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Background
Brief introduction to UMN and its work
United Mission to Nepal (UMN) is an international non-government development organisation which has been working in Nepal since 1954 with a vision of the fullness of life for all in a transformed Nepali society. As it serves the people of Nepal, multicultural teams of Nepali and volunteer expatriate staff work alongside local organisations in six districts of the country, building partnerships that lead to healthy, dignified, and empowered individuals and transformed communities. 

UMN has been implementing the Improving Health Care System of Bogatan, Doti Project (IHSP) in Bogatan Phudsil Rural Municipality (RM) of Doti district since January 2023. The project is being implemented through a local partner, Centre for Equal Access for Development, CEAD Nepal.
Project Goal and Outcomes
The IHS project aims to enable the people of Bogatan Phudsil RM to access improved health services. To achieve this goal, the project works with both the government health service providers as well as the community, particularly the women of reproductive age and adolescents.

The project has four outcome areas. The first two outcomes are related to enhancing the capacity and accountability of government health services and their staff to deliver quality health services in mother and child health, adolescent sexual and reproductive health and mental health. The latter two outcomes are related to enabling women of reproductive age to actively seek and access quality maternal and child health services, while equipping adolescents with essential life skills and motivation to make healthy decisions regarding their health and wellbeing.
Project Profile
	Consultancy Title
	END OF THE PROJECT EVALUATION

	Project Name: 
	Improving the Health Care System of Bogatan, Doti (IHSP)

	UMN Cluster:
	UMN, Doti Cluster

	Implementing Partner(s)
	Centre for Equal Access for Development (CEAD Nepal)

	Funding Partner
	Gossner Mission

	Project Locations
	1 to 7 wards of Bogatan Phudsil RM

	Project duration
	3 years (January 2023 to December 2025)

	Period of project to be evaluated
	 January 2023 to December 2025


Project Description
[bookmark: _Hlk203143308]The project aims to improve the local government’s healthcare system and strengthen the capacity of health workers to provide better health services to women of reproductive age and youth by engaging with community groups, mothers’ groups, their families and key stakeholders including government health service providers and female community health volunteers. The services include maternal and child health, family planning, adolescent sexual and reproductive health and mental health. In addition, the project also works to improve the health governance. 
Bogatan Phudsil RM, with a total population of 15,912 (53% female), is an underdeveloped region of the western hilly district of Doti, Nepal. There is one primary health care centre, six health posts, and three community health units providing basic health services in the area.
The RM lacks good health infrastructures, essential materials and equipment and trained health workers. In addition, maternal and child health issues prevail; family planning coverage is low and there is a lack of sexual reproductive health services targeted to adolescents. 
Bogatan Phudsil RM underperforms regarding major child health indicators. This includes cases of pneumonia under five being 137 per 1,000, which is significantly higher than national averages of 26 per 1000 (child immunisation coverage is less than 90%, and 8% of children aged 0-23 months newly registered for growth monitoring are underweight (Source: Doti Health Data, 2020). 
Low levels of awareness and low decision-making power among women of reproductive age are barriers to health-seeking behaviour. This is compounded by gender discrimination and social stigma for persons with additional marginalisation. Currently, only 62% of women are completing their 4th Antenatal Check Up (ANC) visit and only 64% deliver with the assistance of skilled birth attendants. Similarly, the contraceptive prevalence rate (CPR) is only 17%, which is in stark contrast to the national CPR of 48% (Source: Annual Report District Health Office Doti 2075/76). Lack of long-acting family planning methods in health facilities has resulted in higher defaulter of cases as many rely on short-term family planning methods. This situation has been compounded during lockdown periods of COVID-19 pandemic. Postnatal care of mother and child by their family is hampered by harmful practices rooted in purity taboos. Remoteness and disruption of roads are additional challenges in accessing timely services. 
To address the identified issues, the project has been closely collaborating and coordinating with the local health government to enhance the capacity of health workers and improve the health services provided by local health facilities. This initiative includes providing essential medical equipment and furniture to the seven health facilities, including the community health unit and providing training for the health workers in ASRH, mental health, family planning, and maternal and child health. Additionally, to improve the health seeking behaviour and community awareness on maternal and child health, the project has been working with 80 health mother groups and female community health volunteers. The Health Facility Operation and Management Committee (HFOMC) of seven health facilities are actively functioning and dedicated to improving the quality health services in local facilities after the training provided by the project. In collaboration with seven local health facilities, school health sessions on adolescents’ health issues are being conducted for adolescent groups and child clubs in nine secondary schools in Bogatan. The project intervention had started in 2023 and will be closing by the end of 2025. 
Expected Project Results from the Project Proposal 
	Goal
	The community people of Bogatan Phudsil RM accessing improved health services.

