representation of a simple way to represent a variety of quality assurance and improvement strategies.  It has been used to frame QAI work in developing countries for over 20 years.  All QAI activities are anchored in desired outcomes. The triangle includes 3 key activities that lead to improvement, problem-solving and innovation. These three activities are:

1) Defining quality: setting standards and defining systems.

2) Measuring quality: gathering information about processes and outcomes, and

3) Improving quality: closing the gap between what is expected and actual performance.
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QAI strategies to achieve desired outcomes can begin from any point of the triangle, depending on the needs of a given situation and the activities that have already been carried out.  However, QAI experts have judged that a standards-based approach will generally be the most effective starting point for OVC care.  Thus, the focus of this workshop is to encourage programs to work together to define quality (based on mutually agreed upon desired outcomes), set and communicate standards, and support implementation with a variety of QAI strategies.  Ongoing monitoring of compliance with standards, and ongoing revision of standards as the knowledge base about best practices grows will also be critical to QAI efforts in OVC care.  
Session 3:  Quality and its Dimensions 
Time: 45 minutes
Materials: Refer to Participant Handout: Key Concepts
Methods: Presentation and discussion

Session Content:
What is Quality Care?  Quality care for vulnerable children can be defined as … “the degree to which the services provided to children, families and communities maximizes benefits and minimizes risks, so that children may grow and develop.  Quality care implies the correct mix of services for each child, family and community, and is offered based on current best practices and indigenous and expert knowledge.  Children, families and communities play a leadership role in decisions about the care and services they receive.”  
Discussion:  Give participants a moment to reflect on this definition.  Guiding questions:  What do they like about the definition?  What would they change? Is there anything missing?

What are the Dimensions of Quality?  Quality can be simply defined as “a degree or grade of excellence or worth.” However, applying this simple concept can be difficult because of the many ways that people implicitly or explicitly define excellence or worth.  Quality experts have found that defining dimensions of quality permits a more systematic, objective and transparent analysis of the quality of a product or service. The dimensions of quality are presented below.  Experience to date has shown that these concepts are powerful tools for systematic analysis as well as motivation, and are an important foundation for defining and implementing standards.
Facilitator should introduce each of these dimensions, illustrating their importance with an example form OVC services.
The Dimensions of Quality 
	Dimensions of Quality 
	 Definition

	Safety
	The degree to which risks related to care are minimized.  Do no harm.

	Access
	The lack of geographic, economic, social, cultural, organizational, or linguistic barriers to services.

	Effectiveness
	The degree to which desired results or outcomes are achieved. 

	Technical Performance
	The degree to which tasks are carried out in accord with program standards and current professional practice.

	Efficiency
	The extent to which resources needed to achieve the desired results are minimized and the reach and impact of programs are maximized.

	Continuity 
	The delivery of ongoing and consistent care as needed including timely referrals and effective communication among providers.

	Compassionate Relations
	The establishment of trust, respect, confidentiality, and responsiveness achieved through ethical practice, effective communication and appropriate socio-emotional interactions.

	Appropriateness
	The adaptation of services and overall care to needs or circumstances based on gender, age, disability, community context, culture or socio-economic factors.

	Participation 
	The participation of caregivers, communities, and children themselves in the design and delivery of services and in decision-making regarding their own care.

	Sustainability
	The service is designed in a way that it could be maintained at the community level, in terms of direction and management as well as procuring resources, in the foreseeable future.


*Adapted from Sustaining Quality of Healthcare: Institutionalization of Quality Assurance, September 2003.  The QA Project, Bethesda, MD.

Discussion: A brief reflection and discussion of the dimensions will help participants to absorb the content and begin to master these concepts. This can be done in plenary or in partners, by asking participants to refer to the dimensions of quality table in their handout and discuss the following questions with the person next to them. Guiding questions:  Which of these dimensions seem most important to you?  Are there any that you would eliminate?  Are there any aspects of care that are not covered by these dimensions? IF so, what dimension would you add?  

How can the dimensions of quality help me in my day to day work?  The dimensions of quality are useful in themselves, as a tool for evaluation or self-assessment.  They help program managers and service providers consider many facets of the care they provide to anticipate problems, correct errors, and service children and families better.  The dimensions of quality can also be used as an analytical tool to map quality characteristics for OVC services. Using the dimensions of quality as an analytical tool permits a systematic consideration of the multi-dimensional aspects of quality for a specific service.  Once quality characteristics are mapped out, program managers can make judgments about which of these characteristics are essential to making a difference for children. (While all are desirable, this prioritization is a step toward defining critical minimums).  

What is a quality Characteristic?  A quality characteristic  is an observable, and measurable aspect of care that indicates that it is in line with best practices and what would be expected to produce desired results. . It is important to note that these characteristics are more specific than the robust outcomes that are articulated in national monitoring and evaluation plans.  While the M&E outcomes are by design intended to summarize what is happening in a program, the characteristics identified by the process presented here will cover more facets of care and will be more specific. Standards based on these characteristics will facilitate achieving program outcomes.
Example: Food and Nutrition.  The following example illustrates how the dimensions fof quality matrix can be used to map quality characteristics for food and nutrition support. The desired outcomes and CSI measures used here are taken from the USG Guidance and the Child Status Index. Locally defined measures, which will often be very similar to these can also be used as the starting point of analysis.

	Dimensions of Quality
	Quality Characteristics for: Food and Nutrition 

Desired Outcome(s): 

To enhance nutritional status and prevent deaths due to malnutrition among vulnerable children.
CSI Measures:

Food Security:  Child has sufficient food to eat to sustain and active and health life at al times of the year.

Nutrition and Growth: Child is growing well compared to others of same age in village.

	Safety
	-food chain is secure

-food is free of contaminants and safe to eat

-safe and reliable water supply is available

	Access
	-distribution site is convenient for recipients

-distribution occurs on the schedule promised

	Effectiveness
	-recipients consume food as intended

-OVCs in household realize improved nutritional status

-OVCs do not die of malnutrition 

-OVCs achieve median H/W for their community

	Technical Performance
	- food provided is appropriate to the setting (can be prepared easily, nutrient rich, acceptable to recipients, and fits climate)

-families and caregivers know how to prepare food distributed

-nutritional education is provided

-nutritional status is monitored

-needs of breastfed and weaning children are addressed

	Efficiency
	-food aid is directed to OVCs most in need

-wrap around services and more sustainable feeding solutions are identified in a timely manner

	Continuity 
	-referral process with health care system is in place

-care providers refer children at risk for nutritional assessment

-no gap in coverage and timing of food provision

	Compassionate Relations
	-recipients perceive that food is distributed with dignity

-service provided does not lead to social stigma for recipients

-counseling is carried out with respect and confidentiality

	Appropriateness
	-absence of gender-based disparities in food distribution

-Food provided meets HH need 

-HIV positive mothers and pregnant women receive appropriate advice about feeding their newborns

	Participation 
	-caregivers and OVCs participate in decisions about what they will receive and how it will be distributed

	Sustainability
	-efforts are underway to find other sources of nutritional support through food programs, community gardens, etc.


The quality characteristics in the table above guide the process of developing standards by directing attention at the process of service delivery. For example, the safety dimension encourages program managers to think about food storage conditions, which leads to more food being distributed, more caloric intake, improved health status, and, in turn prevention of death due to malnutrition. Similarly, guidance about gender issues related to pregnant teens could lead to better nutrition and improved birth-weight.
Discussion: A brief discussion of the example will help participants see the value of the matrix and prepare them for the analysis that they will do in Group Exercise 1.  Guiding Questions:  Which of these quality characteristics are critical for effective care?  Which are desirable but optional? Which are of questionable value?
Summary:  Reflection on the dimensions of quality is a critical step toward achieving service quality.  Even in the absence of other quality-related interventions, this analysis is a powerful tool for awareness-raising and transformation at the individual and organizational level.  The dimensions matrix identifies many quality characteristics that might be important to effective care.  Implementing agencies must then decide which of these elements are critical for program success.
Group Exercise 1: Dimension of Quality Matrix (worksheet 1, appendix c-3) 
Time: 1 hour
Materials: Dimensions of quality matrix (worksheet 1), Refer to list of desired outcomes
Methods: Interactive group work
Instructions for Group Work:
1. Note the core service, desired outcomes and relevant CSI measures in the top of the matrix.
2. Ask group members to state quality characteristics for each dimension (some will overlap more than one dimension, which can be noted).  Be sure that quality characteristics are observable and measurable.