	Outcome 1
	Government health service providers and their staff have the capacity to sustainably deliver quality health services in Mother and Child Health, Adolescent Sexual and Reproductive Health and Mental Health

	Indicators 1.1
	 Institutional deliveries (by trained skilled birth attendants) increased by 7% compared to the baseline 56%

	Indicators1.2
	Number of adolescent boys and girls receiving AFHS services increased. (baseline 0)

	Indicators1.3
	Number of mental health patients adequately treated by trained health workers (Baseline 0)

	Indicators1.4
	8 % Increased in Contraceptive Prevalence rate CPR compared to baseline 20%

	Output 1.1 
	Maternal Neonatal and Child Health (MNCH) service providers are capacitated, coached, and supported (job aids, etc.) for key services including SBA training, MNH update, uterine prolapse screening and management, technical supervision, Infection prevention and control, reporting & recording

	Indicators1.1.1
	Number of staff coached and supported for key services (Baseline 0)

	Indicators 1.1.2
	 Number of SBA providing services in health facility (ideal is 2 per HF to qualify as 24-hour birthing facility) (Baseline 9)

	Indicators 1.1.3
	Number of Mobile Health Camp conducted (Baseline 0)

	Indicators 1.1.3
	Number of visits by RM & Health Office (Baseline 0)

	Output 1.2
	Health providers are trained on ASRH to provide AFHS in their catchment area (link with schools in their catchment area)

	Indicators 1.2.1
	Number of staff trained in ASRH (Baseline 0)

	Indicator 1.2.2
	7 health facilities certified as adolescent friendly. (Baseline 0)

	
	Number of ASRH interaction programmes conducted by HF staff at local schools (Baseline 0)

	Output 1.3
	Mental Health services are integrated, and Mental Health and psychosocial services are provided through the local health facilities

	Indicators 1.3.1
	Number of staff trained and FCHV oriented in Mental Health Service (Baseline 14)

	Indicator 1.3.2
	Number of health facilities offering mental health services (counselling and psychotropic medication) (Baseline 2)

	Indicator 1.3.3
	Number of schools (students) linked with local health facility for mental health sessions (number of sessions conducted) (Baseline 0)

	Output 1.4
	Health Providers are trained, coached and supported on providing long term family planning method

	Indicators 1.4.1
	Number of staff oriented on long-acting family planning methods (Baseline 0)

	Indicator 1.4.2
	Number of FP camps conducted (Baseline 0)

	Indicator 1.4.3
	Number of mother's groups oriented on FP (Baseline 4)

	Outcome 2
	Engaged and equipped governance structures contribute to deliver quality health care.

	Indicators 2.1
	7 out of 10 health service institutions have a functioning Health Facility Operation and Management Committee with action plans implemented. (Baseline 0)

	Indicator 2.2
	Increase in satisfaction level of rights holders and service users on CSC (community score card) for health facilities (Baseline 94%)

	Indicator 2.3
	% Increase of women with Anemia taking iron supplements (Baseline 0%)

	Output 2.1
	Existing services at Birthing centre, HF and PHC-ORC & EPI is strengthened, including making them Disability-friendly services

	Indicators 2.1.1
	Number of HFs are supported with essential equipment (Baseline 0)

	Indicator 2.1.2
	Number of birthing centres at HF established or expanded for 24-hour service (Baseline 7)

	Output 2.2
	Key MCH services are expanded in the health facilities for better identification and management of maternal health issues (training, equipment, supplies, job aid related to Lab services- haemoglobin, urine protein test)

	Indicators 2.2.1
	Number of health workers oriented on basic lab tests (Baseline 0)

	Indicator 2.2.2
	7 health facilities provide lab services. (Baseline 2)

	Indicator 2.2.3
	Number of HF with appropriate job aids for MCH services (Baseline 3)

	Output 2.3
	HFOMC have their capacity built for accountability and Quality service assurance

	Indicators 2.3.1
	Number of HFOMC oriented on role & responsibilities (baseline 3)

	Indicator 2.3.2
	Number of HFOMC members attending monitoring of PHC-ORC (Baseline 0)

	Output 2.4
	Linkages with RM are established for the sustainability of health services (periodic joint reviews, planning, regular coordination, advocacy related to ASRH, MH and MCH)

	Indicator 2.4.1
	 Number of linkage meetings conducted (Baseline 0)

	Outcome 3
	Women of reproductive age actively seek and have access to quality maternal and child health services

	Indicators 3.1
	% of pregnant women completed 4th antenatal check-up visit (baseline 74%)

	Indicator 3.2
	% of 0-23 months old children registered for growth monitoring. (Baseline 87%)

	Output 3.1
	Mother’s groups are mobilised and provided education on 1000 golden days, WASH & Nutrition, Gender discrimination (child & VAW), Family planning, and childhood illness

	Indicators 3.1.1
	Number of Health Mothers Group meetings conducted by FCHV (baseline 325 average)

	Indicator 3.1.2
	Number of home visits conducted by FCHV (Baseline 86 average)

	Output 3.2
	Emergency obstetrics and other referral services are accessed (supported by a new fund managed by HFOMC/HP/FCHV)

	Indicators 3.2.1
	Number of Emergency Obstetrics Funds established with appropriate guidelines and oversight (Baseline 1)

	Output 3.3
	Pregnant women and their spouse’s receive education (group/one on one)

	Indicators 3.3.1
	 Number of peer education sessions conducted (baseline 0)

	Indicator 3.3.2
	 Number of women participating in peer education sessions (baseline 0)

	Indicator 3.3.3
	Number of fathers and grandmothers participating in support group sessions (baseline 0)

	Output 3.4
	FCHV are trained and regularly supported for delivering key MCHN functions including mothers group mobilisation

	Indicator 3.4.1
	Number of FCHV trained (Baseline 25)

	Outcome 4.
	Equipped adolescents with life skills and motivated to make healthy decisions regarding their health and wellbeing (social determinants of health)

	Indicator 4.1
	Increased engagement of adolescent girls and boys in community actions on social issues (baseline 5)

	Indicator 4.2
	Decrease in under 20-pregnancies recorded at local health facility. (Baseline 52)

	Output 4.1
	ASRH knowledge and health attitudes of adolescents and their caregivers are improved.

	Indicator 4.1.1
	Number of girls participating in ASRH training (Baseline 218)

	Indicator 4.1.2
	Number of parents participating in interaction programme on ASRH (Baseline 0)

	Output 4.2
	Adolescents are aware of social and health issues related to them and actively engage in the community to address those issues. (Child Marriage, gender discrimination, chhaupadhi (menstrual purity), Menstrual hygiene, WASH, Nutrition, Mental health, stigma related to the mental health, etc.)

	Indicator 4.2.1
	Number of peer educators trained (Baseline 17)

	Indicator 4.2.2
	 Number of teachers and SMC/PTA oriented on gender-based violence (Baseline 287)

	Indicator 4.2.3
	 Number of child clubs actively engaged to raise awareness (Baseline 7)

	Output 4.3
	Nutrition and Menstrual hygiene related awareness and services are delivered through school focused programmes

	Indicator 4.3.1
	 Number of girls participating in menstrual hygiene training (Baseline 465)

	Indicator 4.3.2
	Number of schools with functional stock of menstrual hygiene supplies (Baseline 7)



Project Participants or Beneficiaries 
	Primary beneficiaries
	· 3,000 adolescents (10-19 years) (esp. girls) and their teachers in 9 schools
· 4,200 women of reproductive age (esp. pregnant and lactating mothers) and their spouses
· 60 rural government health workers
· 81 Female Community Health Volunteers (FCHVs) 
· Government health services institutions
· 1 Primary Care Centre
· 6 Health Posts
· 3 Community Health Units 

	Secondary beneficiaries
	· 80 Health mother group members
· Children with disabilities and people living with HIV and AIDs.