3. Once the quality characteristics have been listed not with an underline or other indication which ones are ESSENTIAL for effectiveness. 
Session 4: Review of Best Practices and Evidence-Based Service Delivery Standards

Time: 1 hour  
Materials: Materials related to Best Practices and Evidence-based Care (Situation analysis)
Methods: Presentation and discussion

Session Content:
What is a standard? A standard can be defined as a statement of what is expected.  The term service delivery standard used here refers to a comprehensive description of the content of care, so that it can be used as a guide for service delivery and a basis for training and supervision of service providers. 

Caregivers often question how services can be “standard” for every child, when every child has unique characteristics, strengths and needs.  They may also feel that the care that they give is complex, requiring expertise, and subjective judgment.  The “art” of this type of care cannot be codified the way manufacturing tasks or more routine jobs can.  Leaders of implementing organizations may also resist standards, feeling that standardization of care infringes on their right to define their own mission and to respond to local needs in the manner they see fit.  For these reasons standards can take a variety of forms that allow for the judgment and flexibility of providers when needed.
Four different formats for service delivery standards are discussed here.  There are guidelines, which can be defined as recommendations that assist service providers in providing appropriate care. Rather than prescribing specific actions, guidelines serve as a resource for service providers, who use their experience, expertise and judgment to determine appropriate care. An example of a service for which guidelines would be appropriate is psychosocial support. In this case key topics would be covered with general information and guidance which a trained supervisor could use along with their expertise to determine which topics and strategies would be most helpful to a given child.  Protocols define the technical component of service delivery for specific situations by outlining each step that must be taken by the care provider.  For example, instructions about how to vaccinate a child or administer medications might be best handled through a service delivery protocol.  In this case there is not a need for provider discretion, rather, safety and effectiveness are best served by having a uniform procedure for care. Operating procedures consist of instructions about how to carry out administrative procedures under specific circumstances.  They differ from service delivery protocols in that they are not usually based on technical expertise. An example of a standard operating procedure would be a checklist for registering a child at school, or a procedure for distributing food at a food distribution post.  An algorithm is a description of how to provide care that is written in the format of a flowchart or decision tree. This format provides a quick visual reference that can be referred to during the process of service delivery.  This type of service delivery standard is particularly useful when there are a number possible service pathways that would be prescribed depending on characteristics of the child served.  For example an assessment of need for legal services might be mapped out in a flow chart or decision tree with discrete decision points depending on whether not certain conditions (such has having a record of birth, legal will, or deed to property) have been met. 

As the field of quality assurance has developed, ideas about standards have evolved.  While standard setting may have started as an effort to define protocols and achieve provider compliance with rigid protocols, recent advances in methods and thinking have led to the realization that some processes, or types of care, are complex, and that providers in these situations are often capable of responses that lead to innovative behavior and methodological breakthroughs.  Thus, rather than a strict protocol, complex services are often best governed by a few simple rules that provide direction to the service providers.  In these situations, it is a clear understanding of the desired outcome, along with motivation, and a few simple rules that lead to both excellence and needed innovation.  Given the broad range of services needed by vulnerable children, from immunization, to education to psychosocial counseling to parenting skills so they can care effectively for their siblings, it is clear that standards are  needed.

Regardless of the type of standard being developed there are several characteristics of a good standard. Standards must be valid, that is, they must state what expected quality is based on current best practices and expert knowledge.  Second, they must be realistic, or achievable. Third, they should be reliable, leading to the same result each time they are applied.  Finally, they must be clear, by stating standards as simply as possible, caregivers and supervisors can work with them more effectively.

What does it mean for a service delivery standard to be evidence-based?

Evidence-based practice “integrates individual practitioner expertise with the best available evidence while considering the values and expectations of clients for their care.”  (Johnson and Austin).  This may be mean considering research-based evidence, reviewing standards or best practices from leading organizations, soliciting advice from an expert, as well as sharing how the services are currently performed in the participating organization.  The facilitator should arrange for a concise presentation of evidence and best practices, with ample time for group members to comment on the extent to which what was presented is suitable to their setting.  Strengths and weaknesses should be discussed, and suggestions for adaptations and modifications to fit local circumstances should be made.
One challenge that facilitators face is how to manage the evidence for 3-4 services in a single workshop.  One strategy is to share this information in the small groups, which gives time to deal with each topic in detail.  Another strategy is to present this content in plenary, as there will be likely a great deal of interest in the topics, and to adjust time spent on other sessions accordingly.  If possible a summary of best practices for all the services being addressed at the workshop could be given in the plenary session, with more detailed follow up discussions in the small groups.
Two Examples of Service Delivery Standards for Vulnerable Children 

Following is an example of service delivery guidelines for psychosocial support.  In practice a national program might require more or fewer key components, depending on the needs and resources available. By working with implementing partners to define the content of care, consistency across programs and enhanced impact can be achieved.  

	Guidelines for Psychosocial Support—Illustrative Example

	Desired Result : All OVC have appropriate psychosocial support relating to the grief process, emotional attachment issues, normalization and integration into society and prevention of health and social problems. 

	Key Components of the service:

Age appropriate assessment and care in the following areas:

· assist /support caregiver with disclosure of HIV status

· succession planning

· preservation of attachment and personal history

· grief counseling

· normalization via school, recreation and links to community

· monitor household dynamics vis à vis caregiver and siblings

· inquire about school attendance, performance, environment

· verify adequate contact with relatives and siblings

· provide drug and alcohol counseling as needed

· assistance and counseling for children who have lived outside of family care



	Service Delivery Guidelines:

Through regular home visits with the child and caretaker the following care should be provided:

Assist /support caregiver with disclosure of HIV status: Counseling available to discuss disclosure strategies and assist parent/caregiver with planning how they will talk to their child about how HIV/AIDS if affecting their lives.

Succession planning: Counseling with parents, children, caretakers to discern options and preferences about who will care for the child when the parent is no longer living. Assistance and referrals for legal advice and will writing, protection of inheritance.

Preservation of attachment and personal history: Work with families to prepare memory boxes, photos, letters, and other items that will help to preserve memories of personal history and familial love for child.  This can be done in a workshop setting or during home visit. 

Grief counseling: Ensure that caregivers, teachers and home visitors are prepared to support the child in grief in an age appropriate way. Care must be taken to follow the lead of the child and avoid retraumatization.

Normalization via school, recreation and links to community: Ensure that children are enrolled in school, attending school, and that the child does not feel isolated or stigmatized at school.  Verify that recreational activities are available and that the children have access to community networks (church, extended family, etc.)  Play with children (as appropriate).

Monitor household dynamics vis a vis caregiver and siblings: Discuss household dynamics with child and caretaker.   Refer for parenting skills, conflict management or protection services as appropriate.

Verify adequate contact with relatives and siblings:  Ask child if visits occur and if he or she sees family as often as she would like. Encourage extended family to visit child as frequently as possible.

Counseling for HIV positive youth: Counsel about how to avoid/handle stigma, safe sex practices, address other concerns about illness. Refer to support groups as appropriate.

Guidance about sexuality, relationships, birth control: Discuss relationship with youth and provide guidance about avoiding exploitive relationships or premature sexual activity.

Drug and alcohol counseling as needed: Educate youth about the dangers of drugs and alcohol.  Ask if drugs and alcohol are abused by adults in the household. Screen for signs of drug or alcohol use and refer any household member for treatment as needed. 

Assistance and counseling for children who have lived outside of family care: Address special needs of children who have lived outside with intensive counseling. Verify that they are sleeping in the designated household every night. 




The following example of a service delivery protocol or checklist might be used to define the monitoring and referral process for the health of vulnerable children.  Once this is agreed upon individual organizations could modify the proposal to include more detail if needed.

	Service Protocol for Health Assessment and Referral—Illustrative Example

	Desired Result: OVC have access to preventive and curative health services, including ARV therapy.

	Key components of Care:

· child has access to immunization services

· child has access to primary care

· child HIV status has been tested

· HIV positive child is receiving regular check up and receiving ARV if needed

· Sick children receive needed care

	Health Assessment Checklist:

To be carried out during home visit:

___Immunization is up to date according to health card. (If no refer for immunization)

___ Caretaker knows where to take child if primary care is needed 

___Child HIV status has been checked

___If HIV+, has the child been checked

___If ARV is indicated, child is taking ARV on schedule

___Caretaker reports satisfaction with health care services

___Youth reports satisfaction with health care services

___Check child’s health and nutritional status at time of visit, refer as needed.

___Take child to health center if care is needed urgently




How can we develop a standard that meets the needs of our local situation?  Once you have reviewed best practices and the evidence base for care the group must decide what critical minimum service delivery standards will be effective and feasible in the local setting. Through group discussion and reflection of implementation experience, the group should develop a flow chart of critical activities and notes about the content of care for each of these activities. It is important that the group exercise judgment about what to include and what to leave out. The task is not to develop and optimal standard of care that includes every aspect of best practice.  Instead it is to identify the critical core of activities that can be effective.
How do we prepare a flowchart?
At this point the group should be ready to consider the process of care and identify the key steps or components of care.  These steps, organized chronologically, make up a flow chart that will serve as the foundation for a more detailed service delivery standard.  The flowchart provides a logical structure for organizing information about quality characteristics and requirements for the new standard. (Note: this flowchart is distinct from the algorithm that is defined as a type of standard here because it is done at the level of major activities, rather than detailed activities and it does not contain decision nodes or branches.) For example, a flow chart providing service in the area of education might include the following key components:
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How do we define the content of care for each step?
The flowchart above shows the key components of care that must be in place to provide quality educational support to children. To realize this care there are many more details to be considered.  To determine which detailed recommendations and steps will be included participants will refer to the quality characteristics matrix, and other information they have received about best practices.  These are best documented as notes to each step or component of care on the flow chart, which team members can collect together.  In this way the flow chart remains simple and clear, but the important details are not lost.

For example, the notes to the second step “identify barriers” to education would include a list of barriers such as 1) inadequate funds for school fees and supplies; 2) gender inequity; 3) child is providing care for family members; 4) social stigma. The notes relating to removing barriers would address each of these, employing referral to support service, counseling, community-based interventions etc.
Your group will now consider the evidence base for each service, construct a flowchart, and develop notes about each step.  These three activities are the building blocks of your draft standards. 
Group Exercise 2:  Review of Best-Practices and Flowchart Exercise (worksheet 2, Appendix c-3)  

Time: 1.5 hour
Materials: Materials related to Best Practices and Evidence-based Care for the Groups Specific Core Service, participation of a content expert if possible, Worksheet 2 Situation analysis.

Methods: Interactive group work

Instructions for Group Work:
1. Content expert or group member presents summary of best-practices and evidence-basis for service under consideration.  In addition to (or in the absence of this information) the group should also review the illustrative service delivery standards from Appendix D or other examples provided by the facilitation team.  

2. Group evaluates the relevance and applicability of what has been presented to the local context.  Guiding questions:  Could these service delivery standard/best practices  work in our setting?  What activities would have to be altered or added?

3. Group constructs a flow chart of key activities that must occur for service to be effective in the local context.
4. Once the flow chart is complete the group can begin to make notes about the content of care for each activity.  These notes are the building blocks of the draft Standard.

Session 5:  Putting it all Together: Drafting a Service Delivery Standard

At this point the group is ready to draft the standard. The group may decide to ask an individual or pair of people to prepare a draft for group review, or they may decide to do the draft as a team, reviewing and composing together. In either case they will work to codify what has been decided in the format of the type of standard they have chosen.  They will use the dimensions of quality matrix, the flowchart and notes as well as any best practice models that seem appropriate.  Each standard should begin with a result statement that clearly expresses what is expected.  They should also include key service components (from flow chart) that must be in place for this service.  Depending on the type of standard chosen, the content of service specifications should be formulated as a set of guidelines, checklist, series of steps or algorithm. It should be expected that an iterative review process will be necessary to gain consensus on the draft standard.  

The group can carry out an ongoing check of its work by remembering to consider whether the standard they are drafting is valid (based on current best practices and expert knowledge), realistic (achievable), reliable (leads to the same result each time), and clear (stated as simply as possible).  The group can also cross-check their work by referring to the quality matrix to be sure that the important quality characteristics are addressed in the standards.  In effect, they are asking, will the standard we are developing lead to the desired quality that we described.
Once standards are drafted those who participate will have the task of going back to their organization to share them and make plans for implementation.  At this point a similar, though 

possibly simpler, participatory process should take place. Rather than simply presenting the new standards, it is recommended that those who will be involved in implementing the standards be given the opportunity to comment and suggest changes. Often those who participated in the initial process will summarize their experience for their home organization, describing quality and its dimensions, best practices and evidence basis for the standards, and a presentation of the new standards. Group discussion and adaptation to the organizational setting would then take place.  It is important to note that some participants in the initial process may feel that they need assistance in developing support for the new standards at the organizational level.  Technical resources and collaboration between organizations should be made available to support this process.

It should be anticipated that there will be resistance to new standards. Organizations can overcome this with strong leadership by example (leaders show they are willing to learn, change, be innovative), and by engaging the entire staff in a reflection on quality and giving them the opportunity to comment,  recommend changes, and fine tune the guidelines.  

Once each OVC partners has decided to implement standards it is important to plan an organization-wide strategy to communicate the standards. While training may be one part of this strategy, the standards should be reinforced with posters, job aids, and on the job supervision (this is a large and important task-requiring people and time---need to think through how to support momentum).  In addition to learning to follow the new guidelines, staff will also need orientation about new data collection or tracking responsibilities that may be introduced to evaluate the new standards.  Staff will need time to internalize the new standards and incorporate them into their daily work. Further, adjustments may be needed in terms of resources and adjustments to work settings before staff can fully implement the new standards. 

Small Group Exercise 3: Draft Standard (Worksheet 3, Appendix C-3)

Time: 1.5 to 3 hours (depending on how much advancement and clarify was achieved in group exercise 2).
Materials: If each group can draft on a computer this is helpful for ease in editing. New flip charts for drafting, as well as other materials used and produced in step 2 (flow chart, notes, model standards, illustrative standards from appendix, etc.)
Instructions for Group Work:
1. For each step in the flow chart for the service explain what the service provider needs to do fro the child and what other things need to happen for care to be complete and effective.  

2. Review each step of standard to be sure that it is valid, reliable, realistic, and clear.

3. Review ESSENTIAL quality characteristics from dimensions of quality matrix.  Will this standards lead to the hoped for quality.

4. Questions about optimum (ideal) or minimum levels of care will arise, in order to move through the process the group is encouraged to identify both optimal practice and minimum practice. Then through discussion, they can determine where to set the local standard based on national policies, resources and local realities.
Session 6:  Plenary Presentation of Draft Standards

Each group should present its work in plenary, with ample time for comments and suggestions from the audience.  Each group should present the following: 1) desired outcome, 2) dimensions of quality matrix, 3) flow chart and 4) draft standard.  In the presence of time constraints groups could present the draft standard only, since it is a culmination of the other steps.  This strategy has the advantage that more time can be spent in discussion.  However, with so many new ideas being absorbed in a brief workshop, groups often want to present their work thoroughly in its entirety.

Session 7: QAI Strategies for Implementing Standards
Time: 1 hour
Materials: None
Methods: Presentation and Q&A
During this session the facilitator can review the four stage process for introducing standards (see Part I for content) and help participants to see where in that process.  A summary of QAI strategies (see Part III for session content) that can be used to implement standards can also be offered.  The aim of the session is not to foster competency in these skill areas, but simply to give participants of where they are going and what more they can do to enhance quality once their standards are defined and agreed upon.   Participants may also have questions about how the standard setting process and implementation of standards relates to program reporting.  Some of their questions are anticipated and addressed in Part IV.  That material can be shared with the group or the facilitator may choose to use it as a resource to help answer questions as they arise.   This content will help the group to plan next steps.
Planning Next Steps: Timeline for Revision and Approval of Standards
The purpose of this session is to develop a list of tasks with assignment of responsibility and approximate dates of completion for each.  Some of the follow up tasks that would be expected are:

1. Review of draft standards with larger group of stakeholders with revision as indicated

2. Follow-up meeting to assess progress determine if consensus has been reached

3. Plan a strategy for communicating standards and provide needed training and support for implementing agencies.
Evaluation and Wrap up 
Some time should be taken after the planning session to allow participants to provide a written evaluation of the workshop. An evaluation form is provided in Appendix C-4.  This form can be modified as needed. 

The wrap up should review the objectives and extent to which they have been completed.  It is also important to acknowledge the contributions of the attendees as well as those involved in preparation.  Finally, participants should be invited to make comments, summary remarks, or suggestions orally.  Some of the following questions can be used to stimulate comments and discussion:

1. What aspects of this workshop were most helpful to you? 

2. How will you carry out your work differently because of the workshop?

3. In your opinion, what is the most important thing program managers can do to improve service quality for children?

After the Workshop…..
While the delivery of a successful workshop is rewarding, what happens after the workshop is nearly as important!  If the workshop has successfully motivated participants they are likely to want or need support and follow up to complete the standards development process and put them into practice. 
The workshop leaders or designated others should serve as a “coach” or “mentor” in working with participants to carry out the following activities after the workshop:
· Monitor completion of standards and provide facilitation assistance as needed.