	Other stakeholders
	District Health Office and line agencies, province health training centre, local RM and wards



Project Structures 
The project works with school-based child clubs, adolescents’ groups, health mothers’ groups and health service institutions. The following table provides details of the project structures.
	Project Structure
	Number
	Members/staff

	Adolescents’ groups/Peer educator group
	9
	225

	Health mothers’ groups
	80
	1616

	FCHVs
	80
	

	Health institutions
	 16
	6 Health posts, 1 Primary health care centre and 9 extended community health units

	HFOMC
	7
	63

	Schools
	9 Secondary schools
	

	Child clubs
	9
	190


Project Documentation
	Document Type
	Link to document on SharePoint or name of document if attached

	Project Proposal
	(Will be shared later) 

	Logical Framework
	(Will be shared later)

	Theory of Change
	(Will be shared later)

	PMP or Monitoring Data
	(Will be shared later)

	Annual Reports
	(Will be shared later)

	Baseline Report
	(Will be shared later)

	Doti Cluster Strategy Plan
	(Will be shared later)

	Mid-term evaluation report
	(Will be shared later)

	UMN Cross-cutting policies
	(Will be shared later)


Purpose and Scope of the Evaluation
Evaluation Objectives and Purpose 
This is an end of project evaluation, which will focus on effectiveness, impact, sustainability, lessons learnt and analysis about whether the project has realised its intended outcomes. The evaluation’s learnings and recommendations will also be important to assist UMN in its future design and implementation of similar projects in this or other locations. The overall objectives of this evaluation are as follows.
Assess the management of the project by UMN, the Local Partner Organisation (LPO), and Supporting Partner and how this has impacted the success in delivering the project’s goals, outcomes, targets and outputs as outlined in the project proposal.
Review effectiveness of current strategies and approaches in achieving the outcomes and sustaining the benefits generated through the project and recommend how sustainability can be strengthened in future projects.
Identify key interventions and best practices which have yielded most impact in relation to addressing the needs of most marginalised groups targeted by the project and recommend how these can be scaled up in future projects.
Identify learning, programme adaptations as well as technical areas for future designing and implementation of projects by UMN. This should also include recommendations for LPO, local stakeholders and the community to support them in managing activities after the project exist.
Assess how the project has mainstreamed GEDSI, Climate Change and Conflict Sensitivity and what impact has it had on project participants with multiple marginalisation.
Conduct an analysis of endline data and produce analytical report comparing the baseline and endline values for the project indicators to assess the project’s achievement of results.
Use of the Study Findings
While designing and conducting the evaluation, the evaluation team will keep in mind the following uses of the findings.
Create evidence and recommendations to inform the design of future projects.
Provide local partner, UMN and supporting partner accurate and reliable information on relevant issues.
Provide guidance relevant to design decisions for another project in the same or a different area with similar themes, approaches, or project participants.
The findings of the study will be disseminated to relevant stakeholders including the supporting partner, project team (local partner and UMN) and wider UMN teams, and the respondents.
The findings and recommendations of the evaluation will be shared with the Funding Partner, Local Partner Organisation, community members and other key stakeholders using appropriate mediums. The evaluation’s findings and recommendations will be used as learnings to adapt to and design future projects.
Subject and Focus
The Consultant will review the results of the IHS project from January 2023 to December 2025, using Key Evaluation Questions (KEQs). The KEQs for this evaluation are tied to the criteria developed by the Development Assistance Committee (DAC) of the Organisation for Economic Cooperation and Development (OECD) and UMN’s cross-cutting areas.  
key evaluation questions (KEQ)
Relevance: Is the intervention doing the right thing? (DAC)
· To what extent are the priority needs of the target population addressed by the project? 
Effectiveness: Is the intervention achieving its objectives? (DAC)
· With reference to the log frame indicators and contribution of the activities, to what extent have the planned results been achieved? This will require reporting against the log-frame indicators using both quantitative achievements as well as qualitative evidence. This will mean using the endline survey data and comparing them with the baseline data and providing adequate justification using the information generated through the primary data collected during field visits.