· Plan follow-up visits/communications to assist with building consensus and implementation. 

· Develop a plan for a quality collaborative according to meeting recommendations.
· Work with participants to identify competency-based training needs related to implementation of standards.
Part III: Overview of QAI Strategies to Implement Standards 
While there are many methods and tools for quality assurance and improvement, the following four strategies are particularly appropriate to support and reinforce standards-based efforts.  They are 1) supportive supervision; 2) team-based process improvement; and 3) improvement collaboratives and communities of practice. This section provides a brief overview of these strategies.  To apply these strategies additional QA skills and resources would be needed. A number of useful resources are included in the reference list and noted in the text.

Strategies for Supportive Supervision

Supportive supervision is a process that promotes quality at all levels of the system by strengthening relationships within the system, fostering compliance with program standards and guidelines, focusing on the identification and resolution of problems, and helping to optimize the allocation of resources. Supportive supervision can employ the following methods:

· Review and feedback/support by supervisor

· Peer assessment

· Self-assessment 

· Feedback from children and families served

In addition to occurring in the context of scheduled supervisory visits, supervision can happen on an ongoing basis, during routine work, and in team meetings. Supervisory visits themselves involve feedback on performance, assistance in solving problems, and ongoing monitoring. Another very important part of supervision is for the supervisor to provide support by making sure that service providers have the resources, materials and working conditions to do their jobs. 

Tools for supervision include structured supervision guides, record reviews, and observation of care.  Actions and decisions should be recorded so they can be followed up on in future visits.  Supervisors may also benefit from training in communication and feedback skills.  To the extent possible, it is helpful if information gathered during supervision can be related to or included in M&E plans.  This serves to give weight to supervision in general and service quality specifically, it also helps in the alignment of program actions with goals and objectives.  

For more information about supervision see Steinitz, L. The Art of Super VISION: A compilation of Tips and Ideas and Marquez and Kean, Making Supervision Supportive and Sustainable: New Approaches to Old Problems.
Process Improvement and The PDSA Cycle for Quality Improvement 

The Plan-Do-Study-Act cycle, also known as the Shewart Cycle, is a quality improvement technique that can be used on an ad hoc basis, for simple problems, or on a continuous basis as a format for monitoring a core service or activity.  The process is generally employed by a team, but can be carried out by an individual if the problem is small and not dependent on others. Once a specific goal for improvement is determined, the team gathers available information and analyzes the possible causes and solutions to the problem.  The plan step involves selecting an indicator or indicators to monitor, clarifying the action that is to be taken, and communicating the plan to star.  The do step involves implementing the change and gathering the related data. The next step is study, which includes reviewing data to verify that the change was implemented and to determine if the desired result occurred.  The act step involves making further changes if the cycle was not successful, and moving on to another problem, determining the change desired, and returning to the plan step.  If the process has been successful the team will need to decide if ongoing monitoring is required or not.  This will depend on the process and overall usefulness of the indicator chosen.

A variety of tools for analyzing and monitoring care are available. Two of the most powerful tools are the flow chart and the run chart. Flow charts are graphic representations of how a process works.  They can be simple or complex. They are used to understand processes, identify key activities, and pinpoint areas for monitoring.  A run chart plots data chronologically over time, making it easy to detect trends and determine if there is a change in the process.  In the context of the PDSA cycle it can be very useful to plot a key indicator on a Run chart and post it in an area where staff can easily see it.  If the changes in the process have their desired effect, the results will be reflected on the Run chart. 

Details about the PDSA cycle and how it can be applied, along with a description of tools and their uses can be found in A Modern Paradigm for Improving Healthcare Quality (Massoud et al.).

Collaboratives and Communities of Practice

Another potent strategy for improving the quality of services for vulnerable children is the formation of quality improvement collaboratives.  An improvement collaborative is a network of sites organized for shared learning. Through quality improvement teams, and communication about changes and results, rapid and significant improvements in quality of care are achieved. 

Collaboratives can be used to design services. In this model sites work together to learn how to implement effective services at the community level. They can also be used to foster scale-up or expansion of services by involving a large number of sites through which the effective practice to a larger area. This may be done all at once or in waves. 
Collaboratives are an especially useful method for the work proposed here because they depend on national networks to provide coordinated leadership and to select topics and indicators.  A large network of providers can work together, drawing on the existing evidence base to improve and expand services.  

Collaboratives create an environment in which teamwork, shared learning, and more rigorous monitoring play key roles.  Because practices are always in need of review and revision, it is often desirable to have the collaborative evolve into a permanent working group called a community of practice. A community of practice can be defined as an informal network of professionals/organizations who have similar goals and responsibilities. They communicate regularly about standards of care and advocacy issues.  

Formation of collaboratives or communities of practice hold great promise for enabling the needed rapid scale-up of quality services for vulnerable children. Experimentation with this framework, and the standard setting exercises outlined here, can be thought of as a simplified “collaborative” process.  In addition, it can be considered a stepping stone for forming an ongoing community of practice to generate and disseminate improvements in care and changes in the state-of-the-art.

Part IV: The Relationship of Monitoring, Evaluation and Reporting to QAI 
What is the role of measurement and indicators in QAI?

Measurement is an important component of all quality assurance activities and it will be necessary to collection information on a routine basis to verify that guidelines are implemented correctly, and to provide a knowledge base for periodic evaluation and revision of the standards. The type of information collected will depend on the size and technical capacity of the organization as well as the nature of the service being monitored. Information sources will include program records, observation, as well as interviews with staff, caregivers and children.  Indicators may be qualitative or quantitative, and may measure service inputs, processes, outputs or outcomes.  Some indicators may be explicit, specifying objective criteria, while others may be implicit, relying on the judgment of the observer. 

Selection of indicators involves careful consideration about what information is really needed, as well as what can be collected reliably without placing an undue data collection burden on staff.  Ideally, no staff member would be asked to collect or compile data that they do not use to evaluate their own work.  Data systems can be designed so that they are collected and compiled at various levels in a pyramid structure, so that the details of care are monitored by the provider, supervisors review and compile this; that data in turn is compiled and reported as monitoring and evaluation indicators for the organization.

In addition to selecting indicators that correspond to service delivery standards, it will be necessary to agree on performance thresholds.  Thresholds define acceptable performance levels at a given point in time. While there may be a temptation to set ideal thresholds for performance, this can be frustrating for service providers who may feel they have failed if goals of 80-90% are not reached. Another strategy is to set achievable goals, and then gradually increase the threshold as program capacity permits.  Provided that the threshold is revised routinely so that providers do not become complacent, this can be an effective way to monitor progress. For example, an implementing partner that has been handing out uniforms and supplies may decide to expand services to include monitoring school attendance.  Depending on the size of the service area, they may decide that they would like to verify the attendance of 50% of the children served during the coming three months.  In subsequent quarters that threshold could be raised until all children are being monitored for school attendance.

How is this different from data that we collect to report to donors and ongoing M&E efforts?

QAI data complements routine reporting of services delivered.  The reporting required by donors such as PEPFAR and others, generally relates to counting the number of services delivered beneficiaries reached etc.  This reporting is related to utilization of services or coverage.  It characterizes the scope and scale of services, but does not reflect the extent to which the needs of children and families were met.  This type of reporting is not designed to describe the quality of the services delivered.   Defining standards and evaluating quality based on those standards (often a sample can be used) complements reporting data which relates to utilization or outputs. Donors can combine the two types of information to evaluate the extent to which their resources are having the intended impact.  Thus, and standards-based program is in a stronger position to retain donor support than an organization that gathers information about service outputs alone.
Monitoring and evaluation indicators tend to focus on program outcomes and impacts, and, by design, choose summary indicators that will well represent overall program performance. While some QAI indicators will overlap with M&E indicators, others will be more process oriented and specific, so that the details of care are captured in the measurement.  Often, QAI employs short-term monitoring until a new strategies is show to be effective, then the process indicators may be dropped or reviewed less often,  retaining just a few indicators to assure that the improvements are sustained. 
How does this relate to the data used for formal research?  Can QAI data be used to validate standards?