Impact (Changes): What difference does the intervention make? (DAC)
· What have been the positive impact (or changes) of the project in the individual, family and community level? How has the project contributed toward these changes? What are the key factors and actors contributing to these changes?
· What have been the negative and/or unintended impacts (or changes) of the project? What are the key factors and actors contributing to these changes?
Coherence: How well does the intervention fit? (DAC)
· To what extent was the project coordinated with other UMN projects and projects by other organisations in the area? How has that led to minimising duplication of efforts and building collaborative synergy?
· To what extent was the project aligned with national or local government priorities? How has that led to minimising duplication of efforts and building collaborative synergy? 
Efficiency: How well are resources being used? (DAC)
· How well are resources being used? Were the activities cost-efficient? Were objectives achieved on time? This may include conducting a cost-efficiency analysis comparing the project inputs with achieved outcomes (e.g. cost per participant reached or per outcome achieved).
· How did the project coordinate internally and externally to utilise and manage internal and external resources to reduce cost and/or maximise the benefits generated?
Sustainability: Will the benefits last? (DAC)
· What are all mechanisms and structures in place for the communities to continue their development/ positive changes without the project support, and be able to link with and access resources from other agencies and actors in their areas? What are some pieces of evidence of how this is occurring?
Crosscutting Themes of UMN
· [bookmark: _3dy6vkm]What changes are evident of the community demonstrating greater inclusion and equity (i.e. increasing access, removing barriers to participation and resources, and ensuring representation of vulnerable and marginalised people in community life and decision-making processes/bodies)? How has the project contributed to this? Please consider the following questions.
· Gender Equality: How has the project considered gender equality in the project's design, planning, implementation, and monitoring?
· Environment and Climate Change: How has the project considered environmental and climate change issues in the project's design, planning, implementation, and monitoring? 
· Conflict Sensitivity:  How have the dividing factors been minimised and connecting factors been maximised during the project implementation?
· Disability Inclusion: How has the project considered disability inclusion in the design, planning, implementation, and monitoring of the project? 
Evaluation Approaches and Methodology
Stakeholder participation is essential. The Consultant is expected to conduct a participatory evaluation providing for active and meaningful involvement of beneficiaries, project participants, implementing partner, supporting partner and other relevant parties. 
The evaluator should propose the precise combination of methods to be used in carrying out the evaluation, describe how the methods will be combined, and propose the source of information and data collection procedure. Only a generic methodology will not be considered for shortlisting. 
The detailed methodology for the evaluation will be developed by the consultant as part of the inception plan. The inception plan is mandatory and needs to be approved/agreed by UMN and Gossner Mission before the consultant does any field work. The inception plan must include detailed methodology including methods and tools, and also an evaluation framework. The evaluation framework must demonstrate which KEQ is answered by which method/tool. Please see the “Inception Report” section below for details.
Following are some of the methods to be followed by the evaluator. 
Review of documents prior to field visit
Key documents for the Consultant to review include:
· Project Proposal
· Theory of Change (ToC)
· Project Annual Reports
· Baseline report (including baseline questions) and end-line raw data 
· Mid-term evaluation report
· Policies on UMN’s cross-cutting issues
Visit to the Project Site
Key activities may include:
· Focus Group Discussions (FGDs) using appropriate participatory tools
· One-on-one interviews
· Paired depth interviews
· Case study
· Observation
· Collection of relevant secondary data from relevant agencies
· Daily debriefs and end of field visit feedback session to review and discuss information and impressions
Selection of study site and stakeholders mapping for qualitative assessment
Where possible, the evaluation will be carried out in all the project sites.  A sampling frame will be drawn which is representative of the geographical units such as Tol (village), ward, and municipality as well as social strata of the beneficiaries/stakeholders such as gender, caste/ethnicity, age group, disability status etc.
The research team will map the status of all the stakeholders (also refer to the section on project participants, beneficiaries and other stakeholders above) in the identified study sites which will inform the stakeholders’ potential engagement in the study. The respondents for the evaluation will be selected based on this mapping.
Selection of respondents for qualitative assessment
Selection of respondents for qualitative assessment will be guided by the Key Evaluation Questions (KEQ) mentioned above. For example, to understand the capacity of the women’s groups in general, focus group discussions with groups at all levels (lowest to highest capacity) are important. Therefore, purposive sampling may be used to identify the respondent groups. 
Analysis of data
Analysis of data collected from the field
The evaluation team will use qualitative data analysis techniques such as coding, identifying themes and interpreting perspectives or any other qualitative data analysis software.
Analysis of data from the endline survey
UMN will conduct the endline survey and hand over the data to the consultant/s in an Excel file. The consultant/s will use the data to produce an endline survey report comparing with the baseline. The comparative analysis of the baseline and endline surveys will also be used in the evaluation report, providing reasons for under/over achievements. 
Key Deliverables
The consultant/s will complete the following Key Deliverables
Inception report including study design and development of relevant tools and questions for the evaluation. The consultant is responsible to design and develop relevant tools and questions for evaluation. The evaluation design, tools and questions must be agreed upon and approved by UMN before implementing them in the field. Please refer to the key evaluation questions, project indicators and means of verification for developing study questions.
Conduction of field study in study sites
Analysis of data gathered from document review and field study
Analysis of endline survey data
A comparative report of baseline and endline survey data highlighting key indicators
Preparation of draft and final evaluation report
Presentation of the findings from the final report
Inception Report
The Consultant/s will prepare an inception report to operationalise and direct the evaluation. The inception report will describe how the evaluation will be carried out, bringing refinements, specificity and elaboration to the Terms of Reference. The inception report will include a work plan which outlines the proposed methodologies, target respondents, as well as the method of engagement with project participants.
It will be approved by UMN’s MEAL Lead and Thematic Lead -Health and/or Cluster Team Leader, and will act as the agreement between parties for how the evaluation will be conducted.
The inception report will address the following reporting elements:
Overview
Understanding of the assignment and Expectations of Evaluation (including restrictions and/or refinements to ToR)
Roles and Responsibilities
Evaluation Framework (this should include the mapping of each key evaluation question with corresponding sub-questions, respondents/source of information, methods and tools)
Evaluation Methodology (including tools and sample size of respondent groups and individuals)
Data collection and analysis
Reporting
Work Schedule
Report
The Consultant/s will prepare an evaluation report that describes the evaluation and puts forward the findings, recommendations and lessons learned. The presentation of results is to be intrinsically linked to the key evaluation questions, establishing a flow of logic development derived from the information collected.
All Key Evaluation Questions (KEQs) in the ToR must be addressed and answered by the Consultant to the extent the evaluation process has allowed them to do so, except where the Consultant has previously expressed constraints/limitation. Any KEQs not addressed should be explained in the limitation section of the report.
The final evaluation report should be a maximum of 30 pages, excluding appendices, and should be written in English. It should contain an executive summary of a maximum of 2 pages. The report should generally follow the following format:
· Title page
· Acknowledgement
· Acronym list
· Executive Summary (this should include the key project details, key findings and key recommendations)
· Introduction
· Objectives or Purpose
· Methodology
· Constraints and Limitations
· Findings (All the Key Evaluation Questions must be answered here)
· Conclusion and Recommendations
· Appendices
· Endline survey report, cleaned raw data and analysed data tables (separately)
The report may include quotes, photos, graphs, case studies etc.
Recommendations should be practical and specific. If there are large number of recommendations, they should be given a priority according to importance for future project work.
Timeline
The deadline for submitting the final evaluation report is 5 November 2025. The timeline for other evaluation activities may change later but the deadline for final report submission will not change.
	Activity
	Deadline