The data collection and sampling methods necessary and feasible in an internal effort to assure and improve quality are generally less rigorous than the kind which would be needed to carry out validation studies that will increase the evidence base for services for vulnerable children.  In general it will not be realistic for implementing agencies to carry out sophisticated operations research studies or controlled studies.  While implementing partners may participate in such activities, it would be expected that special funding would be provided, and that research expertise from universities or research institutes would be employed to design and oversee the research.  Further, it is important to note that validation studies, while important, do not need to be carried out in every implementing agency.  Like health care clinics around the world, programs for vulnerable children can base their care on a relatively small number of validation studies provided that cultural and context variables are taken into account. 

In Summary, QAI indicators integrate well with M&E indicators and complement reporting data required by donors.  QAI activities and data can create a bridge from the desired outcomes articulated in USG program guidance and national plans to the direct care provided by program partners to children.  
Conclusion

The process for defining service delivery standards outlined here promises to be an effective way for civil society organizations and implementing partners to agree on standards and guidelines for care that will allow them to implement effective programs and gather consistent information about services delivered.  As a result, they, together with governments and donors, will have more reliable information about how many children are served, and what services they are receiving.  This in turn, provides program accountability and supports policy formulation, planning and determination of funding levels at the national and international levels.  

This process goes beyond improving the “quality of counting” to enhancing the quality, effectiveness and appropriateness of the services provided by participating organizations.  Working together across programs to define common goals and service delivery standards is an excellent way to develop and spread evidence-based strategies rapidly to maximize outcomes for vulnerable children and expand coverage.  

It is further hoped that the clear guidelines that result from this process will reinforce the mission of service delivery organizations, and align services and activities with desired outcomes. A quality focus can provide direct service providers at the community level with the motivation and means to provide care that is “good enough” and getting better all the time, so that vulnerable children and their caregivers can survive, thrive and move through the life cycle with resilience and hope.
Appendix A

Description of Core Services 

1. Food and nutrition programs aim to ensure that vulnerable children have similar nutritional resources as other children in their communities. Conceived of as a time-limited strategy, these programs should aim to leverage other partners and identify more sustainable solutions. Depending on the context, the range of services that might be provided includes: 1) child level: nutritional assessment and counseling, supplementary feeding, links to other health and nutrition interventions, 2) caregiver/family level: training on nutrition, diet and food preparation, 3) community level: community-based strategies to support vulnerable children including gardens, feeding programs etc., and 4) systems level: policy development, regional and national coordination, technical assistance to the food industry and advocacy.  

2. Shelter and Care services have the desired outcome of ensuring that no child goes without shelter, clothing, access to clean safe water or basic personal hygiene, and that children have at least one adult who provides them with love and support. Depending on the context the range of services that might be provided includes: 1) child level:  identification of potential caregivers prior to parent death, reintegration of children in institutional care, transitional care, support of youth-headed households, 2) caregiver/family level: assist with reunification to take children off streets, referral to programs that provide incentives for adoption and foster care, 3) community level:  support family-based care with home visitors and other strategies, develop innovative community alternatives when family-based care is not an option; and 4) system level: policy development, regional and national coordination, education anti-stigma efforts, monitor institutional care when needed.

3. Protection services have the desired outcomes of reducing stigma and social neglect as well as insuring access to basic rights and services, and protecting children from abuse and exploitation.  Depending on the context the range of services that might be provided includes: 1) child level: assist with birth registration and inheritance claims, prevent sibling separations, remove children from abusive situations, 2) caregiver/family level: support parenting and care-giving responsibilities, assist with access to available services, and 3) community level: support Child Protection Committees, train members of the community to identify and assist children in need of assistance; 4) systems level: legal and policy development, social marketing campaigns to support values that protect children.  

4. Health Care services have the desired outcome of meeting the health needs of children according to their age, providing primary care, immunization, treatment for children when they are sick, ongoing treatment for HIV positive children, and HIV prevention.  Depending on the context, the range of services that might be provided includes: 1) caregiver/family level: teach caregivers to effectively monitor health and seek care appropriately, involve caretakers in HIV/AIDS prevention education and 2) community: train providers of HIV/AIDS care, including community volunteers, to refer children in family/household for health and social services as appropriate, and 3) systems level:  policy development to insure access and service delivery model that meets needs of vulnerable children.

5. Psychosocial support services have the desired outcome of ensuring that children have the human attachments necessary for normal development and that children can participate cooperatively in activities such as school, recreation and work with other children and adults.  Services include support in dealing with anxiety, grief and trauma related to parental illness and death, and services to prevent and treat abuse of alcohol and drugs. Depending on the context the range of services that might be provided includes: 1) child level: activities that support life skills and self-esteem, activities that strengthen the connection between child and traditional social networks, counseling for children, rehabilitation for children who abuse drugs or alcohol; 2) caregiver/family level:  parenting and communication skills for caregivers, support during illness (assist with disclosure of information, grief management, succession planning, preserving memories, etc,) and 3) community level:  increasing community understanding of psychosocial needs of vulnerable children 4) system level: provision for trained counselors within school systems to identify at-risk children in need of psychosocial support (for example). 

6. Educational and Vocational Training services have the desired outcome of ensuring that vulnerable children receive educational and vocational opportunities in accord with community norms and market-driven employment options. Further, they aim to ensure that school programs at all levels take into account the special needs of vulnerable children in terms of sensitizing teachers to identify signs of distress, promoting the availability of support groups and counseling services, supporting efforts to make curricula more flexible and responsive, and supporting anti-stigmatization programs. The range of services that might be provided includes: 1) child level: school registration initiatives, direct assistance to subsidize school costs, develop early childhood development programs, and access to vocational training and employment; 2) caregiver level:  train health providers and care givers to identify and refer children who are not in the educational system, anti-stigma campaigns; 3) community level: community mobilization and advocacy related to increasing access and developing appropriate curricula (introduction of life skills and job skills) and 4) systems level: support services (fee-waivers, referral to psychosocial support, tutoring, etc.)

7. Economic Strengthening services have the desired outcome that families are able to meet their own needs economically, in spite of changes in the family situation due to HIV/AIDS. Depending on the context the range of services that might be provided includes: 1) child/caregiver/family level: vocational training for caregivers, income generating activities related to small business, agriculture, household laborsaving devices, access to credit; 2) community level:  Community-based child care, community-based asset building, 3) systems level: government-supported guarantees for IGAs and microfinance institutions.
Summary based on USG Guidelines 2006.
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Child Status Index and Record
(insert from 2- page PDF file)

Appendix C 

Workshop Resources

1. Model Agenda for 2-day Workshop

2. Participant Handout: Key Concepts Related to Service Delivery Standards for OVC

3. Instructions and Worksheets for Group Exercises

4. Workshop Evaluation

Appendix C -1 Workshop Agenda 

Quality Programs for Vulnerable Children:

Establishing Service Standards

Dates:

Objectives:

· Present methodology for developing common service delivery standards.
· Share best practices and evidence basis for critical components of OVC care.

· Develop service delivery standards for selected core services. 

· Encourage refinement and adoption of new standards.

· Introduce QAI strategies that can support implementation of standards.
Day 1 

8:30-10:00am 
      Session 1:  Welcome, Introductions and Icebreaker: 
                               Making a Difference for Children

10:00-11:00am         Session 2: Desired Outcomes and the Quality Triangle

11:00-11:15am         Break

11:15-12:00noon      Session 3:  Quality and its Dimensions
12:00-1:00pm          Lunch
1:00-2:00pm            Small Group Exercise 1: Dimension of Quality Matrix (worksheet 1)                                
2:00-3:00pm            Session 4:  Review of Best Practices and Evidence-Based Standards

3:00-4:30pm            Small Group Exercise 2:  Flowchart Exercise (worksheet 2)  
                                Break during working group                                                        
4:30-5:00pm            Session 5:  Putting it all Together: Drafting a Service Delivery Standard

Day 2

8:30-10:00am            Small Group Exercise 3: Draft Standard (Worksheet 3)

10:00-12:00noon       Session 6:  Plenary Presentation of Draft Standards

12:00-1:00pm            Lunch

1:00-2:00pm             Session 6 Plenary Continued…

2:00-3:00pm
             Session 7: QAI Strategies for Implementing Standards

4:00
                          Planning Next Steps: Timeline for Revision and Approval of Standards

4:30                          Evaluation

4:45                          Wrap up 

Recommended Materials for Inclusion in Participant Packet:

Key Concepts Related to Service Delivery Standards for OVC
Instructions and Worksheets for Group Exercises 
Child Status Index and Record (Appendix B)

Appendix C-2

Participant Handout: 
Key Concepts Related to Service Delivery Standards for OVC
Definition of Quality Care for Vulnerable Children
The degree to which the cluster of services provided to children, families and communities maximizes benefits and minimizes risks, so that children may grow and develop.  Quality care implies the correct mix of services for each child, family and community, and is offered based on current best practices and indigenous and expert knowledge.  Children, families and communities play a leadership role in decisions about the care and services they receive.”
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DIMENSIONS OF QUALITY
	Dimensions 
	 Definition

	Safety
	Care-related risks are minimized.  Do no harm.