	Signing of the consultancy agreement
	By 22 August

	Submission of a draft inception report 
	By 26 August

	Submission of a final inception report incorporating feedback from UMN
	By 29 August

	Field Work
	1st week of September

	Presentation of the first draft of the evaluation report in given formal
	By 15 October

	Presentation of final draft of the evaluation report incorporating feedback from UMN
	By 5 November

	Oral Presentation of key evaluation findings in UMN
	December (Learning forum)



The inception report will be circulated among the concerned key stakeholders in UMN and with the funding partner, and their feedback will be incorporated before the field visit(s) begin. The draft evaluation report will be circulated among the concerned key stakeholders in UMN, and their feedback will be used to correct factual errors and address requests for clarification. The consultant/s will then make the second draft report. The second draft will be circulated to the funding partner for their review. The consultant/s will produce a third draft incorporating their feedback. Further work may be needed if errors or clarification requests have not been addressed.
Evaluation Team and Responsibilities
The evaluation team will consist of at least 1 external Consultant. The Consultant may make recommendations regarding how many members the team requires. UMN is fine with one consultant doing all the evaluation work but can accept more than one member in the team if the need is adequately justified. When the proposed team has more than one member, UMN expects the Lead Evaluator to be involved in the whole process of the evaluation including the field visits. Moreover, if the proposed team has more than one member, it would be good to have at least one female evaluator.
UMN staff members may also be attached to the evaluation team to observe the process and to support the Consultant where necessary. Members of the Study Team
These individuals will have the following roles as part of the study Team
· NAME, Key Investigator
· Avinaya Shah, MEAL Lead UMN Liaison with external consultant
· Sharmaya Tamang, Project Officer, Field Visit Coordination
· Rakshya Niroula, Thematic Lead, Health, Technical clarity and supervision
Responsibilities of the Consultant
The Consultant will report to UMN’s MEAL Lead or MEAL staff assigned by the MEAL Lead, with concerned Thematic Lead, Project Manager/Project Officer and Cluster Team Leader copied in. The Consultant will be responsible for
Guidance and directions to achieve the purpose and objectives of the evaluation.
Conducting the evaluation.
The day-to-day management of operations of the evaluation assignment.
Facilitating an in-Cluster and Kathmandu level debriefs.
Consolidation and presentation of evaluation findings and writing the final evaluation report. The production of deliverables in accordance with contractual requirements.
Responsibilities of United Mission to Nepal (UMN)
Logistics
Providing relevant documentation for preparation and data collection including the baseline survey report.
Arranging meetings with community people and stakeholders during data collection.
Providing other support to the evaluation team as required to meet key stakeholders during the entire evaluation period.
Consultant Qualifications
The Consultant will need to have the following abilities and experiences:
Master’s degree or higher in Public Health with a minimum of five years' experience in health sector.
Have extensive experience in conducting evaluations of integrated health projects and a proven record in delivering professional results. S/he should have solid theoretical and practical knowledge and experience of quantitative and qualitative research methodologies.
Have good knowledge and experience in health in general and reproductive health. adolescent sexual and reproductive health and WASH.
Have good experience and understanding of government health system of Nepal. 
Have good experience in using participatory, strengths-based approaches to the evaluation.
Ability to engage openly with the local community and listen to and synthesise varied perspectives.
Ability to ensure that gender, conflict sensitivity, environment and climate change and disability issues are assessed as a part of the evaluation.
Have advanced skills and knowledge in data analysis, evaluation and learning methods and approaches, conducting community-based evaluations, and project sustainability mechanisms and processes.
Be fluent in English (written and spoken) and Nepali (spoken) languages. Familiarity with the local language will be an added value.
Should be willing to follow and agree to abide by UMN’s processes, rules, and policies, including Safeguarding Policy.
The Consultant should have:
Experience and skills in facilitation, particularly with people having low or no literacy in Terai Madhesi settlement. 
Experience in using facilitation methods that are friendly to children, women/girls and persons with disability.
Sensitivity to local culture, customs and traditions.
Experience and skills in participatory processes, rural and social development, and cross-cutting issues such as gender, conflict sensitivity, and disability.
Experience and skills in learning-oriented data processing, data analysis and report writing.
Commitment to accomplish work by the given time.
Ownership, Confidentiality and Ethics 
All data and the evaluation report will become the property of UMN. The Consultant agrees that the information obtained remains confidential and any use in whole or part for publication or citation needs prior written approval from UMN.
While not compulsory, if the evaluator discovers issues of particularly sensitive nature which they do not feel are appropriate to include in the general report, a separate, confidential report can be sent to the MEAL Lead. 
Code of Conduct and Ethics of the Study
The study will maintain confidentiality and anonymity of information providers. The Consultant will ensure that no one, including direct or indirect beneficiary of the project, will be forced to participate in the study and evaluation process or to provide information. 
The consultant and their team will not share with or divulge to any person or persons the content of the final report. The study team will be sensitive to the local context and culture while carrying out the study and present themselves with modesty and humility while dealing with issues related to women, children, disability, and marginalised groups. Any person found guilty in child abuse, gender-based violence or any other criminal offence will not form part of the evaluation team.
The consultant(s) and their team will sign a safeguarding policy code of conduct which will form part of the consultancy contract (Annex 1).
Costs and Duration
A consultancy fee amount will be agreed upon based on the number of days required for the evaluation. The consultancy fee will be subject to tax liability as per the tax rule of Nepal. The following table shows the estimated time required for the evaluation.
	Activity
	Expected Duration