	Access
	The lack of geographic, economic, social, cultural, organizational, or linguistic barriers to services.

	Effectiveness
	The degree to which desired results or outcomes are achieved. 

	Technical Performance
	The degree to which tasks are carried out in accord with program standards and current professional practice.

	Efficiency
	The extent to which resources needed to achieve the desired results are minimized and reach and impact are maximized.

	Continuity 
	The delivery of ongoing and consistent care as needed including timely referrals and effective communication among providers.

	Compassionate Relations
	The establishment of trust, respect, confidentiality, and responsiveness achieved through ethical practice, effective communication and appropriate socio-emotional interactions.

	Appropriateness
	The adaptation of services and overall care to needs or circumstances based on gender, age, disability, community context, culture or socio-economic factors.

	Participation 
	The participation of caregivers, communities, and children themselves in the design and delivery of services and in decision-making regarding their own care.

	Sustainability
	The service is designed in a way that it could be maintained at the community level, in terms of direction and management as well as procuring resources, in the foreseeable future.


Dimensions of Quality Matrix:  Food and Nutrition

	Dimensions of Quality
	Quality Characteristics for: Food and Nutrition 

Desired Outcome(s): 

To enhance nutritional status and prevent deaths due to malnutrition among vulnerable children.

CSI Measures:

Food Security:  Child has sufficient food to eat to sustain and active and health life at al times of the year.

Nutrition and Growth: Child is growing well compared to others of same age in village.

	Safety
	-food chain is secure

-food is free of contaminants and safe to eat

-safe and reliable water supply is available

	Access
	-distribution site is convenient for recipients

-distribution occurs on the schedule promised

	Effectiveness
	-recipients consume food as intended

-OVCs in household realize improved nutritional status

-OVCs do not die of malnutrition 

-OVCs achieve median H/W for their community

	Technical Performance
	- food provided is appropriate to the setting (can be prepared easily, nutrient rich, acceptable to recipients, and fits climate)

-families and caregivers know how to prepare food distributed

-nutritional education is provided

-nutritional status is monitored

-needs of breastfed and weaning children are addressed

	Efficiency
	-food aid is directed to OVCs most in need

-wrap around services and more sustainable feeding solutions are identified in a timely manner

	Continuity 
	-referral process with health care system is in place

-care providers refer children at risk for nutritional assessment

-no gap in coverage and timing of food provision

	Compassionate Relations
	-recipients perceive that food is distributed with dignity

-service provided does not lead to social stigma for recipients

-counseling is carried out with respect and confidentiality

	Appropriateness
	-absence of gender-based disparities in food distribution

-Food provided meets HH need 

-HIV positive mothers and pregnant women receive appropriate advice about feeding their newborns

	Participation 
	-caregivers and OVCs participate in decisions about what they will receive and how it will be distributed

	Sustainability
	-efforts are underway to find other sources of nutritional support through food programs, community gardens, etc.


Desired Outcomes for Core OVC Services

	Core Service
	Desired Outcome 
	CSI Measurable Goals

	Food and Nutrition

Support

	To enhance nutritional status and prevent deaths due to malnutrition among vulnerable children.

	Food Security:  Child has ufficient food to eat to sustain and active and health life at al times of the year.

Nutrition and Growth: Child is growing well compared to others of same age in village.

	Shelter and Care  


	No child goes without shelter, clothing, access to clean safe water or basic personal hygiene. Children have one adult who provides love and support.
	Shelter: Child has shelter that is adequate, dry and safe. 

Care/Attachment:  Child has at least one adult who provides consistent love and support.

	Protection

	To reduce stigma/social neglect, insure access to basic rights (birth registration, inheritance claims, unification of siblings) and services, and protect children from abuse and exploitation.
	Abuse and exploitation: Child is safe from any abuse neglect or exploitation.

Legal protection: Child is fully protected legally. Has civil registration, inheritance rights protected, future guardian identified, if necessary.

	Health Care

	children receive primary care, immunization, treatment  when they are sick, ongoing treatment if HIV positive, HIV prevention.
	Wellness: Child is healthy.

Health Services:  Child has access to needed services: preventative and treatment.

	 Psychosocial
 Support 

	Children have the human attachments necessary for normal development and participate cooperatively in school, recreation and work with other children and adults.  
	Emotional health: Child is happy and content with a generally positive attitude.

Social Interaction: Child is cooperative and enjoys participating in activities with other children and adults

	Education and 
Vocational Training

	Children receive educational and vocational opportunities in accord with community norms and market-driven employment options.
	Educational/Vocational Performance: Child is achieving well at home, school, job training or work. Is acquiring knowledge and skills as expected.

Educational/Vocational Participation: Child is enrolled and attends school, vocational training, or works (appropriate for age).

	Economic
 Strengthening. 
	Families are able to meet their own needs economically, in spite of changes in the family situation due to HIV/AIDS.
	----------------------------------


Appendix C-3

Instructions and Worksheets for Group Exercises

Group Exercise 1: Dimension of Quality Matrix (worksheet 1)                                

Time: 1 hour
Materials: Dimensions of quality matrix (worksheet 1), Refer to list of desired outcomes
Methods: Interactive group work

Instructions for Group Work:

4. Note the core service, desired outcomes and relevant CSI measures in the top of the matrix.

5. Ask group members to state quality characteristics for each dimension (some will overlap more than one dimension, which can be noted).  Be sure that quality characteristics are observable and measurable.

6. Once the quality characteristics have been listed not with an underline or other indication which ones are ESSENTIAL for effectiveness. 
Group Exercise 2:  Review of Best-Practices and Flowchart Exercise (worksheet 2)  

Time: 1.5 hour
Materials: Materials related to Best Practices and Evidence-based Care for the Specific Core Service being considered, participation of a content expert if possible, info from situation analysis.

Methods: Interactive group work

Instructions for Group Work:
1. Content expert or group member presents summary of best-practices and evidence-basis for service under consideration.  The group should also review the illustrative service delivery standards from Appendix D or other examples provided by the facilitation team.  

2. Group evaluates the relevance and applicability of what has been presented to the local context.  Guiding questions:  Could these service delivery standard/best practice  work in our setting?  What activities would have to be altered or added?

3. Group constructs a flow chart of key activities that must occur for service to be effective in the local context.

4. Once the flow chart is complete the group can begin to make notes about the content of care for each activity.  These notes are the building blocks of the draft Standaard.

Small Group Exercise 3: Draft Standard (Worksheet 3)

Time: 1.5 to 3 hours (depending on how much advancement and clarify was achieved in group exercise 2).
Materials: If each group can draft on a computer this is helpful for ease in editing. New flip charts for drafting, as well as other materials used and produced in step 2 (flow chart, notes, model standards, illustrative standards from appendix, etc.)
Instructions for Group Work:
1. For each step in the flow chart for the service explain what the service provider needs to do for the child and what other things need to happen for care to be complete and effective.  

2. Review each step of standard to be sure that it is valid, reliable, realistic, and clear.

3. Review ESSENTIAL quality characteristics from dimensions of quality matrix.  Will this standards lead to the hoped for quality.

4. Questions about optimum (ideal) or minimum levels of care will arise, in order to move through the process the group is encouraged to identify both optimal practice and minimum practice. Then through discussion, they can determine where to set the local standard based on national policies, resources and local realities.
Worksheet 1: Dimensions of Quality Matrix
	Dimensions of Quality
	Quality Characteristics for _____________________

Desired Outcome:

CSI Measures:



	Safety
	

	Access
	

	Effectiveness
	

	Technical Performance
	

	Efficiency
	

	Continuity 
	

	Compassionate Relations
	

	Appropriateness
	

	Participation 
	

	Sustainability
	


Worksheet 2: Flowchart of Service Delivery
Core Service_______________________________

GRAPHIC – have a flow chart that can be filled out OR flow chart instructions to do flow chart on back….

Worksheet 3:  Template for Service Delivery Standards and Guidelines 
	Service Area: 

Desired Outcome:


	Critical Minimum Activities from flow chart: (cross check with dimensions of quality)



	Which type of standard is most appropriate? (please check one)

___Guideline     ___Protocol     ___Checklist   



	Service Delivery Procedures for Each Activity in Flow Chart




Continue on reverse side.

Appendix C-4

Workshop Evaluation Form


We would like your candid reaction to this workshop in order to improve the methods and materials for future use.. Please answer the questions below and add any additional comments that you may have.  Thank you.

On a scale from 1 to 5, with 1 being the lowest, please circle the number that best represents your agreement with these statements. 









Strongly

Strongly








Disagree

Agree

1.
This content has application to my work.


1
2
3
4
5

2.
The information was presented in an understandable way. 
1
2
3
4
5 

3.
My expectations of the training were met.


1
2
3
4
5


Please rate the following items using a scale where 5 = excellent; 4 = very good; 
3 = good; 2 = fair; 1 = poor

4.
Format (discussion, lecture, group work)


1
2
3
4
5

5.
Visuals






1
2
3
4
5

6.
Participant handouts




1
2
3
4
5

7.
Based on your previous knowledge and experience, the level of the course was:

 FORMCHECKBOX 
  Too basic

 FORMCHECKBOX 
  Appropriate

 FORMCHECKBOX 
  Too complex 


If not appropriate, please state reasons:


________________________________________________________________

8.Please rate how well you rate the appropriateness and usefulness of the following sessions:


Session 1: What is Quality?



1
2
3
4
5


Session 2: Dimensions of Quality



1
2
3
4
5


Session 3:  Developing Standards



1
2
3
4
5


Session 4:  Quality Improvement Strategies

1
2
3
4
5


_________________________________________________________________

9.
What was the most effective part(s) of the course?


_____________________________________________________________________

10.
What was the least effective part(s) of the course?


_____________________________________________________________________

11.
What are your suggestions for improving the materials or seminar?


_____________________________________________________________________

12.
Suggested topics and/or faculty you would like for future activities:


_____________________________________________________________________

 Please write any additional comments on reverse side of this sheet. 

Appendix D
Illustrative Standards for Core Services and Coordination of Care
These illustrative service delivery standards can be used as a starting point to developing guidelines in a specific country or setting. The examples are presented as follows:

1. Food and nutrition

2. Shelter and Care

3. Protection

4. Health Care

5. Psychosocial Support

6. Educational and Vocational Testing

7. Economic Strengthening

8. Coordination of Care
Appendix D
Illustrative Examples: Standards for Core Services

1.  FOOD AND NUTRITION

	Guidelines for Food and Nutrition

	Desired Result:

All OVC have access to age-appropriate food and nutrition.

	Key Components of Care:

· Assess household access to adequate food (food security)

· Children receive normal meals (as defined by the community)

· Nutritional status of child is assessed and monitored

· Access to safe water

· Monitor household dynamics vis-a-vis gender based disparities in food distribution 



	Service Delivery Guidelines:
Do children/household have access to adequate food (food security) as defined by MOH guidelines:  You might need to link to food distribution facilities.
Assist /support caregiver in food preparation techniques: This could apply to preparation of own food or food received from a distribution program.

Provide nutritional education/counseling: Educate family on food storage/preparation; recognize signs of malnutrition; hygiene etc.

Nutritional status of child is monitored: Check the nutritional status of child using a growth monitoring schedule in line with MOH guidelines. For older children, monitor that median height and weight is in line with community norms.

Ensure that family land for cultivation is maintained:  In some cases, chronically ill adults might be too weak to farm.  You might need to link household to agricultural extension workers and/or seek assistance from neighbors.
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Illustrative Examples: Standards for Core Services

2. SHELTER AND CARE

	Guidelines for Shelter and Care

	Desired Result:

All OVC have adequate shelter, clothing and personal hygiene in accordance with community norms.

	Key Components of Care:

· Child has access to shelter (includes adequate clothes and bedding)

· Verify that personal hygiene can be maintained

· Verify adequate link to adult caretaker and/or extended family (particularly in case of youth-headed household)

· Access to toilet facilities 

· Other basic material needs met based on local context

· Transition from institutional care settings to community-based care



	Service Delivery Guidelines:
Ensure that children/household has access to shelter:  Ensure that house is wind and water-tight.  Is there a need for bed nets (in malarial area)?  Does the child need clothing/shoes?

Assist /support youth: In youth-headed households, ensure that unsustainable coping behaviors (e.g. selling land/livestock; child labor) is not resorted to.

Integrate child into community: Assist with re-unification to take children off streets; placing children with their next of kin; tracing existing relatives etc.

Assist in linking household/child to other support services:  Provide limited assistance and referral follow up to local social services unit/support group/medical professionals etc.


Appendix D
Illustrative Examples: Standards for Core Services

3. PROTECTION

	Guidelines for Protection

	Desired Result:

OVCs have access to basic rights and services in a context of decreased stigma/social neglect

	Key Components of Care:

· Legal protection

· Knowledge of rights

· Protection from all forms of abuse 



	Service Delivery Guidelines:
Access to legal protection for household and children: Assist with ensuring birth registration; wills/inheritance/succession planning; guardianship; adoption.

Education on child rights and stigma: Caregiver, children and other key community members (e.g. teachers) are knowledgeable the rights of children.  Community members need to be trained to recognize signs of abuse and identify traumatized children.

Monitor for signs of abuse: This could be for all forms of abuse but particular attention needs to be paid for signs of sexual abuse (e.g. girls in a male-headed household).

Encourage discussion/”child space” forums: Time needs to be set aside for individual meetings with children so that they can express/discuss their needs (sexuality; employment counseling; succession planning etc.)

Age and gender appropriate life-skills training on HIV prevention: Children must be provided educational opportunities to address HIV. The focus of education should be on promoting self-confidence, healthy communication skills and responsible decision-making.   


Appendix D
Illustrative Examples: Standards for Core Services

4. HEALTH CARE

	Service Delivery Protocol for Health Assessment and Referral

	Desired Result:  OVC have access to preventive and curative health services, including ARV therapy.

	Key components of Care:

· child has access to immunization services

· child has access to primary care

· child HIV status has been tested

· HIV positive child is receiving regular check up and receiving ARV if needed

· Sick children receive needed care

	Health Assessment Checklist:

To be carried out during home visit:

___Immunization is up to date according to health card. (If no refer for immunization)

___ Caretaker knows where to take child if primary care is needed 

___Child HIV status has been checked

___If HIV+, has the child been checked

___If ARV is indicated, child is taking ARV on schedule

___Caretaker reports satisfaction with health care services

___Youth reports satisfaction with health care services

___Check child’s health and nutritional status at time of visit, refer as needed.

___Take child to health center if care is needed urgently
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5. PSYCHOSOCIAL  SERVICES

	Guidelines for Psychosocial Support

	Desired Result:: All OVC have appropriate psychosocial support relating to the grief process, emotional attachment issues, normalization and integration into society and prevention of health and social problems. 

	Key Components of Care:

Age appropriate assessment and care in the following areas:

· assist /support caregiver with disclosure of HIV status

· succession planning

· preservation of attachment and personal history

· grief counseling

· normalization via school, recreation and links to community

· monitor household dynamics vis à vis caregiver and siblings

· inquire about school attendance, performance, environment

· verify adequate contact with relatives and siblings

· counsel HIV positive youth

· guidance about sexuality, relationships, birth control

· provide drug and alcohol counseling as needed

· assistance and counseling for children who have lived outside of family care



	Service Delivery Guidelines:

Through regular home visits with the child and caretaker the following care should be provided:

Assist /support caregiver with disclosure of HIV status: Counseling available to discuss disclosure strategies and assist parent/caregiver with planning how they will talk to their child about how HIV/AIDS if affecting their lives.

Succession planning: Counseling with parents, children, caretakers to discern options and preferences about who will care for the child when the parent is no longer living. Assistance and referrals for legal advice and will writing, protection of inheritance.

Preservation of attachment and personal history: Work with families to prepare memory boxes, photos, letters, and other items that will help to preserve memories of personal history and familial love for child.  This can be done in a workshop setting or during home visit. 

Grief counseling: Ensure that caregivers, teachers and home visitors are prepared to support the child in grief in an age appropriate way. Care must be taken to follow the lead of the child and avoid retraumatization.

Normalization via school, recreation and links to community: Ensure that children are enrolled in school, attending school, and that the child does not feel isolated or stigmatized at school.  Verify that recreational activities are available and that the children have access to community networks (church, extended family, etc.)  Play with children (as appropriate).