	Literature Review (including review of baseline tools and report)
	3 days

	Workplan and tools (Inception Report draft & final) 
	3 days

	Field visit for data collection
	7 days

	Analysis and report writing of endline survey 
	4 days

	Data analysis, synthesising and draft evaluation report
	7 days

	Feedback and reports finalisation
	1.5 days

	Presentation workshop
	0.5 day


Acceptance of Terms of Reference
I declare that I have received and read the Terms of Reference and commit to conduct the evaluation as per its guidelines and agree to meet the requirements stated.
	Consultant

	Signature

	

	Name
	

	Company
	

	Date
	



	United Mission to Nepal

	Signature

	

	Name
	

	Designation
	

	Date
	





PMF Template 11.2.7.2	VERSION: May 2024
UMN Code of Conduct for Safeguarding Children & Vulnerable Adults

This form needs to be signed by all UMN staff when joining UMN, and handed in at HR.

Code of Conduct
UMN staff, representatives and agents must:
1. Familiarise themselves with the UMN Safeguarding Policy and indicate their acceptance of it by signing a copy of the Code of Conduct.
2. Ensure they always work with children and vulnerable adults, where possible, with the knowledge and informed consent of those responsible for them.
3. Report any allegations related to potential breaches of this policy to the relevant Safeguarding Focal Person.
4. Co-operate with any investigation process formed under the relevant procedure within this policy.
5. Not disclose the nature or details of an investigation to any unauthorised person.
6. Abide by the Safeguarding Policy on Communicating Electronically (see UMN Safeguarding Policy, Appendix 1).

UMN staff, representatives and agents must not:
1. Threaten or use any form of physical punishment or hitting against a child or vulnerable adult.
8. Use language or behaviour towards child or vulnerable adult that is inappropriate, harassing, abusive, sexually provocative, demeaning or culturally inappropriate.
9. Spend excessive amounts of time alone with children or vulnerable adults. Meetings with individual children should take place within the sight of others and such meetings must occur with the knowledge of UMN supervisors and those responsible for the child or vulnerable adult.
10. Fondle, hold, kiss, cuddle, tickle or touch children in an inappropriate or culturally insensitive way. Physical touch between adults and children can be healthy but should occur in public places. A general guideline is not to touch children in areas that are normally covered by shorts and t- shirt.
11. Take or use images of children or vulnerable adults which are detrimental to their dignity (see UMN Visual Images Policy & Guidelines).
12. Use resources like telephones, mobiles or other IT/electronic/digital resources to develop inappropriate relationships with children or vulnerable adults or to store/view explicit or degrading images.
13. Fail to report when they have concerns about harm to a child or vulnerable adult.
14. Hire children or vulnerable adults for domestic or other labour which is inappropriate given their age or development stage, which interferes with their time available for education and recreational activities, or which places them at a significant risk of injury.


Signatures
I have read and understood this information. I understand that behaviour contravening these guidelines may be investigated by UMN and, if warranted, be reported to the appropriate legal authorities.
	
	Employee
	Witnessed by UMN Staff Member

	Name
	
	

	Job title
	
	

	Date
	
	

	Signature
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