Monitor household dynamics vis a vis caregiver and siblings: Discuss household dynamics with child and caretaker.   Refer for parenting skills, conflict management or protection services as appropriate.

Verify adequate contact with relatives and siblings:  Ask child if visits occur and if he or she sees family as often as she would like. Encourage extended family to visit child as frequently as possible.

Counseling for HIV positive youth: Counsel about how to avoid/handle stigma, safe sex practices, address other concerns about illness. Refer to support groups as appropriate.

Guidance about sexuality, relationships, birth control: Discuss relationship with youth and provide guidance about avoiding exploitive relationships or premature sexual activity.

Drug and alcohol counseling as needed: Educate youth about the dangers of drugs and alcohol.  Ask if drugs and alcohol are abused by adults in the household. Screen for signs of drug or alcohol use and refer any household member for treatment as needed. 

Assistance and counseling for children who have lived outside of family care: Address special needs of children who have lived outside with intensive counseling. Verify that they are sleeping in the designated household every night. 
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6. EDUCATION AND VOCATIONAL TRAINING

	Guidelines for Educational and Vocational Training

	Desired Result:

OVCs have access to educational and vocational opportunities in accord with community norms.

	Key Components of Care:

· Educational/vocational training access (according to age and ability)

· Direct assistance/subsidy as needed (fee waivers; school uniform provision)

· Socialization outside of school setting

· Early childhood development

· Start-up support after completion of vocational training



	Service Delivery Guidelines:
Monitoring enrollment and retention of children in school and vocational training: Assist with registration ensuring gender parity.    Monitor for grade repetition rates; completion/drop out rates.

Direct assistance/subsidy: this could be needed for a range of educational needs such as fee waivers, provision of school uniforms/books/bags

Start-up assistance after vocational training: Following skills acquisition, there might be a need to link individuals to resources for start-up of a small-scale “business”. Individuals might also need to be linked  for employment opportunities.

Pre-school/after-school program:  Ensure opportunities to participate in socialization and educational activities outside of school setting. This can be done in the context of HIV/RH education. Time needs to be set aside for children’s “forums” where they can express/discuss their needs (sexuality; employment counseling; succession planning etc.)
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7. ECONOMIC STRENGTHENING

	Guidelines for Economic Strengthening

	Desired Result:

Households are able to meet their own needs economically in spite of changes in family situation due to HIV/AIDS.

	Key Components of Care:

· Household labor saving devices

· Income generating opportunities

· Vocational training for caregivers

· Start-up support after completion of vocational training



	Service Delivery Guidelines:
Linkages to appropriate technologies: This can be done to ensure that tools and resources are made available (appropriate to the local context) to vulnerable households so that people don’t have to resort to selling land etc.

Linkages to microfinance/small business financing:Linkages can happen both ways – linking MFI to the community and linking individuals to MFI. Is the family participating in a loan scheme?

Appropriate income generation schemes: Verify that all proposed economic strengthening opportunities are economically viable and that such interventions enable families to progress from one income level to the next level up.

Start-up assistance after vocational training: Following skills acquisition, there might be a need to link individuals to resources for start-up of a small-scale “business”. Individuals might also need to be linked to employment opportunities.
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8. Coordination of Care
	Service Delivery Protocol for Coordination of Care 
This tool may be used in the context of a home visit or through an interview with the caretaker/ child head of household.

	Desired Result:

Children’s basic needs are met through a cluster of core services that is routinely reviewed so that children receive all needed services and do not receive unnecessary services. Services are adjusted to reflect developmental needs and support resilience.

	Key components of Care:

The following services are provided as needed according to local guidelines through a care coordinator:

· Food and Nutrition services

· Shelter and Care

· Protection

· Health Care 

· Psychosocial Support

· Educational and Vocational Training

· Economic Strengthening



	Guidelines

Care coordinator/household visitor develops a positive rapport with caregiver and children and involves them in determinations about their needs and in evaluation of their satisfaction with and the effectiveness of services received.

Care coordinator/household visitor assesses overall well-being of all children in household, including nutritional status, health, school enrollment, and psychosocial adjustment.

Care coordinator/household visitor assesses well-being of caregiver and determines if education or social support or economic strengthening is needed.

Care coordinator/household visitor verifies that services currently being received (food assistance, health care, counseling) are satisfactory  and effective.  

Care coordinator/household visitor does initial needs assessment or updates existing needs assessment for each child in the household, noting what changes in service needs are needed (services to add, services to drop). Organizations will each have their own assessment forms, which can be a very simple checklist or a detailed questionnaire.

___ Food and Nutrition services

      ___ Shelter and Care

      ___ Protection

___ Health Care 

     ___  Psychosocial Support

___Educational and Vocational Training

      ___Economic Strengthening

Care coordinator/household visitor provides referral information to caregiver so that needed services can be obtained.  Household visitor verifies understanding and assists in procuring care as appropriate.  

Care coordinator/household visitor provides caregiver with information about how to get help if assistance is needed between household visits. 

Care coordinator/household visitor has a supervisor to refer to when s/he encounters a problem that she cannot solve or has concerns about the effectiveness of the care received.


 Appendix E
Glossary 

Access: The lack of geographic, economic, social, cultural, organizational, or linguistic barriers to services.
Algorithm: An algorithm is a description of how to provide care that is written in the format of a flowchart or decision tree. This format provides a quick visual reference that can be referred to during the process of service delivery.

Characteristics of quality:  Specific measurable and observable aspects of care that should be in place to assure quality.
Cluster of services: A group of services provided to meet the integral needs of the child, family, or community.  Service clusters may be provided by one or more organizations, but must be provided in a coordinated manner that results in effective compassionate care that is also efficient.

Compassionate Relations: The establishment of trust, respect, confidentiality, and responsiveness achieved through effective communication and socio-emotional interactions.
Continuity: The delivery of care by the same person, as well as timely referral and effective communication between providers when multiple providers are necessary.

Dimensions of quality: Explicit aspects of quality such as safety, access, effectiveness, technical performance, efficiency, continuity, compassionate relations, appropriateness, participation, and sustainability.
Effectiveness: The degree to which desired results or outcomes are achieved.
Efficiency: The extent to which the cost of achieving the desired results is minimized.

Evaluation: The use of research methods to assess a programs effectiveness in terms of outcomes (short-term outcomes,  long-term outcomes, and impact outcomes) at the population level in the target population.
Gender Appropriateness: The adaptation of services and overall care to special needs or circumstances based on gender.  
Guidelines: Recommendations to assist service providers in providing appropriate care.  Should be evidenced-based when possible.  Rather than prescribing specific actions, guidelines serve as a resource for service providers, who use their experience, expertise and judgment to determine appropriate care.

Impact: The share of the observed outcomes, either short-term or long-term, that can be attributed to a given program, service, or cluster of services.

Appendix C

Glossary 

Monitoring:  The process of routine data collection to assess if program activities are being implemented as planned, and utilization of data for project management and decision-making.

Orphan (due it HIV/AIDS): A child, 0-17 years old, who has lost one or both parents to HIV/AIDS.

Other Vulnerable Child (due to HIV/AIDS): A child who is HIV positive; or because of HIV/AIDS 1) lives without adequate adult support, 2) lives outside of family care, or 3) is marginalized, stigmatized or discriminated against 4) has suffered other consequences due to HIV/AIDS (such as death of teacher).

Outcome:  Changes resulting from exposure to a service, a cluster of services, or a program.

Participation: The participation of caregivers, communities, and children themselves in the design and delivery of services and in decision-making regarding their own care.
Protocol:  Definition of technical component of service delivery for specific situations.  Protocols outline each step that must be taken by the care provider. Protocols are distinct from a standard operating procedure because it refers to technical rather than administrative aspects of care.

Quality: A degree or grade of excellence or worth.
Quality Assurance and Improvement: A program for the systematic monitoring and evaluation of the various aspects of a project, service, or facility to ensure that standards of quality are being met and that areas where there are gaps between expectations and results are routinely identified and addressed effectively.  Core activities include standard setting, monitoring, and improvement or problem-solving activities.

Quality Care:  The extent to which an appropriate cluster of services is delivered in a way that maximizes realization of desired outcomes. Child/family/community should receive all needed services and no unnecessary services.
Safety: The degree to which risks of harm resulting from a component service or overall care is minimized.

Service Quality: The degree to which a service conforms to standards or guidelines.

Service Standard:  A statement of what is expected for a given service.

Standard Operating Procedure: Instructions about how to carry out administrative procedures under specific circumstances.

Technical Performance: The degree to which tasks are carried out in accord with standards and meet technical expectations.
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